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4th Floor 

1 Guildhall Square (Civic Offices) 
Portsmouth  PO1 2GJ 

 

Governing Board 
 

A meeting will be held from 3.00pm – 5.00pm on Wednesday 17 May 2017 
in Conference Room A, 2nd Floor, Civic Offices, Portsmouth 

 
AGENDA 

 
 

 Subject Lead Attachment 
 

1.  Apologies for Absence and Welcome 
 

Dr E Fellows Verbal 

2.  Declarations of Interest 
 

Dr E Fellows Verbal 

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

held on Wednesday 15 March 2017. 
b. Matters Arising 
 

Dr E Fellows White 

4.  Chief Clinical Officer’s Report 
 

Dr J Hogan Blue 

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

Mrs M Spandley 
 

White 

6.  Governing Board Work Programme Dr E Fellows Yellow 

7.  Listening to Our Patients 2016-17 Report Ms J Powell Cream 

8.  “Your Big Health Conversation”: Progress Report Mr I Richens White 

9.  360 Stakeholder Survey Report 
 

Dr L Collie Pink 

10.  Register of Interests 
 

Mr A Silvester Green 

11.  Minutes of Other Meetings 
 
• Clinical Strategy Committee 
• Primary Care Commissioning Committee 
 

 
 
Dr J Hogan 
Mr T Morton 
 

 
 
Blue 
Yellow 

12.  Patient Story 
 

Mr I Richens Pink 

13.  Date and Time of Next Meeting in Public 
 

Dr E Fellows  

 The next Governing Board meeting to be held in public will take place on Wednesday 19 July 2017 
at 3.00pm – 5.00pm in Conference Room A, 2nd Floor, Civic Offices, Portsmouth. 
 

14.  Meeting Close 
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DRAFT 
 

Minutes of the NHS Portsmouth Clinical Commissioning Group Governing Board meeting 
held on Wednesday 15 March 2017 at 3.00pm – 5.00pm in the Committee Room, CCG 

Headquarters, 4th Floor, 1 Guildhall Square, Portsmouth 
 

Summary of Actions 
Governing Board held on Wednesday 15 March 2017 

 
Agenda 
Item 

Action Who By 

3 Minutes of Previous Meeting – Circulate to Governing 
Board members the slides used for HOSP/C meeting in 
relation to Solent NHS Trust CQC inspection. 

I Richens May 17 

5 Integrated Performance & Quality Report and 
Governing Board Assurance Framework – Investigate 
further the circumstances related to the reported 
orthopaedic long waiter. 

M Spandley May 17 

5 Integrated Performance & Quality Report and 
Governing Board Assurance Framework – Circulate to 
members the presentation used to brief the Audit 
Committee on RTT matters. 

M Spandley May 17 

6 Equality and Diversity Report 2016 - Consider 
presenting the findings from the PSED analysis to our 
City Wide PPG. 

I Richens May 17 

6 Equality and Diversity Report 2016 – Discuss details of 
communications and engagement work that has taken 
place. 

I Richens/ 
J Powell 

May 17 

6 Equality and Diversity Report 2016 – Item 6, first 
paragraph, last line to be amended to “in awareness 
training sessions”. 

I Richens/ 
J Powell 

May 17 

7 Register of Interests - All to review the declarations 
made and advise of any further changes to be made to 
improve completeness and consistency. 

All May 17 

7 Register of Interests – Amendment to be made to Dr 
Julie Cullen’s entry as highlighted at the meeting. 

J Collis May 17 

 
Present: 
 
Dr Dapo Alalade - Clinical Executive 
Dr Linda Collie - Deputy Clinical Leader/Clinical Executive 
Dr Julie Cullen - Registered Nurse 
Dr Elizabeth Fellows - Chair of Governing Board/Clinical Executive 
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  
 
In Attendance 
Mrs Jane Cole - Deputy Chief Finance Officer 
Mrs Jayne Collis - Business Development Manager 
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Apologies 
 
Mr Paul Cox - Practice Manager Representative 
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer 
Dr Jason Horsley - Director of Public Health, Portsmouth City Council 
Dr Jonathan Lake - Clinical Executive 
Dr Tahwinder Upile - Secondary Care Specialist Doctor 
Mr David Williams - Chief Executive, Portsmouth City Council 
 
 
 
1. Apologies and Welcome 
 

Apologies received from Paul Cox, Dr Jim Hogan, Dr Jason Horsley, Dr Jonathan Lake, Dr 
Tahwinder Upile and David Williams. 
 
Dr Elizabeth Fellows welcomed everyone to the NHS Portsmouth Clinical Commissioning 
Group (CCG) Governing Board meeting held in public.  She reminded those present that 
although the meeting was being held in public it was not a public meeting and therefore 
during the CCGs formal business members of the audience would not be invited to 
participate. 
 
Dr Elizabeth Fellows commented that it would be Dr Dapo Alalade’s last Governing Board 
meeting as he would be leaving the CCG at the end of March 2017.  On behalf of the 
Governing Board Dr Fellows thanked Dr Alalade for his contribution to the CCG. 
 

2. Declarations of Interest 
 

None. 
 

3. Minutes of Previous Meeting 
 
The minutes of the Governing Board meeting held on Wednesday 18 January 2017 were 
approved as an accurate record. 
 

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

Agenda 
Item 

Action Who By Progress 

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

J Hogan/ 
J Collis 

Mar 17 Complete. 

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

M Spandley Mar 17 Michelle Spandley reported 
that PHT have not 
introduced a Medical 
Examiner but have adopted 
the approach.  The Quality 
team are continuing to 
pursue the issue.  Ongoing. 

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

I Richens Mar 17 Innes Richens apologised 
to members if they did not 
receive a copy of the slides 
and agreed to circulate 
them after the meeting.  
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Agenda 
Item 

Action Who By Progress 

Board members. Action:  I Richens 
5 Integrated Performance 

Report – To discuss mental 
health services further 

J Powell/ 
I Richens 

Mar 17 Complete. 

 
4. Chief Clinical Officer’s Report 

 
Dr Linda Collie presented the Chief Clinical Officer’s report on behalf of Dr Jim Hogan.  It 
summarised the key decisions and actions undertaken by the Clinical Executive on behalf 
of the Governing Board since the previous meeting. 
 
Dr Collie highlighted the main areas of the report: 
 
Portsmouth Health and Care ‘Blueprint’ Update – The CCG continues to progress plans 
using the MCP model.  Discussions have been held with Solent NHS Trust, Portsmouth 
Primary Care Alliance and member GPs to focus on sustaining primary care, out of hospital 
care, and demand management.  We are working with Portsmouth City Council to ensure 
integration and working with health and social care teams to get it up and running.  
 
Accountable Care System (ACS) Development – The ACS Board met for the first time in 
February 2017 in order to seek support from all partners to the principles of operating the 
system as an accountable care system.   All partners supported this aim and Terms of 
Reference for the Board are being developed. 
 
Annual Report and Accounts - Arrangements are in place for the CCGs production of its 
2016/17 annual report and accounts and a year-end timetable to meet the requirements 
has been developed. 
 
Conflicts of Interest Further Guidance – The CCG has recently updated its policy to adhere 
to the new guidance published by NHS England. 
 
National Stakeholder Survey – A summary of results will be presented to the Governing 
Board when the final reports have been issued at the end of March 2017. 
 
Dr Elizabeth Fellows commented on the Clinical Executive arrangements and explained 
that the LMC had administered the recent election process for us for our two forthcoming 
vacancies.  Dr Nick Moore and Dr Annie Eggins have been nominated and are now 
awaiting the results of a mandate election which closes on 1 April 2017. 
 
Dr Elizabeth Fellows announced that in respect of the role of Chief Clinical Officer role she 
was pleased to confirm that Dr Linda Collie had been successfully appointed by NHS 
England and would be taking on the role from 1 June 2017.  Dr Linda Collie would also be 
our Clinical Leader.  Dr Fellows congratulated Dr Collie and explained that Dr Collie would 
be working alongside Dr Hogan as part of transition arrangements from 1 April 2017. 
 
Andy Silvester highlighted that the number of work programmes listed for the ACS 
development was seven programmes not eight as stated. 
 
Jackie Powell thanked Dr Dapo Alalade for his work on mental health and asked the Board 
who would be taking this portfolio from 1 April 2017.  Dr Elizabeth Fellows explained that 
she would be reviewing the Clinical Executive portfolios once all posts were filled. 
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Dr Dapo Alalade asked about the Conflict of Interest guidance and if it was just NHS 
doctors that needed to declare any private work.  It was explained that the wording used in 
the guidance was “NHS doctors”. 
 
The Governing Board accepted the Chief Clinical Officer’s Report. 

 
5. Integrated Performance & Quality Report and Governing Board Assurance 

Framework 
 
Michelle Spandley presented the Integrated Performance & Quality Report and Governing 
Board Assurance Framework dated 15 March 2017, which provided an overview of 
progress against the delivery of the CCGs strategic priorities and plans, and overall CCG 
performance that defines an effective commissioner.  It also provided a summary of current 
Quality and Safeguarding issues for the CCG. 

 
Programmes and projects are continually reviewed and monitored via the Portsmouth 
Planning Programme Board and any schemes not achieving the expected outcomes are 
either stopped or revised.  A number of projects have now stopped as a result of this and 
these are detailed in the report. 

 
The following areas of the report were highlighted: 
 
• Performance 

 
South Central Ambulance Service (SCAS) continue to improve towards the national 
targets and February data indicates that they may have achieved all red 1 and red 2 
targets which is good news if it comes to fruition. 
 
A&E 4 Hour Target – PHT remain off the trajectory of 85% recording 73% for 
December and 73.7% for January.  Patient safety remains a concern and this is being 
monitored by the Quality Team.  Long waits in relation to ambulance handover 
processes are also being monitored.  The A&E recovery plan has been amended. 
 
12 Hour Trolley Waits – December performance was good with no reported breaches 
however there were a large number in January and these have been reported as 
serious incidents and are being investigated. 
 
Cancer Targets – 7 of 8 cancer targets are being met with the 62 days standard target 
remaining as unachieved. 
 
Referral to Treatment – Remains below the national target at 88% and an improvement 
trajectory has been agreed. 
 
52 Week Breaches – The CCG has a number of 52 week breaches including an 
orthopaedic patient awaiting treatment who was expected to have treatment in 
December but did not attend their appointment.  There are 10 breaches in total 
however one patient may count as several breaches and this is being investigated 
further.  It was agreed that the circumstances related to the reported orthopaedic long 
waiter would be investigated further. 

Action:  M Spandley 
 

• Finance 
 

The CCG remains on plan for financial performance with the activity at PHT stabilising 
in December, following an unexpected over performance in November.  The report 
shows the forecasted position at £3.1m surplus however as the CCG has been 
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requested not to commit the 1% set aside non-recurrently it is likely that the CCG will 
be asked to increase its position to £6m and we await further guidance from NHS 
England. 
 

• CQC Visits 
 

The CQC undertook 2 unannounced visits on 16/17 February 2017 and 28 February 
2017 to Portsmouth Hospitals NHS Trust (PHT).  These resulted in a warning letter to 
PHT in respect of initial findings and the Trust were asked to take immediate action to 
keep patients safe.  An Enforcement Notice in respect of Ambulatory Medical Unit 
staffing and safe management of medical patients was also issued.  PHT have been 
open and transparent on all of the issues and have shared letters and responses with 
the CCG.  The full report from the CQC is awaited. 
 

Dr Elizabeth Fellows asked a question of behalf of Paul Cox in relation to the table detailed 
on page 25 which shows the indicators where the CCG is ranked in the bottom quartile in 
particular indicators 124b and 129a.  Michelle Spandley explained that indicator 129a links 
to the non-achievement of the Referral to Treatment target and a plan is in place with PHT.  
Dr Elizabeth Fellows asked if the plan would deliver.  Michelle Spandley explained that it is 
being monitored and there are “hot spots” that have more risk than others.  There have 
been some good ideas generated on what could be done and we are trying to open all 
avenues in terms of achievement and it links directly to the plan recently scrutinised by the 
Audit Committee.  It was agreed that the slides used at a recent Audit Committee meeting 
to brief members on RTT matters would be circulated to members. 

Action:  M Spandley 
 
Dr Dapo Alalade commented on indicator 124b related to learning disability rates and 
commented that numbers have been validated and numbers that NHS England have are 
understated.  An on-line system is being developed to help with health checks and this is 
being introduced at TARGET in April.  Dr Linda Collie commented that the Primary Care 
team have been discussing this issue and it is a focus for this year for improvement. 
 
Tom Morton asked about the Challenging Behaviour Project.  Michelle Spandley explained 
it was a project around Continuing Healthcare beds as currently we buy a bed when a 
patient requires it.  This was about whether we could buy a certain number of beds and get 
a better deal.  We are dealing with providers that are not used to working in this way and 
we are working with them so that they can produce a bid in the future.  Dr Elizabeth 
Fellows commented that currently the provision is outside of the City and therefore 
relatives have to travel.  We are trying to ensure that future placements are within the City 
however we are not relocating those patients that are already outside of the City. 
 
Jackie Powell asked about the whole pathways that are being turned off in order to free up 
capacity as detailed on Page 9 of the report.  Dr Elizabeth Fellows explained that the CCG 
is changing supplier and the services are not turning off and it is about freeing up capacity 
at PHT.  Michelle Spandley added that the CCG is using an alternative provider so that 
PHT can concentrate on other priority areas. 
 
Jackie Powell asked about The Community Assessment Team project as mentioned on 
page 16.  Michelle Spandley explained that it was about making it a more efficient service 
and the perception was that people were being prescribed more than they needed so it 
was decided to revert back to the original system. 
 
Jackie Powell asked about the Safe Space Project as mentioned on page 15.  South 
Central Ambulance Service (SCAS) already provide Safe Space clinicians and it is about 
where and when and how often.    Innes Richens said that it is about how it can be 
incorporated as part of the contract and it has been agreed to continue. 
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The Governing Board accepted the contents of the Integrated Performance & Quality 
Report and Governing Board Assurance Framework.  

 
6. Equality and Diversity Report 2016 

 
Innes Richens presented a paper which provided an annual update on how the CCG has 
complied with the duty to have “due regard” as required under the Public Sector Equality 
Duty of the Equality Act 2010.  He drew attention to the Action Plan detailed on pages 6 
and 7. 
 
Andy Silvester said that he thought the report was good and very well written and clearly 
defined the requirement.  Innes Richens said that he would feedback this to Claire Pond 
who produced the report. 
 
Tom Morton commented on the number of complaints and said that he did not feel that was 
very many. 
 
Dr Dapo Alalade asked if the findings from the Public Sector Equality Duty (PSED) analysis 
detailed in section 3.3 would be sent to the Patient Participation Group.  Innes Richens 
agreed to consider presenting the findings from the PSED analysis to the CCGs City Wide 
PPG. 

Action:  I Richens 
 
Jackie Powell said that she agreed with the report but that she had lost sight of the CCGs 
communications strategy and agreed to discuss this further with Innes Richens outside of 
the meeting.  Innes Richens said that there had been a wide ranging amount of 
communication and engagement going on and that he would be happy to discuss this 
further. 

Action:  I Richens/J Powell 
 
Dr Dapo Alalade commented that the last line of the first paragraph in Item 6 was missing 
the word “awareness” and should read “in awareness raising sessions” not “in raising 
sessions”.   It was agreed this would be amended. 

Action:  I Richens 
 
Dr Dapo Alalade asked about internships.  Innes Richens explained that this is part of the 
work with the third sector and is about encouraging workers.   
 
Innes Richens also noted that we are using use the staff survey to try and understand 
equality and diversity better this year but this is dependent on individuals being content to 
provide this information.  
 
The Governing Board approved the report. 
 

7. Register of Interests 
 
Andy Silvester presented the Register of Interests as at 3 March 2017.  Dr Linda Collie 
asked that Dr Annie Eggins information be checked.  It was explained that the information 
contained within the report is what had been detailed on individual’s forms and there is 
further work to improve the consistency and completeness of the declarations. 
 
Dr Julie Cullen highlighted a change to her entry and asked that non-financial professional 
interest also be ticked for her declaration. 

 Action:  J Collis 
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The Governing Board accepted the Register of Interests. 
 

8. Draft Financial Plans 
9. Budget Setting 2017/18 

 
Michelle Spandley explained that she would present the next two items on the agenda 
together.  She introduced the CCG’s Draft Financial Plans for 2017/18 to 2018/19 and 
Budget Setting for 2017/18 and explained that at the last Governing Board meeting the 
Operating Plan had been approved and these papers were follow on papers.  The financial 
plans follow all current national rules and also seek to address local issues. These have 
already been presented to the Clinical Executive Committee.  The £9.2m savings 
requirement for the CCG is the biggest risk going forward and we need to take as much 
opportunity for savings as possible.  We are trying to ensure that robust plans are in place 
as we move forward. 
 
Accountable Care System (ACS) – We are trying to work much more as a system with 
Solent, Southern, Portsmouth Hospital and our two sister CCGs.  The process will break 
down barriers and requires us to work together as one and not as individual organisations 
and to trust one another and work as a system for patients.  Nationally at the moment the 
numbers don’t add up and we are working with the parameters given. 
 
We are pursuing how we can get PHT onto a different contract type and it is being called 
an “aligned and incentive contract”.  We are mid process on this and good progress has 
been made.  It has been taken to the PHT Board and approval has been given to move 
from Payment by Results to an aligned incentive contract. 
 
Budget Setting – This is in the same style as in previous years and outlines how the CCG 
is approaching setting the budgets for 2017/18. 
 
Dr Elizabeth Fellows asked a number of questions on behalf of Paul Cox as follows: 
 
In previous years the CCG has held a budget surplus yet from 2017/18 onwards we are 
now targeting a break even position.  Are we being mandated to do so or is it because of 
increased financial pressure and are we at an increasing risk of not reaching a break even 
position?  Michelle Spandley explained that it is not entirely clear how the surplus accrued 
is to be dealt with.  Previously we have achieved it and received it back in subsequent 
years.  We are now required to achieve a break even position and we need to look at what 
we are working with and understand the requirements more.  If we are required to move to 
a £6m surplus this year it is not clear at this point whether the additional £3m is returned to 
the CCG as in previous years, therefore Michelle agreed that Paul Cox’s point was valid. 
 
Would the overspend be carried over into future years?  Michelle Spandley explained that 
this would be the case and if we overspend it can be carried forward. 

 
Would we achieve a higher quality premium if we communicated our intentions to all 
parties earlier?  Michelle Spandley explained that in the past it takes a while to understand 
what is required and needed to be achieved.  We can find out where we are early in 
2017/18 but she suspect the largest elements will make it difficult for the system to 
achieve.  
 
Jackie Powell commented that every year we receive 1% back, does this mean we won’t 
get this back this year?  Jane Cole explained that in the past the CCG has been given it 
back and not spent it in previous years and this year it is expected to achieve an in-year 
break even position and it is unclear how accrued surpluses will be managed. 
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Jackie Powell asked if the CCG would get the opportunity to spend it.  Jane Cole said that 
the likelihood is that we are able to access it is very unlikely.  Michelle Spandley said that 
there is no reason why we cannot ask as we need to utilise all opportunities. 
 
The Governing Board noted the Draft Financial Plans for 2017/18 to 2018/19 
including acknowledgement of growth assumptions, inflation, proposed reserves for 
investment and contingencies, QIPP, together with anticipated risks and mitigating 
actions. 
 
The Governing Board approved the 2017/18 Budget Setting Policy, draft Financial 
Plan and QIPP requirements. 
 

10. Minutes of Other Meetings 
 
The minutes of the following meetings were presented for acceptance by the Board: 
 
• Minutes of the Clinical Strategy Committee meetings held on 4 January 2017 and 1 

February 2017. 
• Minutes of the Audit Committee meeting held on 14 December 2016. 
• Minutes of the Health and Wellbeing Board meetings held on 30 November 2016. 
• Minutes of the Primary Care Commissioning Committee meeting held on 16 November 

2016. 
 

The Governing Board accepted the minutes. 
 

11. Patient Story 
 
Suzannah Rosenberg introduced a patient story on behalf of a family who wanted to share 
their experience of NHS services.  Permission has been given for the story to be shared 
with Solent NHS Trust and the family members GP and the story is unfortunately an 
example of where care not always aligns and stresses the importance of care coordination 
and care plans.  
 
Suzannah outlined the experience of the family whose elderly mother was suffering from 
heart failure, dementia and has slow healing leg ulcer.  The family was active in her care 
and whilst she had had several hospital admissions it was felt there was consistent and 
good care particularly from the domiciliary care team.  However the family believe that in 
the last few weeks of her life, their mother suffered due to uncoordinated services 
particularly between the GP and community services.  The family found it impossible to 
navigate the health and care system and therefore wanted to share their story as they were 
concerned for those people in need who have no family to speak up for them.  The family 
did not wish to complain but did want to raise awareness to their experience in order that it 
can be learnt from.  
 
Governing Board members discussed the case and points made included: 
 
• Despite a lot of work having been done to improve end of life care it is clear that there 

is still work to be done. 
• Care planning is extremely important and key as GPs can’t provide that sort of personal 

service any more. 
• The case is a very sad one to hear and is a reflection of the complexity of systems we 

are working in.   
• The System as a whole let down this lady.   
• The importance of end of life care planning. 
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• Need to listen more to domiciliary care staff and carers as these are the people who 
usually know the person.  We are unsure of how much they are listened to.  Part of our 
actions moving forward should be about changing culture and that domiciliary care are 
seen as part of the team. 

• The need for education of end of life and palliative care offerings as well as the need to 
work with all parties as a system. 

 
Dr Fellows thanked Suzannah Rosenberg for sharing the story with the Governing Board 
and asked her to convey the Governing Boards thanks to the family for allowing it to be 
shared and discussed in a meeting in public.  
 

12. Date and Time of Next Meeting in Public 
 
The next Governing Board meeting to be held in public will take place on Wednesday 17 
May 2017 at 3.00pm – 5.00pm in Conference Room A, 2nd Floor, Civic Offices. 
 
Dr Elizabeth Fellows thanked everyone for attending the meeting and reminded members 
of the public that feedback and comments would be welcomed.  
 
 
Jayne Collis 
7 April 2017 
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REPORT FROM THE CHIEF CLINICAL OFFICER 
 
1 INTRODUCTION 
 

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

2 ALIGNED INCENTIVE CONTRACT WITH PORTSMOUTH HOSPITALS NHS TRUST 
 

Current position - The CCG has a Standard NHS contract with Portsmouth Hospitals NHS 
Trust (PHT). This is reviewed annually and the current contract has been agreed for two 
years from April 2017 – March 2019.  The financial terms of the Standard NHS Contract 
are based on national tariff prices in accordance with ‘Payment by Results’ (PbR).  
 
The need for change - PbR has been in place for many years and was introduced at a 
time when the NHS needed to create additional capacity to radically reduce waiting times in 
elective care.  The needs of the NHS have changed since this time, and locally it has been 
agreed that the PbR arrangements do not fit well with the current challenges facing us in 
the NHS, including unscheduled care demands, the need to radically transform services 
and reduce costs.  It was agreed with PHT at the time of signing the current contract, that 
alternative payment mechanisms would be explored to find a more suitable 
arrangement.  We need a system that gives PHT some certainty of income and aligns 
financial incentives to enable the Trust to undertake the clinical service transformation 
required and to focus on opportunities for efficiencies and cost reduction. 
 
Aligned Incentive Contract - We have therefore agreed an alternative payment approach, 
and the existing contract has been varied to incorporate these new arrangements.  This is 
known as an ‘Aligned Incentive Contract’, which has been introduced elsewhere in the 
NHS.  The new arrangements place the focus on working together in partnership to 
address the challenges we face, taking a holistic view of how best we utilise our resources 
to achieve the best outcomes for our patients.  Rather than focussing on transactional tariff 
based financial payments, we will instead focus on value – cost, efficiency, effectiveness 
and quality.   This will provide much more support and freedom for clinicians to do the right 
thing for patients.  This change only affects the financial arrangements, the other terms and 
conditions of the NHS Standard Contract remain. 
 
The new arrangement came into effect from 1 April 2017. 
 

3 STAFF SURVEY 
 
The 2017 results of NHS Portsmouth CCG’s annual staff survey have now been analysed, 
and considered by both the Clinical Executive Committee, and the Staff Engagement 
Group. The response rate – at around 75% of staff members – was very good. 
 
Overall the results were extremely encouraging, and it was pleasing to note that staff 
appeared to be so positive about the impact of the move into our new offices, last year. All 
of the quantitative questions seeking an opinion of working life at the CCG produced net 
positive responses, and the great majority of qualitative (free text) responses were equally 
positive. 
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The full results have now been shared with CCG staff, and a series of actions have been 
agreed by the Staff Engagement Group and endorsed by the Clinical Executive Committee. 
Those actions include seeking ways to facilitate staff to volunteer to support local 
community groups and charities, improving cooling temperature control in the offices, and 
extending access rights to the CCG’s headquarters to some staff from other organisations 
who work as partners with the CCG. 
 

4 CLINICAL EXECUTIVE ARRANGEMENTS 
 
In my previous report I outlined how the LMC was in the process of administering elections 
with our member practices to appoint two new clinical executives to our team following the 
resignations of both Dr Dapo Alalalde and Dr Jim Hogan. I am pleased to inform the 
Governing Board that we have been successful in appointing to both roles. Dr Nick Moore, 
from the Craneswater Group Practice commenced as a clinical executive with us on 1 May 
2017 and Dr Annie Eggins, from the Eastney Practice formally commences as a clinical 
executive with us on the 1June 2017 but is working with us in May as an associate clinical 
executive as part of her transition into the role. We are delighted to have Nick and Annie 
working with us.  
 

5 CLOSURE OF QUEENS ROAD SURGERY 
 
Queens Road Surgery is a small practice with two GP partners who have provided high 
quality care to their patients from many years and have performed well in many areas.  
 
They chose to give notice on their PMS contract with effect from June 30th 2017. After 
careful consideration the Primary Care Commissioning Committee concluded that the only 
viable option was to disperse the practice list. 
 
The Primary Care Team has been working closely with the staff at Queens Road surgery 
and neighbouring practices to plan and oversee the list dispersal and to minimise the 
impact on patients and surrounding practices.  
 
Patients have now been notified and been advised of alternative surgeries where they can 
register.  Stakeholders have also been advised.  
 
The primary care team are maintaining regular contact with the other surgeries in the city 
and will be receiving weekly reports from Primary Care Support England (PCSE) regarding 
the number of patients who have re-registered elsewhere. Processes are also in place 
between PCSE and Queens Road Surgery to track vulnerable patients.   
 
Patients who have not re-registered by the end of June will be automatically allocated to 
another practice. 
 

6 ANNUAL REPORT AND ACCOUNTS 
 

Our draft annual reports and accounts were submitted by the required date of 21st April 
2017. An internal review of these led by the Audit Committee was held on the 3rd May and 
the Audit Committee meets again on the 24th May 2017 to approve the accounts as 
delegated to it by the Governing Board. Following Accountable Officer sign off the final 
audited accounts and annual report will be submitted by the deadline of the 31st May. 
Publication on the website will then also be made by the 16th June 2017.  
 

7 OTHER KEY ACTIONS 
 
Other key actions undertaken by members of the Clinical Executive which I would like to 
report to the Governing Board include: 
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• Oversaw our planning process and operating plan submissions 
• Led the CCGs involvement in the STP programmes including participation in the 

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

System for Portsmouth and South East Hampshire 
• Reviewed performance of support services provided to the CCG 
• Approved updated policies and procedures including flexible working, special leave, 

annual leave, and flexi-time working hours guidance. 
• Agreed reporting arrangements for the LTC Steering group to CSC 
• Reviewed progress against our Sustainable Development Management Plan 
• Reviewed arrangements for ETTF pre project work following approval by NHS 

England 
• Oversight and escalation of matters related to constitutional and other standards 

delivery and also assurance arrangements with NHS England 
• Undertook ongoing reviews of performance and actions for improvement and 

escalation including the issuing of contract performance notices 
 

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

 Strategic 
Priority Projects KPIs 

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

 

Priority 1  Priority 2  Priority 3  Priority 4  
 

Finance Summary 
 

Indicator Target Actual Variance % RAG 
Surplus – year to date surplus (£m) (£3.10m) (£6.10m) 97%  
QIPP - full year forecast (£m) £9.37m £9.37m 0%  

 

Programme and Projects 
 

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

o Review of Portsmouth Teledermatology pilot implementation of Primary 
Care Minor Surgery 

o ECR and QIPP Savings 
o Paediatric Pathways into PHT 
o Ambulatory Care Project (AEC) 
o Urgent Care Centre (UCC)/Prime Hub Project 
o Combined GI Service 
o PSEH Right Care Programme 
o Pharmacy Urgent Repeat Medicine (OOH) Project 
o Integrated Personal Commissioning Programme 

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

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

expected outcomes due to reduction of efficiencies expected by the project. 
• BCF Prevention Programme has been closed as this is now part of the 

Health and Care Portsmouth work and no longer a separate entity. 
• Community Assessment Team Project – the pilot project did not deliver the 

expected efficiencies. 
• Remodelling of Community Services project has been closed and 

superseded by the Mental Health Skill Mix and Delivery Model Review 
project set up for 2017/18. 

 
 
 

Expected Delivery of all 
Projects 

 

 

 

Performance 
 

• SCAS achieved all three national response time targets in February, recording 
76.7% against a target of 75% for Red1, 75.5% for Red 2 against a target of 
75% and 95.7% against a target of 95% for Red 19. Provisional data for March 
indicates that the Trust has met the Red1 standard but has missed the Red2 
and Red 19 standards. 
 

• A&E 4 hours – Portsmouth Hospitals NHS Trust (PHT) failed to achieve the 
agreed improvement trajectory for February reporting 73.7% against a target 
of 85%. Although still behind trajectory, March data (provisional) shows a 

 
 

Year to Date Delivery of 
all KPIs 

 
 

 
 

5 9 59 

11 19 
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Quality 
 

Portsmouth Hospital Trust:  
• Risk to patient safety as a result of waits for treatment at QAH A&E Department remains.  
• 88 breaches of 12 hour trolley waits reported by PHT for February with a further increase in breaches 

reported for March. All the breaches have been reported as Serious Incidents and will be investigated 
collectively to identify themes that may require action. 

• Quality impact - risk of deterioration and poor patient experience relating to Referral to Treatment (RTT) 
pathway delays. 
 

SCAS 999: 
• Risk to patient safety resulting from long waits for Ambulances. A number of actions being taken include:  

o Identifying alternative pathways for green demand. 
o Improving response times from mental health teams.  

 
Safeguarding:   
There has been an unexpected child death of a 3 weeks old infant in Hampshire. The parents have been 
arrested on suspicion of murder. The case has been referred to Hampshire SCB SCR Committee. The case 
has already attracted media interest. 
 
Child E: The Serious Case Review (SCR) is expected to be published on the 3rd of May 2017. 

 

Corporate Risk Register 
 

 

 
Matrix of all risks 

 

Below are the top risks as identified in the Corporate Risk Register. A number 
of key control measures are in place to mitigate these risks. 
• Emergency Department & Urgent Care Pathway - 20 
• Budget Cuts in Public Health and Adult Social Care - 16 
• Financial Sustainability of Health Partners - 16 
• Transformation - 12 
• HDOCS failure to meet assessment and home visit timeframe targets – 8 

modest improvement in performance with the Trust reporting 78.1%. The Trust 
continues to report a deteriorating position in relation twelve hour Trolley waits 
recording 88 breaches in February versus a zero tolerance.  Provisional March 
figures show a further deterioration in performance. 

 
• February year to date, the CCG is achieving seven of the eight national 

Cancer standards, failing the 62 Days (GP Referral) standard. The CCG 
achieved all the eight standards for the month of February. 

 
• The CCG failed the Referral to Treatment (RTT) incomplete standard for 

February recording 90.1% versus the 92% standard. The CCG’s position 
continues to be adversely impacted by PHT who failed the standard recording 
90.5% in February against improvement plan of 90.9%. Overall Trust 
performance continues to improve which is anticipated to continue into March 
but the standard is not expected to be met. 

 
• There was one reported breach of the 52 week incomplete RTT standard in 

February at North Bristol Trust. The breach was first reported in August ‘16 
and the patient remains on the Trust waiting list having elected to postpone 
their treatment until July ’17. 
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Finance Summary 
CCG Finance 

Finance Key Issues 
The CCG achieved a year end surplus of £6.1m against its original target of £3.1m.  This increase in surplus 
was due to the release of the 1% allocation that was held back in line with NHS England guidance. 
 
The largest area of over performance throughout 2016/17 has been the acute sector. The CCG and its main 
acute provider, Portsmouth Hospitals NHS Trusts are committed to implementing a managed contract (Aligned 
Incentive Contract) in 2017/18 in order to deliver more certainty around income levels to the sector and to work 
together with partners to deliver the required system savings to achieve financial control totals. 
 
The CCG achieved its QIPP target for 2016/17.  Identification of schemes for 2017/18 and beyond continues in 
order to ensure that the overall system wide savings requirements are met. 
 
The CCG contained its running costs within the 2016/17 allocation. 
 
The CCG closing cash balance for 2016-17 was within the national target. 
 
Debtors and creditors in M12 were in line with the internal CCG targets. 

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

 
Delivery of Strategic Priority 1 

   
 

Project Delivery 
 

Project Priority Headline Commentary 
Progress 
39 projects are assigned to this priority, with 32 RAG rated as Green (of which 21 are complete). Commentary from 
selected projects is given below:  
 
Guildhall Walk Re-procurement 
• Due to the change in direction of the procurement of the future Guildhall Walk provision, the CCG is working 

with the current provider in regards to the existing contract. 
Sleep Studies 
• Commissioners have created a self-referral pack for the sleep service (based on the persistent pain service 

referral back which commissioners agreed to share with the Trust). This will be discussed and approved during 
April. 

  
Challenges 
The 6 projects RAG rated as amber, that may not deliver expected outcomes are detailed below; 
 
Review of Portsmouth Teledermatology pilot and implementation of Primary Care Minor Surgery 
• The original project is now closed and two new projects have been developed for the coming financial year; 

Teledermatology and Primary Care Cutting Services. The implementation of the Teledermatology pathway is 
now complete and the service started receiving referrals at the beginning of April ’17. 

Combined GI service 
• This project is continuing into 2017/18, engagement issues led to a delay on the original planned timeframes. 
ECR and QIPP Savings 
• Amber rating reflects the risk to deliver the full savings. This project is also linked to the Mental Health 

Accommodation review which is intended to create capacity to step down ECR placements into lower cost 
supported living type accommodation. 

Paediatric Pathways into Portsmouth Hospitals Trust (PHT) Project (CAU) 
• This complex project is still progressing however the initial expected impact to activity will not be achieved. A 

new Lead Commissioner is reviewing this project. For the coming year the project has been re-titled Portsmouth 
Integrated Service for Children's Emergencies (PISCEs). 

Ambulatory Care Project 
• Elements of this project will carry over into the new financial year, some led by commissioning and some by 

contracting. Work is ongoing to review and validate data for DVT activity to take this element forward. 
Urgent Care Centre (Prime Hubs) 
• Work is ongoing to ensure this project is achieving its goals. The project is being reviewed for the coming year’s 

deliverables. 
 
 
 
 
 
 
 
 

2 6 1 
 KPIs (YTD) 

5 0 0 

Risks 

 4 1 0 1 6 32 
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 Performance 
 

In Year KPIs Indicating Delivery  Direction Status (YTD)  Period 

A&E Waits (PHT)  
   Feb. 17 

Calls answered within 60 seconds (NHS 111)  
   Feb. 17 

(Red 19) Ambulance Response (SCAS)  
   Feb. 17 

(Red 1) 8 Minute Ambulance Response (SCAS)  
   Feb. 17 

(Red 2) 8 Minute Ambulance Response (SCAS)  
   Feb. 17 

Diagnostic Test Waiting Times (NHS Portsmouth CCG)  
   Feb. 17 

RTT: Incomplete (NHS Portsmouth CCG)  
   Feb. 17 

   
Performance Priority Headline Commentary 
Challenges 
 
A&E: Portsmouth Hospitals NHS Trust (PHT) failed the agreed improvement trajectory for February reporting 75.3% 
against a target of 85%. The Trust also reported a significant increase in the number of patients waiting in excess of 
12 hours from a decision to admit to a hospital bed to admission (trolley waits) with 88 breaches reported in February 
versus 44 in January. A further increase in the number of 12 hour trolley waits is anticipated for March. 
 
The Trusts inability to reduce bed occupancy is having a significant impact on flow and A&E performance. 
 
Action(s) 
System wide A&E recovery plan produced which has identified a number of ‘must do’ system actions including; 

• Review of out of hospital /preventing admissions programme and local schemes to agree which will be 
supported going forward. Modelling of demand and capacity out of hospital including workforce. 

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

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

• Practices supporting avoiding unplanned admissions via a number of actions including identification of 
patients at risk of admission and working to co-produce care plans for these patients.  

• Frailty Intervention Team (FIT) in place at PHT with 7 day consultant cover aimed at reducing A&E  
• Trust to continue to focus on discharge processes with a target of 33% of discharges by 12:00. 

 
Calls answered within 60 seconds (NHS 111): The service continues to miss the standard, recording 89.5% against 
a target of 95% for February. Although the target has not been achieved in last three months, performance has been 
improving and the service is forecasting to meet that target in March. 
 
Action(s) 
A Recovery Action Plan (RAP) has been put in place with the provider with the aim of delivering and sustaining the 
standard from May '17. 

• Review activity against plan by hour each week and uplift by hour as required until stable. 
• Continue to forecast regularly against the demand profile and uplift workforce level where appropriate. 
• To maximise staffing by hour in line with the revised profile requirements by increasing active recruitment and 

training courses each month to reach required levels. 
• Reduce short and long term sickness absence to increase staff availability. 

 
RTT 52 Week Standard: There was one breaches of the 52 week incomplete RTT standard in February as a result of 
patient choice at North Bristol Trust. The patient was initially scheduled for treatment on 15/12/2016 but failed to 
attend. The patient has elected to postpone their treatment until July ’17. The patient will remain on the waiting list 
and will continue to be reported until treated in July. 
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RTT Incomplete Standard: The CCG failed the RTT incomplete standard for February recording 90.1% against the 
92% standard. The CCG’s position continues to be adversely affected by PHT who failed the standard in February 
reporting 90.5% versus the 92% target. Although the Trust has not met the standard since May ’16, overall 
performance continues to show signs of improvement. The specialties within the Trust contributing to the overall 
underperformance include: Cardiology =89.6%, Dermatology =89.4%, Gastroenterology =80.4%, General Surgery 
=86.3%, Urology =78.8% and Trauma & Orthopaedics =86.7%.  
 
Action(s) 

• Ongoing 'Action on Elective' meetings, working across commissioners, performance, primary care and with 
the Trust at a specialty level to understand key challenges affecting performance and how the CCG can 
support PHT's recovery. 

• Outsourcing of activity across a number of the challenged specialties, including Minor Urological Procedures, 
T&O Hip and Knee activity. 

• Colorectal referrals to be triaged at Care UK with applicable referrals to be seen by provider. 
• One-stop clinical triage of Cardiology patients aimed at reducing demand for outpatient appointments. 

 
999 Ambulance Response: SCAS achieved all three national standards in February reporting 76.7 against 75% 
target for Red 1, 75.5% against 75% target for Red 2 and 95.7% versus 95% target for Red 19. SCAS were the only 
Trust in England to achieve all 3 response time targets in February and consistently are within the top 2 performing 
Trusts in the country. 
 
 

Primary Care Metrics 
The following metrics are intended to provide an indication of the relevant issues within primary care.  

Indicator Current Period Current Target Current Value Status 
 

NHS England 
 

Friends & Family Test - 
% Recommended January 2017 N/A 94.0%  89.0% 

EReferral Utilisation Rate February 2017 25% 13.0%  55.0% 

GP Patient survey – 
Overall experience of making 
an appointment – % Good 

July 2016 
publication 

(covering Jul-
Sep 2015 & 

Jan-Mar 2016) 

75.5% 72.5%  73.0% 

Learning Disability Health 
Checks - % uptake 2015/16 75.0% 32.0%  N/A 

Breast Screening 3 year 
coverage % (50-70) May 2016 70.0% 70.1%  75.4% 

Cervical Screening 3.5- 5.5 
year coverage % (25-64) July 2016 80.0% 68.4%  72.6% 

Bowel Cancer Screening 2.5 
year coverage % (60-74) July 2016 60.0% 57.7%  58.2% 

Flu Vaccination Uptake (Over 
65s) - 2016/17 75.0% 72.8%  70.4% 

Flu Vaccination Uptake (Under 
65s at Risk) - 2016/17 55.0% 49.5%  48.7% 

Flu Vaccination Uptake (All 
Pregnant Women) 2016/17 55.0% 54.2%  44.8% 

Pneumococcal Vaccination 
Uptake (At any time)  2015/16 75.0% 69.3%  70.1% 
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Primary Care Performance Commentary 
EReferral Utilisation Rate: The CCG is failing the E-Referral target, recording 13%% in February against a target of 
25%. A number of actions are being taken to improve performance including ongoing discussion with the main acute 
provider, PHT, to ensure that more referral slots are made available. Additionally, the CCG has put incentive 
measures in place as part of the 2017/18 Primary Care CQUIN to encourage EReferral utilisation. 
 
GP Patient survey:  The CCG achieved 72.5% for the overall experience of making an appointment with GP in 
2015/16 (latest). As per the 2016/17 quality premium guidelines, the CCG is required to achieve an improvement of 3 
percentage points against the 2015/16 baseline equating to a target of 75.5%. The next publication is scheduled for 
July ’17 and this will be used to assess performance against the 16/17 quality premium. The CCG is working with GP 
Practices to improve performance. This work includes sharing and discussing practice level performance at the local 
Practice Managers’ Forum, sharing examples of good practice and creating awareness of avoidable pitfalls. 
 
Learning Disability Health Checks: The CCG is making progress towards meeting the national target of 75% of 
people with learning disability receiving health checks by March 2018. The latest data (15/16) puts the CCG’s 
performance at 32%. The CCG is working with individual practices by sharing good practise and encouraging low 
performing practices to learn from those that are higher performing. Furthermore, the CCG has put incentive 
measures in place as part of the 2017/18 Primary Care CQUIN encourage improvement in performance. 
 
Cervical Screening Coverage: Performance relating to cervical screening coverage shows a significant 
underperformance against the national target. The latest data (July ’16) puts the CCG’s performance at 68.4% against 
a target of 80%. The CCG has incentivised GP Practices through the 2017/18 Primary Care CQUIN as part of the 
improvement plan.   
 
Bowel Cancer Screening: The CCG’s performance as at July ’16 (latest data) was 57.7% versus a target of 60%. 
Practices are expected to engage in a variety of ‘best practice’ activities to support improved uptake as part of 2017/18 
Primary Care CQUIN.  
 
Vaccination Uptake: The uptake of over 65 flu vaccination for 16/17 was 72.8% against a standard of 75%. This 
represents a marginal improvement on the 15/16 performance of 72.1%. The Flu uptake relating to “At Risk Group” 
was 49.5% against a target of 55%.  The Local Flu Working Group meets regularly to address issues relating to the 
Flu programme. Additionally, the CCG has incentivised practices through a local improvement scheme with the aim of 
improving performance. The incentive scheme is currently being reviewed alongside all vaccination uptake data to 
establish scheme requirements for the 2017/18 campaign. 

 
 

Corporate Risk Register 
 

Risk Matrix  Ref  Risk Description  Score 

 

 
PHT.05 

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

 
20 

 

Fin.P.01 

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

 

16 

Shingles Vaccination Uptake 
(Routine Cohort – aged 70) -  March 2017 59.0% 49.4%  N/A 

MMR Vaccine Uptake (Routine 
- Recvd 2 Doses by 5 years)  July-Sept 2016 95.0% 90.8%  87.5% 

Patients that have registered 
for using ‘Patient Online’ 
facilities 

January 
2017 10.0% 10.1%  N/A 
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Risk Matrix  Ref  Risk Description  Score 

 
Fin.P.29 

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

 
16 
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 Priority 2 
We want to ensure that when people receive health services they are 
treated with compassion, respect and dignity and that health services are 
safe, effective and excellent quality.   

 
Delivery of Strategic Priority 2 

   
 

Project Delivery 
 
Project Priority Headline Commentary 
Progress 
11 projects are assigned to this priority, with 8 RAG rated as Green (of which 3 are complete). Commentary from 
selected projects are given below:  
 
Medicines Management Portsmouth Project 
• Quality and safety; 

o All quality and safety audits detailed in the Prescribing section of the Primary Care CQUIN have been 
completed. 

o The Optimise Rx roll out has started and approximately half of practices have taken up the offer of early 
activation of the tool.  

• Cost Savings 
o The Medicines Management Cost Savings Programme has achieved its targeted savings based on 

January data. It is expected to over achieve with two months data still to be received.  
• Repeat Dispensing and EPS 

o The EPS and eRD project has now started and the two pilot sites are undergoing initial visits from the 
BSA with their findings directing the project in year. 

•  Prescribing Growth 
o This is now showing a reduction in the growth rate with a drop from above 7% for the 12 months to May 

down to 2.1% in the 12 months to January. Category M prices have recently been made available for 
April to June 17 further analysis is needed to show what impact these price changes will have. 

Challenging Behaviour Provision 
• Commissioners are visiting different types of provision to inform further commissioning of challenging behaviour 

beds.  A number of nursing homes in the City are suspended but are expected to be re-inspected by CQC soon.  
This will provide more opportunity to work with a provider for a challenging behaviour provision in the City. 

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

RAG rated as Red. The project aims to gather baseline data to inform decisions to be taken in financial year 
17/18 for improving this service; to this end Commissioners continue to actively engage with stakeholders 
undertaking site visits with PHT and the Havant Renal Unit. 

 
The 2 projects RAG rated as amber that may not deliver expected outcomes are listed below with some commentary 
on progress: 
 
Pharmacy Urgent Repeat Medicine (PURM) 
• Commissioners are still waiting for updates from NHS England; the project cannot progress until this is received. 
Right Care Programme 
• Right Care intervention areas are being assigned to all projects, there will not be a specific RightCare project 

going forward.  This will close and not continue into 2017/18. 
 

5 0 0 

Risks 
0 1 0 1 2 8 
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Performance 
 
In Year KPIs Indicating Delivery  Direction Status (YTD)  Period 

Incidents of C.diff (NHS Portsmouth CCG)     Feb. 17 

Friends & Family Test Combined Response Rate (Portsmouth Hospitals 
NHS Trust)     Feb. 17 

Mixed Sex Accommodation breaches (NHS Portsmouth CCG)     Feb. 17 

Incidents of MRSA (NHS Portsmouth CCG)     Feb. 17 

Never Events (Portsmouth Hospitals NHS Trust)     Feb. 17 
Venous Thromboembolism (VTE) Risk Assessment (Portsmouth 
Hospitals NHS Trust)     Feb. 17 

  
Performance Priority Headline Commentary 
Challenges 
 
C.Diff: There were six reported case of C.diff in February against a threshold of four taking the year-to-date total 
report cases to 33 against a threshold of 45. 
 
MRSA: There were no reported cases of MRSA in February. Year to date, there has been one reported case in May 
’16 taking the year to date total to one against a zero tolerance. 
 
Action(s): 
• The CCG continues to work collaboratively to ensure the sharing of information on themes, trends and lessons 

learnt as well as using expertise to proactively guide strategies to mitigate the number of infections. 
 
Never Event: Year to date there has been one reported ‘Never Event’ case in June ’16 involving an incorrect use of 
device for insulin administration at Portsmouth Hospitals NHS Trust. The Trust has reported that the incident has 
been thoroughly investigated and there was no harm to the patient and lessons learnt from the investigation have 
been implemented. 
  
Quality 
The Portsmouth CCG Quality & Safeguarding Executive Group (QSEG) met on 19 April 2017 and undertook detailed 
review of the quality & safety risks, exceptions and safeguarding issues across all commissioned services.   
 
The information below highlights only the most pertinent quality and safeguarding issues for the CCG currently.  
 
Key Risks 
Patient safety risks at the PHT A&E department as a result of waits for treatment.  Concerns about quality issues 
relating to urgent and emergency care have been escalated to the A&E Delivery Board.  

Patient safety risks as a result of SCAS long waits. The CCGs continue to work with SCAS to mitigate the impact 
of long waits.  Current actions include: 

• Identifying alternative pathways for green demand 

• Improving response times from mental health teams 

 
Quality Exceptions 
Quality impact, risk of deterioration and poor patient experience related to Referral to Treatment pathway delays 
which are referenced in other parts of this report.   
There were 88 breaches of the 12 hour trolley wait standard in February. A further deterioration is reported in March. 



 

14 

All the breaches have been reported as serious incidents and are investigated collectively to identify themes that may 
require action.   

Safeguarding 
There has been an unexpected child death of a 3 week old infant in Hampshire. The parent has been arrest on 
suspicion of murder. The case has been referred to Hampshire Safeguarding Children Board Serious Case Review 
Committee. The case has already attracted media interest. 

Child E: The Serious Case Review is expected to be published on the 3rd May 2017. 

Positive News 
 
PHL 
The CQC has published their inspection report for PHL (GP Out of hours) following their visit in November 2016.  The 
service was overall rated as “good” and achieved “good” for each of the domains. CQC acknowledged the amount of 
work carried out by the service since the last inspection and only had one further recommendation relating to annual 
staff appraisals.  
 
SCAS recruitment & retention challenges are improving and sickness level is reducing. Additionally, there has 
been a significant increase in appraisals completed as well as frontline recruitment across SHIP being on target.  
Commissioners are pleased to acknowledge the positive improvements shown in the 2016 staff survey in which 17 
Key Findings relating to SCAS were better than the national average, 14 which were similar to the national average, 
and one (the % of staff witnessing potentially harmful errors, near misses or incidents in the last month) was lower 
than the national average. Compared to 2015, 19 Key Findings had shown significant improvement. 
 
PHT A&E department: There is continued improved performance in triage and time to see a doctor at the PHT A&E. 
 
 
 
Corporate Risk Register 
 

Risk Matrix  Ref  Risk Description  Score 

  

 

R.Ports.
QUA.11 

 

PHL: HDOCS: failure to meet assessment and 
home visit timeframe targets 
Failure to meet assessment and home visit timeframe 
targets has resulted in poorly timed care and negative 
patient experience. IF this continues or deteriorates 
further THEN more harm may occur to patients.  
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Priority 3 
We want health and social care services joined up so that people only 
have to tell their story once. People should not have unnecessary 
assessments of their needs, or go to hospital when they can be safely 
cared for at home or stay in hospital longer than they need to.  

 

 
Delivery of Strategic Priority 3 

   
 
Project Delivery 
 
Project Priority Headline Commentary 
Progress 
14 projects assigned to this priority, with 12 RAG rated as Green (of which 9 are complete). Commentary from 
selected projects are given below:  
 
Care Home Hospital Admission Reduction 
• Portsmouth and South East Hampshire (PSEH) commissioners are meeting with PHT in regards to the Red Bag 

project in late April 2017, the original meeting date has been postponed by a fortnight. 
Acute Visiting Service (AVS) Project (Emergency Care Practitioner)  
• The Portsmouth Primary Care Alliance has begun configuring a TPP SystmOne module and undertaking relevant 

training with an aim for the service to operate from SystmOne from April 2017. A review of the service and 
recommendations for future commissioning arrangements will be undertaken once completed. 

  
Challenges 
The project RAG rated as red, and deemed to be very unlikely to deliver is detailed below; 
 
Better Care Fund Prevention Programme 
• This work-stream been closed as this is now part of the Health and Care Portsmouth work and no longer a 

separate entity. 
 
The project RAG rated as amber, that may not deliver expected outcomes, is listed below with some commentary on 
progress: 
 
Integrated Personal Commissioning (IPC) 
• The original commissioning lead for this project is no longer in post. New lead arrangements are being discussed 

and are currently to be confirmed.  
 
Performance 
 
Performance Priority Headline Commentary 
Reablement and Rehabilitation: The proportion of older people (65 and over) who were still at home 91 days after 
discharge from hospital into reablement and rehabilitation services was 79% against a threshold of 85.3% as at the 
end of quarter two. This is a deteriorating position compared to the previous quarter (quarter one = 82%). 
 
Action(s) 
• The CCG is working with partners to improve the proportion of patients still at home 91 days after discharge from 

Hospital into reablement and rehabilitation services as part the Better Care Fund. 
 
Residential admissions: The permanent admissions of older people to residential and nursing care (Portsmouth) 
(per 100,000 population age 65 and over) as at the end of February was 708.42 a threshold of 678.8. The CCG 
continues to work with its stakeholders to improve performance. 
 
 

2 2 1 
 KPIs (YTD) 

5 0 0 

Risks 
0 1 0 1 1 12 
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Delayed transfers of care (DTOC): As at the end of quarter 3, the number of delayed transfers of care from hospital 
per 100,000 population was 2,968 against a threshold of 611. Although the quarter by quarter position shows a 
deteriorating position, the actual monthly position shows an improving trend. The number of days delayed dropped 
from 1466 at the beginning of quarter 3 (October) to 926 in November and 576 in December. In response the 
following system actions are being taken; 
 
Action(s) 
• Integrated discharge service across 5 provider organisations established in September and single site in early 

October 2016. Single systems and processes established across all partners. 
• System wide review of domiciliary care to support full implementation of Discharge to Assess model (D2A). Wider 

review of workforce issues relation to domiciliary care across Hampshire as part of the STP process. 
• Roll out of discharge programme at PHT based on SAFER patient flow bundle completed across key wards. 
• Daily Stranded Patient meetings ongoing, these are system wide with all health, acute, community and CCG and 

social partners involved to drive discharge. 
  
Corporate Risk Register 
 

Risk Matrix  Ref  Risk Description  Score 

  

 

GB04 

 

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

 

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

Delivery of Strategic Priority 4 

   
 

Project Delivery 
 
 Project Priority Headline Commentary 
Progress 
Of the 9 projects assigned to this priority, 7 are RAG rated as Green (of which 6 are complete). Commentary from 
selected projects are given below:  
 
Future in Mind Project 
• Commissioners recently submitted a progress report to the Wessex Strategic Clinical Network. The Future in 

Mind steering group has now ceased as most of the associated projects are either business as usual or they 
have their own working groups. The programme itself is carrying an under spend which is held in Adult Social 
Care finance, a small element of the underspend has been used to fund a number of small projects which are in 
keeping with the spirit of the Future in Mind programme which includes funding a x3 places for a Gender Sexual 
Identity programme and funding a young person’s participation worker for 5 hrs a week over 2 years. 

 
Challenges 
 
The 2 projects RAG rated red, and deemed to be very unlikely to deliver, are shown below with some commentary on 
progress: 
 
The Community Assessment Team Project (as part of the Community Equipment Store Service) 
• The pilot has now been completed. Although there have been positive impacts for the prescribers the efficiencies 

anticipated have not been realised, therefore a decision was made to close the pilot and revert back to the 
original authorisation system. 
 

Re-modelling of Community Mental Health Service 
• This project has been closed and superseded by the Mental Health Skill Mix and Delivery Model Review project 

set up for 2017/18. 
  
Performance 

 
 In Year KPIs Indicating Delivery  Direction Status 

(YTD) 
 Period 

Cancer Patients - 2 Week Waits (NHS Portsmouth CCG)  
   Feb. 17 

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

 
  

 Feb. 17 

Cancer Waits - 31 Days (All Cancers) (NHS Portsmouth CCG)  
   Feb. 17 

Cancer Waits - 31 Days (Drugs) (NHS Portsmouth CCG)  
   Feb. 17 

Cancer Waits - 31 Days (Radiotherapy) (NHS Portsmouth CCG)  
   Feb. 17 

Cancer Waits - 31 Days (Surgery) (NHS Portsmouth CCG)  
   Feb. 17 

Cancer Waits - 62 Days (GP Referral) (NHS Portsmouth CCG)  
   Feb. 17 

Cancer Waits - 62 Days (Screening Service) (NHS Portsmouth CCG)  
   Feb. 17 

5 0 0 

Risks 
0 0 0 2 0 7 
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 In Year KPIs Indicating Delivery  Direction Status 
(YTD) 

 Period 

Dementia Diagnosis Rate (NHS Portsmouth CCG)  
   Feb. 17 

Hospital Standardised Mortality Ratio (Portsmouth Hospitals NHS 
Trust) 

 
  

 Feb. 17 

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

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

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

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

 
 Performance Priority Headline Commentary 
Challenges 
 
Cancer: February year to date, the CCG is achieving seven of the eight National cancer standards, failing 62 Days 
(GP Referral). The CCG’s performance is primarily driven by PHT who achieved five of the eight national standards in 
February, failing;  

o 62 Days (GP referral)  
o 31 Days (Surgery)  
o 62 Day screening to referral standard reporting. 

 
Action(s) 
Recovery plan produced by the Trust aimed at delivering and sustaining the 62 day First treatment (GP Referral) 
standard from February ‘17.  
 
Hospital Standardised Mortality Ratio (HSMR): PHT’s Hospital Standardised Mortality Ratio (HSMR) has shown an 
improvement with the rate falling from 110.11 (Nov ‘15 to Oct. ’16) to 109.82 (Oct. ’15 to Nov ’16). This remains within 
tolerance levels for the Trust (104.74 – 114.98). HSMR Ratio is an indicator of healthcare quality that measures 
whether the mortality rate at a hospital is higher or lower than would be expected. The national average is 100 and a 
score of below this indicates fewer deaths than average. PHT’s current data shows that the Trust is above the 
national average but remains within tolerance. 
 
Action(s) 
• The factors contributing to the increase are currently being investigated by PHT through the Trust’s Clinical 

Effectiveness and Mortality Steering Group (CEMSG). 
• The Trust has introduced a Medical Examiner system to review deaths. 
 
IAPT: People Moving to Recovery: The CCG’s performance reported by NHS Digital in relation to people moving to 
recovery as at December was 45.1% against a 50% target. The actual performance based on the local data shows 
that CCG achieved 54% against the target. The discrepancy is due to the fact that Solent introduced a different 
organisation code to distinguish between long term condition and core IAPT which caused duplicate appointments for 
significant number of patients. As a result, the recovery rate was negatively skewed. NHS digital has been made 
aware of this anomaly and a note has been included in the national report indicating the anomaly. 
 
Action(s) 
• Solent has reverted to using a single organisation code for both Core & Integrated IAPT to prevent duplicate 

appointments however it will be some time for all the duplicated appointment submitted to NHS digital to work 
through. 

 
Corporate Risk Register 
No risks have been identified for priority 4. 
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Appendix 1: NHS Constitution – Rights and Pledges 

Indicator 
February 2017 Q4 2016/17 2016/17 

Monthly Trend 
Target Value Status Short 

Trend Value Status Value Status 

RTT: Incomplete Pathways <18 Weeks 92% 90.09% 
  

89.36% 
 

89.94% 
  

Patients waiting >52 Weeks 0 1 
  

3 
 

13 
  

Diagnostic Test Waiting Times 99% 99.44% 
  

99.44% 
 

99.44% 
  

A&E 4 Hour Waits 95% 75.3% 
  

73.98 
 

77.78 
  

Cancer: 2 Week Waits 93% 97.7% 
  

97.1% 
 

96.6% 
  

Cancer: 2 Week Waits (Breast Symptoms) 93% 96.1% 
  

97.3% 
 

94.2% 
  

Cancer: 31 Days (All Treatment) 96% 100% 
  100% 

 
98.1% 

  

Cancer: 31 Days (Surgery) 94% 90% 
  

93.3% 
 

95.5% 
  

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

 
100% 

  

Cancer: 31 Days (Radiotherapy) 94% 97% 
  

96.8% 
 

97.8% 
  

Cancer: 62 Days (GP Referral) 85% 88% 
  

90.9% 
 

83.1% 
  

Cancer: 62 Days (Screening Referral) 90% No Activity   100% 
 

91.5% 
  

SCAS 75% 76.71% 
  

75.61% 
 

73.15% 
  

SCAS 75% 75.46% 
  

73.27% 
 

73.02% 
  

SCAS 95% 95.66% 
  

94.74% 
 

94.66% 
  

Mixed Sex Accommodation (YTD) 0 0 
  0 

 
0 

  

Methicillin-Resistant Staphylococcus Aureus 
(MRSA) 0 0 

  0 
 

1 
  

Clostridium Difficile (C. Diff.) Infection rates 45 6 
  

9 
 

33 
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Indicator 
February 2017 Q4 2016/17 YTD 2016/17 

Monthly Trend 
Target Value Status Short 

Trend Value Status Value Status 

Calls answered within 60 seconds (NHS 111) 95% 89.5% 
  

86.6% 
 

92.4% 
  

E-Referral Utilisation 25% 13% 
  

13% 
 

13% 
  

Never Events (Portsmouth Hospitals NHS Trust) 0 0 
  0 

 
4 

  

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

95% 95.1% 
  

95.1% 
 

96.4% 
 

 

 

Indicator 
December 2016 Q3 2016/17              YTD 2016/17 

Monthly Trend 
Target Value Status Short 

Trend Value Status Value Status 

IAPT: People Moving to Recovery (NHS Portsmouth 
CCG) 50% 54% 

  
54% 

 
54% 

  

IAPT: People Entering Treatment (NHS Portsmouth 
CCG) 3.75% 4.4% 

  
4.4% 

 
4.4% 

  

IAPT: Referral to Treatment within 6 weeks (NHS 
Portsmouth CCG 75% 97.8% 

  
97.8% 

 
97.8% 

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

  
100% 

 
100% 
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Appendix 2: Friends and Family Test Percentage Recommended – February 2017 

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

Postnatal Ward 
Maternity - 
Postnatal 

Community 
 Value Value Value Value Value Value 

NHS England 
Average 87% 96% 96% 97% 94% 98% 

Frimley Health 92% 97% 99% 95% 91% 99% 
Hampshire 
Hospitals 89% 85% 100% 98% 96% 100% 

Portsmouth 
Hospitals 94% 97% 100% 97% 95% 100% 

Royal Surrey 
County Hospital 90% 95% 93% 100% 99% 98% 

University Hospital 
Southampton 94% 97% 96% 98% 92% 91% 

Western Sussex 
Hospitals 88% 79% 100% 100% 100% 100% 

 
 Mental Health Community 

 Value Value 
Solent NHS Trust 92% 97% 

Southern Health NHS Foundation Trust 91% 95% 
NHS England 88% 96% 
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Appendix 3: 2016/17 Quality Premium – February Estimate Measure 
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Appendix 4 –Finance Summary
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Appendix 5 – Financial Risk Rating 
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Appendix 6 – Glossary 
Abbreviation Translation 

 
Abbreviation Translation 

5YFV Five Year Forward View   KPI Key Performance Indicator 
A&E Accident and Emergency Department (Emergency Department)  LTC Long Term Condition 
ADHD Attention Deficit Hyperactivity Disorder  NARP National Ambulance Response Programme  
AMH Adult Mental Health   NHS National Health Service 
AMR Antimicrobial resistance   OOH Out of Hours 
AMU Acute Medical Unit  PbR Payment By Results 
AVS Acute Visiting Service   PCV Portsmouth Carers Voice 
BCF Better Care Fund  PHL Portsmouth Health Limited 
BPPC Better Payment Practice Code   PHT Portsmouth Hospitals NHS Trust 
C. Diff Clostridium difficile   PRRT Portsmouth Rehab and Re-enablement Team 
CAT Clinical Advisory Team   PSEH Portsmouth and South Eastern Hampshire 
CCG Clinical Commissioning Group  PTS Patient Transport Services 
CEMSG Clinical Effectiveness and Mortality Steering Group  PURM Pharmacy Urgent Repeat Medicine  
COPD Chronic Obstruction Pulmonary Disease   QIPP Quality, Innovation, Productivity and Prevention 
CPA Care Programme Approach  RAG Red, Amber, Green 
CPN Contract Performance Notice  RAP Remedial Action Plan 
CQC Care Quality Commission  RTT Referral To Treatment 
CQRM Contract Quality Review Meeting  SAVO Service Agreement Variation Order 
CQUIN Commissioning for Quality and Innovation   SCAS South Coast Ambulance Services 
CSD Clinical Service Desk  SHO Senior House Officers 
DOS Directory of Service  SRG System Resilience Group 
ED Emergency Department (Accident and Emergency Department)  STP Sustainability and Transformation Plans STP 
EIP Early Intervention in Psychosis   UCC Urgent Care Centre 
EPS Electronic Prescribing Service  VTE Venous Thromboembolism 
GBAF Governing Board Assurance Framework  WTE Whole Time Equivalent 
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Abbreviation Translation 
 

Abbreviation Translation 
GBAF Governing Body Assurance Framework   YTD Year To Date 
GP General Practitioner   HFR Hampshire Fire and Rescue 
HDOCS Hampshire Doctors on Call Service  QSEG Quality & Safeguarding Executive Group 
HSMR Hospital Standardised Mortality Ratio  ETTF Estates and Technology Transformation Fund 
IAF Improvement and Assessment Framework  VCS Voluntary Community Services 
IAPT Increase Access Phycology Therapy  PMG Project Management Group 
IFR Individual Funding Request  

 
PHB Personal Health Budgets 

IPR Integrated Performance Report 
 

IPC Integrated Personal Commissioning 
IUCCC Integrated Urgent Care Call Centre  

 
LD Learning Disabilities  

KDA Kidney Dialysis Association  
 

FNC Funded Nursing Care 
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1. Introduction 
 
NHS Portsmouth Clinical Commissioning Group (CCG) is the NHS organisation 
responsible for commissioning (planning, buying, and ensuring the quality of)  
healthcare services in Portsmouth, including hospital care, urgent and emergency 
care, rehabilitation and most community health services including mental health and 
learning disabilities.  
 
We are a membership organisation, led by five local GPs elected to represent all the 
GP practices in the city. We commission for a population of around 223,000 people 
using an annual budget of about £304.9 million.  
 
Our responsibility is to ensure that Portsmouth residents have access to the best 
possible NHS services, as and when they need them. 
 
Patient experiences and feedback are very important to us in commissioning services 
suited to patient needs. This report contains a summary of some of the ways we have 
listened to our patients during 2016-17. 
 
 
 

 

 

2. CCG consultation and engagement activities during 2016-17 
 
2.1 Remind dementia support service 
 
The Integrated Commissioning Service held a service user workshop in September 
2016 for people with dementia, and their carers, to have their say on how they 
wanted the new Community Dementia service's leaflets to look. Service leaflets were 
developed as a result of the workshop.  

Staff can better understand population health needs, and respond to what matters 
most to people when they involve and listen to those who need, use and care about 

NHS services. 
NHS England - Patient and public participation in commissioning health and care, April 2017, ref 06663 

http://www.solentmind.org.uk/sites/default/files/161201%20Remind%20leaflet%20carers%20web.pdf
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2.2 Veterans healthcare event 
 
Following on from the comprehensive veterans’ healthcare survey, on 30th November 
2016, NHS Portsmouth CCG, in collaboration with Company of Makers, hosted its 
first healthcare event targeted specifically at local people who have previously served 
in the armed forces. The event, held at the Mountbatten Centre, was booked to 
maximum capacity and attended by 73 people.  
 

 
 
There was a lively ‘Question and Answer’ session; attendees had the opportunity to 
‘Talk to a GP’ and participated in round table discussion groups which were co-
facilitated by both a ‘civilian’ clinician and a ‘military’ representative. The different 
discussion themes had been identified via the veterans’ healthcare survey: 

Register as a veteran “How can we encourage veterans and reservists (existing and new) and their 
partners, to register with a GP before they need to and to highlight their military status to the GP?”  

Supporting partners and families “How can we better support partners and families of veterans and 
reservists with their healthcare needs?” 

Managing veterans’ expectations “How can we improve veterans’ awareness and understanding of 
GP services and the health and wellbeing support offered by the local voluntary sector?” 

Having a voice “How can veterans influence future healthcare provision in Portsmouth?” 

Self-care “How can veterans better help themselves with their health and wellbeing?” 

Military culture “How can veterans help GPs and health care providers to better understand military 
culture and possible impacts of this upon health?” 

Mental health “How can we help healthcare professionals to pick up on mental health issues that may 
be a result of military service?” 

 

http://www.portsmouthccg.nhs.uk/Downloads/Veterans%20Healthcare%20Survey%20summary%20report.pdf
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Discussions yielded a lot of useful insights and information that the CCG will be able 
to use moving forward, with recommendations and actions including veteran 
involvement in Patient Participation Groups, increasing the identification of patients 
as veterans, CCG communications with veterans, education for health professionals, 
resettlement and ‘veteran’ terminology. The full event report is available on the CCG 
website.  
 
2.3 NHS 111  
 
111 is the NHS non-emergency number available 24 hours a day, 365 days a year, for 
people who need medical help fast but it’s not a life-threatening 999 emergency. 
  
Locally, the three CCGs in the wider Portsmouth and south east Hampshire area are 
seeking to award a new contract for the running of the NHS 111 service and as part 
of the re-procurement process the CCGs sought the views of GPs, stakeholders, and 
members of the public. In November 2016 an initial survey was launched asking a 
few open-ended questions, asking about people’s experiences of using 111 and 
inviting comments about possible future developments including: 
  

• What would you think if the NHS 111 service was able to access your medical 
records when you called them? 

• What would you think if you were asked to book urgent GP appointments via 
NHS 111? 

• In future, NHS 111 could be developed as a single telephone number for all 
local NHS and care services. Do you have concerns about that? 

  
There were 354 respondents in total, with 90 from Portsmouth. Whilst feedback was 
generally positive regarding ease of use for the existing 111 service, there were some 
comments received that call handlers were not medically trained and the process 
and questions asked were too long. Most respondents would be happy for the 111 
service to have access to medical records but a sizeable minority expressed concerns 
around access to, and protecting the information. There was less support for a 111 
service potentially being used to book GP appointments. This feedback has been 
used to inform development and current re-procurement of a service that not only 
meets public needs, but also plays a central role in any new, local integrated urgent 
care service. 
 
 
  

http://www.portsmouthccg.nhs.uk/Veterans%20Healthcare%20Event%20final%20report%2031012017.pdf


6 
 

2.4 Your Big Health Conversation 
 
The first phase of “Your Big Health Conversation" was launched in February 2017 
across Portsmouth, Fareham and Gosport, and South Eastern Hampshire.  
 
It aimed to provide an explanation of challenges facing the NHS and sought 
feedback as to how the NHS should change.  
 
A survey was developed, exploring some broad themes which the NHS must 
consider in the coming months and years, including: mental health; seven-day 
services; centralisation of acute specialties; self-care, and the balance between acute 
and community/primary care services. 
 
1,906 people from across the area responded, 17% were from Portsmouth, 23% from 
South East Hampshire and 52% from Fareham & Gosport. A breakdown of 
respondents by age and gender is shown as follows: 

 
Initial feedback indicated the following: 
 

• 64% felt that the NHS should focus on GP / community care services. 9% felt 
the priority should be hospital-based care. 

• To ease demands on GPs, 50% respondents said patients with minor problems 
should see other NHS staff, with 22% saying people should be encouraged to 
take more responsibility for their own health. 

• When asked ‘what does a seven day NHS’ mean, 41% thought at weekends 
the priority should be urgent care services, while 33% felt all services should 
be available, with Saturdays and Sundays like any other day. 

 
Phase one is part of an ongoing project - a full analysis of results will be undertaken 
for each CCG and the feedback will be used as a starting point for future 
conversations and engagement. The CCGs will look at more specific issues, to 
support the process of designing new models of care, ensuring that local patient 
needs, expectations and preferences are considered.  
 
 
  



7 
 

2.5 Children and families 
 
The Integrated Commissioning Service has engaged with Portsmouth children and 
young people, their families and providers across a range of areas. 

 
 
 
 

 

 
2.6 Learning disabilities 
 
In August 2016 a housing workshop was held aimed at consulting with service users 
about what they would like to see in terms of housing provision for people with a 
learning disability.   
 
Following feedback, the Learning Disabilities Housing Sub Group is developing 
profiles of accommodation where there are vacancies (including the interests and 
wishes of those already living there) and profiles of those wanting accommodation. 
The aim is to provide people with a learning disability with information to make 
decisions about who they live with since it was recognised from the consultation that 
relationships and outcomes are actually even more important than where people are 
housed. 

Maternity 
• We have developed a Healthy Infant Feeding Booklet in collaboration with 

maternity service users and the Maternity Service Liaison Committee. 
• We requested feedback from Perinatal Improving Access to Psychological 

Therapies (IAPT) service users as part of the regular contract monitoring. 

Children's Autism 
• Funding for the autism co-ordinator pilot was extended following positive 

feedback from families. This will be reviewed later this year to gauge 
success of the pilot and service user experience.  

Child and Adolescent Mental Health Services (CAMHS) 
• We have involved parents and young people in co-designing service 

guides around children and young person's mental health services. 
• Consultation with Parent Voice to understand what matters to families and 

whether the system responds to their needs appropriately. 

Children's Services within NHS providers 
• We undertook a county-wide engagement exercise within the local 

Emergency Departments (EDs) to understand patient use of ED to inform 
commissioning intentions - the reasons people chose to go to ED and what 
other services had they considered or used beforehand. 
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Regular service user involvement includes quarterly Learning Disabilities Partnership 
Board meetings which are service user/stakeholder led, monthly carers groups, 
Housing, Employment and Health sub group meetings and Autism stakeholder 
board meetings. 
 
2.7 Long term conditions 
 
A two-stage engagement programme was carried out to inform the development of 
a new model to support people who live with one or more long term condition. 
Firstly a survey sought to elicit views regarding the quality of existing services, the 
relative importance of different aspects of care being provided, and preferences for 
the ways that care could be provided in the future. Just over 800 responses from 
people across Portsmouth and south east Hampshire were received. Subsequently, a 
series of face-to-face discussion groups took place with people who had one or 
more long term condition to explore themes in more detail, including diabetes, 
chronic obstructive pulmonary disease (COPD), osteoporosis / musculoskeletal 
conditions and cardiac patient groups. 
 
A wide range of views were gathered, as would be expected. Some of the feedback 
we received was specific to people who had a particular long term condition, but 
there were nonetheless some overarching themes. Among those, the most frequently 
heard issues included the importance of giving patients support and information as 
soon as possible after diagnosis; the importance of emotional support as well as 
purely medical care; the significant role that can be provided via peer support, and 
the value attached to specialist nursing teams. There was also a widespread sense 
that the physical location of NHS services was vastly less important to people than 
the expertise of the staff who could be accessed. 
 
Following this extensive patient engagement the long term conditions framework 
has been drafted and as part of the CCG Transformation Agenda, Portsmouth CCG in 
collaboration with South East Hampshire CCG aims to commission a new model of 
streamlined care for patients with long term conditions in the community, balancing 
the traditional condition specific approach with generic principles that apply to the 
management of all long term conditions – focussing on the patient as a whole rather 
than the condition, and moving away from the traditional medicalised model that 
exists currently. 
 
To drive this forward commissioners are facilitating monthly Long Term Conditions 
Steering Groups which include representatives from primary care, secondary care, 
community services and public health. These meetings provide the setting for 
underpinning the principles detailed in the framework and separate task and finish 
groups are being used to take forward the actions in a co-production style across 
providers.  
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2.8 Patient Participation Group city wide forum 
 
Most GP surgeries in Portsmouth have a Patient Participation Group (PPG) where 
patients discuss health and health care issues, either at meetings or online. If you 
would like to join your own practice’s group please do contact your GP surgery 
direct.  
 
Patient representatives from all the individual practice Patient Participation Groups 
are invited to attend city-wide forums hosted by the CCG. Topics are suggested by 
the patient representatives and each forum includes presentations and discussions 
about these subject areas as well as a Question and Answer session. The meetings 
are chaired by our lay member for patient engagement, who is then able to link with 
the Governing Board. 
 

 
 
2.9 Public meetings 
 
Our Governing Board and Primary Care Commissioning Committee both meet 
regularly in public and forthcoming meeting dates are published on our website. 
Meeting papers are generally available on the website a week before each meeting.  
 
Following each public Board meeting members of the public have the opportunity to 
talk informally with Board members. In addition to GP, Clinical and CCG 
representatives the Governing Board membership includes lay members with 
responsibility for different areas, one of which is patient engagement. On occasion, 
patient stories have been presented and these have effectively engaged Board 
members and the public in open and honest discussions about health services and 
have allowed the CCG to focus on what it needs to do to improve people’s 
experience of health care.  
 
  

28th April 2016 

Healthwatch Portsmouth 
– overview of service 

‘Mystery shopping’ 
access to GP services 

PPG review of GP 
surgeries 

“What does good look 
like?” 

27th July 2016 

Portsmouth Healthwatch 
- PPG Representative 

Practice Visits 

Presentation by The 
Pompey Pensioners 

10th November 2016 

The STP (Sustainability & 
Transformation Plan) & 
links to the Portsmouth 

Blueprint 

GP Practice merger 
processes & Quality 

Improvement 

Portsmouth Healthwatch 
- Update on GP Practice 

visits 

http://www.portsmouthccg.nhs.uk/About-Us/Board-meetings.htm
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3. Working with our partners 
 
3.1 Healthwatch - PPG ‘front of house’ patient experience 
 
Healthwatch Portsmouth is an independent statutory body that gathers the views 
and experiences of local people, enabling them to have a chance to speak up about 
health and social care services in their area.  
 
Whilst undertaking a mystery shopping activity earlier in 2016, Healthwatch 
Portsmouth and the CCG were keen to further develop the work around GP practices 
and involve the Patient Participation Groups (PPGs).  Healthwatch worked with the 
CCG and interested PPG representatives to develop a checklist around five non-
clinical ‘front of house’ topics, for representatives to assess from a lay person / 
patient perspective: reception service, physical environment, information and 
signposting, access to appointments and patient involvement. 
 
PPG representatives visited nine practices and their feedback was collated by 
Healthwatch into a report outlining the key findings and making recommendations 
as follows: 
 

• Confidentiality – providing space for private conversations in and around 
reception areas. 

• Child play areas – consistent approach to the practice of providing toys. 
• Access – patient access needs are understood and supported within building 

layouts. 
• Accessible information – making information available in different formats. 
• Data protection – protocols about the use of text and email reminders. 
• Access to appointments – commitment by all practices to have in place 

online systems for booking, amending and cancelling appointments. 
• Participation – practices to improve engagement with all sections of the 

community, how they use feedback, and confirm the level to which patient 
feedback influences how services are provided. 

 
Individual specific findings have been shared with the practices that took part, with 
the summary report shared with PPG representatives, the CCG and other 
stakeholders. The CCG and practices are working together to take forward some of 
the areas raised and Healthwatch Portsmouth will be following up with practices in 
due course.  
 
3.2 Voluntary and community sector 
 
In previous years, the CCG is pleased to have been able to support local not for profit 
organisations to deliver health related projects.  The non-recurring programme of 
investment in the Voluntary and Community Sector (VCS) recognised the valuable 
contribution the sector can make in delivering integrated health and care services 
across the city. A video compilation of many of the funded projects was very well 
received at the CCG Annual General Meeting in July 2016. 
 

http://www.healthwatchportsmouth.co.uk/sites/default/files/healthwatch/Healthwatch%20Portsmouth%20-%20PPG%20reps%20review%20of%20GP%20Practices%20-%20PUBLISHED%20MARCH%202017.pdf
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The CCG-funded Signposting Project enables GPs to easily connect their patients 
to the wide range of voluntary and community organisation support that is 
available to improve their health and wellbeing. GPs can refer a patient to Action 
Portsmouth, who will then link with the patient to identify appropriate options for 
support.  
 
In 2016-17, 161 patients were referred, with befriending services being the most 
frequently sought support. Through individual discussions with patients about 
their needs, in addition to sourcing appropriate community support, it is also 
possible to identify areas where there may be gaps in provision. In 2017-18 the 
CCG will continue to work in partnership with the VCS, City Council and local 
healthcare colleagues to further develop links and solutions to bridge any gaps. 
 

Working in conjunction with Action Portsmouth, we commissioned a survey 
“Partners in care pathway provision” to gain feedback on the relationship 
between health and the local VCS in Portsmouth.  50 individuals from 49 local 
organisations took the time to complete the survey, which has provided valuable 
insights and informed a series of suggested actions including: 

• Raise awareness amongst Portsmouth residents of the range of VCS support 
and services that are available 

• A learning programme for local VCS organisations to share good practice 
and update on local developments, which will enable the VCS to be a 
recognised partner in care pathway provision 

• Investigate factors affecting peoples’ ability to access VCS services, 
including potential gaps in transport services, sector capacity and referral 
sources. 

 

Live Well, delivered in partnership by Action Hampshire and PRENO (Portsmouth 
Race Equality Network Organisation), has helped to engage with diverse 
communities on health related matters. In 2016-17 it aimed to raise awareness and 
early treatment and diagnosis among Black, Asian Minority ethnic (BAME) 
communities specifically in relation to prostate cancer and diabetes as well as 
promoting general health awareness and how to adopt healthier lifestyles.  
 
In 2016, three events were held, hosted by Habiganj Zila Association for the 
Bengali community and Noah Mapala, attended by Southern African and Southern 
Caribbean participants. Over 60 people attended the events which included 
workshops, presentations and Question and Answer sessions with Diabetes UK, 
Prostate Cancer UK and Macmillan Cancer Support. 
 

In June 2016 the CCG worked in partnership with Portsmouth City Council and 
representatives from the Portsmouth Voluntary Community Network (PVCN) to host 
Health and wellbeing for our city - a conference for the local VCS, to involve the 
sector in discussions regarding the Portsmouth Blueprint. 150 individuals from 74 
local organisations attended the full day event. 
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3.3 Carers’ information day 
 
Action Portsmouth and Portsmouth Carers Voice organised the October 2016 Carers’ 
Information Day, held at Portsmouth Guildhall. The CCG was one of over 40 
stallholders, alongside a range of local public, private and voluntary/community 
sector organisations. Action Portsmouth estimates that approximately 120 carers 
attended the event. 
 
Innes Richens, our Chief Operating Officer, gave a short presentation about the 
Portsmouth Blueprint, outlining plans to further improve integration between health 
and social care. Since 1st April 2016, Innes has held a dual role, maintaining his 
position of CCG Chief Operating Officer whilst also becoming the Lead for 
Portsmouth City Council Adult Social Care, bringing the work of these organisations 
even closer together. Carers were invited to join an informal Question and Answer 
session with Innes. We attended this event to seek feedback about carers’ 
experiences of healthcare, both for themselves and the person they care for.  
 
Discussions and feedback reflected mixed experiences of healthcare services for 
carers, and the person they care for. A recurring theme was the need for affordable 
respite care, with other comments noting how difficult it can be trying to access 
different health and care services and queries as to how these link together.  
 
3.4 Healthcare professional feedback - Quasar 
 
Quasar is a web-based system which allows Portsmouth healthcare professionals 
(initially GP practices and CCG staff) to give their feedback about healthcare services 
we commission. Since its launch in June 2016 up to 31st March 2017 we have 
received 131 items of feedback, which is being analysed to identify themes, trends 
and issues. Over half the feedback items related to Portsmouth Hospitals NHS Trust, 
with key themes to date including admissions and discharges, the transfer of medical 
records to Primary Care Support England and Solent NHS Trust community nursing.  
 
Trends and issues are discussed with providers and any necessary actions are 
recommended and agreed, and reported to our Quality and Safeguarding Executive 
Group. 
 
3.5 Southern Hampshire vascular services 
 
Vascular services are specialised treatments provided for approximately 600 people a 
year in the Southern Hampshire region. From March to June 2016, NHS England, 
working with the local hospital trusts, CCGs and Healthwatch, invited people to have 
their say about proposals for world class care through the Wessex Vascular Network.  
 
Over 130 responses were received either via meetings, local listening events, or 
surveys. Of those who had experience of vascular services, the majority were happy 
with the care and support they had received. When asked what they thought about 
the key priorities for future vascular services, overall, participants thought that having 
the right level of expertise within the clinical team was the most important, closely 
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followed by having access to a specialist team 24/7. Treatment close to home was 
viewed as the least important.  
 
NHS England worked with clinical teams from Southampton and Portsmouth to 
implement the service which went live in April. This work was influenced by an 
independently chaired patient reference group.  
 
3.6 Friends and Family Test 
 
The NHS Friends and Family Test (FFT) is a quick and anonymous way for people to 
give their views after receiving care or treatment across the NHS. When a patient 
completes treatment or is discharged from a service they are invited to complete the 
FFT and respond to the question “Would you recommend this service to friends and 
family?” 
 
Whilst FFT results are limited when used alone, they can act as an early indicator and 
be used in conjunction with other intelligence to add to the overall picture of quality 
and patient experience. The results are regularly monitored and reviewed by the 
CCG’s Quality and Safeguarding Executive Group.  
 
3.7 NHS 111 patient experience survey 
 
South Central Ambulance Service NHS Foundation Trust undertakes a regular patient 
survey for the NHS 111 service in Hampshire, which includes the Friends and Family 
Test plus a range of questions to assess user satisfaction with the service and 
whether it meets their needs. The Hampshire-wide survey is carried out every six 
months and generates a great deal of information that is used to identify areas of 
good practice and areas for improvement. 
 
The survey findings and arising action plans to make improvements are regularly 
reviewed via the CCG Contract and Clinical Quality Review Meetings with the 
provider. 
 
3.8 GP patient survey 
 
The GP Patient Survey is an England-wide survey, administered by Ipsos MORI on 
behalf of NHS England.  Results are available for every practice in the UK providing 
data about patients’ experiences of their GP practices across a range of topics 
including appointments, waiting times and opening hours. 
 
There have been no further results published since July 2016 (noted in our 2015-16 
Listening to our patients report), for the periods July to September 2015 and January 
to March 2016.  When results are made available, practices and the CCG will review 
these to identify potential areas for improvement and highlight best practice.  
 
  

http://www.nhs.uk/NHSEngland/AboutNHSservices/Pages/nhs-friends-and-family-test.aspx
https://gp-patient.co.uk/


14 
 

4. Listening to concerns 
 
Portsmouth City Council (Corporate Complaints) handles complaints, concerns, 
comments and compliments for the CCG. The complaints lead works on behalf of 
patients to investigate complaints received by the CCG about the provision of 
services which involve other NHS providers as well as concerns about the services it 
commissions.   
 
During 2016-17 36 complaints were received by the CCG, similar to the number 
received during 2015-16 (34 complaints). ‘Communication, clinical treatment and 
funding refusal’ were the main cause for complaint, accounting for 17 of the 36 
complaints made in 2016/17, compared with only 2 out of all complaints the 
previous year A particular theme this year has been about the communication 
regarding funding for treatments not normally funded locally by the NHS, and 
refusal for funding for these treatments. 
 
The CCG reviews complaint numbers, themes and trends for individual 
commissioned providers as part of routine quality monitoring, including actions 
taken and learning lessons to improve services. 
 
5. Looking forward 
 
Engagement planned for 2017-18 includes: 
 

 

Building on the Big Health 
Conversation – continuing 
our ongoing engagement 
programme to support the 

work we are doing in 
developing new models of 

care for the future 

Adapting to changing requirements of the 
Sustainability and Transformation Plan (STP) and 

Multispecialty Community Providers (MCPs) 

Continuing to work closely with 
the local voluntary and community 

sector and Healthwatch 
Mental health 

Engagement with children and young 
people – this is an area we had hoped to 

explore more in 2016-17. The CCG 
attended the Portsmouth Youth Social 

Action Conference in February 2017 which 
enabled a number of useful contacts to be 

made for the coming year. 

Primary care – what do people most value about their practice, what needs 
improving, how should we communicate with you…? 

The Integrated Commissioning 
Service has engagement planned 

for areas including maternity, 
Children’s Outreach Assessment & 
Support Team (COAST), paediatric 

continence and the Portsmouth 
Autism Strategy. 



15 
 

6. How to get involved 
 
There are a variety of ways you can get involved and let us know what you think 
about health services in Portsmouth: 
 

• Patient Participation Groups – the majority of our GP surgeries in Portsmouth 
have a Patient Participation Group, which is informally run and where patients 
can discuss health and healthcare issues.  If you would like to join your own 
practice’s group please do contact your GP surgery direct. 

• City wide Patient Participation Group Forum – patients representatives from 
all the individual Patient Participation Groups are invited to attend regular, 
city wide forums. 

• Governing Board and Primary Care Commissioning Committee meetings – 
these are held regularly in public and meeting dates are published on the CCG 
website.   

• If you have any comments about local NHS services you can email 
us: enquiries@portsmouthccg.nhs.uk  

• Healthy Discussions – a ‘sign up’ which lets us know that you are happy to be 
contacted occasionally to tell us your views on the NHS in Portsmouth.  Sign 
up forms are available via our website.   

• We aim to commission high quality health services, however, sometimes 
things may go wrong and if they do, please tell us about it. If you have an 
issue about health services you would like us to investigate, or if you have any 
comments or compliments, please contact the Complaints and Concerns 
Team.  

Telephone: 023 9283 4456  

Email: portsmouthccgcomplaints@portsmouthcc.gov.uk  

Post: Portsmouth City Council, Corporate Complaints Team, Civic Offices, 
Guildhall Square, Portsmouth, PO1 2BG 

• Healthwatch - Healthwatch Portsmouth is an independent member led 
organisation made up of local people who want to get involved in improving 
services. www.healthwatchportsmouth.co.uk  

  

http://www.portsmouthccg.nhs.uk/About-Us/Board-meetings.htm
http://www.portsmouthccg.nhs.uk/About-Us/Board-meetings.htm
mailto:enquiries@portsmouthccg.nhs.uk
mailto:portsmouthccgcomplaints@portsmouthcc.gov.uk
http://www.healthwatchportsmouth.co.uk/
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7. Contact us 
 

 
 
 

Write to us: 
NHS Portsmouth Clinical Commissioning Group 
CCG Headquarters 
4th Floor, Core 1 
1 Guildhall Square (Civic Offices) 
Portsmouth 
PO1 2GJ 
 

 Website: www.portsmouthccg.nhs.uk  

  Email: enquiries@portsmouthccg.nhs.uk 
 

     Telephone: 023 9289 9500 
 

 Follow us on twitter @portsmouthCCG 

 

http://www.portsmouthccg.nhs.uk/
mailto:enquiries@portsmouthccg.nhs.uk
http://techlavia.com/how-to-make-a-website/
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“YOUR BIG HEALTH CONVERSATION”, PHASE ONE 
Preliminary Findings 

 
1 INTRODUCTION 
 

During February and March the three clinical commissioning groups (CCGs) serving the 
Portsmouth and south east Hampshire area began the “Your Big Health Conversation” 
process. 
 
Ultimately the engagement activity will support the development of new systems of NHS 
care both within Portsmouth, and across the wider local health economy. However, the 
engagement in the early part of 2017 was very explicitly intended to form ‘phase one’ of 
this extended process. The initial phase was intended to do two, more specific, things – 
firstly to begin a ‘plain English’ conversation with local people about the challenges facing 
the NHS in this area and the likely consequences of those challenges, and secondly to 
start the process of gathering feedback about potential changes to services in the future. 
 
This paper is intended to provide an update as to the responses which have been received, 
and to highlight some of the early themes which can be identified. It is not intended as a full 
analysis of the feedback – completing that process is a significant task, which is still 
underway. 
 
It is also useful to highlight what this paper is not intended to do. It is not intended to 
provide evidence to justify or endorse any specific decision, or to offer support to any 
specific proposal. Rather, this initial phase of engagement activity was always intended as 
the beginning of a longer, ongoing process, not a means to a specific end. The feedback 
set out in this paper is intended to inform the next steps, not to dictate them. 
 
 

2 ENGAGEMENT TO DATE 
 
A survey was developed to be disseminated across Portsmouth, Fareham and Gosport, 
and South Eastern Hampshire. The questionnaire was made available online, but hard 
copies were also distributed to locations including libraries, and council offices. 
 
The survey was promoted in a variety of ways – it was prominent on the websites of all 
three local CCGs, it was promoted via social media, and news media, and also through a 
network of contacts in the city – partner organisations, stakeholders, GP surgeries and 
Patient Participation Groups, and other patient and public representative groups. 
 

 
3 THE RESPONSE: WHO RESPONDED 
 

Across the whole local health system – the areas covered by the CCGs serving 
Portsmouth, Fareham and Gosport, and South Eastern Hampshire – there were a total of 
1,950 responses. 
 
Of those, 311 were from people reporting that they were resident in the PO1 – PO6 area. 
Of that group, almost 32% were aged under 45 (a notably higher proportion that was the 
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case for the sample as a whole), and only 19% were aged over 65 (far lower than the 
overall sample. Only 24% of the Portsmouth respondents were male (35% across the full 
sample), 89% described themselves as white (94%), 24.5% described themselves as 
having a disability (20%), almost 38% reported that they cared for an adult friend or relative 
(37%), and 28% said they had dependent children (17%). 
 
It is worthy of note that the response rate in Portsmouth was lower than in the surrounding 
areas, despite some extra efforts being devoted to increasing the number of responses in 
the city during the latter stages of the two-month period. This is something for the CCG to 
consider when conducting future engagement activity. 
 
 
 

4 THE RESPONSE: ANALYSIS 
 
A full analysis of the responses is still being conducted – given that each response had up 
to 10 ‘free text’ boxes for people to set out their views and the reasons behind those view, 
and that almost 2,000 responses were received, a complete analysis will take some time. 
Given that, it is important to state from the outset that what follows, especially in terms of 
the qualitative data, is very much an initial analysis only – more detailed, and more 
informative conclusions will be provided at a later date. 
 
However, what can be presented at this stage is a full analysis of the quantitative 
questions, broken down to show how Portsmouth residents responded, and how those 
compare to the responses given by the sample as a whole. The full quantitative results are 
included in Appendix 1. 
 
At this early stage it has also been possible to conduct an initial ‘machine analysis’ of the 
free text responses – so far this is, essentially, a relatively superficial process which is able 
to compare how frequently words or short word combinations are mentioned, and to 
demonstrate where there are geographical differences evident in how often particular 
words may be referred to. In time, the intention is to produce an analysis which can offer 
insight into the themes being raised, and sentiment as well. 
 
Below is a brief explanation of the responses received from Portsmouth residents, for each 
question which was asked. The full set of machine analysis charts so far compiled for the 
free text questions is also available in Appendix 1. 
 
Q1. In your experience, what are the greatest strengths of the NHS in this area? 
 
The initial machine analysis of the free text responses to this question shows that ‘staff’ 
(both unspecified, and specific named groups such as GPs, and doctors) were seen as a 
strength by large numbers of respondents living across the area, and ‘QA’ and ‘hospitals’ 
were also frequently cited. 
 
There answers more specifically associated with Portsmouth residents, and less so with 
people living elsewhere, included ‘treatment centre’ and ‘(walk) in centre’. The terms which 
were more likely to be mentioned by people living elsewhere, rather than in Portsmouth, 
included ‘memorial (hospital)’, ‘triage’, and ‘Fareham (Community Hospital)’. 
 
Q2. In your experience, what are the greatest frustrations with the NHS in this area? 
 
The free text analysis shows that ‘appointment(s)’ were a key frustration across the whole 
system, as well as ‘mental (health)’, ‘funding’ and ‘wait(s)’. 
 
There were few clear signs of any particular frustrations being expressed by Portsmouth 
residents which were not also commonly cited by people living elsewhere – some terms 
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such as ‘elderly people’, and ‘CAMHS’ (relating to mental health care for younger people) 
were relatively more likely to be mentioned, but the overall numbers were not high. 
 
Q3. Which one of the following statements most closely matches your views? 
 
In all areas, Portsmouth included, the most popular response was to accept that the local 
NHS needed to change, and to state that the priority should be services close to people’s 
homes. However, the response was chosen by a smaller proportion of people in 
Portsmouth than elsewhere – 52.3% compared to 64.7% for the entire sample. 
 
In the city 12.8% of respondents felt that mental health care should be the main priority 
(7.7% for the whole sample), and 13.4% felt that fundamental change was not needed 
(9.1%). 
 
Q4. Why do you say that? 
 
This feedback, where there are large numbers of free text responses to explain a range of 
different answers provided for the previous question, is particularly complex to assess and 
so more time is required to analyse the sentiments and motivations behind the answers. 
 
For example, ‘hospital’ is one of the most frequently used terms across all three CCG 
areas, but the context in which that terms is being used varies considerably – for example, 
it is sometimes used to express the view that community-based services can help to ease 
pressure on major hospitals, but others may be making the case for more hospital beds, or 
raising concerns about the accessibility of hospitals, and so on. 
 
 
Q5. In your opinion, what could the local NHS do differently, to give patients better care? 
 
The most frequently-cited words or terms across the whole area, including Portsmouth, 
were ‘patients’, ‘GP(s)’, and ‘mental (health)’. It should be noted that further analysis is 
required to better understand the context in which those words were being used – for 
example, whether ‘GP’ references tend to relate to a desire for more GPs, for easier 
access, for them to work differently, or other reasons. 
 
Portsmouth residents were, relatively, more likely than those living elsewhere to refer to 
‘cuts’, and ‘closed’. Alternatively, nobody in Portsmouth used the term ‘missed’ which 
appears have been mentioned by people living elsewhere almost exclusively in terms of 
charging people for missing appointments. 
 
Q6. Select up to three options which would be most effective in helping people to keep 
themselves healthy. 
 
The most popular option for this question was ‘shorter waiting times to see a healthcare 
professional – selected by 67% of the whole sample, and by 65% of city residents. The 
second most popular option for Portsmouth respondents was ‘helping people to access 
emotional / mental health support – that was selected by 61% of city respondents, notably 
higher than the 49.6% figure for the whole sample. This also echoes findings from previous 
engagement activity, which has shown how highly people value emotional support, as 
opposed to purely clinical treatment. 
 
Although the Portsmouth sample was notably younger than was the case in the 
surrounding areas, this factor did not translate into a stronger preference for the use of new 
technology – relatively few people in the city chose the options suggesting that new means 
of monitoring conditions, or communicating with NHS staff, would be most useful in keeping 
people healthy. 
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Q7. The NHS must reduce 'bed blocking'. One approach is to invest in community-based 
services, so fewer people need hospital care in the first place - this would also mean that 
more people would be able to leave hospital promptly, when they are well enough to do so. 
Over time, this would mean more NHS care in GP surgeries, community facilities, and at 
home - and fewer hospital beds. 
 
In all areas, the most popular response to this question was that, ““When funding is limited, 
it makes sense to prioritise spending on NHS care close to people's homes - even if that 
means fewer hospital beds”. This option was intended to be clear that spending decisions 
cannot exist in isolation, and that a decision to increase spending in one area could 
potentially have impacts elsewhere. 
 
It was noteworthy that, although this was the single most popular option in Portsmouth 
(48.8%), that figure was substantially lower than for the sample as a whole (57.6%). 
 
Slightly more Portsmouth residents (15%) preferred the priority to be major hospitals, even 
if that was at the expense of community-based services, than was the case for the total 
sample (12.9%). Just over a quarter of Portsmouth respondents (25.6%) replied ‘don’t 
know’ to this question. 
 
8. Why do you say that? 
 
The most frequently-cited terms in response to this question were ‘hospital’ and ‘beds’. The 
work is underway now to assess the sentiment behind those comments – some people 
were stating the need for more hospital beds, for example, whereas others were talking 
about the need to avoid so many people needing a hospital bed. 
 
It is notable that several terms relating to proximity – ‘near’, ‘nearer’, ‘their homes’ and 
‘locally’ among them – were far less likely to be mentioned by Portsmouth respondents 
than by people living elsewhere. 
 
Q9. Many people say they find it hard to get a GP appointment. With GPs increasingly hard 
to recruit, and demand rising, the local NHS believes that primary care (GP surgery 
services) must change if people are to get the care and support they need. Which one of 
these statements most closely matches your views? 
 
Just under 42% of Portsmouth respondents selected the option that pressure on GPs could 
be most effectively eased by ensuring that patients with minor complaints saw other groups 
of staff – such as nurses, or physiotherapists, for example – rather than doctors. A rather 
higher percentage of the whole sample (50.2%) chose this option. 
 
Almost 30% of city respondents stated that demands on GPs should best be managed by 
encouraging people to take more responsibility for their own health – that was appreciably 
higher than the proportion of the whole sample choosing this option (23%). 
 
Very few people (c5%) felt that the current system should be able to cope, and that 
fundamental reform of primary care was not needed. 
 
Q10. Why do you say that? 
 
The most common answers on this question do not lend themselves to a quick and 
superficial analysis. The most frequent answer was ‘people’, and although initial research 
would suggest that many of these comments were related to “people should take more 
responsibility for their own health”, it is clearly necessary to look at those responses in 
more detail. 
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It is a similar story with other responses – ‘nurse’ was a popular term used, and it appears 
to have often been used in the context of ‘nurses can assess many problems’ but further 
investigation is need to explore those responses further. Similarly, ‘GP(s)’ and ‘doctor’ were 
common terms, but firm conclusions as to the sentiment behind those responses cannot 
yet be drawn. 
 
Q11. In some instances, the NHS believes that patients get better care in specialist 
centres. But creating centres of excellence for some specialties means that these services 
would be less local for some people. Which statement most closely matches your view? 
 
Across all CCG areas the most popular response to this question was the option which 
stated that people can sometimes benefit from receiving care in larger, specialist 
departments, even if those departments may be further away from the respondent’s home. 
In Portsmouth this option was chosen by 65.5% - lower than the level for the whole sample 
(72.8%). 
 
Just under one-fifth of Portsmouth respondents, on the other hand, felt that as many 
services as possible should be provided at all hospitals – if that had an impact on outcomes 
(15% for the whole sample). 
 
Q12. Why do you say that? 
 
‘Specialist’ was a commonly-cited terms across all areas, although it appears to have been 
used in a variety of contexts – sometimes to support the notion that specialisation drives a 
better quality of care, but also to call for specialist care to be available closer to people’s 
homes. It is worth noting – and investigating further - that the related terms ‘specialist 
treatment’ and ‘experts’ were often used by respondents living outside Portsmouth, but not 
at all by city respondents. 
 
‘Car’ (usually in relation to the ease – or otherwise – of access to a service) was a relatively 
common term used by people living outside the city, but was not referred to at all by 
Portsmouth respondents. 
 
Q13. The NHS locally wants to improve mental health services - in hospitals, and in the 
community. What do you think should be the biggest priorities when making changes to 
mental health care? 
 
Overall, there were a higher number of ‘don’t know’ responses to this question, usually 
from respondents explaining that they did not have personal experience of the service and 
so could not offer an opinion. 
 
For the sample as a whole, respondents were most likely to refer to ‘waiting’ (usually in 
connection with ‘times’ or ‘lists’) and also ‘the community’ was frequently mentioned – that 
appears to usually relate to a desire to strengthen services in community settings, or to 
emphasise the importance of such support, but some respondents were also talking about 
the limitations of such services. Again, further analysis will seek to explore those responses 
more fully. 
 
Although the overall number of mentions was low, Portsmouth respondents were more 
likely than people living elsewhere to refer to ‘prevention’, and ‘later’ (usually in the context 
of a statement that effective, early intervention can help to avoid greater problems at a later 
date). 
 
Q14. Many people receive social care, as well as NHS care, and the dividing line between 
the two is often unclear. If you have experience of receiving social care - either yourself, or 
a relative or friend - what do you believe should be the priorities when considering how it 
could be changed in the future? 
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This question had the lowest response rate of the whole survey – more than one-third of 
people skipped the question, and many of those who did respond did so merely to explain 
that they were not able to offer an opinion. 
 
Given this, the responses are not easy to assess even on a superficial level, without further 
analysis. However, for the sample as a whole there was a relatively high number of people 
referring to ‘funding’ and the related ‘budgets’, and other common words included ‘home’ 
(often linked to ‘their own’, which was also mentioned relatively often). 

Q15. There is a lot of discussion about making the NHS a "seven-day service". What is 
your view of weekend services? 

This question was intended to give an indication as to what people’s expectations are 
regarding a “seven day NHS” – a term which is increasingly common, but which can be 
understood to mean many different things. 

The most common response, both in Portsmouth specifically and across the whole sample, 
was that the NHS should prioritise urgent care services on Saturdays and Sundays, before 
addressing the availability of routine care services. In Portsmouth 36.6% of respondents 
supported that assertion, somewhat lower than the 42.1% for the whole sample. 

However, a notable minority of people (29.7% in Portsmouth, 33.6% for the whole sample) 
felt that all NHS services should be available every day, and that weekends should be 
treated no differently to the traditional working week. 

More Portsmouth residents (22.4%) felt that there are enough NHS services at the 
weekends already, compared to the full sample (15%). 

Q16. Why do you say that? 

Several of the terms which were most commonly used in response to this question can be 
used I very different contexts, which again highlights the need for further analysis.  

For example, many people referred to ‘wait’, but that terms was deployed both in the sense 
of ‘routine care can wait’, but also ‘people shouldn’t have to wait’, among other statements. 
Similarly, there were references to ‘5 days’ and ‘24/7’ – again, some people were 
expressing the view that parts of the NHS should no longer be run on a traditional Monday-
Friday model, but others were using those terms to state that there was not enough staff or 
resources now, let alone to extend opening hours further. 
 
 

5 SUMMARY OF FINDINGS 
 
The first phase of the “Your Big Health Conversation” was not intended to produce 
conclusions, or to provide evidence in support of any particular proposal. Rather, it was 
intended to begin the conversation with the local population about the fact that the NHS in 
this area will have to change in the future, to start understand public perceptions about that 
need to change, and to begin to gather feedback as to what people think those changes 
should be. 
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In that light, none of the responses gathered so far are considered to be a definitive ‘last 
word’ on any of the subjects covered. Rather, they should be thought of as suggesting the 
following: 
 

• That more than half of the respondents from Portsmouth, and across the wider 
health area, appear to support in principle the idea that the future focus for the NHS 
should be community-based services. That group was significantly larger than those 
supporting a focus on either mental health services, or hospital-based care. 

 
• That almost half of the respondents from Portsmouth, and notably more across the 

wider area, still wish to prioritise community-based services even when it is 
explicitly linked to a potential reduction in the number of beds in major hospitals. 
There were more than three times the number of people expressing that view than 
there were choosing the opposite, that major hospitals should be the focus, even if 
that meant fewer community-based services. Again, it is important to consider this 
as an ‘in principle’ view, rather than approval for any particular course of action. 

 
• That the respondents from Portsmouth, and the wider area, agree that there can be 

benefits from centralising some specialty services, and that those benefits can 
potentially outweigh the disadvantage of increased journey times. 

 
• That approximately three-quarters of the Portsmouth respondents, and more across 

the whole area, would support an extension of services at weekends – although 
there was a range of views as to whether that extension should focus on urgent 
care, routine care, or all services. 

 
  
 

6 NEXT STEPS 
 

It is intended that the second phase of the “Your Big Health Conversation” process begins 
in summer 2017. To inform that future activity, a complete analysis of the results from 
phase one – most importantly, a more detailed analysis of the qualitative or ‘free text’ 
feedback – must be completed during May, allowing decisions on next steps to be made in 
the light of that feedback. 
 
The full analysis of feedback received so far will be made publicly available, and will be 
considered by the CCG’s Clinical Executive Committee. 
 

 
7 CONCLUSION 

 
The Governing Board is asked to note the contents of this report, including the appendices. 
  
 

8 May 2017 
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Appendix One: Survey Results – Portsmouth respondents 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

311 
respondents 

24% 
men 

73% 
women 

32% 
18-44 

46% 
45-64 19% 

65+ 

89% 
white 

25% 
disability 

38% 
 

Relatively small sample (from total of 
1,950). 
 

Significantly younger than the whole 
sample, and smaller proportion of 
male respondents. 
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Q1. What are the greatest strengths of the NHS in this area? (Reading note for charts: words in top right corner are most frequently mentioned by 
whole sample, words in top left corner are most frequently mentioned by Portsmouth respondents but not those living elsewhere, and those in the 
bottom right corner are most frequently mentioned by people living elsewhere, and not by people from Portsmouth) 
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Q2. What are the greatest frustrations with the NHS in this area? 
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Q3. Which one of these statements most closely matches your views? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Don’t know 

…the NHS 
does not need 
fundamental 
change 

…the priority 
should be 
mental health 
care services 

…the priority 
should be 
hospital-based 
care services 

…the priority 
should be GP / 
community care 
services 

64.7% 

Total sample (1,950) 

52.3% 

The NHS needs to change and... 
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Q4. Why do you say that? 
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Q5. What could the NHS do differently to give patients better care? 
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Q6. Please select up to three options which you think would be the most effective in helping people to keep themselves healthy. 
 
 
 
 
 
1st: “Shorter waiting times to see a healthcare professional”       64.72% (200 responses) 
 
 
2nd: “Helping people to access emotional / mental health support”      60.84% (188) 
 
 
3rd: “Supporting people to be more active”         37.86% (117) 
 
 
4th: “New technology to help people monitor and manage their own health”    29.13% (90) 
 
 
5th: “New technology (internet forums, Skype, text) to help people contact NHS staff”   28.48% (88) 
 
 
6th: “Helping patients make contact with other people who suffer similar health conditions to them” 22.98%  (71) 
 
 
7th: “Provide information about living a healthy lifestyle”       19.74% (61) 
 
 
8th: “Giving patients more control over a personal 'health budget' to keep themselves healthy”  12.30% (38) 
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Q7. The NHS must reduce 'bed blocking'. One approach is to invest in community-based services, so fewer people need hospital care in the first 
place - this would also mean that more people would be able to leave hospital promptly, when they are well enough to do so. Over time, this would 
mean more NHS care in GP surgeries, community facilities, and at home - and fewer hospital beds. Do you think that: 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Don’t know 

…the balance of 
spending is about 
right at the 
moment 

…it makes sense to prioritise 
care in major hospitals – 
even if that means fewer 
community services 

…it makes sense to prioritise 
care close to home – even if 
that means fewer hospital beds 

Total sample (1,950) 

57.6% 

48.8% 
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Q8. Why do you say that? 
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Q9. Many people say they find it hard to get a GP appointment. With GPs increasingly hard to recruit, and demand rising, the local NHS believes 
that primary care (GP surgery services) must change if people are to get the care and support they need. Which one of these statements most 
closely matches your views? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Don’t know …people 
should be 
encouraged to 
take more 
responsibility 
for their own 
health 

…GP practices should 
more closely together to 
create a bigger pool of 
frontline staff 

…fundamental 
change is not needed 
– the system should 
be able to cope 

…patients with minor 
problems should see 
other NHS staff instead 

50.2% 

Total sample (1,950) 

41.9% 
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Q10. Why do you say that? 
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Q11. In some instances, the NHS believes that patients get better care in specialist centres. (For example, the recent changes to some vascular 
services in Hampshire). But creating centres of excellence for some specialties means that these services would be less local for some people. 
Which of these statements most closely matches your view? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

…as many 
services as 
possible should 
be provided at all 
hospitals, even if 
outcomes are not 
as good as they 
could be 

19.7% 

72.8% 

Total sample (1,950) 

Don’t know 

…people can benefit 
from large, specialist 
departments – even if 
they are further from 
home 

65.5% 

19.7% 
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Q12. Why do you say that? 
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Q13. The NHS locally wants to improve mental health services - in hospitals, and in the community. What do you think should be the biggest 
priorities when making changes to mental health care? 
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Q14. Many people receive social care, as well as NHS care, and the dividing line between the two is often unclear. If you have experience of 
receiving social care - either yourself, or a relative or friend - what do you believe should be the priorities when considering how it could be changed 
in the future? 
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Q15. There is a lot of discussion about making the NHS a "seven-day service". What is your view of weekend services? 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

42.1% 

33.6% 

Total sample 
(1,950) 

Don’t know There are 
enough NHS 
services at the 
weekend already 

At weekends, the 
priority should 
be routine care 
services before 
expanding urgent 
care 

At weekends, the priority 
should be urgent care services, 
before expanding routine care 

All NHS services should 
be available, every day 
– Saturdays and 
Sundays should be like 
any other day 

36.6% 
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Q16. Why do you say that? 
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NATIONAL STAKEHOLDER SURVEY 
1   INTRODUCTION 

The annual NHS England commissioned national stakeholder survey was conducted by Ipsos/MORI 
from January 16th to February 28th, 2017. 

A 360 degree stakeholder survey, it aims to give CCGs an insight into local relationships with their 
membership practices and other key partners, provide data to help with organisational development 
and inform the assurance conversations which take place with the NHS England area team. 

 

2   RESPONSE RATE 

2.1 The overall response rate for NHS Portsmouth CCG was 78% - higher than last year and our 
highest percentage uptake in the four years that the survey has been held.  But the number 
of responses received was down 2 to 28 – mainly because there are fewer member practices 
as a result of mergers/closures, 19 this year compared to 25 in 2016.   

2.2 Because of the relatively low response rate, the view of just one or two stakeholders can 
have a major impact (either positive or negative) on survey findings.  In a few cases, figures 
may have been rounded up or down to the nearest whole number. 

2.3 The responses are anonymous, but the overall stakeholder group is subdivided into 
categories, as set out below, with the 2016 data in brackets: 
 

Stakeholder group: Number 
invited 

Number 
responded 

Response 
rate (%) 

Total 36 (42) 28 (30) 78 (71) 
GP member practices 19 (25) 15 (20) 79 (80) 
Health and Wellbeing 
Boards 

2 (2) 2 (2) 100 (100) 

Healthwatch /patient 
groups 

3 (3) 2 (2) 67 (67) 

NHS providers 5 (5) 3 (1) 60 (20) 
Other CCGs 2 (2) 2 (2) 100 (100) 
Upper tier/unitary local 
authorities 

4 (5) 3 (3) 75 (60) 
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3   SURVEY SUMMARY 

3.1 The CCG received a 78-page report of the stakeholder survey results, broken down into 
stakeholder groups, and also a verbatim account of the ‘free text’ comments provided by 
respondents. 

3.2 The survey was divided into two sections by Ipsos/MORI - a summary of the results so our 
CCG could compare its satisfaction levels against the previous two years; and a more 
detailed look at responses, which also give our comparison with other CCGs. An ‘at a glance’ 
guide of this latter section is provided at Appendix One. It shows our CCG’s results from 
2017, set alongside: 

• NHS Portsmouth CCG’s results from 2016 and 2015 
• The 2017 national average 
• The 2016 average for other CCGs in our ‘cluster’ (those 20 CCGs in the country considered to 

be most similar, and therefore most comparable, to Portsmouth across a range of socio-
economic measures). 

• The regional average (a new feature this year). 

3.3 Our ‘cluster’ CCGs for 2017 were the same as 2016: 

NHS Southampton NHS Greater Preston NHS Newcastle Gateshead 
NHS Lincolnshire West NHS Norwich NHS Stoke on Trent 
NHS Hull NHS South Manchester NHS North Durham 
NHS South Tyneside NHS Brighton & Hove NHS Sunderland 
NHS Salford NHS West Leicestershire NHS Bristol 
NHS Sheffield NHS Canterbury and Coastal NHS North East Lincolnshire 
NHS Greater Huddersfield NHS South Sefton  
 

3.4 In Appendix Two, we have also looked at the responses from GP member practices to 
questions specifically aimed at them. 
 

3.5 There are three main impressions as a result of the survey: 

1) The CCG has performed well when its feedback ratings are compared to other CCGs at a 
national, regional and cluster level. 

2) Although levels of satisfaction have generally fallen steadily since the first Ipsos/MOI survey, 
our comparison results show this is a national trend - AND the CCG has ‘recovered some 
ground’ in a number of key areas this year. 

3) There have also been a number of improvements in dealings with member practices, 
although these findings should be viewed with caution because of the low response rates. 

3.6 There were 27 ‘summary’ questions asked of all respondents, designed to capture the views 
of stakeholders across given themes - overall engagement; commissioning services; 
leadership of the CCG;  monitoring and reviewing services, and plans and priorities. 

Of those 27 summary questions: 
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• The CCG had an improved rating in 15, and a lower satisfaction level in nine. The other three 
questions were new – and so could not be compared against previous years. 

• For overall engagement, two ratings improved, and two fell. For commissioning services, 
one score improved and three dipped. For Leadership of the CCG, two scores fell slightly, 
but five improved. All three monitoring and reviewing services scores increased. For plans 
and priorities, one rating slipped but the other five increased. 

• The questions resulting in the biggest positive upwards swing (double figures) in ratings 
were: 
  - how much would you say you know about the CCG’s plans and priorities (+16%) 
  - the CCG’s plans and priorities are the right ones (+14%) 
  - how would you rate your working relationship with the CCG (+12%) 
  - improving patient outcomes is a core focus for my CCG (+10%). 

• The questions which had the biggest drop in satisfaction ratings were: 
  -  to what extent do you feel engaged by the CCG over the past 12 months (-11%) 
  - what extent has your CCG has contributed to wider discussions through local groups (-
10%) 
  - I understand the CCG’s reasons for its decisions when commissioning services (-10%). 

• CCG ratings have generally continued to slip, but Portsmouth has one score in the 27 which 
is higher than its 2015 rating – with 96% of stakeholders (87% last  year and 93% in 2015) 
saying that if they had concerns about the quality of local services, they would be able to 
raise them with the CCG. 

• Overall engagement is the general themed area which has suffered the biggest slide in 
scores in the last two years. 

• The CCG Leadership figures are still, in general, some way below the ratings of 2015 but 
have gone some way to recovering their previous position. 
 

4   QUESTIONS IN WHICH WE COULD COMPARE OUR DATA AGAINST OTHER CCGs 

• See Appendix One (on pages 6-8) for details. 
• Clearly, there has been a general downward trend in satisfaction levels across all the themes 

since the first annual survey – but these results, while they may appear initially 
disheartening – need to be taken into context with our perceived performance against other 
CCGs. The questions in Appendix 1 (see pages 6-8) show how we have compared not only to 
the national average, but also to the regional average and our 20 cluster CCGs, and the 
results are extremely strong. 

• Portsmouth CCG has consistently higher satisfaction levels across-the-board than both the 
national and regional averages – and it also performs very strongly against its cluster CCGs. 

• Of the 27 questions, Portsmouth CCG is above the national average on 23, level on one, and 
below average on just three – (understanding the reasons for decisions that the CCG makes 
when commissioning services, where it was -6% points lower; contributing to wider 
discussions through local groups, -4%; and effectively communicating how it has acted on 
what it is told by patients and public, -3%.) 

• In some areas, Portsmouth was handsomely above the national average – improving patient 
outcomes as a core focus (+14%);  engaging with the right people when making 



4 | P a g e  
 

commissioning decisions (+13%); the clinical leadership delivering continued quality 
improvements (+13%); the CCG being an effective local system leader (+13%);  having a clear 
and visible clinical leadership (+12%); stakeholders being able to raise concerns about the 
quality of local services (+12%);  knowing the CCG’s plans and priorities (+12%);  and the CCG 
leadership having  the right blend of skills and experience (+10%). 

• Portsmouth CCG was above the regional average on all but two of the 27 questions – 
contributing to wider discussions through local groups (-4%) and understanding the reasons 
for decisions when commissioning services. 

• At a cluster level, the CCG was above average on 20 questions, on a par with the average on 
four, and below average in three questions (all previously highlighted above). 

• Many of the ratings are very close to CCGs in the same cluster, but the ones that most stand 
out have been previously covered by the same areas where the CCG had compared 
favourably at a national level. 

5   GP MEMBER PRACTICES 

5.1 In Appendix Two (on pages 9/10), we have also looked at the responses from GP member 
practices to questions specifically aimed at them. 

5.2 Member Practices are the biggest stakeholder group in the survey – making up more than 
half of the responding stakeholders – 15 out of 28 – although there were fewer responses 
this year, as there are less practices to take part in the survey. 

5.3 The size of the response means that, as stated earlier, results should be viewed with caution. 
However there are some points worthy of note. 

5.4 Perceived performance has improved in eight of the areas, dipped in four and remained the 
same in three. The big-swinging  changes to this year compared to last all showed welcome 
improvements for the CCG, apart from one question – the percentage of Member Practices 
agreeing that ‘value for money is a key factor in decision making when formulating the CCG’s 
plans and priorities’ plunged from 85% in 2016 to 53% this time.  

5.5 But there was a doubling of satisfaction rates on two questions – ‘how involved do you feel 
in discussions about CCG plans for primary care co-commissioning’ and ‘to what extent do 
you feel able to influence the CCG’s decision-making.’ The previous very low ratings had left 
plenty of room for improvement.  And another big swing in the positive direction was from 
50% to 87% over the effectiveness of arrangements for member decision-making in the CCG. 

 

6 VERBATIM COMMENTS / SUGGESTIONS FOR IMPROVEMENTS 

There was a very mixed bag of comments, positive and negative, by stakeholders with 
themes including frustration relating to the CAMHS transformation, the lack of NHS 
resources, and the CCG’s willingness to act on what it was told. Comments included: 
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- ‘It is a shame that the CCG says it is a member-led organisation but it doesn’t feel that 
we have a way of shaping or challenging the CCG’s plans. There is lip service paid to 
comments and feedback and you feel like any time or energy you use for this is wasted.’ 

- ‘A well run and well led CCG operating in challenging circumstances.’ 
- ‘Some significant quality and safety issues seem to get ignored whilst issues which we 

believe are minor seem to assume huge importance.’ 
- ‘Portsmouth City Council and the CCG have had a joint Chief Operating /Director of Adult 

Social Services post in place for 12 months. This has helped align the respective agendas 
and enabled ongoing engagement with CCG business.’ 

- ‘Work on the CAMHS transformation has been too isolated with not enough active 
engagement with PCC, despite being undertaken through an integrated commissioning 
unit.’ 

- ‘It is extremely difficult for a CCG to influence the system, the centre, or the behaviour 
of hospital trusts. I believe they do very well in a broken system.’ 

- ‘So many of the plans our CCG is making are effectively trying to make the best of a bad 
lot – shrinking finance resource, limited workforce, overregulation …’ 

7   NEXT STEPS 

7.1 For the fourth year running the Stakeholder Survey results produced mainly encouraging 
feedback for the CCG, especially when compared both nationally and regionally and, 
perhaps more importantly, against our cluster CCGs.  

7.2 But they do continue to show a decline in relationships over time, in some cases markedly 
so.  The CCG aspires to set its sights high – and, as stated last year, our ambition should be to 
be judged against our previous results rather than the lower, national levels of performance. 

7.3 In addition to ongoing liaison and engagement with the GP membership and all other 
stakeholders, including  patients and the wider public, it is recommended that the CCG’s 
next steps to address issues raised in the survey should include: 

• Ensuring that our new clinical executive and leadership arrangements are clearly publicised 
to our members and others - and making sure that the clinical leadership team is truly 
accessible. As part of this, we will publicise clinical executive alignments to practices as well 
as the portfolios of each clinical executive 

• Utilise the next stages of The Big Conversation programme to engage further with local 
groups 

• Consider how our AGM may be an opportunity to further engage with stakeholders  
• Ensure copies of our annual report – and the key relevant information it contains - are 

promoted with our GP members practices and copies made directly available to them 
• Continue to use our Weekly Bulletin newsletter to GP members to provide them with 

‘headline’ updates about our work, finances, and how they can get more involved with the 
CCG 

• Publicise the results of this stakeholders’ survey with members and invite further 
suggestions and ideas as to others ways they would like the CCG to work with them  

• Use the commissioning evening in May 2017 to test this further, including whether members 
would welcome or not more formal ways of working with us to ensure that they feel able to 
influence our decision-making. 
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APPENDIX ONE: Results in full 

 

 NHS 
Portsmouth 
CCG (2017) 

National 
average 
(2017) 

 
Regional 
average 
(2017) 

‘Cluster’ 
average (2017) 

 Portsmouth 
CCG (2016 & 

2015) 

      
OVERALL ENGAGEMENT      
Overall, to what extent, if at all, do you feel you have been engaged by 
the CCG over the past 12 months? (% great deal/fair amount) 79 79 

 
 
 

77 79 90, 97 

And how satisfied or dissatisfied are you with the way in which the CCG 
has engaged with you over the past 12 months? (% very/fairly satisfied) 71 70 

 
 
 

62 67 77, 90 

Overall, how would you rate your working relationship with the CCG? 
(% very/fairly good) 79 75 

 
 
 

72 75 67, 93 

How satisfied or dissatisfied are you with the steps taken by the CCG to 
engage with patients and the public?  
(% saying a great deal/a fair amount) 

61 58 

 
 
 

56 55 n/a 

The CCG effectively communicates about how it has acted on what it is 
told by patients and the public (% saying a great deal/a fair amount) 46 49 

 
 
 

40 47 n/a 

COMMISSIONING SERVICES      
The CCG involves and engages with the right individuals and 
organisations when making commissioning decisions 
 (% strongly/tend to agree) 

71 58 
 

52 58 70, 76 

I have confidence in the CCG  to commission high quality services for 
the local population (% strongly/tend to agree) 71 63 

 
 

57 

 

64 73, 86 

I understand the reasons for the decisions that the CCG makes when 
commissioning services (% strongly/tend to agree) 57 63 

 
 

58 63 67, 76 

The CCG’s plans will deliver continuous improvement in quality within 
the available resources (% strongly/tend to agree) 54 53 

 
 
 

47 51 63, 62 

The CCG acts on the views of patients and the public when making 
commissioning decisions (% saying a great deal/a fair amount) 54 50 

 
 
 

40 49 n/a 

Improving patient outcomes is a core focus of the CCG 93 79 
 
 
 79 83, 97 
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(% saying strongly agree/tend to agree) 78 
OVERALL LEADERSHIP OF THE CCG      
The leadership of the CCG has the necessary blend of skills and 
experience (% strongly/tend to agree) 75 65 

 
 
 

59 66 73, 86 

There is clear and visible leadership of the CCG  
(% strongly/tend to agree) 75 71 

 
 
 

70 70 77, 93 

I have confidence in the leadership of the CCG to deliver improved 
outcomes for patients (% strongly/tend to agree) 64 56 

 
 
 

51 56 67, 69 

There is clear and visible clinical leadership of the CCG 
(% strongly/tend to agree) 82 70 

 
 
 

69 68 77, 83 

I have confidence in the clinical leadership of the CCG to deliver its 
plans and priorities (% strongly/tend to agree) 68 60 

 
 
 

55 61 67, 83 

The clinical leadership of the CCG is delivering continued quality 
improvements (% strongly/tend to agree) 68 55 

 
 
 

50 53 67, 72 

How effective do you feel the CCG is as a local system leader? 
(% saying effective/fairly effective) 86 73 

 
 
 

72 72 n/a 

To what extent has the CCG contributed to wider discussions through 
local groups such as the Urgent Care Working Group, Clinical Senate 
Assemblies, forums).  (% saying a great deal/fair amount) 

57 61 

 
 
 
 
 

61 62 67,90 

MONITORING AND REVIEWING SERVICES      
I have confidence that the CCG effectively monitors the quality of the 
services it commissions (% strongly/tend to agree) 68 61 

 
 
 

58 61 57, 79 

If I had concerns about the quality of local services I would feel able to 
raise my concerns with the CCG (% strongly/tend to agree) 96 84 

 
 
 

85 83 87, 93 

I have confidence in the CCG to act on feedback it receives about the 
quality of services (% strongly/tend to agree) 71 65 

 
 
 

64 64 63, 76 

PLANS AND PRIORITIES      
How much would you say you know about the CCG’s plans and 
priorities? (% strongly/tend to agree) 89 77 

 
 
 

81 76 73, 90 

I have been given the opportunity to influence the CCG’s plans and 
priorities (% strongly/tend to agree) 57 54 

 
 
 

56 54 63, 76 

When I have commented on the CCG’s plans and priorities I feel that 50 48 
 
 
 

44 46 43, 59 
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my comments have been taken on board (% strongly/tend to agree) 
The CCG has effectively communicated its plans and  priorities to me  
(% strongly/tend to agree) 68 63 

 
 
 

61 62 70, 86 

The CCG’s plans and priorities are the right ones  
(% strongly/tend to agree) 61 50 

 
 
 

45 50 47, 72 
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APPENDIX TWO: Member Practices 

Because of the small sample size, we’ve included in brackets the number of practices expressing satisfaction.  So, for the first question, 13 of the 15 
practices described the CCG has being either very effective/fairly effective.  

For the grid below, it should be taken that the remaining practices recorded a not very effective/not at all effective unless stated in Column 1. 

 

 Portsmouth  
2017 2016 

 
 
 

2015 
    
How effective, if at all, would you say the arrangements are for member 
participation in decision-making in your CCG?  
(% very effective/fairly effective) 

87 (13) 50 (10) 

 
 
 

 
 
 

79 (15) 

To what extent, if at all, do you feel able to influence the CCG’s decision-making 
process? (% great deal/fair amount) 40 (6) 20 (4) 

 
 
 

n/a 

I have confidence in the CCG’s clinical leadership delivering its plans and priorities? 
(% strongly agree/tend to agree) 
NB: All the other 4 practices neither agreed nor disagreed. 

73 (11) 65 (13) 

 
 
 

89 (17) 

How clinical leadership of my CCG is delivering continued quality improvements?  
(% strongly agree/tend to agree) 
NB: All the other 6 practices neither agreed nor disagreed. 

60 (9) 65 (13) 

 
 
 

79 (15) 

The CCG’s clinical leadership is delivering continued improvements to reduce health 
inequalities (%strongly agree/tend to agree)  
NB:  5 of the other 6 practices neither agreed nor disagreed.  

60 (9) 60 (12) 

 
 
 

74 (14) 

How confident are you, if at all, in the systems to sustain two-way accountability 
between your CCG and its member practices in the CCG 
 (% very confident/fairly confident) NB: 2 practices were don’t knows.  

60 (9) 60 (12) 
 

68 (13)  

How well, if at all, do you understand the financial implications of the CCG’s plans?  
(% very well/fairly well) 40 (6) 40 (8) 

 
 

68 (13) 

 

How well, if at all, do you understand the implications of the CCG’s plans for service 
improvement (% very well/fairly well) 47 (7) 30 (6) 

 
 

63 (12) 
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How well, if at all, do you understand the referral and activity implications of the 
CCG’s plans? (% very well/fairly well) 47 (7) 35 (7) 

 
 
 

74 (14) 

How well, if at all, do you understand the CCG’s plans to reduce health inequalities? 
(% very well/fairly well) 53 (8) 45 (9) 

 
 
 

68 (13) 

How well, if at all, do you understand the CCG’s plans to improve the health of the 
local population (% very well/fairly well) 67 (10) 50 (10) 

 
 
 

79 (15) 

To what extent do you agree that value for money is a key factor in decision making 
when formulating my CCG’s plans and priorities? (% strongly agree/tend to agree) 
NB:  6 of the other 7 practices neither agreed nor disagreed. 

53 (8) 85 (17) 

 
 
 

84 (16) 

I am regularly involved in discussions regarding the management about my CCG’s 
finances.  (% strongly agree/tend to agree) 
NB:  2 of the other 12 practices neither agreed nor disagreed. 

20 (3) 25 (5) 

 
 
 

21 (4) 

How familiar are you, if at all, with the financial position of your CCG?   
(% strongly agree/tend to agree) 47 (7) 30 (6) 

 
 
 

63 (12) 

How often, if at all, do you have the opportunity for direct discussions with your 
CCG’s leaders? 

3 – weekly 
9 – quarterly 
3 – annual 

 
 

To what extent do you agree that representatives from member practices can take a 
leadership role within the CCG if they want to? (% strongly agree/tend to agree) 
NB:  All 4 other practices neither agreed nor disagreed. 

73 (11) 85 (17) 

 
 
 

79 (15) 

Overall, how involved, if at all, do you feel you have been in discussions about CCG 
plans for primary care co-commissioning? 60 (9) 30 (6) 

 
 
 

68 (13) 

 

 

 



 
 
 
 
 
 

 

 
 

GOVERNING BOARD 
 

Date of Meeting 17 May 2017 
 
Agenda Item No  
 

10 
 
Title 
 

Register of Interests 

 
Purpose of Paper 
 

 
Following NHS England Guidance and the increasing importance on 
the management of conflicts of interests throughout the NHS, the CCG 
is required to maintain a Register of Interests for its staff, with 
particular focus on those staff who are considered to be in decision-
making roles or positions of influence. 
 
The attached register of interests has been amended to include 
committee membership.  
 
The document identifies Chairs, members and attendees of the key 
decision-making committees, as outlined in the Scheme of 
Reservation and Delegation. This will be referred to as the Committee 
Register of Interests.  
It is proposed that the Committee Register of Interests is used for each 
of the Committees listed in the document, namely; 
 

• The Governing Board 
• Remuneration Committee 
• Audit Committee 
• Primary Care Committee 
• Clinical Strategy Committee and 
• Clinical Executive Committee (the means by which the Chief 

Clinical Officer discharges a number of their duties). 
 
Of particular note: 
Under the ‘staff’ heading are those staff who are either regular 
attendees of a single committee (not members) and those staff 
attending who provide administrative support through minute-taking 
etc. 
 
In addition to the attached register, there is a separate register for all 
staff on the CCG employees list – which will be referred to as the Staff 
Register of Interests. 
 
It is also proposed that the Governing Board receive the Full Register 
of Interests (both Committee and Staff) annually, or more frequently if 
required. 
 

  



 
 
 
 
 
 

 

 
Recommendations/ 
Actions requested 
 

 
The Governing Board is asked to: 

• Approve the format of the register with the inclusion of the 
Committee information 

• Agree to the use of the Committee Register of Interests being 
used as a single document for each Committee, thereby 
ensuring the most up-to-date version is used. 

• Consider the inclusion of the Head of Governance as a regular 
attendee at each of these Committees. 

• Agree to receive the Full Register of Interests at least annually. 
 

Engagement Activities – 
Clinical, Stakeholder and 
Public/Patient 

Not applicable 
 

Item previously 
considered at Governing Board - March 2017 

Potential Conflicts of 
Interests for Board 
Members 

None 

 
Author 
 

Justina Jeffs, Head of Governance 

 
Sponsoring member 
 

Andy Silvester, Lay Member 

 
Date of Paper 
 

9 May 2017 
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Dr Dapo Alalade Clinical Executive Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Practice is a Member 31/03/2017 Manage in line with SOBC policy

Jane Cole Deputy Chief Finance 
Officer

Association of Certified Chartered 
Accountants

 Direct Member Current Non required Attendee  

Jane Cole Deputy Chief Finance 
Officer

Healthcare Financial Management 
Association

 Direct Member Current Non required Attendee  

Dr Linda Collie
Deputy Clinical 
Leader/Clinical 
Executive

East Shore Partnership  Direct Partner Current Manage in line with SOBC policy   Chair from 
June 2017

Chair from 
June 2017

Dr Linda Collie
Deputy Clinical 
Leader/Clinical 
Executive

Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Practice is a Member Current Manage in line with SOBC policy   Chair from 
June 2017

Chair from 
June 2017

Paul Cox
Practice Manager 
Representative on 
Governing Board

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

Paul Cox
Practice Manager 
Representative on 
Governing Board

Portsmouth Primary Care Alliance Ltd 
(PPCA)

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

Dr Julie Cullen
Registered Nurse 
Representative on 
Governing Board

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

Carly Darwin Practice Manager 
Representative Nil 

Michael Drake Director of Planning and 
Performance Nil  

Dr Anne Eggins Clinical Commissioning 
Lead Eastney Practice   Direct General Practitioner Current Manage in line with SOBC policy Starts June 

2017 
Starts June 

2017 
Starts 

01/06/2017

Dr Anne Eggins Clinical Commissioning 
Lead

Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Practice is a Member Current Manage in line with SOBC policy Starts June 
2017 

Starts June 
2017 

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

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

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

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

Patrick Fowler

Healthwatch 
Portsmouth 
Representative on 
PCCC

Management Consultant  Direct

Working with health, 
housing and care providers 
inside and outside of 
Portsmouth

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



Jo Gooch Strategic Projects 
Director CIMA  Direct Member 15/12/2016 Current None required. 

Dr James Hogan Chief Clinical Officer & 
Clinical Leader

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

 Direct General Practitioner Current Manage in line with SOBC policy  Ends 
May 2017

Attendee- 
Ends May 

2017

Attendee- 
Ends May 

2017

 Ends 
May 2017

 Ends 
May 2017

 Ends 
May 2017

Dr James Hogan Chief Clinical Officer & 
Clinical Leader

Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Practice is a Member Current Manage in line with SOBC policy  Ends 
May 2017

Attendee- 
Ends May 

2017

Attendee- 
Ends May 

2017

 Ends 
May 2017

 Ends 
May 2017

 Ends 
May 2017

Committee

Name Action taken to mitigate riskNature of Interest
Declared Interest- (Name of the 

organisation and nature of 
business)

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

Body, Member 
practice, Employee or 

other 

Date of Interest
Type of Interest

Is the interest 
direct or 
indirect?
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Committee

Name Action taken to mitigate riskNature of Interest
Declared Interest- (Name of the 

organisation and nature of 
business)

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

Body, Member 
practice, Employee or 

other 

Date of Interest
Type of Interest

Is the interest 
direct or 
indirect?

Dr Jason Horsley Governing Board 
Member

Portsmouth City Council/Southampton 
City Council

  Direct Director of Public Health 
employed jointly 07/01/2017 Current

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

  

Dr Jason Horsley Governing Board 
Member Medical Profession  Indirect

Wife works as a doctor in 
Infectious Diseases and 
Microbiology

07/01/2017 Current

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

  

Dr Jason Horsley Governing Board 
Member Genito-urinary Medicine, Portsmouth  Indirect A close friend works as a 

consultant locally 07/01/2017 Current

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

  

Katie Hovenden Director of Primary Care Portsmouth Hospitals Trust Indirect Sister is Senior Orthopaedic 
Secretary Current Manage in line with SOBC policy  Ends 

June 2017
 Ends 
June 2017

 Ends 
June 2017

Katie Hovenden Director of Primary Care General Pharmaceutical Council  Direct Registered Current Manage in line with SOBC policy  Ends 
June 2017

 Ends 
June 2017

 Ends 
June 2017

Justina Jeffs Head of Governance Nil Attendee Attendee Attendee Attendee Attendee Attendee

Dr Jonathan Lake Clinical Executive Sunnyside Medical Centre  Direct GP Partner Current Manage in line with SOBC policy   From 
June 2017

 From 
June 2017



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

 Direct Practice is a Member Current Manage in line with SOBC policy   From 
June 2017

 From 
June 2017



Dr Nicholas Moore Clinical Executive Craneswater Group Practice  Direct Partner Nov-11 Current Manage in line with SOBC policy    

Dr Nicholas Moore Clinical Executive Portsmouth Primary Care Alliance Ltd 
(PPCA)

 Direct Member Nov-11 Current Manage in line with SOBC policy    

Thomas Morton Lay Member Working Age Parkinson's Portsmouth 
Group (WAPP)

 Direct Research Champion Current Manage in line with SOBC policy  Ends 
May 2017

 Ends 
May 2017

 Ends 
May 2017

 Ends 
May 2017

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

   

Jackie Powell Lay Member Southern NHS Foundation Trust  Direct Mental Health Act Manager 2013 Present
Declare conflict where appropriate in 
discussions relating to Mental Health 
Services

   

Jackie Powell Lay Member Young Persons Support and 
Counselling Service

 Direct Trustee and Counsellor 2013 Present

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

   

Dr Jonathan Price Clinical Commissioning 
Lead Trafalgar Medical Group  Direct Partner 1991 Current Manage in line with SOBC policy 

Dr Jonathan Price Clinical Commissioning 
Lead

Portsmouth Primary Care Alliance Ltd 
(PPCA)

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

Dr Jonathan Price Clinical Commissioning 
Lead Healthcare  Direct Parent of Autistic Adult 1991 Current Manage in line with SOBC policy 

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

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

 Attendee Attendee   
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Committee

Name Action taken to mitigate riskNature of Interest
Declared Interest- (Name of the 

organisation and nature of 
business)

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

Body, Member 
practice, Employee or 

other 

Date of Interest
Type of Interest

Is the interest 
direct or 
indirect?

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

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

2014 Current

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

  

Tracy Sanders Chief Strategic Officer Sandpiper Associates  Direct Director Current

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

Attendee Attendee  Ends 
May 2017



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

Attendee Attendee  Ends 
May 2017

Tracy Sanders Chief Strategic Officer Healthcare Financial Management 
Association

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

Attendee Attendee  Ends 
May 2017

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

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

Attendee Attendee  Ends 
May 2017

Andrew Silvester Lay Member Portsmouth Civil Service Sports 
Council

 Direct Chair and some CCG staff 
are CSSC members 1996 2018 Manage in line with SOBC policy  Chair Chair  

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

Andrew Silvester Lay Member Unite Trade Union  Direct Elected workplace rep within 
the Defence sector Current Declare any lobbying in Health 

related matters
 Chair Chair  

Michelle Spandley Chief Finance Officer Association of Certified Chartered 
Accountants

 Direct Member Current Manage in line with SOBC policy  Attendee Attendee   

Michelle Spandley Chief Finance Officer Healthcare Financial Management 
Association

 Direct Member Current Manage in line with SOBC policy  Attendee Attendee  

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

Finance Department Current

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

 Attendee Attendee  

Tahwinder Upile
Secondary Care 
Specialist Doctor on 
Governing Board

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

Tahwinder Upile
Secondary Care 
Specialist Doctor on 
Governing Board

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

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

Tahwinder Upile
Secondary Care 
Specialist Doctor on 
Governing Board

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

Tahwinder Upile
Secondary Care 
Specialist Doctor on 
Governing Board

Concordia Healthcare   Direct Secondary and Primary 
Care Physician Jan-17 Current Manage in line with SOBC policy   

Tahwinder Upile
Secondary Care 
Specialist Doctor on 
Governing Board

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

Dr Kevin Vernon Clinical Commissioning 
Lead Lake Road Practice  Direct Partner Oct-02 Present

Declare an interest in items relating to 
Primary Care and not voting in these 
matters.





4 of 4

From To

Fi
na

nc
ia

l I
nt

er
es

ts

N
on

-F
in

an
ci

al
 P

ro
fe

ss
io

na
l 

In
te

re
st

s

N
on

-F
in

an
ci

al
 P

er
so

na
l 

In
te

re
st

s

G
ov

er
ni

ng
 B

oa
rd

R
em

un
er

at
io

n

A
ud

it

Pr
im

ar
y 

C
ar

e 
C

om
m

is
si

on
in

g 

C
lin

ic
al

 S
tr

at
eg

y

C
lin

ic
 a

l E
xe

cu
tiv

e

Committee

Name Action taken to mitigate riskNature of Interest
Declared Interest- (Name of the 

organisation and nature of 
business)

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

Body, Member 
practice, Employee or 

other 

Date of Interest
Type of Interest

Is the interest 
direct or 
indirect?

Dr Kevin Vernon Clinical Commissioning 
Lead

Portsmouth Primary Care Alliance Ltd 
(PPCA)

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



David Williams Governing Board 
Member Portsmouth City Council  Direct Chief Executive 2007 Current None 

David Williams Governing Board 
Member Solent NHS Trust  Direct Appointed Governor 2010 Current None 

David Williams Governing Board 
Member Portsmouth UTC  Direct Director 2014 Current None 

STAFF LIST
Nicola Burnett Finance Manager ACCA  Direct Member Jan-12 Current None required. Attendee

Jayne Collis Business Development 
Manager Portsmouth Hospitals Trust  Indirect Sister in Law works in 

Pharmacy Department Current None Minutes

Linda Foster Executive Assistant Nil Minutes

Debbie O'Connor PA to Chief Finance 
Officer Nil Minutes

Victoria Sexton Business Development 
Manager Nil Minutes

Lisa Stray Business Assistant, 
Medicines Manager Nil Minutes



 
 
 

 

 

 
GOVERNING BOARD 

 

Date of Meeting 17 May 2017 
 
Agenda Item No  
 

11 
 
Title 
 

Minutes of Other Meetings 

 
Purpose of Paper 
 

 
To accept the following: 
 
• Minutes of the Clinical Strategy Committee meetings held on 1 

March 2017 and 5 April 2017. 
 

• Minutes of the Primary Care Commissioning Committee meeting 
held on 18 January 2017. 

 
 
 
 
 

 
Recommendations/ 
Actions requested 
 

Accept 

Engagement Activities – 
Clinical, Stakeholder and 
Public/Patient 

N/A 

Item previously 
considered at N/A 

Potential Conflicts of 
Interests for Board 
Members 

N/A 

 
Author 
 

Various 

 
Sponsoring member 
 

Innes Richens – Chief Operating Officer 

 
Date of Paper 
 

9 May 2017 
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Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 1 March 2017 

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

 
Summary of Actions 

 
 

5 Planning Update: 
Michael Drake to recirculate the Improvement and Assessment 
Framework Data-set summary paper for information with the 
Minutes of this meeting. 
Post meeting note:  Completed. 

M Drake March 
2017 

6 Community Epilepsy Nurse Specialist business case: 
Victoria Rennie and Andrea Havey to agree the measures of 
success that will be used to assess the CCG’s commitment to 
funding for years 3, 4 & 5.   

V Rennie/ 
A Havey 

April/May 
2017 

7 Improved Access Initiative discussion paper: 
Jo York agreed to provide an update on MCP development at a 
future Clinical Strategy Committee meeting for awareness. 

J York Future 
meeting 

 
 
Present: 
 
Dr Dapo Alalade  - Clinical Executive Member 
Lyn Darby  - Deputy Chief Commissioning Officer (For Alex Berry) 
Jane Cole  - Deputy Chief Finance Officer 
Dr Linda Collie  - Clinical Executive Member 
Michael Drake  - Director of Planning & Performance 
Dr Elizabeth Fellows  - Clinical Executive Member & Chair of CCG Governing Board 
Dr Jim Hogan  - Clinical Leader/Chief Clinical Officer (Chair) 
Dr Jason Horsley  - Consultant, Public Health Portsmouth City Council 
Katie Hovenden  - Director of Primary Care 
Dr Jonathan Price  - Clinical Commissioning Lead 
Innes Richens   - Chief Operating Officer 
Jo York  - Director of Better Care 
Linda Foster    - Executive Assistant (Minutes) 
 
 

 
 
1. Apologies and Welcome 

 
Apologies were received from: Dr Kevin Vernon, Michelle Spandley, Alex Berry, 
Suzannah Rosenberg, Dr Tahwinder Upile, Carly Darwin and Andy Silvester. 
 

2. Declarations of Interest 
 
Potential declarations of interest were noted for the GP Executives, GP Commissioning 
Leads for Agenda item 7, discussion paper. 
 

3. Items for Any Other Business 
 
There were no AOB items raised. 



2 
 

 
4. Minutes of Previous Meeting 

 
The minutes of the Clinical Commissioning Committee held on Wednesday 1 
February 2017 were approved as an accurate record. 
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 
1 February 2017 were discussed and reviewed as follows: 
 

Agenda 
Item 

Action Who By Progress 

6 James Gagliardini, Integrated Commissioning 
Service Manager to ensure that Covalent is 
updated with regards to timescales reported to 
Portsmouth Planning Board (P3B) and 
clarification of the investment required and the 
level of investment for Portsmouth CCG. 

JG End 
Feb 
2017 

Completed 

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

JG Nov. 
2017 

Noted. 

 
 

5. Planning Update 
 
Michael Drake presented the Planning Update paper to the Committee.   
 
Michael Drake advised that a re-submission of the 1718 local metrics that form part of the  
Quality Premium 17/18  CCGs Joint Operating Plan, was made on 17 February 2017. 
 
The CCG was required to make two local choices and agree these with NHS England 
Regional Teams which were; 
 
An indicator for Mental Health – Equity of Access and outcomes in to IAPT Services 
 
An indicator from the RightCare Suite – increase 15/16 baseline (39.4%) by 2% for 
patients receiving all three treatment targets for Type 2 Diabetes by March 17/18. 
 
NHS England also requested re-submission of the financial plan, activity plan and ED 
trajectory by 27th February 2017.   
 
Jane Cole advised that the ED trajectory remained the same as there was no flexibility 
from PHT.  It was noted that the same financial plan was re-submitted.  Jane Cole 
informed that the CCG is awaiting further guidance from NHSE regarding an additional 
1% surplus non-recurrent fund. 
 
Michael Drake advised the QIPP challenge remains at £4.1 million identified for 17/18.  
Finance and Performance & Planning Teams will meet on 2 March to review the current 
QIPP position and hoping for a positive outcome. 
 
Michael Drake reminded the Committee of the Improvement and Assessment Framework 
Data-set summary paper previously circulated.  This will be re-circulated for information 
with the Minutes of this meeting. 

Action: M Drake 
 
Dr Hogan advised following the Wessex Delivery Board meeting he attended this 
morning, that Portsmouth CCGs QIPP position is quite good compared to other areas.  It 
is anticipated there will be a £76 million overspend nationally by the end of the year. 
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Discussions this morning were around STP funding, Dr Hogan advised there has not been 
a formal notification of the additional 1% funding yet. 
 
Michael Drake said that P3B will continue to drive through in order to ensure rigour and 
schemes are in place for delivery of plans. 
 
The Clinical Strategy Committee noted the content of the Planning Update;   
The current QIPP position and the risks associated, and the recommendations of 
the Planning and Performance Team required for delivery of the QIPP challenge. 

 
6. Project Plans for Review 

 
Michael Drake provided an overview of the Operational Project Plans for Review 
contained in the table on page 2: 
 
Operational Plans for Approval: 

 Outpatient Follow Up Project 

 Medicines Management Portsmouth Project 

 Optimisation of Prescribing Systems 
 

Katie Hovenden raised a question regarding which pathways had been reviewed for the 
Outpatient Follow up Project.  (The project team have worked with a number of specialties 
to review access policies, pathways and guidelines with a view to reducing secondary 
care attendances in favour of management within community services, primary care or 
patient self-management) 
 
Michael Drake explained that commissioners had contacted Outpatient departments with 
options for a pilot scheme to create capacity.  PHT and CCG Clinical Leads have worked 
together to create a pilot on ‘what they think will work’ 
  
Dr Hogan commented that the project should focus on the outcomes for patients rather 
than the process. 
 
The Clinical Strategy Committee reviewed the three Operational Plans and gave 
approval to continue with the projects. 
 
Michael Drake introduced Victoria Rennie and Andrea Havey (Integrated Commissioning 
Service) to present the Community Epilepsy Specialist Nurse Business Case, which 
required funding approval by the Clinical Strategy Committee. 
 

 Community Epilepsy Nurse 
Victoria Rennie explained that currently there is one Community Epilepsy Specialist Nurse 
within Portsmouth Hospitals NHS Trust (PHT) covering Portsmouth, Fareham & Gosport 
and South Eastern Hampshire CCG’s areas.   
 
A business case for a community model has been written up in discussion with PHT and 
Solent NHS Trust for a Community Epilepsy Specialist Nurse joint bid to work with the 
Acute Epilepsy Nurse.  Commissioners have identified this project would make savings on 
admissions to hospital and reduce the number of GP/patient contacts. 
 
The model includes the specialist nurse going into the community including schools and 
homes to deliver training.  The model will cover all children under the age of 18, and will 
interface with the adult service as the patient transitions at the age of 18+. 
 
Clinical Strategy Committee members reviewed the options appraisal table on page 3.  
The proposed preferred option is no. 2:   
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To fund one full time Community Epilepsy Nurse Specialist through 2 years Charity 
Funding (Roald Dahl Foundation) and CCG funding for years 3, 4 & 5.  It was noted that 
the Roald Dahl Foundation would also provide training and development free-of-charge 
for those employed by them. 
 
Committee members discussed the need for confidence in the performance indicators for 
the first two years before commitment to funding the following three years.   
 
Victoria Rennie and Andrea Havey to agree the measures of success that will be used to 
assess the CCG’s commitment to funding for years 3, 4 & 5.   

Action:  V Rennie/A Havey 
 
The business case will be taken to our Sister CCGs for approval if approved by 
Portsmouth CCG. 

 
The Clinical Strategy Committee agreed to approve the Community Epilepsy Nurse 
Specialist in principle, dependant on the Roald Dahl Foundation funding being 
received. 
 

7. Improved Access Initiative – discussion paper 
 
Potential declarations of interest were declared by all of the GPs in the room.  It was 
noted that no decisions would be made by this Committee; the paper has been brought 
for information and to generate discussion. 
 
Mark Compton, Head of Primary Care Transformation presented the detailed Improved 
Access Initiative paper, which outlined potential arrangements to secure seven-day 
extended hours GP services in Portsmouth in line with the national commitment and 
requirement to delivery seven day NHS services by 2020.  
 
The Clinical Strategy Committee was asked to consider how this requirement should be 
delivered and to test out current thinking and proposals contained within the paper. 
 
The Committee were informed that the initial level of investment to individual CCGs will 
differ depending on where they are in ‘transformation areas’ but from 2019/20 all CCGs 
will receive an additional £6 per weighted patient to deliver the requirements of the 
Improved Access Initiative (not per individual GP practices).  For 18/19 Portsmouth CCG 
will receive £3.34 per weighted patient as part of a phased approach. 
 
The paper explores a potential care model integrating elements of core general practice 
provision with the improved access initiative, whilst also integrating with the 
recommissioned 111 and Out of Hours (OOHs) services.   
 
The Committee discussed whether the Improved Access initiative could be included within 
the MCP contract and delivered within a ‘Hub’ model.  The Committee noted the 
importance of having clear pathways and sign-posting to different services city-wide and 
appropriate messaging at GP practiced OOHs.  
 
There are two options: 

 111 Access model 

 Direct Access and 111 model 
 

The Clinical Strategy Committee agreed the concept in principle and noted this is a work 
in progress.  The Committee were invited to send feedback to Mark Compton.  A business 
case will be written up and taken to the Primary Care Commissioning Committee for 
agreement and approval.   
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Jo York agreed to provide an update on MCP development at a future Clinical Strategy 
Committee meeting for awareness. 

Action: J York 
The Clinical Strategy Committee agreed the concept in principle. 
 

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

 Minutes of the Local Estates Forum held on 23 January 2017 
 

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

 
 

10. Date of Next Meeting 
 
The next meeting will be held on Wednesday 5 April 2017 from 1 – 3 pm in the CCG 
Committee Room, NHS Portsmouth CCG Headquarters. 
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Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 5 April 2017 

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

 
Summary of Actions 

 
 

6, 
1.3.2017 

Community Epilepsy Nurse Specialist Business Case  
A Havey to bring an update on the proposed measures of 
success to the May CSC in order for a decision to be made 
regarding funding for years 3, 4 & 5. 

 
A Havey 

 
3.5.2017 

7, 
1.3.2017 

Jo York to provide an update on MCP developments J York 3.5.2017 

4 
 

Jo York/Mark Compton to bring paper on the new NHS 111 
Telephony Service and Clinical Model  

J York/ 
M Compton 

 
3.5.2017 

5 Planning Update 
Mike Drake to meet with Project Leads to re-risk assess the 
current projects and will report to P3B and CSC. 

 
M Drake 

 
April 17 

5 Mike Drake to work with Innes Richens and Dr Collie to consider 
how  CSC members can be sighed on ACS plans 

M Drake April 17 

7 NUMSAS Pilot 
Katie Hovenden to check with NHS England whether: 

 Patients get a full supply for repeat medicines if they are 
using the services for the 2nd or 3rd time 

 Pharmacies still claim consultation fee if the prescription 
is on the Spine (EPS) 
 

 
K Hovenden 

 
April 17 

 
 
Present: 
 
Jane Cole  - Deputy Chief Finance Officer 
Dr Linda Collie  - Clinical Executive Member 
Carly Darwin  - Practice Manager Representative 
Michael Drake  - Director of Planning & Performance 
Dr Jim Hogan  - Clinical Leader/Chief Clinical Officer (Chair) 
Katie Hovenden  - Director of Primary Care 
Dr Jonathan Price  - Clinical Commissioning Lead 
Innes Richens   - Chief Operating Officer 
Suzannah Rosenberg  - Director of Quality & Commissioning 
Andy Silvester   - Lay Member 
Michelle Spandley  - Chief Finance Officer 
Dr Kevin Vernon  - Clinical Commissioning Lead 
 
In attendance:   
Justina Jeffs   - Head of Governance (Observer) 
Linda Foster   - Executive Assistant (Minutes) 
Debbie O’Connor   - Executive Assistant (Shadowing Minute Taker) 
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1. Apologies and Welcome 
 
Apologies were received from: Dr Jim Hogan, Dr Elizabeth Fellows, Dr Jason Horsley,  
Alex Berry, Lyn Darby, Dr Tahwinder Upile and Jo York 
 

2. Declarations of Interest 
 
Nil 
 

3. Items for Any Other Business 
 
There were no items of Other Business raised. 
 

4. Minutes of Previous Meeting 
 
The minutes of the Clinical Commissioning Committee held on Wednesday 1 March 
2017 were approved as an accurate record. 
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 
1 March 2017 were discussed and reviewed as follows: 
 

Agenda 
Item 

Action Who By Progress 

5 Planning Update – Michael Drake to re-circulate the 
Improvement and Assessment Framework Data-set 
summary paper with the Minutes 

MD March 
2017 

Completed 

6 Community Epilepsy Nurse Specialist business 
case: V Rennie and A Havey to agree the 
measures of success that will be used to assess the 
CCG’s commitment to funding for years 3,4 & 5 

VR/ 
AH 

April/
May 
2017 

Update to May 
CSC meeting 

7 Jo York agreed to provide an update on MCP 
development. 

JY May 
2017 

J York to provide 
an MCP update to 
May CSC meeting * 

 
* Matters Arising: Jo York/Mark Compton to present the New NHS 111 Telephony 
Service and Clinical Model paper to CSC in May, for awareness and bridge to MCP. 
 

5. Planning Update 
 

Michael Drake presented the Planning Update paper to the Committee. 
 
Michael Drake explained that new portals have been developed to support the P3B 
agenda. The portals show the requirements and current position for each Senior 
Responsible Officer (SRO) area.   
 
A financial risk assessment has been completed for QIPP and this forecasts a potential 
£4.6 million gap for Portsmouth CCG.  Our sister CCGs have also completed a financial 
risk assessment. It was noted that as we start the new financial year, confirming existing 
figures and finding new QIPP becomes more urgent. 
 
Dr Collie enquired why there were not many new projects coming through, and also what 
was happening to projects previously approved.  Michael advised that some projects are 
not making the required traction, which is why the risk assessment is taking place. 
 
Michael Drake will meet with Project Leads to re-risk assess the current projects and will 
report this to P3B, and also to this Committee in May. 

Action:  M Drake 



3 
 

 
The Committee Members discussed the New Models of Care (NMOC) plans that are 
currently being put into place involving multiple agencies. The plans will require significant 
changes in the way in which people work but some concern was expressed that as yet, 
these plans are not proven to deliver significant  savings.   
 
Michelle Spandley reminded members that the CCG has already undertaken a lot of the 
work that is being described as transformational elsewhere and we must also focus on 
some of the  ‘business as usual’ tasks especially around the Urgent Care work . 
It was noted that NMOC is about sustainability as well as transformation and not just 
about savings.  
 
Michael Drake to work with Innes Richens and Dr Collie to consider bringing ASC plans to 
CSC to ensure members are sighted on these. 

Action: M Drake 
 

The Clinical Strategy Committee noted the content of the Planning Update;  
The current QIPP position and the risks associated, and the actions put in place to 
mitigate the risk, notably the adoption of the SRO approach to delivering the QIPP 
challenge and associated development of process. 
 

6. Project Plans for Review 
 
Michael Drake presented the project plans for review by the Committee members. 
 
CSC was asked to note:  Four Plans for information 
 

 Review of Portsmouth Tele-dermatology pilot & implementation of primary care 
minor surgery 

 Elective Surgery Reviews 

 High Intensity Users Project 

 Block Contracting Project 
 

CSC was asked to approve: Five Operational Plans 

 Activity Input at Jubilee House 

 End of Life (EOL) Care Service within the Community for Continuing Healthcare 

 Managing Difficult Cases 

 Respite Gap 

 Tier Mapping within a developing cost model 
 

Suzannah Rosenberg informed the Committee that the EOL Community CHC plan is 
currently on hold in the light of recent conversations in the ACS about Solent supporting 
EOL care to free up domiciliary care capacity    
 
Suzannah Rosenberg drew attention to the Continuing Health Care Managing Difficult 
Cases project plan; A protocol is being developed to support decision making where 
delivery of care for specific patients is proving difficult. 
 
The Clinical Strategy Committee reviewed the Operational Plans and gave approval 
to continue with the projects. 
 

7. NHS Urgent Medicines Supply Advanced Service Pilot (NUMSAS) 
Katie Hovenden presented the NUMSAS Pilot paper which is for noting only. The paper 
has also been presented to our sister CCGs Joint Commissioning Committee. 
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Katie Hovenden advised that NHS England is commissioning a national roll-out of the 
NUMSAS Pilot launched initially in December 16.  Referral is via NHS 111 only, but this is 
dependent on the pharmacy having an nhs.net email address.  Communication of the 
outcome will be via the Pharma Outcomes platform.  
 
It was noted that Portsmouth CCG (along with other CCGs in Wessex) already 
commissions a local service PURM which enables patients to access the service directly 
form a pharmacy , without first going via 111,. It is likely that both services will run 
alongside each other.  
The NUMSAS fees are paid by NHS England, and CCGs are re-charged the cost of the 
drugs supplied.   PURM was originally set up with the expectation of reducing OOH costs 
but PHL are now on a fixed contract.  However there should still be benefits in term sof 
reduced activity within OOH.  
Katie advised that Electronic Repeat Dispensing will reduce the need for these services. 
 
Dr Linda Collie raised a query with regards to fees paid to pharmacies.  
 
Katie Hovenden agreed to check with NHS England whether: 
a) Patients will get a full supply for repeat medicines if they are using services for the 

second or third time 
b) pharmacies still claim consultation fee if the prescription is on the Spine (EPS) 

Action: K Hovenden 
 

The Clinical Strategy Committee noted the content of the NUMSAS Pilot paper. 
 

8. SHIP 8 Priorities Committee Policy Statements and Recommendations: 
 
The Clinical Strategy Committee was asked to note and endorse the information set out in 
the following Policy Statements: 
 

 Policy statement 10 – for noting the amendment on knee arthroscopy in adults 
over 40 with persistent non-traumatic knee pain (clinicians requested clarity) 
& endorsement of: 

 Policy statement 16 – laser treatment for recurrent polonidal sinus 

 Policy statement 17 – faecal microbiota transplants 

 Policy statement 18 – balloon catheter sinus dilation in chronic rhino-sinusitis 

 Policy statement 19 – sinus surgery (FESS) for chronic rhino-sinusitis and nasal 
polyps 

 
Katie Hovenden to check with Chris Ashdown whether the procedure for Policy statement 
19, requires prior approval. 

Action: K Hovenden 
 
The Clinical Strategy Committee approved and endorsed the information set out in 
the above Policy statements.   
 

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

 SHIP 8 Priorities Committee Meeting held on 24/11/16 
 

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

 
Nil 
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11. Date of Next Meeting 

 
The next meeting will be held on Wednesday 3 May 2017 from 1 – 3 pm in the CCG 
Committee Room, NHS Portsmouth CCG Headquarters. 
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Minutes of the NHS Portsmouth Primary Care Commissioning Committee meeting held on 
Wednesday 18 January 2017 at 1.00pm – 2.45pm in Conference Room A, 2nd Floor, Civic 

Offices, Portsmouth 
 

Summary of Actions 
Primary Care Commissioning Committee held on Wednesday 18 January 2017 

 
Agenda 
Item 

Action Who By 

3 Matters Arising – Consider an additional demonstration 
of the iPlato system and include an invitation to 
Healthwatch. 

T Russell Mar 17 

 
Present: 
 
Dr Linda Collie - Deputy Clinical Leader/Clinical Executive 
Dr Julie Cullen - Registered Nurse 
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer 
Ms Katie Hovenden - Director of Primary Care 
Mr Tom Morton - Lay Member (Chair) 
Ms Jackie Powell - Lay Member 
Mr Innes Richens - Chief Operating Officer 
Ms Tracy Sanders - Chief Strategic Officer 
Mr Andy Silvester - Lay Member 
Mrs Michelle Spandley - Chief Finance Officer  
 
In Attendance 
 
Mrs Jayne Collis - Business Development Manager 
Mr Patrick Fowler - Healthwatch Representative 
Mrs Terri Russell - Head of Primary Care Engagement 
 
Apologies 
 
Dr Jason Horsley - Director of Public Health, Portsmouth City Council 
Dr Jonathan Lake - Clinical Executive 
Ms Suzannah Rosenberg - Director of Quality and Commissioning 
 
 
1. Apologies and Welcome 
 

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

 
2. Declarations of Interest 
 

None. 
 

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

 
Agenda 
Item 

Action Who By Progress 

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

T Russell Jan 17 Terri Russell reported that 
the General Practice 
Forward View is on the 
agenda which takes on 
board the comments on 
measures and is included 
in the report and the 
feedback from Committee 
members has been taken 
on board. * 

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

T Russell Jan 17 

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

T Russell/ 
E Fellows 

Jan 17 Terri Russell reported that 
this was discussed and 
practices are keen to test 
the system.  There are 
risks but practices are keen 
to have iPlato for a year. ** 

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

T Russell Jan 17 Terri Russell explained that 
this is an ongoing piece of 
work. 

 
* Tom Morton asked how the measurements would be assessed/reported.  Terri Russell 

explained there is an overarching framework and the CCG will be benchmarking against 
this for each project.  There is an aspiration of how much will be achieved and we will 
use the quality improvement framework.  Katie Hovenden explained that the team are 
developing a tool in Covalent and we need to go through the process of deciding what is 
including and then it can be reported.  There are three different sources of information 
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but in the main it will be Covalent that is used.  Once the reports have been presented to 
the Primary Care Operational Group then they could be shared with the Primary Care 
Commissioning Committee. 

 
** She added that it is important to embrace the technology which offers a 2-way 

messaging system.  Jackie Powell asked if the data was separate.  Terri Russell 
explained that it should link into System One.  She said that it is an app and patients 
have to register to use it and this is being worked through at the moment.  The iPlato 
system is being presented to the Practice Managers Forum tomorrow.  Tom Morton 
asked if all practices had the system.  Terri explained that not all practices have it yet.  
Patrick Fowler asked if there was any way of getting further information on the system.  
Katie Hovenden said that it would be useful to arrange a separate demonstration 
particularly for Healthwatch in order to help get the information out to patients.  Terri 
Russell agreed to arrange an additional demonstration and include an invitation to 
Healthwatch. 

Action:  T Russell 
 

Dr Linda Collie commented that the issue was more about patients having to register for 
two separate systems.  Terri Russell explained that the CCG was able to give practices 
funding in order to get through the registration process. 

 
4. Primary Care Commissioning Committee Terms of Reference 

 
Tom Morton presented the revised Terms of Reference for the Primary Care 
Commissioning Committee.  Tracy Sanders commented that they had been approved at 
the last Governing Board meeting and were therefore for noting.  The Committee was now 
working under these revised terms of reference including membership. 
 
The Primary Care Commissioning Committee noted the Primary Care 
Commissioning Committee Terms of Reference. 
 

5. Multispecialty Community Provider (MCP) Working Group Terms of Reference 
 
Innes Richens presented the Terms of Reference for the Multispecialty Community 
Provider (MCP) Working Group for approval.  Jackie Powell commented that the CCG had 
a new Clinical Commissioning Lead Dr Annie Eggins who was supporting this work.  Dr 
Linda Collie explained that Dr Eggins would also become involved in workforce 
development in association with succession planning.  
 
The Primary Care Commissioning Committee approved the MCP Working Group 
Terms of Reference. 

 
6. General Practice Forward View (GPFV) Plan 

 
Katie Hovenden presented a paper which had been prepared by Terri Russell and Mark 
Compton in response to the national GPFV national planning guidance.  It outlines the key 
pieces of work being undertaken in Portsmouth and details how they relate to the STP and 
wider initiatives.  She explained that the Primary Care team have taken on board the 
comments and challenges made by members when the Action Plan was presented at a 
previous meeting and have attempted to articulate challenging objectives with tangible 
outcomes. 
 
Terri Russell explained that all CCGs were required to have a GPFV Plan and as a 
minimum were required to demonstrate how we would: 
 

- Improve access to primary care 
- Progress primary care transformation 
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- Deploy ring-fenced funding streams 
 

Terri Russell highlighted the main areas of the plan as follows explaining that all of the 
chapter headings are taken from the GPFV guidance and the sections have been linked to 
the relevant STP programmes. 
 
Transformation Support  - The CCG will make available £3 per head of population (split 
over 2 years) to support development of initiatives.  Michelle Spandley highlighted that this 
is non-recurring money and just to support the transformation. 
 
Online Consultation - Current systems will be evaluated and a joint procurement strategy 
will be developed in order to benefit from economies of scale.  Katie Hovenden commented 
that there is explicit mention of a particular system that some of the Vanguard sites have 
gone ahead and implemented.  A practice did a trial and it is about using the system 
correctly and getting users to use online resources. 
 
Core Allocation Growth - The growth allocations are detailed in the investment table.  Dr 
Jim Hogan asked of the PMS reinvestment features in this or if it is separate.  Terri Russell 
explained that it is separate.  The PMS investment was a 5 year programme and the CCG 
has to decide what it is going to do as it is a separate pot of money and we need to firm up 
plans for years 3, 4 and 5. 
 
Jackie Powell asked about the implementation of a clinical hub to support NHS 111, 999 
and out of hours calls.  Dr Jim Hogan explained that the process has started and a tender 
document has been produced. 
 
Terri Russell said that part of the paper is about extending access to primary care and will 
include NHS 111 etc.  Dr Jim Hogan commented that this links to the 7 day service and 
what the plans are for that.  The out of hours period may shrink considerably. 
 
Recruitment and Retention – A number of initiatives are underway to attract a new clinical 
workforce into the city and we will link in with Wessex.  Tracy Sanders said that this was a 
really important area as workforce is one of the constraints in the NHS that we are all 
aware of and is vital to the success of any plan.  Dr Linda Collie commented that MCP is 
an opportunity to work across services.  Dr Jim Hogan commented there is the potential for 
apprenticeships etc.  Katie Hovenden said that Julia O’Mara is working with practices to get 
student nurses into practices.  Dr Jim Hogan said that the University has offered free 
mentorship to help get the placements into practices.  Katie Hovenden said that practices 
are keen to participate and Dr Julie Cullen commented that there is a statutory requirement 
that they have a qualified mentor if they take on a student nurse, however this may change 
in the future. 
 
Dr Linda Collie commented on how we can get the message out to patients on who they 
need to see.  Katie Hovenden said that it is about how patients see General Practice and 
work is needed to explain that the system is changing. 
 
Time to Care Programme - Dr Linda Collie is submitting an early expression of interest as 
Clinical Lead in order to secure support.  It is an important piece of work which is 
scheduled over the next couple of years.  Jackie Powell asked about social prescribing and 
if the take up had been good.  Terri Russell explained that she did not think the referral rate 
was very high however Julie Hawkins is attending a community event shortly and once we 
have the information it can be shared.  Feedback was that they did not understand what 
was on offer and we need to work out what is useful.  GPs need to be assured it is working 
and making a difference. 
 
Practice Infrastructure – Terri Russell explained that it is about how we ensure we have the 
estate to support new models of care.  Dr Jim Hogan commented that one of the issues is 
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around primary care estate going forward and unlocking that would help ensure state of the 
art practices. 
 
EPaCCS (Electronic Palliative Care Co-ordination System) - Jackie Powell asked about 
EPaCCS.  Terri Russell explained that it was the new palliative care register.  Jackie 
Powell asked about how it fitted in with other systems and registers.  Terri Russell 
explained that it is a stand-alone system and can be accessed by OOH, the ambulance 
service and secondary care.  It holds key facts on care plans and patients wishes and Dr 
Jon Price is leading on this for Portsmouth. 
 
MCP Development – Patrick Fowler commented that the MCP talks about community care 
and primary care and asked if there was a link around integrating health and social care in 
it.  Terri Russell said that there was. 
 
Innes Richens commented that he was pleased to see that Mental Health Integration was 
included in the plan and he had recently had conversation on how we can integrate more. 
 
Tom Morton commented that it was good to see the “How will we know we have 
succeeded?” section on each page and said that he would like to formally thank Terri 
Russell and the team for putting the plan together. 
 
The Primary Care Commissioning Committee noted the plan. 
 

7. Minutes of Other Meetings 
 
• Primary Care Operational Group 

 
The minutes of the Primary Care Operational Group meeting held on 12 December 
2016 were presented for acceptance.  Katie Hovenden explained that this was the first 
time the minutes had been presented to the Primary Care Commissioning Committee 
as they had previously been presented to the Clinical Executive Committee.  In future 
the minutes of the Multispecialty Community Provider (MCP) would also be presented 
to the Committee for noting.  
 
The Primary Care Commissioning Committee accepted the minutes. 

8. Date of Next Meeting in Public 
 
The next Primary Care Commissioning Committee meeting to be held in public will take 
place on Wednesday 15 March 2017 at 1.00pm – 2.45pm in Conference Room A, 2nd 
Floor, Civic Offices.  Tom Morton thanked everyone for attending the meeting and 
reminded members of the public that feedback and comments would be welcomed. 
 
 
 
 
 
Jayne Collis 
3 February 2017 



 
 
 

 

 
 

GOVERNING BOARD 
 

Date of Meeting 17 May 2017 
 
Agenda Item No  
 

12 
 
Title 
 

Patient Story 

 
Purpose of Paper 
 

 
The CCG has in previous years been pleased to support local 
voluntary and community sector organisations to deliver health related 
projects. Clare Martin will talk about the Pompey in the Community 
funded projects, in particular the ‘Life n Chimes’ group for people with 
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