
 
  
 
 
 

St James’ Hospital 
Locksway Road 

Portsmouth  PO4 8LD 
 
 
 

Governing Board 
 

A meeting will be held from 1.00pm – 3.00pm on Wednesday 19 November 2014 in the 
Entertainments Hall, St James’ Hospital 

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

commence at 3.15pm until 4.00pm 
   
 

AGENDA 
 
 
 

 Subject Lead Attachment 
 

1.  Apologies for Absence and Welcome 
 
Apologies received from Michelle Spandley, Dr Linda Collie. 
 

Dr T Wilkinson Verbal 

2.  Declarations of Interest 
 

Dr T Wilkinson Verbal 

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

held on Wednesday 24 September 2014. 
b. Matters Arising 
 

Dr T Wilkinson White 

4.  Chief Clinical Officer’s Report 
 

Dr J Hogan Blue 

5.  Integrated Performance Report 
 

 Quality 

 Performance 

 Finance 
 

Mrs J Cole/ 
Mr M Drake 
 

White 

6.  Communications and Engagement Strategy  
 

Mr I Richens Cream 

7.  Portsmouth Voluntary Sector Compact 
 

Mr I Richens Yellow 

8.  Register of Interests 
 

Dr T Wilkinson Pink 

9.  Minutes for Approval 
 

 NHS Portsmouth CCG Annual General Meeting 

 Annual Practice Members Forum 
 

 
 
Dr T Wilkinson 
Dr T Wilkinson 

 
 
Green 
Salmon 

10.  Minutes of Other Meetings 
 

 Clinical Strategy Committee 
 

 
 
Dr J Hogan 
 

 
 
Blue 



 Subject Lead Attachment 
 

11.  Date of Next Meeting in Public 
 
The next Governing Board meeting to be held in public will take place on Wednesday 21 January  
2015 at 1.00pm in the Entertainments Hall, St James’ Hospital. 
 

12.  Meeting Close 
 
The Board meeting will be followed by a question and answer session open to members of the 
public and this is anticipated to commence at 3.15pm and close at 4.00pm. 
 
Distribution: 
    
 

Voting Members 
 

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

Non-Voting Members/In Attendance 
 

Mrs Jane Cole - Deputy Chief Finance Officer 
Mrs Jayne Collis - Business Development Manager 
Mr Michael Drake - Director of Planning and Performance 
Dr Janet Maxwell  - Director of Public Health, Portsmouth City Council 
Mr David Williams - Chief Executive, Portsmouth City Council 
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DRAFT 
 

Minutes of the NHS Portsmouth Clinical Commissioning Group Governing Board meeting 
held on Wednesday 24 September 2014 at 1.00pm – 3.00pm in the Entertainments Hall, St 

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

Summary of Actions 
Governing Board held on Wednesday 24 September 2014 

 
Agenda 
Item 

Action Who By 

3 
 

Matters Arising: (p11 Item 14 Listening to Patients) - 
Innes Richens to provide an update on progress with 
University of Portsmouth on potential co-working with 
students on designing messages for younger people. 

I Richens Next 
meeting 

4 
 

Chief Clinical Officers Report – Innes Richens to confirm 
the timescales for the external governance review. 

I Richens Next 
meeting 

5 
 

Integrated Performance Report – Provide information on 
discharge summaries and the current situation in the next 
integrated performance report.  

Michelle 
Spandley 

Next 
meeting 

8 
 

Governing Board Assurance Framework – The Audit 
Committee to closely scrutinise GB08 in relation to 
Information Technology. 

T Morton/ 
I Richens 

Next 
meeting 

9 
 

Register of Interest – Revised version to include all voting 
members of the Clinical Executive Committee. 

T Wilkinson/ 
J Collis 

Next 
meeting 

11 
 

Patient Story – Patient story presentation to be uploaded to 
the CCG website.  

J Collis End of 
Sept 

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

Apologies were received from Dr Jim Hogan and David Williams. 
 
Dr Tim Wilkinson introduced Michelle Spandley, who had been appointed as Chief 
Finance Officer, and welcomed her to the meeting.  
 
Dr Tim Wilkinson welcomed everyone to the NHS Portsmouth Clinical Commissioning 
Group (CCG) Governing Board meeting held in public.  He reminded those present that 
although the meeting was being held in public it was not a public meeting and therefore 
during the CCGs formal business members of the audience would not be invited to 
participate.  There would be, following the close of formal business, a question and 
answer session which he hoped members of the public would fully participate in. 

 
2. Declarations of Interest 
 

Declarations of interest were noted for all GPs relating to Agenda item 7 – Primary Care 
Co-Commissioning. It was agreed they could take part in the discussion as no decision 
was required of the Governing Board.  
 

3. Minutes of Previous Meeting 
 
The minutes of the Governing Board meeting held on Wednesday 16 July 2014 were 
approved as an accurate record.  

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

Agenda 
Item 

Action Who By Progress 

5 Integrated Performance 
Report – To discuss smoke free 
hospital plans in relation to 
CQUIN with PHT. 

J 
Maxwell/ 
J Gooch 

Sep 14 Ongoing, meetings are 
taking place with PHT. 

12 Register of Interests – Revised 
version to reflect new 
governance arrangements to be 
presented. 

J Collis/ 
T 
Wilkinson 

Sep 14 On agenda.  

14 Listening to our Patients First 
Annual Report 2013/14 – 
Timescales, where known, on 
the forward plan to be 
published. 

I Richens Sep 14 Complete. 
**See below. 

14 Listening to our Patients First 
Annual Report 2013/14 – To 
be published on the CCG 
website. 

I Richens Sep 14 Complete.  

 
** Jackie Powell asked if there had been any progress with the University of Portsmouth 
on potential co-working with students on designing messages for younger people. Innes 
Richens explained that work is ongoing and he agreed to provide an update at the 
November Board meeting.  

Action: I Richens 
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4. Chief Clinical Officer’s Report 
 

Dr Elizabeth Fellows presented a paper which set out the key decisions and actions 
undertaken by the Clinical Executive under the leadership of the Chief Clinical Officer on 
behalf of the Governing Board. She highlighted the main areas of the report: 
 
Better Care Programme – This work is moving forward at a pace. There have been 
recent changes to the policy framework, with new national guidance issued in July 2014 
and revised plans are due to be submitted by 19 September 2014.  
 
Dementia – The CCG continues to have very good performance in this important priority 
area. The CCG has set itself a very challenging aspiration to achieve 80% diagnosis rate 
in its 2014/15 plans and will continue to work with its member practices to deliver this. 
 
External Review of Governance – It has been agreed to commission an external review 
of the governance arrangements for the three CCGs in Portsmouth and South Eastern 
Hampshire. This review will focus in particular on how the CCGs operate collectively and 
individually to hold the wider system to account, whether this works in practice, and 
whether the individual CCGs are clear about these accountabilities. The commissioning 
of a provider to complete this review is currently being undertaken and the Governing 
Board will be kept informed of progress of the review.  
 
COMPACT – Over recent months the three CCGs who are party to the COMPACT have 
been reviewing the existing COMPACT as part of the annual review process. A revised 
draft COMPACT is in the process of being drafted however it has been agreed that due to 
the proposed external review of governance arrangements that consideration will be 
given to the outcome of this before approving an updated version of the COMPACT. 
Therefore the Governing Board agreed to continue to recognise the existing COMPACT 
until this was complete. 
 
HSJ Inspirational Women List – Many congratulations to Katie Hovenden, our Director 
of Professional and Clinical Development who was recently included in the Health Service 
Journal (HSJ) 2014 list of inspirational women.  
 
Best of Health Awards – We are pleased to see many individuals and teams from 
across the local system nominated in this year’s awards. The winners will be announced 
at an Awards Ceremony on the 17 October 2014.  
 
Tom Morton asked what the timescales are for the completion of the external governance 
review. Innes Richens explained that it would be a short timescale of weeks rather than 
months and he agreed to source this information and confirm to the Board. 
 

Action: I Richens  
 

In response to questions from Jackie Powell, Innes Richens confirmed that the level of 
reductions in emergency admissions required was no greater than existing plans and 
were included in our current QIPP modelling. Michelle Spandley also confirmed to Jackie 
that the previously discussed £1m contribution from NHS England was included in the 
£15m figures quoted.  

 
Andy Silvester highlighted that he is pleased to see that the CCG is exceeding the 
national average in the diagnosis of dementia. He asked if we have the resource 
capability to achieve the 80% diagnosis set out in the 2014/15 plans. Dr Tim Wilkinson 
explained that it is important to recognise the work undertaken by our member practices. 
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He reported that the method of calculating the prevalence has been changed and our 
position against our new target is being reviewed.  
 
Dr Janet Maxwell commented that it is important to raise the awareness of the ‘Dementia 
Friends’ campaign in the city. Andy Silvester echoed this point. Dr Tim Wilkinson 
highlighted the importance of early recognition of this disease for both the individual and 
the carers and family.  

 
The Governing Board accepted the report. 
 

5. Integrated Performance Report 
 
Innes Richens highlighted the key risks for Quality from the Integrated Performance 
Report dated 24 September 2014: 
 
Solent NHS Trust: increase in demand on services and financial pressures – Solent 
NHS Trust has reported risks to the delivery of services due to increased demand and 
financial constraints of the block contract arrangement. The CCG has received assurance 
that quality of care is not being compromised. The CCG has requested copies of Solent’s 
monthly assurance reports.  
 
NHS 111 (SCAS): Data quality issues related to reporting – Potential data quality 
issues have been identified which could impact on the accuracy of Key Performance 
Indicators. This is currently under investigation and the CCG is awaiting final review 
outcomes by the end of September 2014.  
 
PHT: A&E 4 hour targets – The continued failure of the A&E 4 hourly wait target at PHT 
remains a key quality and safety risk.   
 
PHT: Quality of cancer services – Performance is variable and feedback from patient 
surveys and Friends and Family Tests remains low, however there are signs that this is 
improving.  
 
PHT: Discharge from inpatient care – Discharge summaries at PHT continue not to be 
issued within 24 hours and completed to the required standard. PHT submitted a 
Remedial Action Plan in August 2014 although this was not considered to contain the 
level of detail required. Therefore funds have been withheld until an updated plan has 
been agreed.  
 
Healthcare Acquired Infections – There have been 11 reported cases of C.Diff for the 
CCG in July against a target of three. The year to date position of 21 has exceeded the 
trajectory of 13. The majority of cases have been attributed to the community. The CCG 
Quality Team analyse each case and have so far found no common themes.  
 
Safeguarding – Concerns regarding the reporting processes within Solent NHS Trust for 
safeguarding and pressure ulcers have been raised by the CCG Quality Team. A detailed 
review of the processes is taking place with Solent’s full support.  
 
Michelle Spandley highlighted the key areas for performance and finance from the 
Integrated Performance Report dated 24 September 2014: 
 
RTT – The CCG achieved all three RTT targets in July. 
 
Cancer – The CCG achieved eight of the nine Cancer standards in July, failing ‘Cancer 
patients receiving subsequent surgery within 31 days’. This was a result of two patient 
breaches at PHT. The CCG has raised concerns regarding PHT’s ability to consistently 
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achieve targets in Quarter 2, primarily due to pressures within Urology. PHT has reported 
that two additional Uro-oncologists are due to start in September 2014.  
 
Diagnostics – Performance for the CCG has shown improvement during July, however, 
the achievement of the 99% target remains a significant challenge due to demand and 
capacity issues at PHT. The CCG has received an action plan from PHT which predicts 
that the target will be achieved from September 2014.  

 
Ambulance – The three ambulance response times were achieved for the CCG.  
 
Mixed Sex Accommodation (MSA) – One reported breach for the CCG in July which 
occurred at Barts Health NHS Trust, further information has been requested from the 
Trust regarding reasons for the breach and actions implemented to reduce the risk of 
further breaches.  
 
Financial Position – The month 5 position remains on plan to meet the CCGs target 
surplus of £2.5m with a year to date surplus of £1.1m. 
 
A&E – There is a high risk of the continued failure of the A&E 4 hour wait target at PHT, 
which will have a significant impact on performance for the CCG. The CCG has been 
working with PHT to develop the ‘Urgent and Emergency Care Recovery and 
Improvement Plan’.  
 
Dr Linda Collie commented that estates costs are still showing as a risk for the CCG. 
Michelle Spandley reported that the CCG has met with Solent NHS Trust and NHS 
Property Services to understand the change of ownership of St James Hospital and St 
Marys Campus. She explained that discussions are continuing and aim to be resolved by 
the end of October 2014.    
 
Dr Tahwinder Upile commented on the two cancer breaches at PHT and asked for 
clarification regarding the recruitment of additional staff. Michelle Spandley explained that 
the patients concerned had now been treated and the new staff are due to start by the 
beginning of October 2014. Innes Richens highlighted that a root cause analysis was 
completed for each breach.  
 
Dr Julie Cullen commented that Solent NHS Trust have expressed concerns regarding 
capacity within the community. She asked what the CCGs responsibility is for 
commissioning these services. Innes Richens explained that there is an activity based 
block contract for these services and the CCG would need to see evidence of any 
increased demand.  
 
Dr Julie Cullen asked for assurance that the CCG would know of any breakdown within 
the system. Innes Richens explained that collection of data comes from a number of 
sources including complaints and the Friends and Family test completed by Solent NHS 
Trust. Dr Elizabeth Fellows highlighted that member practices would see early indications 
of any concerns within community services and Dr Dapo Alalade commented that GPs 
have a good relationship with community providers. Paul Cox highlighted that member 
practices would report any issues to the CCG as soon as they became a concern. Dr 
Julie Cullen highlighted the importance of ensuring that our processes are providing the 
best services for our patients.  
 
Jackie Powell asked if the CCG can quantify how many discharge summaries are not 
completed within the 24 hour timeframe. Michelle Spandley agreed to provide information 
on discharge summaries and the current situation in the next integrated performance 
report. 
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Action: M Spandley 
 
The Governing Board accepted the contents of the Performance report.  
 

6. Governing Board Assurance Framework 
 

Tom Morton presented the Governing Board Assurance Framework. He explained that 
this is a key work programme of the Audit Committee.  
 
Tom Morton reported that the framework had been reviewed by the Clinical Executive 
and approved by the Audit Committee at its September meeting. The key points to note 
are:  
 

• Risk score has reduced for Information Technology (GB08).   
• Risk and residual scores for NHS Constitution (GB10) have reduced but still 

remains high.  
• Estates (GB09) still remain as a high risk.  

 
Any deletions are shown in purple and any additions or amendments are highlighted in 
red.  

 
Paul Cox raised concerns regarding the reduced risk score for Information Technology. 
He commented that practices are approaching a number of clinical system upgrades in 
the next 12-18 months and there is still a lack of clarity regarding the IT strategy. Innes 
Richens explained that the rational for lowering the overall risk was that an IT integration 
and transition plan is now in place.  
 
Paul Cox questioned whether the likelihood should have reduced rather than the impact.  
 
Dr Tim Wilkinson asked if we are clear where the funding lies. Michelle Spandley 
explained that Mark W Smith, Transformation Programme Director and Jason Eastman, 
IT Programme Manager are now in post and we can look at the next steps and the 
available funding.  
 
Tom Morton noted the comments regarding Information Technology (GB08) and agreed 
for the Audit Committee to closely scrutinise and report back at a future Governing Board 
meeting. 

Action: T Morton/I Richens 
 
The Governing Board reviewed and ratified the Governing Board Assurance 
Framework. 

 
7. Primary Care Co-Commissioning  

 
Innes Richens presented a paper to provide an update to board members on the CCGs 
Expression of Interest for co-commissioning of primary care, the perceived benefits of co-
commissioning and to describe the next steps.  
 
Innes Richens reported that in May of this year, NHS England announced plans for CCGs 
to take on greater involvement in commissioning GP services with NHS England and 
asked CCGs to submit an expression of interest if they wished to do so.  
 
Innes Richens explained that following engagement with member practices, NHS 
Portsmouth CCG submitted an Expression of Interest at the end of June 2014 in the 
belief that there are significant advantages, both for member practices and the health 
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system, if the CCG had greater influence over the future form and delivery of primary care 
services locally.  
 
Innes Richens explained that the Expression of Interest asked us to indicate the level of 
interest against a number of responsibilities. The three levels of interest were categorised 
as: 

• Greater Involvement in influencing primary care commissioning decisions made 
by NHS England area teams 

• Joint Commissioning arrangements 
• Delegated Commissioning arrangement 

 
Innes Richens confirmed that NHS Portsmouth CCG proposed taking delegated 
responsibility for the majority of areas listed within the agenda paper.  
 
Innes Richens reported that NHS England received 196 expressions of interest nationally. 
He explained that the CCG is expecting approvals in principle for schemes and budgets 
during October 2014, with arrangements starting by April 2015.  
 
Tom Morton commented that he supports this expression of interest.  
 
Dr Julie Cullen commented that she supports the co-commissioning principle but 
highlighted that as a CCG we still need to remember the larger commissioning picture 
and not just concentrate on primary care.  
 
Michelle Spandley highlighted that it is currently unclear where running costs fit into this 
proposal.  
 
Paul Cox asked what impact these changes will have on NHS England. Innes Richens 
reported that NHS England is being upfront and pragmatic. He explained that CCGs are 
already undertaking work in primary care that NHS England have not had the resource or 
opportunities to do.  

 
Michelle Spandley commented that as a CCG we want to ensure we understand the 
requirements and deliver appropriately for this locality.  

 
The Governing Board noted the progress with regard to the CCGs Primary Care 
Co-Commissioning Expression of Interest and the importance of linking co-
Comissioning to our BCF plan.  

 
8. Audit Committee Annual Review 2013/14 
 

Tom Morton presented a report that the Audit Committee has prepared for the Governing 
Board which sets out how the committee has discharged its responsibilities and met its 
terms of reference.  
 
Tom Morton highlighted that the CCG annual accounts were approved by the Governing 
Board at the CCG Annual General Meeting on 17 September 2014. A copy of the Annual 
General Meeting minutes will be presented to the November Governing Board meeting.  
 
Dr Tim Wilkinson on behalf of the Governing Board thanked Tom Morton for all of his 
work leading the Audit Committee during the last year.  
 
The Governing Board ratified the Audit Committee annual report 2013/14.  

 
9. Register of Interests 
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Dr Tim Wilkinson presented the Register of Interest as declared at 17 September 2014. It 
was agreed that a revised version, which would include all voting members on the Clinical 
Executive Committee, would be presented to the November Governing Board meeting. 
 

Action: Dr T Wilkinson/J Collis 
 
The Governing Board accepted the Register of Interests. 

 
10. Minutes of Other Meetings 

 
The minutes of the following meetings were presented for acceptance by the Board: 
 
• Clinical Commissioning Committee meetings held on 2 July 2014. 
• Audit Committee meeting held on 4 June 2014. 
• Health and Wellbeing Board held on 2 July 2014.  

 
The Governing Board accepted the minutes. 
 

11. A Patient’s Story 
 

Innes Richens explained that the CCG is keen to hear people’s experiences of our local 
services. He noted that this story is the second one in a series being brought to the 
Governing Board meeting in public for review and discussion.  
 
Innes Richens reported that all of the stories are real and from Portsmouth patients. He 
explained that this particular story has not come from a complaint, but from the family 
wishing to share their experience with the CCG.  
 
Innes Richens presented Fred’s story and a discussion then took place. Points raised 
include: 
 
• The unacceptable nature of the story with a catalogue of disasters.  
• How plans to develop services via the Better Care Fund and primary care will 

hopefully address these issues more positively.  
• The importance of care plans as they would have helped in such circumstances as 

this. Work is planned with practices to review the approach taken and maybe a topic 
at a future TARGET session.  

• How more joined up IT would also significantly help.  
• Desire to understand more about the staffing levels as this may have been a factor in 

the story we have heard today. We need to learn from workforce data in the hospital 
to see what we need to do in the future.  

• The role of discharge summaries important. 
• A patient held record like we have for maternity and young children may have helped 

in the numerous requests to repeat the patients experience and needs. 
• Need to have clear accountability for coordinating all an individual’s care as this 

seems to have been absent.  
• Need to improve dementia awareness in the hospital setting and the adverse impact 

of moving wards of patients suffering from dementia understood and avoided. Self-
care is important as well as understanding individual patient needs and wants.  

• Often patients and their families are offered help but they often decline as the timing is 
wrong or they feel they should be coping alone. We need to educate patients and 
their family to understand what is available to support them at home.  

 
Innes Richens thanked everybody for their commitment to the discussion. He reflected 
that this story is not an isolated case and a hard story to hear. He expressed the 
importance of the Board receiving regular feedback on the impact of the CCGs 
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commissioning through real examples.  
 
Innes Richens would be feeding back from the discussions to the family. 

 
Dr Tim Wilkinson asked Innes Richens to extend the thanks of the Governing Board to 
the family for sharing their story and the Governing Boards condolences.  
 
Dr Tim Wilkinson highlighted that a copy of the patient story presentation would be 
uploaded to the CCG website. 

Action: J Collis 
 

12. Date of Next Meeting 
 
The next Governing Board meeting to be held in public will take place on Wednesday 19 
November 2014 at 1.00pm in the Entertainments Hall, St James’ Hospital. 
 

13. Meeting Close 
 
Dr Tim Wilkinson thanked everyone for attending the meeting and reminded members of 
the public that feedback and comments would be welcomed.  He declared the formal part 
of the meeting closed and explained that the Governing Board would now consider and 
respond to a number of questions from members of the public.  The full list of all 
questions asked and a summary of the responses will be published on the CCG website 
in due course. 

 
Victoria Sexton  
1 October 2014  
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Chief Clinical Officers Report to the Governing Board: November 2014 

REPORT FROM THE CHIEF CLINICAL OFFICER 
 
1 INTRODUCTION 
 

This report summarises the key decisions and actions taken by the Clinical Executive 
under the leadership of the Chief Clinical Officer on behalf of the Governing Body since the 
previous Governing Board meeting in September 2014.  
 

2 NHS ENGLAND- 5 YEAR FORWARD VIEW 
 
The NHS has recently published a ‘Five Year Forward View’ which describes how the 
direction of travel for the over this time period. It recognises the improvements in NHS over 
last 15 years but given the changing and increasing needs of our population it sets out how 
the NHS should change. There is a strong emphasis on more engaged relationships with 
patients, carers and citizens to promote wellbeing and prevent ill-health, alongside 
developing new models of care and exploiting the benefits of new technologies. 
 
• Prevention & Public Health 

 
A ‘radical upgrade’ in prevention and public health is required to keep people well and in 
employment, to protect the future health of our children and support economic prosperity 
for our country. The NHS will back hard-hitting campaigns to tackle the causes of ill-health 
such as obesity, smoking and alcohol. It advocates enhanced powers for local authorities 
to allow democratic decisions on public health policy. Individuals will be empowered and 
encouraged to manage their own health and will be given information to help them to do so. 
 
• Communities 

 
This approach will need to engage the support of the community. This will include 
supporting carers, encouraging community volunteering, and developing stronger 
partnerships between health and charitable and voluntary sector organisations. Less 
complex funding and contractual arrangements will be developed to support this. 
 
• New Models of Care 

 
The traditional model of health and social care needs to change to health and care needs 
as they are today. Caring for people with long term conditions requires a different approach 
to care that breaks down the barriers between the different health and social care sectors. 
There will be a drive to move to networks of care, with a larger role of out-of-hospital care 
and services integrated around the patient. NHS will support and stimulate the creation of a 
number of major new care models across England. 
There are a number of emerging models that encourage networks across primary, 
community, mental health and secondary care. Urgent and emergency care will be 
redesigned to integrate and simplify services, looking to integrate A&E, GP out of hours, 
urgent care centres, NHS 111 and ambulance services. Smaller hospitals will have new 
options to help them remain viable. The models for maternity will be reviewed with a report 
due by next summer. Enhanced care will be available to care homes. 
Whilst most care will be delivered locally, there will be a requirement for concentration of 
care for some specialised services. There will be a three year rolling programme of review 
with the potential to develop networks of services. 
These new models will rely on improved sharing of records across organisations and 
patient access to information. The use of new technology and the development of 
accredited health apps will be supported. 
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• Supportive leadership and workforce 
 
To achieve these ambitions, there will need to be greater national flexibility by national 
bodies to support local leaders in designing and implementing change. It will back diverse 
solutions and local leadership. There will be more support to develop a modern workforce 
that addresses staff and skills gaps, provides more training and develops new health and 
social care roles. 
 
• Efficiency and productive investment 

 
The NHS is viable over next 5 years but it requires action on demand, efficiency and 
funding. Different growth and efficiency scenarios are set out, one of which says the NHS 
could be in financial balance by 2020/21, if it receives investment to transform to the new 
models of care, flat ‘real terms’ per person growth increased efficiency of 2%-3% (historic 
efficiency has been 1.8%).  
 

3 PRIMARY CARE CO-COMMISSIONING 
 
The Primary Care co-commissioning Programme Oversight Group submitted a paper to the  
NHS England’s Board meeting on 6 November which sought approval  from the Board for a 
number of recommendations; namely that NHS England: 
 
a) Sets out three possible standard models for the co-commissioning of primary care for 

reasons of governance and administrative efficiency  
b) Takes a national, robust approach to the management of conflicts of interest to mitigate 

risk to both CCGs and NHS England 
c) Allows for local flexibilities for contracts and incentives schemes to enable innovation 

and optimal local solutions. 
d) Sets national principles for the deployment of administrative resources to support the 

implementation of the policy.   
 
The full next steps towards primary care co-commissioning document was due to be 
published on 10 November but was not available at the time of writing this report  
 
The Clinical Strategy Committee will debate this detailed guidance and the approach we 
would like to take to co-commissioning of primary care at its Clinical Strategy Meeting on 
December 3rd 

 
 
 

4 CONSTITUTION AND JOINT COMMITTEES 
 
With effect from 1 October 2014 a legislative reform order (LRO) came into effect to 
enable: 
 
a) Two or more CCGs to form joint committees to exercise their functions jointly, and 
b) One or more CCGs and NHS England to form joint committees so that the CCG9s) and 

NHS England can exercise functions jointly 
 

The changes amend section 14Z3 and 14Z9 of the NHS Act 2006 (as amended by the 
Health and Social Care Act 2012). The reform mean that CCGs will no longer find it 
necessary to operate work-around arrangements such as “committees in common” when 
they wish to make join and binding decisions. Joint committees are on potential 
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governance model for collaborative commissioning which CCGs may wish to adopt. The 
LRO does not apply to Local Authorities so CCGs existing collaborative arrangements will 
remain.  
 
To support the LRO NHS England have published model wording for amendments to 
CCGs Constitutions covering three possible arrangements: 
 

• Joint commissioning arrangements with other CCGs 
• Joint commissioning arrangements with NHS England in relation to CCG functions 
• Joint commissioning arrangements with NHS England in relation to NHS England 

functions 
 

Whilst the CCGs Constitution already makes provision for joint committees these reflect 
collaborative model of governance rather than utilisation of the powers of the LRO. 
Therefore for the avoidance of doubt it is proposed that the template wording is adapted 
and incorporated into the CCGs Constitution in section 8 (Decision Making: Governance 
Structure) to allow the Governing Board to make use of the LROs powers in the future 
should it wish to.  
 
The proposed wording is presented in Appendix one. The deadline for the submission of 
amendments to Constitutions has been slipped to the 6 January 2015 by NHS England in 
recognition of the timing of the LRO coming into force. As Governing Board members are 
aware any amendments to the CCGs Constitution can only be undertaken with the 
agreement of our member practices.  
 
Governing Board members are asked to consider the proposed wording and to 
approve them in principle subject to consultation with member practices. Member 
practices will be consulted during November and December in order for a proposed 
revised Constitution, effective from the 1 April 2015, to be submitted to NHS England 
by the deadline of the 6 January 2015.  
 

5 URGENT CARE 
 
Pressures remain in the local system in respect of urgent care and in particular 
performance in the Emergency Department.  
 
As reported in the local media on Thursday the 16th October the local health system 
triggered to operate a Gold Command due to a sustained demand for healthcare services 
and limited flow in and out of the hospital resulting in a high number of medical outliers. 
Gold Command consisted of senior representatives of all partner organisations holding 
thrice daily meetings to manage resources to ensure that are making the best use of 
available beds in acute hospital, community and care settings – and ensuring a smooth 
transition for patients moving between locations, including nursing homes.  
 
On the 30th October 2014 Accountable Officers from all partner organisations in the local 
system were requested to attend a STAR Chamber meeting in London involving senior 
representatives from NHS England and the Trust Development Authority, including Simon 
Stevens and David Flory. At this meeting the issues related to urgent care performance 
were discussed and the meeting concluded by seeking to see a sustained improvement in 
ED performance over the next four to six weeks and utilising the £8m operational resilience 
funding being received by the system to best effect to achieve this.  
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Gold Command was stood down on the 4 November 2014 and the system returned to 
standard operational delivery, however this weekend performance has again been 
challenging and the system is in ‘black alert’ again at the time of writing this report.  
 
The focus by all parties on the implementation of the Portsmouth and South East 
Hampshire urgent care improvement plan remains high.  
 

6 IVF SERVICES REVIEW 
 

CCGs across Portsmouth, Southampton, Hampshire and the Isle of Wight are undertaking 
a review process of their shared access criteria for assisted conception services. As part of 
the review the CCG has been seeking the views of local people and local clinicians. A 
survey has been run for members of the public to share their views and this closed on the 7 
November 2014.  
 
During the engagement period we have asked local people for their views on whether 
funding for IVF is a priority for the NHS in respect of the following access criteria: 
 

• Age 
• Fresh and frozen cycles 
• Number of cycles 
• BMI eligibility 
• Smoking status 

 
The results of this have been collected by NHS South Eastern Hampshire CCG on behalf 
of all eight CCGs and each CCG will receive details of the views of their local resident to 
inform their own individual decisions. This will be presented to the Governing Board at a 
future meeting.  
 

7 DIABETES CARE 
 
We were pleased to have our work recognised in a Kings Fund report published at the end 
of October. The Kings Fund have published six case studies of ‘specialists in out-of-
hospital settings and included the Portsmouth and South East Hampshire Diabetes service 
as one of these.  
 
They recognised the work we have undertaken to move much care for diabetes patient out 
into the community and primary care with the identification of the ‘super six’ six patient 
groups whose should continue to be managed in hospital, with the ongoing care of other 
patients with diabetes discharged to primary care. 
 
The results of the six case studies have been used to establish some key findings for 
others to learn from and build upon of: 

 

• The case studies revealed huge potential in consultants working with primary, 
community and social care colleagues to improve the diagnosis and treatment of 
patients outside hospital. 

• Well-designed services of this type can help patients better manage their chronic 
conditions and can improve patient experience, care co-ordination, and waiting 
times. The benefits relate mainly to the quality of care rather than cost. 
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• A central part of the consultant’s new role is education and training - advising and 
supporting primary and community staff.  

• Taking a population health-based approach to designing services is also key. 
• We found no data on the wider cost implications of this approach. Robust economic 

evaluation should be embedded into future service designs. 

We are proud to have our work in diabetes recognised again.  
 

8 EXTERNAL REVIEW OF GOVERNANCE 
 
The Good Governance Institute (GGI) has been appointed to undertake the external review 
of governance across the 3 COMPACT CCGs as reported at the previous meeting. The 
review has commenced in October and will run through to December with feedback and 
action planning planned for January 2015.  
 
GGI are undertaking the review in a number of ways: 
 

• Observations of individual CCG and collective meetings 
• Desktop review of documentation 
• Individuals interviews with key leaders from the CCGs, providers and local 

authorities as well as with NHS England (Wessex) 
• A simulation event for members of the 3 CCG Governing Bodies 
• A survey of governing board members and senior staff 

 
9 MEMBER PRACTICE REPRESENTATIVE ELECTIONS 

 
Two Clinical Executive and both practice manager representatives appointments come to 
the end of their current elected tenure on the 31 March 2015. The Clinical Executive has 
been working with member practices to put in place successor arrangements to take effect 
from the 1 April 2015 in line with the CCGs Constitution, Statement to Member Practices 
and Standing Orders.  
 
For the Clinical Executive portfolios the LMC is independently administering the nomination 
and election process. Nominations for the 2 positions have been invited with a closing date 
of 14th November 2014. Voting will commence by the end of November and run until 
January with the outcome being announced by the end of January 2015.  
 
In respect of the Practice Managers representative roles this is being discussed at the 
November Practice Managers Network. They will be considering whether the business 
needs of the CCG are best met by one or two roles as well as determining the election 
process they wish to use. The CCG has offered to administer such a process on their 
behalves as it did last time. It is envisaged that the outcome of the elections will be known 
no later than February 2015.  
 

10 AGM AND PRACTICE MEMBERS FORUM 
 
The CCG held both its Annual General Meeting for stakeholders and the public and its 
Practice Members Forum on the 17th September 2014. The notes of both of these meetings 
are presented to the Governing Board later on in the agenda for their approval. Feedback 
was requested from attendees at both meetings with the following points of note. 
 
Practice Members Forum: 
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The forum was scheduled to take place as part of our TARGET afternoon. 166 
representatives from member practices attended the forum along with members of the 
Governing Board. Attendees were a mixture of GPs (55%), Practice nurses (44%) and 
pharmacists.  

 
Attendees were invited to complete an evaluation form for all parts of the TARGET session. 
85 (51%) evaluation forms were returned of which 77 provided ratings in respect of the 
Practice members Forum. Attendees were asked to rate whether they found the session: 
very useful, useful or not useful with results as follows: 

 
 Very useful Useful Not useful 
Number 8 48 21 
% 11% 62% 27% 

 
73% of attendees rated the session as useful or very useful. Of those who rated the 
session as not useful 14 (67%) were GPs, 6 (29%) were practice nurses and 1 (5%) was 
unspecified.  

 
A message has been sent to all practices from the Director of Professional and Clinical 
Development to extend our thanks to those who attended the Forum. The message noted 
that we are keen to find ways to make this as relevant and useful to as many practice staff 
as possible. Practices have been invited to make suggestions as to how we might do this 
and stated that forthcoming practice visits would be an opportunity to discuss how the CCG 
can effectively engage with practices.  
 
Annual General Meeting: 
 
The evening was well attended with over 60 people attending including members of the 
public, member practices, other stakeholders as well as staff and Governing Board 
members. 25 (42%) evaluation forms were completed and returned to the CCG.  
 
Attendees were asked to rate on a scale of 1 to 5 with 1 being low and 5 being high how 
useful they found the presentations. Scores ranged from 3 to 5 with an overall average 
score of 4.4.  

 
Attendees were asked to also how useful they found the table-top discussions. Scores 
ranged from 3 to 5 with an overall average score of 4.8.  

 
Attendees were invited to provide any suggestions about how the event could have been 
more useful or better organised. In general attendees did not have suggestions observing 
that they found the meeting welcoming, interesting and enjoyable.  Actions the CCG might 
like to consider in the future include: 

 
• Improving the colours used on the presentation slides and considering making 

available printed copies on the tables for attendees to look at. 
• Supporting speakers to speak clearly and be heard. 
• Considers ways to get more attendees and specifically young(er) attendees. 
 
Attendees were also invited to list two or three things which they would take away from the 
event. Themes identified included: 
 
• Increased awareness and understanding of the CCG, the role of commissioners, the 

CCGs functions and the financial challenges it faces when making decisions. 
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• Improved awareness of Better Care programme and opportunity to input into CCG 
thinking. 

• Those who work in the CCG come across as caring and wanting to do the right thing. 
• Greater understanding of different aspects of care and services and how they are 

interlinked and sometimes complicated. 
• Importance of prevention. 
 
And finally attendees were given the opportunity to raise any issues or questions which 
they would like us to consider. Six specific comments were made and actions we will be 
taking in response to these include: 
 
• We will take into account the feedback about the short term nature of our current 

actions as we take forward our ongoing plans with the voluntary sector. 
• We will bring an update of our plans in regard of psychological services including 

counselling at a future Governing Board meeting. 
• We will consider including an item at a future Governing Board meeting regarding care 

plans. 
• We will continue to endeavour to engage with a wide range of stakeholders about our 

work.  We will put the materials etc. from the AGM on our website.  We will also 
continue to undertake a range of engagement activities with the public such as the 
Better Care launch event on the 2 October 2014. 

 
A fuller summary of the feedback from the AGM including the verbatim comments has been 
published on our website. 

 
11 HR, LEARNING AND DEVELOPMENT AND WORKFORCE SUPPORT 

ARRANGEMENTS 
 
The Clinical Executive has been undertaking a review of its operating model to ensure it is 
meeting the needs of the CCG to deliver its strategic objectives and is fit for the future. As 
part of this review we have taken the decision to give notice on our current arrangements 
for the provision of HR services (to include Learning and Development, and Workforce).   

 
Consequently NHS South CSU will not be responsible for delivering all of these services to 
the CCG beyond the end of March 2015.   

 
Over the coming months we will be working to bring certain services in-house where this 
makes sense to do so and working with Portsmouth City Council colleagues where a more 
collaborative approach would be beneficial. We hope these changes will provide us with a 
service that fits our needs better and responds to the feedback many staff have given us. 

 
We have brought in some external expertise to lead this important work who will be 
supporting us with the initial scoping work and project plans with an emphasis on ensuring 
smooth transition arrangements.   

 
12 AWARDS SUCCESS 

 
The CCG and those who work within it have continued to be recognised both locally and 
nationally for its work.  
 
At the News Best of Health Awards we were delighted to hear that Dr Jon Price, our GP 
Commissioning lead for end of life care had won the new innovation award for his work in 
improving end of life care which has placed up in the top 20% nationally of CCGs in a 
number of national indicators including lower than average deaths in hospital and more 
patients choosing and being supported to be able to die in this place of choice. There were 
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a number of other winners and runners up from our partner organisations and it was great 
to see such recognition for some of the brilliant health care that is provided locally. 
 
Congratulations also to two of our members of the team who were finalists for the Thames 
Valley and Wessex Leadership Recognition Awards run by the Leadership Academy. Katie 
Hovenden, Director of Professional and Clinical Development was shortlisted in the 
inspirational leader of the year category and Terri Russell, Head of Primary Care 
Engagement in the NHS Development Champion categories. 
 
And finally we were pleased to learn we have been shortlisted for another Healthcare 
Financial Management Association (HFMA) Award this year. This time in the category 
‘Accounts Team of the Year’. Representatives from the team attended an interview on the 
6th November, with the awards being announced at the HFMA Awards Dinner on Thursday 
4th December at the London Hilton Metropole.  Congratulations to the team and good luck.  
 

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

• Agreed a refreshed staff engagement programme 
• Approved an updated Equality and Diversity Strategy 
• Reviewed progress against the organisational development programme and the 

sustainable development management plan 
• Agreed extension of the flu incentive scheme 
• Reviewed resources available for the management of continuing healthcare 

retrospective claims 
• Reviewed arrangements in place with respect to state of preparedness in relation to 

Ebola 
• Approved a number of policies and procedures including an updated HR 

Framework, an assisted relocation policy, refreshed information governance 
policies, updated complaints policy and supporting policy on the management of 
vexatious complainants and an updated Standards of Business Conduct Policy 

• Undertook ongoing reviews of performance and workforce reporting 
• Commenced an accommodation review 
• Held the first Clinical Executive Committee in line with the CCGs revised 

governance arrangements with effect from 1 September 2014, agreed its annual 
work programme and reviewed terms of reference for all its sub-groups 
 

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

 
Dr Jim Hogan 
Clinical Leader and Chief Clinical Officer 
10 November 2014 
TS/10.11.14 
G:\PCCG - Meetings\Governing Board\Meetings 2014_2015\Nov 14\AI04 Front Sheet & Chief Clinical Officers Report GB191114.Docx 
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Appendix one 
 

Additional Wording for Constitution in respect of Joint Committees 
 
Amendments to be made to section 8 – Decision Making: Governance Structure as follows: 
 
A. To amend the bullets listed in 8.3 (General) as follows: 

 
8.3 3 Where delegated responsibilities are being discharged collaboratively, the joint 

(collaborative) arrangements must: 
 
Currently Proposed Revision 
• identify the roles and responsibilities of 

those CCGs and other partners who are 
working together; 

• specify under which CCG’s or partners 
scheme of reservation and delegation and 
supporting policies the collaborative 
working arrangements will operate; 

• specify how the risks associated with the 
collaborative working arrangement will be 
managed between the respective parties; 

• identify how disputes will be resolved and 
the steps required to terminate the working 
arrangements; 

• Specify how decisions are communicated 
to the collaborative partners. 

 

• Identify how partners will work together to 
carry out their commissioning functions 

• Identify the duties and responsibilities of 
each partner 

• identify of financial arrangements including 
any pooled budgets and how these will be 
managed and reported; 

• specify how the risks associated with the 
collaborative working arrangement will be 
managed  and proportioned between the 
respective parties; 

• Identify contributions from each partner. 
Including details around assets, employees 
and equipment to be used under the joint 
working arrangements 

• identify how disputes will be resolved and 
the steps required to terminate the working 
arrangements; 

• Specify how decisions are communicated 
to the collaborative partners. 

 
 
B. To add a new section to follow section 8.5 Joint Arrangements with regards Joint 

Committee Arrangements.  
 
Joint Committee Arrangements 
 
A legislative reform order came into effect on the 1 October 2014 which amends section 14Z3 and 
14Z9 of the NHS Act 2006 (as amendment by the Health and Social Care Act 2012) to allow the 
formation of joint committees as one potential governance model for collaborative commissioning.  
 
A joint committee, using these powers, maybe established to exercise commissioning functions 
where the CCG believes these are appropriate in the following circumstances: 
 

• Joint commissioning arrangements with other CCGs including the delegation any of the 
CCGs commissioning function to another CCG, exercising any of the commissioning 
functions of another CCG, or exercising jointly the commissioning functions of the CCG 
and another CCG(s) 

• Joint commissioning arrangements with NHS England for CCG functions 
• Joint commissioning arrangements with NHS England for NHS England functions 
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These powers do not apply to joint working arrangements with Local Authorities. 
 
Where a decision to establish a joint committee to utilise such powers is taken this will be recorded 
in the minutes of the relevant meeting and the arrangements outlined in section 8.3 will be applied.   
 
Terms of reference for any joint committee established will be agreed with reporting into the CCGs 
Governing Board or other specified committee. The terms of reference will be approved by the 
CCG through is formal governance and the minutes and any relevant reports will be presented to 
the CCGs Governing Board or specified committee.  
 
Should a joint committee arrangements prove to be unsatisfactory then any party may decide to 
withdraw from the arrangement but will be required to (unless otherwise mutually agreed) give six 
months’ notice to other partners, with new arrangements starting from the beginning of the next 
new financial year.  



 

 
 

 

 
 

GOVERNING BOARD 
 
 
Date of Meeting 19 November 2014 

 
Agenda Item No  
 

5 
 
Title 
 

Integrated Performance Report 
 
Purpose of Paper 
 

 
The purpose of the new CCG integrated performance report is to 
provide the Governing Board with a high level overview of: 
 
• Progress against the delivery of the CCG’s strategic vision 

and plans   
• Overall CCG performance that defines an effective 

commissioner 
 
 
 
 

 
Recommendations/ 
Actions requested 
 

 
The Governing Board is asked to: 
 
• Accept the contents of the Performance Report 
 

 
Author 
 

 
Michael Drake 
Director of Planning and Performance 
 

 
Sponsoring 
member 
 

 
Michelle Spandley 
Chief Finance Officer 
 

 
Date of Paper 
 

 
11 November 2014 

 



Page 1 of 30 
 

 
 
 
 
 

Portsmouth CCG  
Governing Board Meeting  

19th November 2014 
 

Integrated Performance Report 
 

Improving health services… 



Page 2 of 30 
 

Contents  
 
Introduction, methodology  and content……………………………………...…............... 3 
Strategic overview………………………………………………………………….................. 4 
Financial overview............................................................................................................. 5 
Priority 1….......................................................................................................................... 7 
Priority 2…........................................................................................................................10 
Priority 3…........................................................................................................................15 
Priority 4…........................................................................................................................16 
Domain 1….......................................................................................................................20 
Domain 2….......................................................................................................................20 
Domain 3….......................................................................................................................20 
Domain 4….......................................................................................................................21 
Domain 5….......................................................................................................................21 
Domain 6….......................................................................................................................22 
Annex 1 – Rights & Pledges...........................................................................................23 
Annex 2 – Quality & Outcomes......................................................................................24 
Annex 3 – Better Care Fund...........................................................................................27 
Annex 4 – Financial….....................................................................................................28 
 
 
 



Page 3 of 30 
 

Introduction           
 

The CCG integrated performance report sets out to provide the Governing Board with a high level 
overview of: 

• Progress against the delivery of the CCG’s strategic vision and plans.   
• Overall CCG performance that defines an effective commissioner. 
 

Methodology and Content 
 

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

• CCG strategy – Progress to date against 5 year strategic plan 
• CCG incremental end-states – Progress to date against operating plan 
• Key gateways to transformational change – Progress against delivery of key projects 
• Expected change in outcomes – The impact of the above transformational change on the 

associated outcomes 
• Ensuring high quality, safe services are being commissioned 
• Delivery of NHS constitution and mandate – Ensuring the CCG rights and pledges are delivered 
• Engagement/Relationships – Demonstrating whether the CCG is having continued engagement 

with members and stakeholders and partners to enable delivery; and perception of the CCG. 
 
In order to capture these various elements within the report, and determine their impact on the current 
state of the CCG’s holistic performance, the following high level areas will be used: 

The 4 strategic priorities of the CCG: 

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

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

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

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

 
The 6 Domains of the CCG Assurance Framework: 

• Domain 1: Are patients receiving clinically commissioned high quality services? 
• Domain 2: Are patients and the public actively engaged and involved? 
• Domain 3: Are CCG plans delivering better outcomes for patients? 
• Domain 4: Does the CCG have robust governance arrangements? 
• Domain 5: Are CCGs working in partnership with others? 
• Domain 6: Does the CCG have strong and robust leadership? 
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Strategic Overview 
 

The tables below set out the current position pertaining to progress against delivery of the CCG’s 
strategic priorities and assurance against the domains within the national CCG assurance framework.  
This is intended to provide the Governing Board with assurance that the CCG is on track to deliver its 
long term strategy as well as overall CCG performance that defines an effective commissioner. 
 
Summary of delivery against Strategic Priorities  
A high level view of progress against the CCG’s strategic priorities is shown below; a breakdown of 
the elements underpinning these is set out later in the report.  
   
Priority 1 We want everyone to be able to access the right health services, in the right 

place, as and when they need them.   
   

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

 
   

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

 

   
Priority 4 With our partners, we will tackle the biggest causes of ill health and early death 

and promote wellbeing and positive mental health.    
 
Summary of delivery against CCG Assurance Framework  
A high level view of progress against the national CCG assurance framework domains is shown below. 
Further detail is provided within the report for each domain.  
   
Domain 1 Are patients receiving clinically commissioned, high quality services?   
   
Domain 2 Are patients and the public actively engaged and involved?   
   
Domain 3 Are CCG plans delivering better outcomes for patients?   
   
Domain 4 Does the CCG have robust governance arrangements?   
   
Domain 5 Are CCGs working in partnership with others?   
   
Domain 6 Does the CCG have strong and robust leadership?   
 

 
Key 
The table below provides a key of the symbols relating to the strategic priorities, domains, projects 
and KPIs used throughout the document. 
•  
•  

Strategic priorities  Domains  Projects  KPIs 

 
On track to deliver 
strategic priority 

 
 

Fully 
compliant 

 
 

On track to deliver 
expected outcomes 

 
 

On or above 
target level 

 

Partially on track to 
deliver strategic 
priority 

 

 
Partially 
compliant 

 
 

May not deliver 
expected outcomes 

 

 

Moderately 
below target 
level 

 

Not on track to 
deliver strategic 
priority 

 

 
Not  
compliant 

 

 

Very unlikely to 
deliver expected 
outcomes 

 

 

Significantly 
below target 
level 
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Financial Overview 
 

Finance Summary 
Key Headlines, Risks & Mitigating Actions 
 

The Month 7 position remains on plan to meet the CCG’s target surplus of £2.5m, with a year to 
date surplus of £1.5m. The Finance and Performance teams continue to carefully monitor spend 
plans and past trends. 
 

£1million has been released from reserves in month to fund  the current  estates proposal made by 
the CCG to settle funding with NHS Property services and Solent NHS Trust. The CCG is meeting 
stakeholders in November to ratify the current proposal which provides an agreed baseline for future 
changes. The proposal is significantly less than the original charge proposed by NHS property 
Services. 
 

Following the review of estates charges the cost of the CCG accommodation is reduced, improving 
our forecast against running costs. The CCG will continue to review running cost allocation and 
actuals.  
 

The CCG received allocation in month as part of the national Operational Resilience programme. 
Notification has also been received to inform the allocation anticipated for the 2013/14 Quality 
Premium. The CCG is working with its partners to allocate monies across the approved schemes. 
 

The financial position for Month 7 has been produced using Month 6 activity data. Most contracts 
continue to perform within expected levels. Key areas of over performance are made up as follows: 
 

- Portsmouth Hospitals Trust: Despite a year to date underspend it is anticipated that the 
reduction in elective activity predicted in the plan will not fully materialise. This pressure is 
mitigated through reserves. The CSU Contracts team continues to interrogate the available 
data in order to identify emerging trends early.  

 
- Mental Health Section 117 : Throughout 2014/15 the CCG has seen increasing  numbers of 

individuals eligible for care under this setting. Commissioners are working with local authority 
colleagues to investigate.  

 

QIPP remains on target at Month 7 via a combination of achieved savings, use of reserves and  
slippage of investment. All major QIPP schemes are embedded in contracts and budgets therefore 
are monitored as part of the monthly process.  
 

Based on current performance it is likely that £0.7m of the Quality Premium will be achieved for 
2014/15, this is out of a potential £1.1m (Annex 4). The lower amount is due to the likelihood of 
failing to achieve the targets for Preventing people from dying prematurely (amenable mortality) and 
A&E waits.   
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Finance Dashboard 
 

Indicator Target Actual Variance % RAG 

Plan - year to date surplus (£M) 1.48 1.49 0.7% G 

Plan - full year forecast surplus (£M) 2.54 2.54 0.0% G 

QIPP - year to date 3.49 3.49 0.0% G 

QIPP - full year forecast 6.80 6.80 0.0% G 

Plan Running costs plan v forecast(per head) 25.00 23.61 -5.6% G 
BPPC performance - invoices paid within Better 
Payment Practice Code - Value 95% 96% 1.0% G 

BPPC performance - invoices paid within Better 
Payment Practice Code - Volume 95% 96% 1.0% G 

Cash Utilisation - percentage of drawdown remaining 
at month end <= 1.75% 15.79% 14.0% R 

Debtors - percentage over 30 days < 10% 55% 45.0% R 

Creditors - percentage over 30 days < 10% 5% -5.0% A 
           
Summary Financial Performance 
       

 

Annual 
Budget 

  Month 06 - September 2014   
Forecast 
Outturn 

Forecast 
Variance 

 
Budget Actual Variance 

 
 

to date to date to date 
   £'m 

 
£'m £'m £'m 

 
£'m £'m 

  
        

Acute Commissioning 131.2  75.4 75.2 (0.2)  125.8 0.6 

Mental Health Commissioning 30.2  17.8 18.1 0.4  30.8 0.6 
Community Services 
Commissioning 24.7  14.5 14.5 0.0  24.7 0.0 

Primary Care Commissioning 34.2  19.9 19.6 (0.3)  34.0 (0.2) 

Continuing Care 14.2  8.3 8.5 0.2  14.7 0.5 

Other Commissioning 6.8  4.4 4.4 (0.0)  4.8 (1.0) 

Running Costs 5.0  2.9 2.9 0.0  5.0 0.0 

Reserves & Contingencies 10.4  (0.4) (0.5) (0.1)  11.0 (0.5) 

Surplus Reserve 2.5  1.5 0.0 (1.5)  0.0 (2.5) 
  

        

Total NHS Portsmouth CCG 259.3  144.2 142.8 (1.5)  256.7 (2.5) 
 
 
 
 

Commentary 
Year to date spend against budgets is on plan, with a year to date surplus of £1.35m. 
 
 

The CCG expects to meet its target surplus of £2.5m at the yearend 

 
Supporting financial information 
A summary financial risk register and detailed financial performance table are contained in Annex 4. 
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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.   

      

Commentary 

Positive progress is being made against Priority 1. There are a number of risks associated with the elements mapped 
this priority, hence the AMBER rating. 
 

Commentary on delivery of this strategic priority is outlined below; this is supported by tables providing a strategic 
overview of the key projects, KPIs and risks associated with achieving this priority.  
 

Projects: 
 

Projects Delivering Strategic Priority Due Date Work Progress  Outcome Progress Status  

School Nursing Review 31-Aug-2014   On track to deliver expected outcomes  

Maternity PbR (Payment by Result) 01-Apr-2015   On track to deliver expected outcomes  
Redesign of OPMH Services & 
Implementation of National Dementia 
Strategy 

30-Apr-2015  
 

On track to deliver expected outcomes  

Pre-birth to 5 Pathway Review 01-Oct-2015   On track to deliver expected outcomes  
Paediatric Emergency Admissions Avoidance 
Overview 31-Mar-2015  

 Will not deliver expected outcomes  

Urgent Care Provision 31-Mar-2015   May not deliver expected outcomes  
 

The majority of project delivery (4 out of 6 projects mapped to this priority) is on track to deliver the expected 
outcomes. Two of the six projects are at risk of not achieving their expected outcomes; Paediatric Emergency 
Admission Avoidance and Urgent Care Provision.  
 

Maternity & Child Health 
The school nursing review is almost complete, the final step is to fully implement the agreed service model. This is 
delayed from the original end date of 31st August. 
 

The Pre Birth to 5 programme of work is under review and is likely to be widened to encompass pre birth to 19 in the 
future. This is a joint piece of work between the CCG, Portsmouth City Council and Public Health. Work completed to 
date has been well received by all stakeholders. 
 

For the Paediatric Emergency Admission Avoidance project, which aims to reduce emergency admissions to 
Portsmouth Hospitals Trust by better utilising community and primary care services, the block arrangement with 
Portsmouth Hospitals to enable service change has now been resolved. This has led to the originally identified QIPP 
savings associated with this project becoming unachievable. The planned pathway review to map the patient journey 
through non elective paediatric services in and around PHT took place in September. A written report is expected 
imminently and a presentation of findings and recommendations is scheduled for November. This has resulted in the 
workstreams within this project being placed on hold until the review is concluded and the recommendations 
published, at this point the project plan will be reviewed and re-written for the remainder of this year and future years. 
Therefore the original outcomes expected will not be achieved within the planned timeframes. 
 

Urgent Care 
Elements of the Urgent Care Provision plan have been more complex than initially thought. The overarching priority 
for this project is to review all urgent care services, eradicate duplication of provision, ensure ease of access to 
services appropriate to patients needs and provide good value for money. The review and redesign of urgent care 
services is a bigger project than the original scope, elements of this may not be achieved in this year as planned. The 
associated risk is that urgent care services may not be fully fit for purpose, there may be duplication of services 
making pathways unclear for patients. This is being mitigated by review of existing service provision with a view to 
redesign as needed.  
 

The Urgent Care Centre element of this project is now achieving the planned targets of 24 patients per day, with an 
average of 25 patients being seen in the Centre on a daily basis. In response to need, and to ensure continued fitness 
for purpose the staffing matrix and opening times have been amended. This proof of concept is currently going well. 
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KPIs: 
 

In Year KPIs Indicating Delivery  Status (year to date) 

A&E Waits (Months) (NHS Portsmouth CCG)  
 

Calls answered within 60 seconds  
 

Cat A 19 Minute Response Time (SCAS)  
 

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

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

Diagnostic Test Waiting Times (NHS Portsmouth CCG) - Month  
 

RTT: Admitted (NHS Portsmouth CCG) – Month  
 

RTT: Incomplete (NHS Portsmouth CCG) – Month  
 

RTT: Non-Admitted (NHS Portsmouth CCG) – Month  
 

 
 

Annual KPIs Indicating Delivery  Status 
Patient experience of out of hours GP services  No data year end only 

 

Urgent Care 
The CCG continues to experience significant challenges achieving the A&E 4 hour wait target due to the 
underperformance at PHT. There is considerable pressure on the local health system to improve performance; a 
trajectory has been submitted to the Local Area Team proposing the achievement of the target from November 2014. 
The primary issues relate to patient-flow within the hospital, and urgent care bed capacity due to high levels of 
admissions. The Urgent Care Centre capacity has been extended in the evenings and weekends. The CCG is raising 
awareness to the public of alternative pathways for non-emergency health care, including promoting the NHS 111 
service, Minor Injuries Units / Walk-in-Centres and Primary Care. Additional beds have been freed up in the hospital 
and the CCG continues to work with health and social care partners, to ensure there is sufficient bed capacity in the 
community to care for patients following discharge who no longer require acute treatment. An allocation of £8m 
(tranches 1 and 2) of operational resilience money has been made available to the local system to improve flow 
through ED and the hospital and to support and mitigate system pressures. 
 

The Trust and the CCG achieved the three ambulance response time targets in September. However, increased 
demand in 2014/15 has led to challenging situations across the organisation with fails in the Cat A (Red2) 8 minute 
response measures in May, June and July. SCAS reports that front line staffing has been increased where possible to 
meet the demand.  
 

Planned Care 
The CCG achieved the diagnostics target in September for the first time since November 2013. This follows the CCG 
and the Trust developing a diagnostics improvement plan in July 2014 and its subsequent delivery. Additional 
weekend and evening sessions continue to be provided by PHT and, although the workforce capacity remains 
challenging, locum staff are being engaged until successful recruitment has been completed. The Trust expects the 
target will be achieved in October 2014 and performance will be sustained.  
 

The CCG failed to achieve the RTT admitted target in September, primarily due to the failure of the standard at PHT. 
The non-admitted and incomplete targets were achieved for the CCG in September. The failure of the admitted 
standard at the Trust was a result of treating the longest waiting patients as a priority, supported by additional funding 
provided nationally to assist the delivery of RTT standards and to ensure sustainability through the winter period. 
Achieving targets at specialty level for the CCG remains a concern. The additional funding has been extended until 
the end of November and PHT expects the achievement of the three RTT standards and all specialties will be 
sustained from December 2014.  
 

Risks: 
 

The overall risk to the delivery of this priority is currently rated as Red. This is an aggregate assessment based on the 
delivery of the projects and performance indicators. The key areas of concern are the Paediatric Emergency 
Admission Avoidance project being on hold, the continued underperformance of the A&E Waits, Cat A (Red2) 8 
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minute response (SCAS) and RTT Admitted performance indicators.  
 

The priority risk rating in the main is guided by the following:  
- Green where at least 80% of projects and performance indicators are rated as Green  
- Amber where 70-80% of projects and performance indicators are rated as Amber  
- Red where less than 70% of projects and performance indicators are rated as Red 
 

Summary of the risks to the Delivery of Strategic Objective  Status Risk Score 

 

 

 

16 

 

The current status for this strategic priority is that it is assessed as partially on track to deliver. This assessment as 
well as the current risk score of Red suggests that the year end position for Priority 1 is partially on track to deliver. 
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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.  

 

      

Commentary 

Very good progress is being made with regards to delivering the step changes required in this year to achieve Priority 
2, this is demonstrated by the GREEN rating. 
 

Quality: 
Current position  
The illustration below gives a high level summary of current (September) quality risks/exceptions with a residual score 
of 12 or over using the NHS Portsmouth CCG’s Integrated Risk Management Framework. The vertical axis 
represents the risk score when the risk was identified and the horizontal axis shows its current mitigated risk score. 
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PHL/CareUK 
Home visit delays
(Score 12/12)

Solent NHS  Trust
Poor staff morale
(Score 12/12)

Solent NHS  Trust
Funding pressures/ 
demand for services
(Score 16/16)

Safeguarding -Serious 
Case Review - poor 
care across multiple 
agencies
(Score 16/16)

Safeguarding  -CQC 
compliance issues - Local 
nursing home 
(Score 16/12)

SCAS 999 - Long waits 
and call answering 
times 
(Score 15/16)

SCAS 999 - Not 
meeting stroke 
response times 
(Score 12/12)

SCAS 999 - Concern 
over safeguarding 
process
(Score 12/12)

SCAS 999 - End 
point message
quality 999-GPs
(Score 12/12)

PHT 
Funding for LD & 
psychiatric liaision
(Score 12/12)

PHT 
Pressure ulcers 
exceed target
(Score 12/12)

PHT 
HCAIs (C.diff) exceed
target
(score 9/12)

PHT 
Patients outside of 
speciality- poor 
experience
(Score 12/12)

PHT - Ophthamology backlog
(Score 16/12)

PHT 
4 hour target breaches
(Score 16/12)

PHT - Safe discharge from 
hospital
(complaints received)
(Score 16/12)

PHT  Quality of cancer 
services
(Score 16/12)

PHT  - High level of  staff 
vacancies
(Score 16/12)

PHT 15/15 -
Discharge 
summaries not 
consistently used
(Score 15/15)

Millbrook Wheelchair 
Service - Long waits 
and increased 
demand 
(Score 12/12)

Solent NHS  Trust
Safeguarding concerns
-inpatient unit
(Score 16/16)

PHT
Stroke Care 
(Score 12/12)

PHT 
High risk falls
(Score 12/12)
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Serious Incidents Requiring Investigation (SIRI) 
 

11 new SIRIs were reported for Portsmouth patients for the month of September. SIRIs are investigated by providers 
and authorised for closure via commissioner SIRI panels with GP clinical representation. Portsmouth SIRIs are 
managed as follows; 
 

• PHT & SCAS 999 – SEH and F&G CCGs 
• Solent  NHS Trust & Care UK – Portsmouth CCG 
• SCAS 111 – Portsmouth CCG 

 
SIRIs reported by Portsmouth Hospitals NHS Trust 
Barring a significant peak in April, PHT’s SIRI numbers have varied within the expected range during the past 12 
months. August and September both saw low levels of SIRI reporting. 
 

SIRIs reported by Solent NHS Trust 
The 8 SIRIs recorded in September is relatively high, but not significantly above the 12-month average. Solent’s SIRI 
numbers show considerable variation over the past twelve months. 
 

Risks & Issues - Provider summaries 
 

The exceptions and issues below are those that appear in the top right quadrent of the risk matrix on page 10. These, 
and all other quality risks are managed and monitored through monthly Clinical Quality Review Meetings (CQRM) 
(with escalations to Contract Review Meetings as necessary). They are reported monthly to the Quality and 
Safeguarding Executive Group and further detail is available in the November Quality & Safeguarding Report.  
 
Discharge summaries are not consistently issued by Portsmouth Hospitals and are not completed to the expected 
standard, including mandatory fields missing. To mitigate and manage this quality exception a weekly monitoring 
arrangement is in place, the current aggregate rate is 64%. There is also a contract penalty in place, this equates to 
1% being withheld.  
 
There are risks to the delivery of safe and effective services due to increased demand and financial constraints of the 
block contract arrangement at Solent. The Trust has assured commissioners that the quality of care is not being 
compromised and that the immediate potential impact relates to non- face to face activity e.g. staff 
training/supervision and communication with other agencies. Despite anecdotal information that all staff training had 
been suspended within the Trust this has been found not to be substantive. Only non- essential and non- clinical 
training such as conferences have been suspended whilst mandatory training continues. Mandatory training rates are 
currently 85% (80% community FT Benchmark) with appraisal rates at 95% (74% Community FT benchmark). 
Commissioners await receipt of July and August staff assurance reports (as discussed at August CQRM). To date 
only September’s staff assurance report has been received as this makes comparison difficult. Breaking the block 
discussions have requested provision of a consolidated report on all community service pressures, including those 
discussed as part of “breaking the block” and any others which have been raised in various different forums over 
recent weeks. In the meantime there is consideration of resource for 3 staff (various banding) in conjunction with a 
continuation of the 6 x band 5s recruited this year. 
 
At Solent, there are also safeguarding concerns around one adult service in-patient facility (Portsmouth) where 
several allegations have been made against staff in relation to patient care. Assurance will be provided through the 
following - review/monitoring of the weekly data submitted by the provider; close monitoring of incidents and 
complaints and  open communication between provider and CCG for any concerns/issues relating to the in-patient 
area (may not be related to incident but commissioners would need to be aware of). Action plans have been agreed, 
with both provider and commissioner actions. These include; 
Provider 
1. High profile presence at the establishment by senior management team with unannounced visits to observe care.                                                 
2. HR management of individual staff involved                                    
3. Safeguarding alerts raised in accordance with procedure                                         
4. Two incidents are being investigated under the SIRI process with a third trend SIRI being undertaken.                                    
CCG                                            
5. Ongoing/regular comunication with the provider                                                            
6. Weekly updates requested from the DoN on action and progress           
7. Safeguarding Lead and CQM monitoring situation closely           
8. GP service providing medical cover to establishment has been notified of concerns.                                        
9. Unannouced commissioner visit to be undertaken at a later date.                                           
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Long wait continue to occur across all call categories for SCAS 999. This has the potential to place patients at greater 
risk and impact on patient experience. In addition the performance for call to connect times is not on target. No long 
waits audit has been carried out for either August or September and this is being escalated to the next CRM. Long 
waits are more common at weekends, particularly Sundays. SCAS have a raft of action improvements planned 
including, workforce profiling and reviewing GP compliance with the Healthcare Professional (HCP) tool regarding 
appropriate identification of response times (10% are not graded correctly). These are being monitored via CQRM. 
 

Safeguarding 
 

Serious Case Reviews (SCR): Safeguarding Children 
There has been significant media attention following Child AK being removed from University Hospitals Southampton 
(UHS) and taken abroad in August 2014. Child AK is a Portsmouth Child. The CCG and Wessex Area Team have 
been kept informed by the Designated Nurse of the developments and implications of the case. The Designated 
Nurse attended a meeting held on 1st September at UHS. On 5th September the Local Safeguarding Childrens Board 
(LSCB) Independent Chair notified Portsmouth Safeguarding Childrens Board (PSCB) members that an Independent 
Review was being commissioned. This was further discussed at LSCB 24th September. The Designated Nurse will be 
a member of the Review Panel. There is currently a SIRI in progress at UHS.  
 

There are two cases currently being scoped for a possible SCRs - Child F and Child O Information from all health 
agencies is currently being collated.  
 

Serious Case Reviews (SCR): Safeguarding Adults 
There is a SCR in progress involving multi-agencies in the care and treatment of a gentleman living in the community 
who was subsequently admitted to Portsmouth Hospital in a neglected state and died.  The independent author has 
completed the draft report which has been circulated to the SCR sub group for review.  The CCG Designated Nurse is 
meeting with the author to discuss the report.  
 

Two other cases are being considered for serious case reviews and partners are being asked for chronologies.  One 
case involves a gentleman in a care home who pushed a fellow female resident over who subsequently died.  The 
other case is a gentleman who hung himself within twenty-four hours of being remanded in prison.  This was against 
the advice of the social care professionals who were involved in his care. 
 

Projects: 
 

Projects Delivering Strategic Priority Due Date Work Progress  Outcome Progress Status  

Primary Care CQUIN 31-Mar-2015   On track to deliver expected outcomes  
Primary Care Prescribing (NHS Portsmouth 
CCG) 31-Mar-2015  

 On track to deliver expected outcomes  

High Cost Drugs 30-Apr-2015   On track to deliver expected outcomes  
 

All three projects mapped to this priority are on track to deliver their expected outcomes. These are relating to Primary 
Care and Medicines Management (Primary and Secondary Care). Historically the CCG has delivered above and 
beyond planned outcomes in these areas. 
 

Primary Care & Medicines Management 
The planned outcomes in the Medicines Management projects are to ensure continuation of the good work achieved 
to date in regards to medicines optimisation, quality improvements & appropriate cost saving and to extend pharmacy 
support in optimising prescribing quality, safety and medicines management outcomes. We also expect that patients 
have timely access to medicines which have been approved by NICE & local prescribing committees, and that 
medicines are procured and delivered to patients using safe and most cost-effective routes.  
 

The Primary Care CQUIN focusses on;  
- Incentivising action(s) to improve the quality of patient care  
- Incentivising action(s) to support medicines optimisation within the CCG.  
- Incentivising action(s) which will facilitate efficient use of resources within general practice, primary care and within 
the broader health economy, for example supporting clinical decision making, and ultimately reducing unwarranted 
variation.  
- Incentivising engagement of GPs in commissioning to fully support their functions, responsibilities and input as 
members of their CCG.  
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KPIs: 
 

In Year KPIs Indicating Delivery  Status (year to date) 

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

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

Never Events (Portsmouth Hospitals NHS Trust)  
 

Incidents of MRSA (NHS Portsmouth CCG)  
 

Incidents of C.diff (NHS Portsmouth CCG)  
 

Mixed Sex Accommodation breaches (NHS Portsmouth CCG)  
 

 

Annual KPIs Indicating Delivery  Status 
Improved health-related quality of life for people with long-term conditions  No data year end only 
Patient experience of hospital care  No data year end only 
Patient experience of out of hours GP services  No data year end only 

 
 

The annual performance indicators are not yet available 
 
Friends & Family Test – Quarter 1 
 

The Q1 results of the Friends & Family Test (FFT) show a largely positive picture across our local providers. For the 
staff results, Portsmouth Hospitals NHS Trust (PHT) had a significantly above average percentage of staff who would 
recommend the care their Trust provides. Solent NHS Trust and South Central Ambulance Service (SCAS) were both 
similar to the average.  
 

For the results for staff who would recommend their Trust as a place to work are lower across the board. PHT and 
Solent are similar to the average. However, SCAS were significantly below average.  
 

The two categories for the patient FFT are; patients who recommend a Trusts care for A&E and Inpatient services. 
For A&E, PHT were significantly above average. For Inpatient services, PHT were in line with the average. Spire 
Portsmouth were significantly above average. 
 

Healthcare Associated Infections 
 

There have been three reported cases of C.diff for the CCG in September against a target of three; one case was pre 
72 hours admission and the other two are attributed to the community. The YTD position of 30 has exceeded the 
trajectory of 19. No common themes have yet been identified. However, many of the 30 cases have had PHT contact 
within the previous 3 months. 
 

The CCG is considering analysing the strain of C.diff as an option to gaining better insight. Whilst this may not 
connect the cases it may identify if there is only one strain or many different strains within the community, which in 
turn may link the cases. For this option to be considered, the CCG will need to consider funding for analysis to occur. 
PHT have been contacted with regard to the cost for this analysis and we are awaiting an answer. 
 

PHT is also exceeding its trajectory with a YTD position of 23.  
 

Following a meeting with PHT Infection Control Lead the C.diff forum meetings are due to recommence in December 
2014. 
 

Mixed Sex Accommodation 
 

Year to date there have been four breaches of Mixed Sex Accommodation (MSA), three of which have been at PHT 
(May) and one at Barts Health (July).    
 
 

Risks: 
The overall risk to the delivery of this priority is currently rated as Green. This is an aggregate assessment based on 
the delivery of the projects and performance indicators. The key areas of concern is the number of C.diff cases being 
above target and MSA breaches.  
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The priority risk rating in the main is assessed as:  
- Green where at least 80% of projects and performance indicators are rated as Green  
- Amber where 70-80% of projects and performance indicators are rated as Amber  
- Red where less than 70% of projects and performance indicators are rated as Red 
 
 

Summary of the risks to the Delivery of Strategic Priority  Status Risk Score 

 

 

 3 

 

The current status for this strategic priority is that it is assessed as on track to deliver. This assessment as well as the 
current risk score of Green suggests that the year end position for Priority 2 is on track to deliver. 
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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.  

 

      

Commentary 

Positive progress is being made against Priority 3. There are a number of risks associated with the elements mapped 
this priority, hence the AMBER rating. 
 

Commentary on delivery of this strategic priority is outlined below; this is supported by tables providing a strategic 
overview of the key projects, KPIs and risks associated with achieving this priority.  
 

Projects: 
 

Projects Delivering Strategic Priority Due Date Work Progress  Outcome Progress Status  

Re-commissioning of local services 30-Jun-2014   Outcome delivered as expected  

Continuing Health Care 31-Mar-2015   May not deliver expected outcomes  

Falls and Fracture Services 31-Mar-2015   May not deliver expected outcomes  

Better Care Fund 31-Mar-2015   May not deliver expected outcomes  
 

Three of the four projects mapped to this priority may not deliver their expected outcomes; Continuing Healthcare 
(CHC), Falls & Fracture Liaison Services and Better Care Fund.  
 
 

Primary Care 
The recommissioning of local services (LCS) has been completed. The new programme of work for 2015/16 is 
currently being planned. 
 

Continuing Healthcare 
The CHC project has four key workstreams across a two year programme of work - to maximise the benefits of 
integration of Health and the Local Authority for CHC; implement Personal Health Budgets; process Retrospective 
Claims and review Funded Nursing Care. The Hampshire 5 CCGs are reviewing CHC services and processes. This 
will be communicated with Portsmouth CHC at a forthcoming network event to further share good practice and 
potential future developments. Due to an increase in caseload and complexity a funding pressure is showing; this is 
being reviewed by the commissioner and the CCG Finance team. The elements that may not achieve within the 
expected tiemframes are processing of retrospective claims and keeping within budget. Current risks include staff 
capacity to complete the processing of retrospective claims, budget pressures and increasing costs. Mitigating actions 
in place are recruitment of additional staff and package reviews. 
 

Urgent & Integrated Care 
The Falls & Fracture Liaison services project is a system wide piece of work and covers both 14/15 and 15/16. The 
redesigned falls service specification now includes KPIs and reporting requirements and a Service Development 
Improvement Plan (SDIP) has been added to ensure compliance with NICE and national requirements. Consultations 
are underway with the service users, some focus groups have been held with more to follow. A CQUIN is in place for 
this year and discussions are underway for next year. Responses have been received from providers in regards to 
lead provider arrangements for this service. This whole system work links to elements of the Better Care Fund for 
both Portsmouth and Hampshire. There are currently high levels of falls being reported by providers, this is being 
mitigating through CQUIN schemes -  both local and national.  
 

Better Care Fund (BCF) 
The Head of Better Care and Project Manager roles have been recruited to and recruitment for the remaining project 
staff is underway.  
 

The national BCF plan was submitted as required on 19th September. Feedback received from NHS England 
indicates that our plan has been assured with support. Local delivery plans are being developed, however this has 
been delayed and are now expected to be confirmed during November rather than August as originally planned. 
Alongside this, the draft Programme Implementation Plan is expected to be finalised for approval at the November 
Health and Social Care Partnership (HaSP) Board meeting.  
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The national and local indicators are detailed within Annex 3. Three of the four indicators are achieving targets, with 
data not yet available for the local indicator. 
 
 
KPIs: 
 

Annual KPIs Indicating Delivery  Status (year to date) 
Reducing emergency admissions – composite indicator   No data year end only 

 

The annual performance indicators are not yet available.  
 

Risks: 
The overall risk to the delivery of this priority is currently rated as Amber. This is an aggregate assessment based on 
the delivery of the projects and performance indicators. The areas of concern relate to the Continuing Healthcare, the 
Falls and Fracture Services and the BCF projects.  
 

The priority risk rating in the main is assessed as:  
- Green where at least 80% of projects and performance indicators are rated as Green  
- Amber where 70-80% of projects and performance indicators are rated as Amber  
- Red where less than 70% of projects and performance indicators are rated as Red 
 

Summary of the risks to the Delivery of Strategic Objective  Status Risk Score 

 

 

 

12 

 

The current status for this strategic priority is that it is assessed as partially on track to deliver. This assessment as 
well as the current risk score of amber suggests that the year end position for Priority 3 is partially on track to deliver. 
 

  
   
  
 

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

      

Commentary 

Very good progress is being made with regards to delivering the step changes required in this year to achieve Priority 
2, this is demonstrated by the GREEN rating. 
 

Commentary on delivery of this strategic priority is outlined below; this is followed by tables providing a strategic 
overview of the key projects, KPIs and risks associated with achieving this priority.  
 

Projects: 
 

Projects Delivering Strategic Priority Due Date Work Progress  Outcome Progress Status  

Implementing “Fulfilling and Rewarding Lives” 31-Mar-2015   On track to deliver expected outcomes  

Improving Adult Mental Health Services 31-Mar-2015   On track to deliver expected outcomes  

Veterans Health 31-Mar-2015   May not deliver expected outcomes  

Winterbourne Assurance 30-Sep-2014   On track to deliver expected outcomes  
Review Speech & Language Therapy Service 
and develop new Service Specification 30-Jun-2014  

 May not deliver expected outcomes  
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Review of Looked after Children 
Assessments (including adoption) 30-Nov-2014  

 May not deliver expected outcomes  

Children's Autism Service Review 31-Mar-2015   On track to deliver expected outcomes  

Improving Access to Psychological Therapies 31-Mar-2015   On track to deliver expected outcomes  
Child & Adolescent Mental Health Service 
Redesign 31-Mar-2015  

 On track to deliver expected outcomes  

Care Closer to Home 01-Jul-2015   May not deliver expected outcomes  

Psychiatric Liaison Service 31-Mar-2015   May not deliver expected outcomes  
 

Five of the eleven projects mapped to this priority are not on track to deliver their expected outcomes.  
 

Mental Health & Learning Disabilities 
The CCG continues to deliver above planned trajectory for IAPT services. This is culmination of very good re-design 
work in previous years and a good working relationship with the service providers. 
 

We are on track to deliver the required standards outlined in the Winterbourne View report but outside of the original 
timeframes. The action plan is currently under review. 
 

An education event planned for the Veteran's Outreach Service and IAPT was due to be presented at Target in 
September. Unfortunately, due to low numbers signing up for this session a decision was taken to cancel. The Clinical 
Lead is considering how this presentation can now be delivered. A seminar aimed to tackle alcohol use among 
serving- and ex-personnel took place in October, this was organised by the Veterans Outreach Service. This complex 
area of work has recently been picked up by a new project lead, the plan is being reviewed. 
 

Delivery of a system wide psychiatric liaison service is off track due to initial issues with service modelling and the 
associated costs at the start of the project. The project team has had the financial envelope confirmed and has been 
instructed to work up a full business case detailing the expected outcomes for any additional funding required. This 
project is being led, on behalf of the CCG, by the Vulnerable People commissioning team (hosted by West Hampshire 
CCG). This is also supported by the commissioning lead for Out of Hospital and Integrated Care (hosted by South 
Eastern Hampshire CCG). The aim of the project is to ensure;  
- Patients attending acute hospitals receive assessment for their mental health needs.  
- Patients being discharged from acute hospital receive follow up treatment for identified mental health needs.  
- Decreased length of stay in acute hospital.  
- Improved capability of the acute sector workforce in identifying and supporting people with mental health problems 
who present in acute settings.  
 

Maternity & Child Health 
The review and redevelopment of Speech and Language services has been delayed due to commissioning capacity 
issues.  
 

Review of Looked After Children is part of a programme of work reviewing Community Paediatric Medical Services. A 
business case to support an increase in medical time has been provided by the provider and costs are in line with 
expectations. It is anticipated the specification and variation will be agreed and signed off within six weeks. 
Commissioners and Solent NHS Trust are discussing revised service specifications and costing models for these 
services, with assistance from the CSU Contract team. Any emerging funding requests will be taken to the relevant 
decision-making bodies in due course  
 

Planned Care & Long Term Conditions 
Care Closer to Home is the overarching project encompassing planned care and long term conditions, the main aim 
for this project is to identify and move suitable services away from the acute setting and into the community. There 
are many elements that make up this plan, some are on track and indeed have delivered as planned. However, some 
elements have been delayed and remain challenging. The commissioning team are focussing on recovering delivery 
for those areas that have the biggest impact, from both a quality and finance perspective. Some elements, such as 24 
hour tapes (cardiology) are being deferred to next year.  
 
 
 
 
 
 
 
 
 
 
 



Page 18 of 30 

KPIs: 
 

In Year KPIs Indicating Delivery  Status (year to date) 

Cancer Patients - 2 Week Waits (NHS Portsmouth CCG)  
 

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

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

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

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

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

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

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

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

CPA 7 Day Follow Up (NHS Portsmouth CCG)  
 

IAPT Number Entering Treatment (NHS Portsmouth CCG)  
 

Dementia Diagnosis Rate  
 

Hospital Standardised Mortality Ratio (Portsmouth Hospitals NHS Trust)  
 

 

Annual KPIs Indicating Delivery  Status 

Patient-reported outcome measures (PROMs) for elective procedures: groin hernia  No data year end only 
Patient-reported outcome measures (PROMs) for elective procedures: hip replacement  No data year end only 
Patient-reported outcome measures (PROMs) for elective procedures: knee replacement  No data year end only 
Patient-reported outcome measures (PROMs) for elective procedures: varicose veins  No data year end only 
Potential years of life lost (PYLL) from causes considered amenable to healthcare  No data year end only 

 

Cancer 
The CCG achieved five of the nine Cancer standards in September; eight of the nine Cancer standards were 
achieved in Q2. ‘Cancer patients receiving subsequent surgery within 31 days’ was not achieved in Q2, primarily due 
to challenges experienced at PHT in Urology.   
 

A recent Urology pathway event explored additional actions in Primary Care which could free up Urology capacity for 
Cancer referrals into PHT, and two additional Uro-Oncologists started in October 2014. The Trust has reported that all 
nine Cancer standards were achieved in Q2.  
 
A revised 2 week wait Cancer referral form (developed by the CCG and the Trust) has been implemented. The new 
form provides additional information regarding the signs of suspected Cancer.  
 

There are a number of ‘Be Clear on Cancer’ campaigns which are due to be implemented nationally. The campaigns 
are designed to promote awareness to the public; the demand for Cancer services may increase as a result. Briefing 
sheets are being developed nationally to assist with the preparation and support of the campaigns  
 

Mental Health 
Improving access to psychological therapies (IAPT) is on track to deliver the targeted number of people entering 
therapies for the year. In the first two quarters 2188 people have entered treatment against 1940 planned, hence 
performing 13% above planned.  
 

Achieving the planned CCG dementia diagnosis rate of 80% for the year is a challenge. The year to September 
diagnosis rate is 65.7%. The Dementia Action Group is overseeing the delivery of a number of initiatives to support 
the achievement of this target.      
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Risks: 
The overall risk to the delivery of this priority is currently rated as Amber. This is an aggregate assessment based on 
the delivery of the projects and performance indicators. The key areas of concern relate to five projects not being on 
track and and the low dementia diagnosis rates.    
  

The priority risk rating in the main is assessed as:  
- Green where at least 80% of projects and performance indicators are rated as Green  
- Amber where 70-80% of projects and performance indicators are rated as Green  
- Red where less than 70% of projects and performance indicators are rated as Green 
 
 

Summary of the risks to the Delivery of Strategic Objective  Status Risk Score 

 

 

 

6 

 

The current status for this strategic priority is that it is assessed as on track to deliver. This assessment as well as the 
current risk score of yellow suggests that the year end position for Priority 4 is on track to deliver. 
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Domain 1 Are patients receiving clinically commissioned, high quality services?   
  
Supporting Commentary 
The CCG has a Quality Strategy Framework in place. The framework outlines the CCG’s approach to clinical quality 
and ensures that quality is placed at the heart of the healthcare that Portsmouth CCG commissions. The framework 
also ensures that there is a robust link between commissioning and clinical quality, so that the health needs of the 
local population (outlined in the Joint Strategic Needs Assessment (JSNA)) are met. In addition, the framework  
provides a system for the development and monitoring of the contractual quality requirements with providers. The 
development of the Strategic Framework was informed by feedback from its member practices and the public, to 
shape the 4 strategic priorities in our 5 year plan, 20 20 Vision.  
  

A number of CQUIN schemes have also been implemented to improve and sustain areas of quality concerns.  
  

Work is ongoing to work in partnership with providers to improve nursing, midwifery and care staffing for the benefit of 
patients. 
 
The CCG has commissioned comprehensive services aimed at the delivery of the NHS Constitution – Right and 
Pledges. Due to ED performance remaining a challenge this domain has been rated as partially compliant. 
 

 
 
 Domain 2 Are patients and the public actively engaged and involved?   
 
Supporting Commentary 
The CCG has a communications and engagement strategy in place. The plan has been updated to reflect the CCG's 
5-year strategy and its statutory duties around participation. The plan is being presented to the Board on the 19th  
November 2014. A network of Patient Participation Groups (PPGs) has been established which meets with the CCG 
on a quarterly basis; the CCG seeks patient views either as a 'one off' or through signing up to the Healthy 
Discussions programme. The CCG publishes actions taken in response to patient and public insights on its “You said 
we did” page online. Websites and social media are used to support this Healthy Discussions initiative and the use of 
online survey tools.  
 
 
 
 Domain 3 Are CCG plans delivering better outcomes for patients?   
 
Supporting Commentary 
The CCG's strategy and operating plan define the priorities and outcomes that are expected to be delivered through 
the implementation of those plans. Both plans were based on a high level of analysis and benchmarking as well as 
the use of the JSNA in order to determine areas of focus and need. Within the context of financial stability and sound 
financial management, the CCG's underpinning programmes of work and projects will enable the major 
transformational change required to not only deliver the outcomes required but also for them to be delivered within a 
financially stable environment. Contracts have been agreed with all providers and have been set to enable the 
delivery of the strategic priorities.  
 

The delivery of the strategic and operating plan is managed and monitored closely to ensure that not only the projects 
and programmes of work are happening, but more importantly that they are delivering the outcomes that are 
expected. The planning process is continuous, and the CCG is already looking at refreshing the 2 year operating 
plan. Analysis and benchmarking continues to ensure we remain focussed on the correct areas, or indeed new areas 
of need are identified. The contracting process for 2015/16 has begun and new methods of contracting are being 
reviewed in order to gain greater traction on delivering the outomes and efficiencies, that are not only needed for the 
CCG, but are also required for the system as a whole. Whilst focus on 2015/16 gets stronger, delivery of outcomes for 
2014/15 are not forgotten.  
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 Domain 4 Does the CCG have robust governance arrangements?   
 
Supporting Commentary 
The CCG has tested and embedded our quality systems and processes to ensure they are fit for purpose in light of 
recommendations from inquiries such as the Francis Report and Winterbourne Review. This is alongside an identified 
need to have greater ‘grip’ on quality and the decision to bring quality ‘in-house’. A Director of Quality and 
Commissioning is in place to drive this, working with the Clinical lead. A review of the CCG’s effectiveness took place 
in quarter 4, 2013/14 led by the Clinical Executive. This involved members, staff, Governing Board and stakeholders 
with external facilitation and legal support from DAC Beachcrofts. The review identified the importance of the role of 
our lay representatives (public and clinical), which led to the appointment of a third lay member and desire to have 
greater debate in public at Governing Body meetings to inform our future governance arrangements.  
 

The CCG has established Equality and Diversity (E&D) priorities and delivered our action plan for E&D including staff 
engagement, survey, training and working with the community on our NHS Equality Delivery System (EDS2) 
assessment.  
 

The CCG has clinically led Clinical Quality Review Meetings established for all commissioned services. The monthly 
quality report provides detailed information on the quality risks and issues for services and safeguarding concerns. 
These are owned by the Quality & Safeguarding Executive Group and escalated to the Clinical Executive Committee 
and Governing Board as appropriate. The CCG is piloting a GP feedback process to help identify themes and trends 
relating to gaps in service pathways, poor patient experience and service failings.  
 

 
 
 
 Domain 5 Are CCGs working in partnership with others?   
  
Supporting Commentary 
A review of effectiveness (with external support from Beachcrofts) was completed in May 2014. This led to 
amendments to the Constitution and supporting governance, which were approved by Governing Board and NHS 
England (via revised constitution).  
 

An Internal Audit Review into the Constitution and supporting governance is currently coming to a close and will 
report to the Audit Committee in December 2014. Verbal feedback received to date shows that the CCG has legal 
and robust governance arrangement which demonstrate maturity and good practice. A recommendation will be made 
in relation to reviewing outside interests of staff formally as part of appraisal process. The associated policy will be 
updated by the end of December.  
  

At the request of NHS England, an external governance review across the 3 COMPACT CCGs is in hand. The Good 
Governance Institute (GGI) has been commissioned to undertake this. Terms of Reference have been agreed with 
NHS England and a Statement of Works has been agreed with GGI. The review will incorporate;  

• review of documentation,  
• observations,  
• interviews, 
• a simulation exercise. 

  
The GGI will report by the end of December 2014 with an action planning session scheduled for January 2015.  
 

The CCG is also planning to undertake a GGI CCG Governance survey in quarter 3 or 4 of 2014/5, this will be 
facilitated by GGI. The CCG has an up-to-date JSNA and Health & Well Being (HWB) Strategy developed in 
partnership with the Health & Well Being Board (HWBB). There is an ongoing programme of engagement and 
development with voluntary sector, this year is the second year of a not for profit sector investment programme.  
 

The latest National stakeholder survey provided positive feedback from partners as to collaboration arrangements 
with better results for the CCG than both the Wessex Area and England averages. This was also an improvement 
upon previous survey results where the results were comparable. The CCG has a programme of partnership 
development in place e.g. COMPACT, PHT, HWBB  
  

The CCG has clear agreements in place with partners as to roles and responsibilities.  
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Supporting Commentary 
 

We are a member of the Adults and Children Safeguarding Boards with Portsmouth City Council. The Adults and 
Children’s Safeguarding Policy was updated in quarter 1 via these Boards. The CCG is signed up to the Public Health 
Responsibility Deal in respect of Domestic Violence. A Safeguarding week was held recently, this included a media 
campaign and promotion with staff and Governing Board members with face to face update sessions held.  
 

 
 
 Domain 6 Does the CCG have strong and robust leadership?   
 
Supporting Commentary 
An Organisational Development (OD) strategy is in place for 2013 – 2015, this was approved by the Governing Board 
in May 2013. The annual OD plan is also in place, overseen by the Clinical Executive Committee (CEC) with a 
quarterly review process via CEC. Internal Audit feedback is that the CCG has an advanced and ambitious OD 
strategy and plans demonstrating maturity compared with others.  
 

A range of mechanisms are in place for clinical involvement in commissioning e.g. Clinical Executive portfolios, 
Clinical Commissioning Leads for specific portfolios and Clinical leads engaged in a number of priority areas to lead 
clinical input into commissioning. Our primary care CQUIN programme engages all practices in commissioning 
priorities with a commissioning evening programme in place to get the broader membership involved in service 
redesign and improvement. Feedback from practices is that these arrangements are appropriate.We will continue to 
review the effectiveness of these arrangements.  
 

The Clinical Executives have specific role specifications, including attributes and competencies required, which are 
used as part of the election process and personal development planning. Specifications have recently been reviewed 
to be used in the forthcoming election process for the two Clinical Executive portfolios whose current tenures come to 
an end at the end of March 2015. The election process has been agreed with members and is being led 
independently by the Local Medical Committee (LMC) on their behalf. Individual support will be agreed once the 
outcome of the elections are known.  
 

The CCG has an existing leadership development and succession planning strategy in place that was produced as 
part of authorisation. However, it has been recognised this needs review. Consequently an external review of 
arrangements has been undertaken. This looked at current practice and undertook a range of interviews with current 
and potential future clinical leaders to understand the opportunities and constraints that should be focused upon. 
Following this, a refreshed draft clinical leadership talent management and succession planning strategy has been 
developed which is planned to be presented to the Clinical Executive Committee in November or December 2014.  
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Annex 1 - Rights and Pledges 
 
 

 

Indicator September 2014 Q2 2014/15 2014/15 
Supporting Commentary 

Target Value Status Trend Value Status Value Status 

RTT: Admitted 90% 86.0%   89.2%  90.8%  Specialty fails: General Surgery, Urology, ENT, Cardiology & Gynaecology.  

RTT: Non-Admitted 95% 96.5%   97.2%  97.1%  Specialty fails: General Surgery, Urology, Gastroenterology, Cardiology & Neurology.  

RTT: Incomplete 92% 97.1%   97.1%  97.1%  Specialty fails: General Surgery & Neurosurgery.  

Patients waiting more than 52 Weeks 0 0   0  2  There were no breaches in September.  

Diagnostic Test Waiting Times 99% 99.6%   99.6%  99.6%  There were eight breaches in September: seven at PHT and one at SMTC.  

A&E Waits (Months) 95% 81.8%   85.2%  85.3%  Target was last achieved in October 2013.  

Cancer Patients - 2 Week Waits 93% 96.2%   94.5%  96.0%  There were 16 breaches in September: all occurred at PHT.  

Cancer Patients - 2 Week Waits (Breast) 93% 96.8%   96.7%  94.7%  There were three breaches in September: two at PHT and one at 'other provider'.  

Cancer Waits - 31 Days (All Cancers) 96% 95.8%   98.2%  98.9%  There were three breaches in September: all occurred at PHT.  

Cancer Waits - 31 Days (Surgery) 94% 100%   93.5%  94.1%  There were no breaches in September.  

Cancer Waits - 31 Days (Drugs) 98% 100%   100%  100%  There were no breaches in September.  

Cancer Waits - 31 Days (Radiotherapy) 94% 90.6%   95.7%  97.6%  There were three breaches in September: all occurred at PHT.  

Cancer Waits - 62 Days (GP Referral) 85% 83.8%   89.9%  90.1%  There were six breaches in September: all occurred at PHT.  

Cancer Waits - 62 Days (Screening Service) 90% 100%   100%  93.9%  There were no breaches in September.  

Cancer Waits - 62 Days (Decision to Upgrade) 86% 80.0%   91.7%  95.8%  There was one breach in September which occurred at PHT.  

Cat A (Red 1) 8 Minute Response 75% 75.9%   76.0%  77.4%  CCG performance: 83.18%. 

Cat A (Red 2) 8 Minute Response 75% 76.4%   75.3%  74.7%  CCG performance: 84.0%. 

Cat A 19 Minute Response Time 95% 95.8%   95.8%  95.9%  CCG performance: 97.5%. 

Mixed Sex Accommodation Breaches 0 0   1  4  There were no breaches in September.  

Care Programme Approach 7 day follow up Not measured for Months 100%  100%  There were no breaches in Q2. 
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Annex 2 – Quality and Outcomes 
 
Serious Incidents Requiring Investigation     

Type Providers Total 
Care UK PHT Solent 

Other (day cases theatre) 1 0 0 1 
Pressure Ulcer Grade 3 0 2 0 2 
Pressure Ulcer Grade 4 0 0 1 1 
Safeguarding Vulnerable Adult 0 0 1 1 
Surgical Error 0 0 1 1 
Unexpected Death (general) 0 0 3 3 
Assault by Inpatient (in receipt)  0 0 2 2 
Total 1 2 8 11 

 
SIRIs at PHT relating to Portsmouth CCG                       
Provider SIRI Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 
Total number of SIRIs - PHT 2 2 2 5 3 3 6 3 1 4 1 2 

 
SIRIs at Solent relating to Portsmouth CCG                     
Provider SIRI Oct-13 Nov-13 Dec-13 Jan-14 Feb-14 Mar-14 Apr-14 May-14 Jun-14 Jul-14 Aug-14 Sep-14 
Total number of SIRIs - Solent 1 2 4 3 7 3 9 7 1 4 2 8 

 
Healthcare Associated Infections             

Provider Type Apr-14 
May-

14 
Jun-
14 Jul-14 

Aug-
14 

Sep-
14 YTD 

Community  2 1 4 7 4 3 21 
Acute 0 3 0 4 2 0 9 
Total 2 4 4 11 6 3 30 
Trajectory 4 3 3 3 3 3 19 
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Friends and Family Test (FFT) 
 
A&E     Inpatient     Key   

Trust 
% of patient who 

would recommend 
a trust's care   

Trust 
% of patient who 

would recommend 
a trust's care   

Code Trust 

FPH 84%   FPH 93%   FPH Frimley Park 
HHFT 95%   HHFT 95%   HHFT Hampshire Hospitals 
PHT 91%   PHT 93%   PHT Portsmouth Hospitals 
RSCH 84%   RSCH 91%   RSCH Royal Surrey County 
UHS 94%   UHS 95%   UHS University Hospitals Southampton 
WSH 91%   WSH 92%   WSH Western Sussex Hospital 
England 89%   England 94%       

 
 
Staff Response           

Org Name 
% of Staff who 

would recommend 
their trust as a 
place to work 

% of Staff who 
would NOT 

recommend their 
trust as a place to 

work 

 

% of Staff who 
would recommend 
the care their trust 

provides 

% of Staff who 
would NOT 

recommend the 
care their trust 

provides 
FPH 88% 4%  96% 1% 
HHFT 67% 17%  84% 6% 
PHT 62% 18%  80% 7% 
RSCH 76% 9%  87% 3% 
UHS 73% 10%  86% 3% 
WSH 64% 18%  82% 7% 
England Avg 62% 17%  76% 7% 
SCAS 27% 52%  74% 10% 
England Ambulance Avg 38% 43%  74% 12% 
SHFT 40% 32%  52% 22% 
England MH/LD Avg 59% 22%  69% 13% 
Solent 58% 23%  79% 5% 
EnglandCommunity Avg 57% 21%   80% 5% 
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ANNUAL 
   

 

 

 

CCG BASED INDICATORS BASELINE 
2013-14 

2014-15 2015-16 
Plan Performance Plan Performance 

Preventing people from dying prematurely 

Potential years of life lost (PYLL) from causes considered amendable to healthcare (rate 
per 100,000 population) 2296.1 2190.5 Data not yet 

available 2137.7 - 

Enhancing quality of life for people with long term conditions 

Health-related quality of life for people with long term conditions (EQ-5D per 100 people 
with long term condition) 74.6 74.6 

Data not yet 
available 74.6 - 

Estimated diagnosis  rate for people with dementia  64.5% 80% 
Data not yet 

available 80% - 

Positive experience of care 

Composite indicator of patient experience of primary care (i) GP Services and  (ii) GP Out 
of Hours service (average negative responses per 100 patients) 5.4 5.4 

Data not yet 
available 5.4 - 

Patient experience of hospital care (average negative responses per 100 patients) 136.0 135.0 
Data not yet 

available 134.0 - 
 

QUARTERLY 
   

 

 

   

CCG BASED INDICATORS BASELINE 
2013-14 

Q1 Q2 Q3 Q4 
Plan Perf Plan Perf Plan Perf Plan Perf 

Avoidable emergency admissions per 100,000 population 1473.0 368.25 Data not yet 
available 368.25 Data not yet 

available 368.25 - 368.25 - 

Treating and caring for people in a safe environment an protecting them from avoidable harm 
Incidence of healthcare associated infection (HCAI) i) MRSA - 
Includes cases which have been assigned to the CCG 
following a Post Infection Review 

0 0 0 0 0 0 - 0 - 

Incidence of healthcare associated infection (HCAI) ii) 
C.difficile 38 10 10 9 20 9 - 11 - 

Improving Access to Psychological Therapies (IAPT) 

Access: the proportion of people entering treatment against 
the level of need in the general population 2.40% 3.75% 4.2% 3.75% 4.3% 3.75% - 3.75% - 

Recovery: the proportion of people who complete treatment 
who are moving to recovery 
 

52.0% 50% 51.4% 50% 49.7% 50% - 50% - 
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Annex 3 – Better Care Fund 
 
ANNUAL 
   

 

NATIONAL INDICATOR BASELINE 
2013-14 

2014-15 
Plan Forecast 

Residential Admissions  
Permanent admissions of older people (aged 65 and over) to residential and nursing care 
homes, per 100,000 population 
 

747.9 729.1 598.8 

Reablement 
Proportion of older people (65 and over)  still at home 91 days after discharge from hospital 
into reablement / rehabilitation services 
 

81.8 83.3 76.9 

Patient / Service User Experience 
Patient / Service User Experience of integrated care composite of 3-4 indicators to be 
agreed in co-production with service users and included in Adult Social Care Users survey 
. 

Not yet 
determined Not yet determined - 

LOCAL INDICATOR BASELINE 
2013-14 

2014-15 
Plan YTD Performance 

 
Proportion of adult social care users that have as much social contact as they would like 
 

42 47 Data not yet 
available 

 
QUARTERLY 
   

 

 

   

NATIONAL INDICATORS BASELINE 
2013-14 

Q1 Q2 Q3 Q4 
Plan Perf Plan Perf Plan Perf Plan Perf 

Delayed transfers of care (delayed days) from hospital per 
100,000 population (average per month) 
 

251 173.4 83.1 328.9 136.9 334.9 - 147.2 - 

 
Non-Elective Admissions 
 

4871 4709 4449 4633 4526 4701 - 4656 - 
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Annex 4 – Finance 
 
Summary financial risk register 
 
Risk Mitigation RAG rating 

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

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

Red 

2014/15 Estates costs – allocations and identification of actual 
costs not yet concluded alongside a change of ownership of St 
James and St Marys Campus between NHS Property Services 
and Solent NHS Trust which may impact on CCG financial 
strategy. 

Good progress has been made in the working group between key partners in 
order to understand the true cost of the estate and agree a recharge 
methodology.  The proposed charges from NHS Property Services have 
reduced significantly. The finance working grouo is due to conclude finances 
for Q3 billing. 

Amber 

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

The BCF programme lead has now been appointed and a governance process 
put in place to provide regular reporting to key partners. Ongoing liaison with 
Portsmouth City Council to ensure savings required are identified. 

Amber 

Acute Activity Forecast - The current activity forecasts produced 
by the CCG and the Trust vary significantly in Q3 and Q4. The 
variance is largely around elective activity. 

The CCG and CSU are working with the trust to ensure there is a common 
understanding of anticipated activity levels for the remaining months of the 
financial year. As a result of the discussion to date the Trust forecast has now 
reduced slightly. 

Amber 

NHS England is conducting a a review of Specialist Services 
allocation adjustments carried out in 2013/14. Agreement has 
been reached on the adjustment relating to the Wessex area, 
discussions are ongoing around London providers and Priory. 

The CCG has agreed an adjustment of £840k to NHS England, the finalisation 
of Priory and London providers has concluded with a furthur £17k deduction 
that will be transacted in October 14. 

Green 

A large proportion of QIPP savings identified are phased into the 
final quarters of the financial year and in some instances do not 
have fully developed implementation plans. 

Should plans begin to slip the CCG has sufficient contingency held to mitigate 
financial pressure. Green 
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Detailed financial performance 
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216773
£5 per head of population

National Measures Achieved Value (£)
Preventing people from dying prematurely 
(amenable mortality)*

15% N £0

Lmproving Access to Psychological Therapies 
(LAPT)*

15% £162,580 Y £162,580

Avoidable Emergency Admissions* 25% Y £270,966
Patient Experience (Friends and Family Test 15% Y £162,580
Lmproved reporting of medication safety 
incidents*

15% Y £162,580

Local Measures
Reducing Respiratory non-elective admissions* 15% Y £162,580
TOTAL 100% £921,286

Measure 
achieved

Quality 
Premium adj.

Y  
N -£230,321
Y  
Y  

-£230,321
£690,964

£1,083,865

25%
25%
25%
25%

% reduction 
for non-

achievement

REVLSED TOTAL

Referral to treatment times within 18 weeks  (incomplete)
A&E waits (PIT level)
Cancer waits (seen within 14 days after urgent GP referral)
Category A Red 1 ambulance calls (SCAS level)
Total adjustment

Value of quality premium:
CCG Population:

£162,580

£270,966
£162,580
£162,580

£162,580

NIS Constitution rights and pledges  

* Assumed position - data not yet available

Sep-14Measure % of Quality 
Premium Value for CCG 

Portsmouth CCG - Estimated Quality Premium 
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Communications and engagement five-year strategy: 2014-2019 
 
Executive summary 

 
As we plan, deliver and manage change within our health and social care system, working 
together with our clinical membership (practices), our patients, partners, health service 
providers and members of the public must be at the core of everything that we do. 

 
The overarching aim of this communications and engagement strategy is to support the 
delivery of the CCG’s five year vision and plans for health and care through generating 
awareness, understanding, support, buy-in, ownership and action to deliver the significant 
transformational change required over the coming years. 

  
As a CCG we want to be able to try new things and pilot exciting initiatives to improve 
patient experience and cost effectiveness. To do this effectively will require co-production 
with our communities and health and care providers across all sectors of the NHS.  
 
We are already involving patients, and the public and stakeholders to inform and develop 
our plans through consultation and engagement both face to face and online.  

 
However there is much still to do, both in terms of building on the partnerships we have 
developed to date, and in creating new, dynamic ways of working with people across 
Portsmouth. 
 
It is also important that we find the most appropriate ways of communicating with our 
different audiences, to ensure that we are sharing our vision, plans and progress in a way 
that local people can fully understand and respond to. 

 
This five year strategy sets out some ideas for how this might happen – in working with our 
member practices to ensure robust and effective clinical engagement; in involving our 
partners, both statutory and those from the voluntary sector in developing and determining 
the best approaches for local health services; and in working with patients and the public 
in both seeking their views and experiences of the services we provide and how we can 
transform these, and co-produce innovative care pathways. 

 
At its heart are five key aims which are: 
 

1. Involving member practices, the wider clinical community, our communities and 
partners in co-producing health services that improve quality and productivity, 
including seeking, collecting and acting on their views so local needs/wants are 
reflected in the services we commission;  

2. Involving constituent member practices to ensure their views are used in the 
running of the CCG as an organisation and supporting them to promote their work 
and successes; 

3. Increasing awareness of, and confidence in the CCG as a responsive and inclusive 
commissioning organisation; 
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4. Empowering individuals to improve their lifestyle choices and support the 
development of individual participation; 

5. Capturing insights on patient experience and use these to transform the quality of 
care and treatment for local people in the services we commission. 

 
This strategy can be delivered if the CCG: 
 

• proactively engages all stakeholders in designing, planning and delivering local 
healthcare services; 

• listens to stakeholders and works with them in order to transform and develop 
healthcare services that have greater value for local healthcare consumers and equip 
them to make informed lifestyle choices; 

• builds an active constituent practice membership and, using their unique position in 
the health system, gathering insights from service users and transforming patient 
pathways to deliver the best outcomes and experiences whilst making the best 
possible use of limited resources; 

• proactively engages the entire range of media to communicate with all sections of the 
community; 

• is accountable to local people for all decision making 
• proactively engages diverse communities through innovative outreach programmes 

in line with the Public Sector Equality Duty; 
• establishes a strong brand identity and improves awareness, perception and 

reputation of the organisation and its activities. 
. 

The CCG’s shared communications and engagement team will clearly have a role to play 
in facilitating and co-ordinating many of the actions outlined above. Progress against 
delivering the aims and objectives of the strategy will be monitored through a detailed 
implementation plan that will help build, establish and embed a range of tools and 
mechanisms to support communications and engagement within the CCG and with a 
broad, diverse range of partners and stakeholders. 
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1. PURPOSE 
 
1.1. The purpose of this document is to outline how NHS Portsmouth Clinical 

Commissioning Group (CCG) will engage and communicate with its key audience 
groups more effectively and use their experiences and views to transform local 
health care.  

 
1.2. This document: 

 
• sets out principles and key aims for all communications and engagement 

activity; 
• describes the CCG’s duty to communicate with and engage all of its 

stakeholders;  
• identifies and analyses the stakeholders with whom the CCG works to deliver 

its strategic goals; 
• establishes a strategic framework of aims and objectives to ensure that 

communications and engagement activity reaches all stakeholders and 
supports the CCG’s strategic aims and objectives 

• describes the governance arrangements for communications and 
engagement; 

• identifies the communications and engagement capacity that will be required 
to deliver these objectives. 

 
 
2. WHY COMMUNICATIONS AND ENGAGEMENT IS IMPORTANT 

 
2.1. Successful NHS organisations generally are those which engage and communicate 

effectively with all their key audiences – members, staff, patients, stakeholders and 
partners and the public.  
 

2.2. Effective communications and engagement will support the CCG in achieving its 
vision, ambitions and priorities, as set out in Appendix 1, by: 

 
• proactively engaging all stakeholders in designing, planning and delivering 

local healthcare services; 
• listening to the views of all stakeholders and working in partnership with them 

in order to transform and develop healthcare services; 
• building an active constituent practice membership, using their unique 

position in the health system to gather insights from service users and 
providers to help transform patient pathways; 

• proactively engaging the entire range of media to communicate with all 
sections of the community; 

• being accountable to local people for all decision making; 
• engaging diverse communities through innovative outreach programmes in 

line with the Public Sector Equality Duty; 
• establishing a strong brand identity to improve awareness, perception and 

reputation of the organisation and its activities. 
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2.3. A set of core principles underpins this communications and engagement strategy. 
These are: 
 

• being open, honest, timely and transparent when communicating and 
engaging with member practices, the wider clinical community, our 
communities and partners; 

• ensuring communication and engagement is meaningful, targeted and 
integral to our business planning and decision making processes; 

• supporting the ethos of ‘No decision about me without me’; 
• being inclusive and seeking the views from all sections of our communities; 
• being accountable and demonstrating how we have acted on the feedback 

we have received; 
• making everyone in the CCG responsible for communications and 

engagement. 
 

2.4. During 2013/14, its first year as accountable, statutory organisation, the CCG has 
had a number of successes in its communications and engagement work.  
 
These include: 
 

• developing and launching a new public website; 
• establishing the Patients’ Participation Group Forum where patient 

representatives from across the city regularly meet with the CCG to discuss 
health issues; 

• establishing Healthy Discussions – an online network for Portsmouth 
residents interested in regularly commenting on a range of health issues;  

• liaising regularly with key stakeholder organisations including Portsmouth 
Healthwatch, the Portsmouth Health and Wellbeing Board and the 
Portsmouth Health Overview and Scrutiny Panel; 

• producing regular newsletters which are distributed to key stakeholders and 
interested parties; 

• developing an internal monthly staff newsletter; 
• running a week-long Urgent Care awareness campaign with the Portsmouth 

News which resulted in more than 400 response to a survey and producing a 
booklet advising people of the various local NHS urgent care services 
available to them; 

• increasing the use of social media including regular use of Twitter, and 
developing a blog page for lead CCG members on our website; 

• developing five questions as part of the planning process which help to 
identify the engagement requirements of each project / programme of work; 

• work towards developing a Commissioning Engagement Programme which 
identifies both engagement opportunities and the timescales for the key 
commissioning projects for 2014/15; 

• developing a CCG Communications Network to increase our partnership 
working with the other CCGs across Southampton, Hampshire and the Isle of 
Wight; 

• engaging with Portsmouth people through a range of opportunities with 
partners including the voluntary and not-for-profit sectors’ Happy Hour, the 
city council’s annual communities day, Portsmouth Hospitals NHS Trust’s 
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annual open day and student events at the University of Portsmouth and 
Highbury College. 

 
2.5  Much of the activity and many of the tools outlined above have been a useful 

foundation to build on as the CCG has faced a growing range of 
communication and engagement demands during 2014/15. The 
communications team has captured these in the supporting Work Plan 
document which is a regularly updated. 
 

3. OUR DUTIES 
 

3.1. There are a number of legal duties, guidelines and requirements that CCGs are 
required to meet as NHS organisations where engagement and patient 
participation is concerned. These are set out more fully in Appendix 2. 

 
 

4. SITUATIONAL AND STAKEHOLDER ANALYSIS FINDINGS 
 
4.1. A situational and stakeholder analysis, set out in Appendix 3, has been undertaken 

and the following key findings used to develop this strategy: 
 

• Local people are keen to be involved in the work of the CCG and have their 
views and feedback taken into consideration. 

• The CCG has established a range of communications and engagement 
routes with local people, groups and representatives which provide a strong 
foundation to develop co-commissioning and co-production. 

• The CCG has a good relationship with the local daily paper but there are 
opportunities to use on-line and social media networks more frequently. 

• Our partners want to work closely with us and are keen to identify 
opportunities to communicate and engage with local people together. 

 
4.2. The duty to inform and involve patients and the wider public is enshrined in our 

constitution. The CCG has a dedicated Communications and Engagement Team 
which is shared with Fareham and Gosport and South Eastern Hampshire CCGs 
as one health system. The team will work to deliver the actions set out in this 
strategy but these can be delivered more effectively if the principles of effective 
communication and engagement are recognised by all CCG staff, and members 
within primary care teams. 

 
Effective communications, engagement and consultation will help the CCG in a 
number of ways including: 
 

• better decision making – involving patients in decisions about their own 
health and care can improve outcomes and patient experience;  

• transforming how health care delivered – co-producing innovative pathways 
and service design with constituent GP members, the wider clinical 
community, our communities and partners can make it easier to manage 
risks and deliver difficult change successfully; 

• improving services – gathering and using patient experiences can help the 
organisation commission and deliver services more effectively; 
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• reducing demand – Informing and engaging people can increase self-care, 
improve take-up rates for healthy options, and reduce inappropriate service 
use. 

 
 

5. GOALS, AIMS AND OBJECTIVES 
 

5.1. This communications and engagement strategy has been developed to help the 
CCG to meet the priorities set out in its 2020 Vision – Five Year Strategy 
document. There are five key ways in which improved communications and 
engagement can help achieve this and these are set out in the following table: 

 
Aim one 
Involving member practices, the wider clinical community, our communities and 
partners in co-producing health services that improve quality and productivity, 
including seeking, collecting and acting on their views so local needs/wants are 
reflected in the services we commission  
 
Objectives 
1. Building on work undertaken with Healthy Discussions to date, develop a dedicated 

database of individuals being involved in the CCG’s business and logging their 
health interests so they can contribute to the development of the CCG’s 
commissioning plans and undertake a recruitment campaign with the aim of 
registering at least 100 local people 

2. Using a single, shared database, work with partners and stakeholders to develop a 
proactive programme of engagement opportunities (mapping existing events, 
stakeholder and community meetings) in order to inform commissioning intentions, 
QIPP plans, service redesign projects, commissioning decisions and contracts 

3. Work with partners and stakeholders to identify shared engagement opportunities, 
including those with seldom heard groups and BME communities 

4. Develop a process to provide assurance to the Governing Board that the CCG is 
meeting its statutory duties with regards to patient and public involvement in a 
manner which supports the delivery of the CCG’s five year strategy 

5. Review current social media use by the CCG and develop plans to increase the 
way we use digital and social media tools in our communications and engagement 
activity. 
 

Aim two 
Involving member practices to ensure their views are used in the running of the 
CCG and supporting them to promote their work and successes  
 
Objectives 
1. Identify ways in which communication and engagement with local practices can be 

enhanced, including supporting the implementation of a GP Membership 
Engagement Plan 

2. Provide ongoing communications and media support to all member practices 
3. Provide regular updates on the work of the CCG through existing communications 

and engagement channels. 
 
 

Aim three 
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Increasing awareness of, and confidence in the CCG as a responsive and 
inclusive commissioning organisation 
  
1. Devise a rolling media programme built on core corporate messages with the aim of 

increasing coverage by local media channels of the CCGs work 
2. Increase proactive media work to raise awareness of the CCG’s activity 
3. Work with partners to capitalise on existing channels for direct communication with 

the local population such as City Council publications, partner websites, Trust 
publications, voluntary sector networks and publications 

4. Ensure a robust media handling policy is in place (routinely and available out of 
hours) and all media enquiries are handled effectively  

5. Work collaboratively with the City Council and voluntary sector to continue to 
identify key partner groups and coordinate a programme of regular attendance by 
Governing Board clinicians and chief officers 

6. Ensure all Governing Board clinicians, chief officers and any other appropriate 
senior staff are media trained 

7. Continue to develop the CCG’s website to promote its work, help local people 
navigate local health services and provide information about the CCG’s decision 
making process 

8. Undertake an Equality Analysis of the CCG’s communications and engagement 
activity with the aim of ensuring all CCG communication and information is 
appropriately targeted to improve the accessibility and reach, taking particular 
account of the needs of seldom heard groups and BME communities 

9. Regularly review all CCG publications to ensure they provide consistent and timely 
messages to their target audience whilst considering whether online alternatives 
may be more appropriate 

10. Review existing internal communications mechanisms. 
 

Aim four 
Empowering individuals to improve their lifestyle choices and support the 
development of individual participation 
 
Objectives 
1. Continue to develop the CCG’s website as a trusted and reliable source of, or 

signpost for, information on healthy choices, support for long term conditions and 
local health services 

2. Work with the City Council and voluntary sector to engage with seldom heard 
groups and BME communities to identify their specific barriers to making healthy 
choices and develop a programme to meet the needs of these groups 

3. Work with partners to capitalise on direct communication with the local population, 
and especially seldom heard groups and BME communities, through existing and 
effective channels that they already have in place  

4. Liaise with public health and communications colleagues at the City Council to 
support their marketing and communication campaigns on disease prevention and 
health promotion. 

 
Aim five 
Capturing insights on patient experience and using these to transform the 
quality of care and treatment for Portsmouth people in the services we 
commission  
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Objectives 
1. Work with the local authorities and voluntary sector to engage with seldom heard 

groups and BME communities to identify their specific concerns about local 
services and their barriers to accessing health services and develop a programme 
to meet the needs of these groups 

2. Work alongside the development of the Quality Hub whilst exploring the merits of 
other specialist software to facilitate the easy capture of informal and anecdotal 
insights from the local community so that these too can be analysed and 
considered in any plans to change local services. 
 

 
 

6. DELIVERING  OUR OBJECTIVES 
 
6.1. Governance  

 
The CCG has clear routes between itself and the local communities. A key one is 
that most GP practices have a Patient Participation Group and each of these is 
invited to be a member of a city wide Health Forum. This Forum is regularly 
attended by members of the CCG’s Governing Board and is chaired by a lay 
member. 
 

6.2. Working with our partners 
 
We will continue to work closely with our partners including Portsmouth City 
Council, Portsmouth Healthwatch and voluntary sector in the delivery of this 
strategy. This will have two key focuses.  
 
The first will be to ensure that our partners are able to share easily any feedback 
they receive on local services with the CCG so these valuable views can be used 
to inform and shape commissioning decisions and service redesign so local 
needs/wants are reflected in the services we commission. 
 
The second will be to identify and maximise opportunities to work together in our 
communication and engagement work including sharing the mechanisms used to 
reach and involve local people. 
 
In particular we are keen to work closely with Portsmouth City Council looking 
initially at aligning this communications and engagement strategy and its 
supporting implementation plan with existing local authority plans. 

 
6.3. Communication and engagement mechanisms 

 
A range of communications and engagement methods and materials have been, or 
will be, developed specifically for the CCG to provide two-way mechanisms for 
communication and regular updates. These include: 
 
Stakeholder and public communication 
 

• CCG website 
• Social media – Twitter presence 
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• E-bulletin/newsletter for constituent GPs 
• E- bulletin/newsletter for stakeholders  
• Statutory documents such as JSNA, 2020Vision strategy and Annual Report 
• Face to face briefings through regular stakeholder events 
• Face to face briefings though regular attendance at Healthwatch, Portsmouth 

Health Overview and Scrutiny Panel and other community meetings  
• Media releases and features. 

 
Constituent member and staff communications 

 
• PIP Extranet for GPs and Practice Managers  
• Intranet for staff  
• Internal monthly newsletter for staff  
• Face to face briefings through monthly GP events and Practice Manager 

meetings. 
 

6.4. Implementation plan 
 
An implementation plan has been developed to support the delivery of this 
strategy.  
 

The plan brings together all of the key actions and deliverables set out in the 
strategy (section 6) and provides an ongoing means by which progress can be 
measured against each of the aims and its associated objectives. It will be updated 
on a regular basis.   

 
 

7. COMMUNICATIONS AND ENGAGEMENT SUPPORT 
 
7.1. The CCG has a dedicated Communications and Engagement Team. This team is 

shared by Portsmouth CCG, Fareham and Gosport CCG and South Eastern 
Hampshire CCG. 

 
Management accountability for this team rests with the Chief Development Officer 
for Fareham and Gosport and South Eastern Hampshire CCGs. 

 
7.2. We intend to maximise economies of scale and efficiency that come from pooling 

our resources with other agencies commissioning health and social services for 
Portsmouth people. This presents an opportunity to work together with the city 
council through joint arrangements (eg Better Care Fund) as well as to engage and 
seek the views of Portsmouth people.  

 
 

8. RISKS 
 
8.1. Communications and engagement risks will be identified through the appropriate 

risk management process and register maintained by the CCG.  
 
The most significant risks, in communications and engagement terms, relate to 
damage to the reputation of the CCG and loss of credibility amongst key 



 

Portsmouth CCG Communications and Engagement Five-year Strategy (v1)    Page 10 of 21 
Updated on 12/11/2014 

 

audiences. 
 

8.2. Risks might manifest themselves in varying ways and could apply to the whole, or 
parts, of the organisations. Examples include: 
 

• People in Portsmouth not knowing what services are being commissioned or 
why they are not commissioned (particularly drug treatments) 

• Lack of clarity over what services are available, where and when – for 
example, urgent care where people may be directed to the wrong point of 
care causing additional unnecessary demand on already pressurised 
services 

• Losing support for plans through lack of thorough engagement and 
understanding, which may cause costly delays or means that out of date 
services cannot be modernised 

• Lack of appropriate clinical engagement and communications may result in 
loss of clinical support and enthusiasm to drive through service 
improvements 

• Difficulties in retaining and recruiting staff, particularly if the CCG’s reputation 
or credibility is under fire 

• Increased scrutiny by NHS England, Department of Health or other scrutiny 
bodies such as the Portsmouth Health Overview and Scrutiny Panel if 
perceptions of local people and partners about the CCG are poor 

• The loss of trust and support of local communities. 
 
 

9. EVALUATION 
 
9.1. The success of our approach to communications and engagement will be 

evaluated by a number of factors. Key determinants will be: 
 
• Media analysis – ongoing monitoring and assessment of national, local and 

specialist media coverage and its impact 
• Partner/member perception – surveys and other work to determine key 

partners’ perception of the CCG as an organisation, and as a partner 
• Public perception – regular surveying of the public and analysis of responses 

using web based tools and other approaches where appropriate; using 
national surveys too, where they exist 

• Staff perception – staff survey and internal communications survey. 
 

A broader list of measures includes: 
 
• Feedback from staff, Governing Board meetings and local communications 

and engagement networks 
• Regular feedback from the PPG network forum 
• Complaints and compliments 
• Feedback on corporate publications and patient information 
• Feedback from national and local patient opinion surveys 
• Monitoring the public websites visitor numbers and feedback mechanisms to 

identify areas of good practice and areas for improvements 
• Building evaluation mechanisms into all campaigns 
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• General feedback from partner organisations (not just through surveys) 
• Regional and national recognition and awards for communications activity. 
 
 

10. REVIEW PROCESS 
 
10.1. This Communications and Engagement Strategy will be reviewed annually in 

light of the feedback gained from the measures above. 
 
 
 
 
Elizabeth Kerwood and David Barker, Heads of Communications and Engagement 
November 2014 
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Appendix 1 
 
ORGANISATIONAL VISION, AMBITIONS AND OBJECTIVES 

 
1. Developing our vision and ambitions 

 
The CCG has recently developed its 2020 Vision strategy following an extensive period of 
engagement.  

 
The strategy’s vision and plan grew from a concerted effort to listen to local people, 
member practices and our colleagues working in other parts of the health and social care 
system.  

 
2. Vision 

 
The CCG’s vision is for Portsmouth residents to live longer and healthier lives. We will 
strive to improve health and wellbeing through our GP surgeries as members working with 
our patients, the public and our partners. 
 
We want health services in Portsmouth to be safe, effective and affordable. Services need 
to work together offering care and support earlier, promoting independence and reducing 
inequality. Services need to be accessible and convenient. To achieve this we need to 
rethink where and how services are provided. 
 
3. Ambitions 

 
In five years’ time we want Portsmouth people to: 
 

• Receive effective services to meet their goals to manage their own health and stay 
well 

• Spend less time in hospital 
• Receive responsive services which help them to maintain their independence 
• Have access to the right information and support about services available 
• Have a voice about how services are designed and delivered 
• Feel confident that their care is co-ordinated and that they only have to tell their 

story once 
• Benefit from the use of technology to help them stay well. 

 
4. Main priorities 

 
In order to deliver our vision and ambitions for Portsmouth people we believe we must 
focus on the following four priorities: 
 

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

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

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

4. With our partners, we will tackle the biggest causes of ill health and early death, 
and promote wellbeing and positive mental health. 
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Appendix 2 
 
DUTIES 
 
The Health and Social Care Act 2012 introduced significant amendments to the NHS Act 
2006. CCG’s have two legal duties regarding individual and public participation. These are 
to enable: 
 

• Patients and carers to participate in planning, managing and making decisions 
about their care and treatment, through the services they commission 

• The effective participation of the public in the commissioning process itself, so that 
services provided reflect the needs of local people. 

 
It is important to recognise that participation is not only about legal requirements. It 
underpins everything the NHS does. NHS England’s planning guidance, ‘Everyone counts: 
Planning for patients 2014/15 to 2018/19’ sets out clear expectations of how participation 
is central to making changes that result in more responsive health services, improving 
outcomes for patients, addressing local priorities and meeting the rights people have under 
the NHS Constitution.  

 
The ‘Planning and delivering service changes for patients’ guidance published by NHS 
England in December 2013 sets out good practice when planning service redesign. These 
include the requirement of CCGs to assess proposals against the Government’s ‘four 
tests’ which are: 
 

• Strong public and patient engagement 
• Consistency with current and prospective need for patient choice 
• A clear clinical evidence base 
• Support for proposals from clinical commissioners. 

 
The ‘Transforming participation in health and care – The NHS belongs to us all’ guidance 
sets out how CCGs can fulfil their statutory duties and involve patients and the public 
effectively and systematically through individual participation, public participation and 
through insight and feedback. It also details how NHS England will work with its partners to 
support CCGs to do this. 

 
The duty of both CCGs to inform and involve patients and the wider public is enshrined in 
each of their constitutions. The CCGs have a dedicated Communications and Engagement 
Team which they share with Portsmouth CCG as one health system which will deliver the 
work set out in this strategy but also expect their staff, and wider membership within 
primary care teams, to embed the principles of effective communication and engagement 
within their day to day activities. 

 
Effective communications, engagement and consultation will help the CCGs in a number 
of ways including: 
 

• Better decision making – Involving patients in decisions about their own health and 
care can improve outcomes and patient experience 

• Transforming how health care delivered – Co-producing innovative pathways and 
service design with constituent GP members, the wider clinical community, our 
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communities and partners can make it easier to manage risks and deliver difficult 
change successfully 

• Improving services – Gathering and using patient experiences can help the 
organisation commission and deliver services more effectively 

• Reducing demand – Informing and engaging people can increase self-care, 
improve take-up rates for healthy options, and reduce inappropriate service use. 
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Appendix 3 
 
SITUATIONAL AND STAKEHOLDER ANALYSIS 
 
As the organisation responsible for the commissioning of health services for a population 
of around 208,000, Portsmouth CCG has a large number of stakeholders who have a 
statutory right to have a say in our work or who have an interest in influencing our 
business. 
 
We have undertaken the following situational and stakeholder analysis and the key 
findings from have been used to develop this strategy. 
 
1. Stakeholder survey on communication and engagement 

 
A stakeholder survey, conducted in March 2014 and focussing on communications and 
engagement issues, has help us in the development of this strategy. This is an ongoing 
survey with results here based on 30 responses including patient group representatives, 
member practices, Portsmouth City Council, voluntary organisations and provider Trusts. It 
showed that:  
 

• 100% felt they had been engaged by the CCG a great deal/fair amount with 97% 
feeling very/fairly satisfied with the way in which they were engaged and 73% 
saying the CCG has listened to their views 

• 63% said the CCG has acted on their suggestions 
• 83% said they strongly/tend to agreed that the CCG involves the right people 

and organisations when making commissioning decisions with 93% saying they 
have confidence in the CCG to commission high quality services for the local 
population and 67% reporting they understand the reasons for the decisions the 
CCG makes when commissioning services  

• 80% agree that the CCG effectively communicates it’s commissioning decisions 
• 97% feel able to raise concerns about the quality of local services with the CCG 

with 83% reporting confidence in the CCG to act on this feedback 
• 83% felt they knew a great deal/fair amount about the CCG’s plans and priorities 

with 77% reporting they had been given the opportunity to influence these and 
60% saying they felt the CCG had taken the comments they made on board. 

  
2. Local people 

 
An analysis of the health profiles of the Portsmouth population shows that: 
 

• 208,900 people live in Portsmouth with 217,562 people registered with a 
Portsmouth GP 

• In the last ten years the biggest growth in our population has been in the over 85 
years age group with an increase of 12% 

• Over 17,000 Portsmouth residents are unpaid carers looking after family or friends. 
 
As you might expect within a diverse area, the health picture for our population varies. 
Economic and lifestyle factors can be a big influence on health and we know that there are 
areas of significant deprivation in the city and this can have a big impact on people’s 
health and wellbeing. 
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We know that: 
 

• Men have a shorter life expectancy then those living in similar cities due to high 
levels of smoking, alcohol misuse and obesity 

• Almost half of all the deaths in Portsmouth are caused by heart disease, stroke, 
cancers and respiratory conditions  

• Heart disease is the most common cause of all early deaths 
• Early death rate from cancer for Portsmouth residents is significantly above the 

England rate 
• 24% of children live in poverty with it being even higher in some wards (Charles 

Dickens ward) 
• A high number of women smoke during their pregnancy and more women need to 

breastfeed their babies for longer 
• Obesity rates for children (in school year six) are declining but still much higher than 

they should be 
• Over half of older people in the most deprived areas in Portsmouth live in poverty 

contributing to a higher level of deaths in the winter that would be expected 
• The level of Chronic Obstructive Pulmonary Disease (COPD) in Portsmouth is 

comparable to England but COPD early death is significantly worse than the 
England average. 
 

Opportunities: The most recent national ICM survey (2012) identified that the majority of 
the public (70%) remain satisfied with the running of the NHS with fewer people feeling 
dissatisfied with how it is run. In the most recent GP Survey 89% of Portsmouth people felt 
their overall experience of their GP surgery was very/fairly good. In addition 80% said they 
would definitely/probably recommend their surgery to someone who has just moved to the 
local area. 
 
We have a range of communications and engagement routes with patients including social 
media, Patient Participation Groups, enquiries and complaints, incident information and 
focus groups. The CCG can build on this foundation and strengthen these mechanisms by 
making better use of interactive media and opportunities for joint engagement with partner 
organisations such as the city council to actively collect the insights of local people to 
inform our decision making and develop co-commissioning and co-production. 

 
Challenges: The CCG regularly monitors the complaints and enquiries it receives for 
common trends. It must be cognisant of these local concerns and seek to address them 
through its commissioning plans.  
 
A range of NHS and partner organisations are seeking to communicate with and engage 
service users about their experiences and their preferences. This can lead to ‘consultation 
fatigue’ and / or confusion about what is being asked and why. The CCG plans to actively 
work with local partners to identify opportunities for joint engagement mechanisms to avoid 
‘over consulting’ and to make the best use of scarce resources. Work with the city council 
and provider trusts will be particularly important here to identify shared approaches to 
engagement. 
 
Equality analysis work has shown that more work needs to be done to establish and 
develop stronger links with all of the groups that comprise the ‘Protected Characteristic’ 
groups in the Equality Act 2010. Protected characteristics are:  
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• Age 
• Disability 
• Gender reassignment 
• Marriage and civil partnership 
• Pregnancy and maternity 
• Race 
• Religion or belief 
• Sex 
• Sexual orientation. 

 
3. Media 

 
There is one daily local paper in the CCG’s area – the Portsmouth News which has an 
active interest in local health issues. BBC local radio and TV are also regularly interested 
in local health stories and there are also a number of other local independent radio 
stations (including Express FM which has a strong focus on Portsmouth) as well as 
Meridian TV. 
 
Whilst the current economic climate means that some have scaled back on their news 
activity they remain an important communications channel for the CCG to consider, in 
terms of news and campaign output. 
 
Opportunities: There is significant media interest in commissioning activity with the CCG 
receiving over 50 media enquiries in 2013/14. Relationships with local journalists are good 
and there is an opportunity to increase and maximise positive media coverage of the CCG. 
 
There is a heavy reliance on print media (75% of media enquiries) with the larger, regional 
audiences of local broadcast media (over two million) only accounting for 25% of the 
media work and work with on-line or social media networks was virtually non-existent. The 
CCG therefore needs to increase its coverage on broadcast media and its use of social 
media in order to maximise the audience it can reach. 
 
Challenges: The creation of eight CCGs across the SHIP area, combined with some 
confusion over the new NHS architecture means that the CCG is competing with a number 
of other NHS organisations for media space. The CCG will need a proactive media 
strategy to ensure it establishes a profile with local media, especially broadcast and other 
media which span CCGs boundaries. The increased use of social media enables anyone 
to be a roving reporter and the CCG will need a clear strategy on pro-actively handling 
comments made through this medium.  
 
4. Professionals 

 
CCG staff: The CCG employs a relatively small number of staff and there are a number of 
ways of communicating with them in place. As a smaller, more local organisation there is 
real opportunity for the CCG to ensure staff remain informed and involved in its decision 
making. 
 
Constituent GPs and other primary care professionals: Engagement of and 
communications with GPs and practice nurses is crucial to the development of an effective 
CCG. A programme of dialogue with this group, which has been in place for many months, 
will need to be continued and developed to ensure that GPs feel sufficiently involved in the 
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work of the CCG. Our approach to this has included GP events, educational sessions, 
elections, Governing Body member visits to all practices, practice nurse training events, 
practice nurse visits and a weekly electronic bulletin. 
 

Practice staff: There are 26 GP practices across Portsmouth. The involvement of practice 
staff is crucial to the success of the CCG and there is practice manager representation on 
the CCG’s Governing Body. The CCG holds regular meetings with Practice Managers 
which support the development of information and engagement processes to engage the 
wider cohort of practice staff.  
 
NHS Trust staff: Local NHS Trusts are some of the largest employers in the area, with 
approximately 7,500 staff employed at Portsmouth Hospitals NHS Trust and 3,800 at 
Solent NHS Trust and 8,000 at Southern Health Foundation NHS Trust. National research 
suggests that 24% of staff get their perceptions of the NHS from friends / family that work 
in the service so it will be important for the CCG to proactively target this group to raise 
awareness of its work and seek views about its plans. The engagement of secondary care 
clinicians will also be crucial to the successful delivery of CCG’s QIPP plan. 
 
Opportunities: As a smaller, more local organisation it is important for the CCG to ensure 
that its staff remain informed and involved in its decision making. The CCG employs a 
range of mechanisms to do this with the underlying principle that we wish staff 
communications to be informal and interactive. 
  
And as a clinically led organisation opportunities exist for GPs to engage closely with their 
secondary care colleagues. The creation of clinical leads for specific service areas is 
designed to facilitate this dialogue and a range of health system wide meetings / networks 
also allow GPs from the CCG to have direct interaction and dialogue with secondary care 
colleagues. The governance structure also includes a secondary care clinician on the 
Governing Body. 
 
Challenges: We are proactive in engaging practice managers and constituent GPs and 
have developed a governance structure designed to promote interaction with GPs and 
practice managers and ensure their individual and collective views are fed into CCG 
decision making. The recent stakeholder survey indicates that whilst our constituent GP 
practices feel they have been engaged with not all would agree that their views have been 
listened to. This highlights the need to develop this work further including ensuring we 
engage further with GPs who are not members of the Governing Board and all practice 
staff. 
 
 
5. Politicians 

 
Portsmouth people are represented by two MPs and 42 city councillors. Communication 
with, and engagement of, local politicians is already established through a combination of 
face to face meetings with MPs and councillors. The CCG produces regular stakeholder 
newsletters and updates. 
 

Opportunities: It is important to continue to pursue the constructive relationships that have 
been established with our local politicians. By working together with this influential 
stakeholder group we can become a powerful advocate for local patients and ensure that 
we support all our partners to improve the health of local people and support them to make 
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healthy choices. We hold regular meetings with local elected members and play an active 
part in the Portsmouth Health and Wellbeing Board.  
 
Challenges: Feedback from our stakeholder events shows that in terms of how we 
communicate and engage with local councillors, council staff and politicians there is no 
one size fits all approach but a combination of tools and processes need to be used 
including face to face meetings, briefings and email/newsletter updates. 

 
6. Partners 

 
The CCG has a substantial partnership agenda and links with a wide range of statutory 
and non-statutory organisations and bodies, including:  Portsmouth Health and Wellbeing 
Board, the NHS England Wessex Area Team, the City Council, University, local health 
care providers and our neighbouring CCGs, a side range of voluntary organisations, 
Healthwatch, Public Health England and a range of other public sector agencies. There 
are well established links with the communications teams from Portsmouth City Council, 
Portsmouth Hospitals NHS Trust and Solent NHS Trust, amongst others, and the CCG 
communications team also participates in a city wide communications-leads network. 
 
Opportunities: Strong, constructive relationships with local partners can help the CCG 
become a powerful advocate for local patients; support co-commissioning and co-
production; and help us to better understand the health behaviours and views of 
Portsmouth people. Working constructively with the local voluntary sector will proactively 
support an integrated care model and help us deliver our priorities. We have already 
started to build these partnerships holding a number of meetings with local partners and 
holding stakeholder events to help us develop our five year strategy.  
 
Challenges: Again feedback from stakeholders shows that there is no one size fits all 
approach to communicating effectively with our partners but a combination of tools and 
processes need to be used.  

 
7. Providers 

 
We commission services from a number of local NHS Trusts. The CCG holds regular 
meetings with each provider and there is regular communication and engagement 
between officers and clinicians from the CCG and each Trust. Well developed, strong links 
exist between CCG and provider communications teams and we would seek to ensure that 
these are further developed, particularly around areas such as urgent care and the Better 
Care Fund. 
 
Opportunities: Local NHS providers employ a large number of local people and they 
already have established mechanisms for engaging local people and gathering insights 
about patient experience. We aim to work with local providers to reach these groups and 
gain greater insight into staff and patient’s views of the services we commission. Building 
constructive relationships and dialogue with both executives and clinicians in local Trusts 
will support us to commission effectively. We are working closely with Fareham and 
Gosport and South Eastern Hampshire CCGs to engage local providers across our local 
health system and already have a number of health system-focused mechanisms 
established to facilitate this such as regular Board to Board meetings.  
 
Challenges: With no growth in NHS spending inevitably local commissioners are required 
to have difficult conversations and negotiations with NHS providers in order to deliver our 
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plans. This presents a potential challenge for the CCG. We aim to mitigate this risk by 
developing good relationships with our clinical colleagues in secondary care and driving 
forward innovative clinical commissioning plans focused on quality.  
 
 
Appendix 4 
 
Other supporting documents  
 

• Work Plan 
• Strategy summary 
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Portsmouth CCG: Communications & Engagement Strategy 

AIM:   
Support the delivery 
of the CCG’s five year 
strategy by 
generating 
awareness, 
understanding, 
support, buy-in, 
ownership and action 
to deliver the 
significant 
transformational 
change required over 
the coming years 

WE NEED TO: 
• Build on what we 

have set up to 
date 

• Be innovative in 
how we engage 
with people, not 
rely on 
traditional ways 
such as surveys 

• Build up our 
networks of 
patients/groups/
members 

Key audiences 
 

• GP members 
• Patients and 

public 
• Partners 

IMPORTANT TO: 

Proactively engage all 
stakeholders/partners 

Help shape future service 
redesign 

Listen to views Can’t operate in isolation 

Build active GP 
membership 

Use unique insight to help 
transform services 

Use entire range of 
media 

Get the balance right to 
ensure widest possible reach 

Be accountable Build trust and recognition 

Engage diverse 
communities 

Get broadest possible insight 
and meet our Equality Duty 

Build on identity Help understand role of CCG 

DRAFT 

Draft strategy: discussion points 
 
• We have included five draft objectives in the Communications and Engagement Strategy which link to the priorities in the 

CCG’s five year strategy (see overleaf). Do these seem about right or are there other things we need to consider? 
• We plan to use a range of ways to communications with local people such as the local media, websites and Twitter. Do you 

have a preference to how we communicate with local people? 
• We plan to use a range of ways to ask local people for their views and feedback such as attending local events and using 

social media. Do you have a preference to how we seek your views? 
• We are starting to work closely with the local council and voluntary services. Do you think there are others we should work 

closely with as well? 



Comms objectives 
 

Link with CCG priorities 
 

Why important Development 
opportunities 

Involving member practices, the wider 
clinical community, our communities 
and partners in co-producing health 
services that improve quality and 
productivity (seeking, collecting and 
acting on their views so local 
needs/wants are reflected in the 
services we commission)  
 

We will ensure that when people receive 
health services they are treated with 
compassion, respect and dignity and 
that health services are safe, effective 
and excellent quality 
 

- Core requirement for CCG 
- Ensures the views of local 

people are taken into 
account when the CCG 
makes decisions 

- More sophisticated stakeholder 
management 

- Proactive forward planner for 
communications and 
engagement work 

- Greater use of web, digital and 
social media 

Involving member practices to ensure 
their views are used in the running of 
the CCG and supporting them to 
promote their work and successes  

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

- Value of insight from GP    
membership 

- Continue to foster sense 
of belonging to/ownership 
of CCG 

- Helps build positive local 
profile/reputation 

- More visible communications 
and engagement support to 
practices 

- Improve news service for GPs 
- Support primary care team to 

engage local GPs  
 

Increasing awareness of, and confidence 
in, the CCG as a responsive and inclusive 
commissioning organisation 

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

- Helps CCG demonstrate a 
local leadership role for 
NHS 

- Telling story once is a key 
patient requirement; 
meeting this goal would 
help build confidence in 
CCG 

- Rolling proactive media/social 
media/web  programme  

- Review  communications tools to 
make most effective use of 
resources 

- Develop communications links 
with our partners 

Empowering individuals to improve their 
lifestyle choices and support the 
development of individual participation 
 

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

- Core requirement for CCG 
around individual 
participation 

- Prevention and self care  
important 

- Closer links with the council and 
voluntary organisations 
communications teams and 
channels to maximise reach 

- Working with our partners on 
public campaigns  

Capturing insights on patient experience 
and using these to transform the quality 
of care and treatment for Portsmouth 
people in the services we commission  

We will ensure that when people receive 
health services they are treated with 
compassion, respect and dignity and 
that health services are safe, effective 
and excellent quality 

- Core requirement for CCG 
- Ensures the views of local 

people are taken into 
account when the CCG 
makes decisions 

- Explore options around 
capturing  feedback and insight 
particularly  ‘casual comments’ 
and around Black, Minority and 
Ethnic/seldom heard groups 

1 

2 

3 

4 

5 
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Communications and Engagement Team 2014/15 workplan 
 
The Communications and Engagement Team is designed around portfolios which support the strategic objectives/priorities of the three CCGs 
and key OD priorities. The portfolios and communications leads are: 
 

1. Urgent Care – David Barker/Nick Brooks 
2. Integration/Better Care Fund – Elizabeth Kerwood/Nick Brooks 
3. Elective care – Elizabeth Kerwood/Nick Brooks 
4. Prevention – David Barker/Brenda Woon/Cathy Greig 
5. Quality – Elizabeth Kerwood/Brenda Woon 
6. Profile/internal communications – David Barker/Mark Wingham/Cathy Greig 
7. Estates issues – David Barker/Mark Wingham 

 
A final section has been added for supporting work routinely carried out by the team. 
 
The CCGs that each work area being undertaken by the team relates to is identified with the following colour code in the CCG column. 
 
Compact  
(across all three CCGs) 

 

Portsmouth CCG  
Fareham and Gosport CCG  
South Eastern Hampshire CCG  
F&G and SEH CCGs  
Pan Hampshire/SHIP  
 
 
Area Work area CCG Progress RAG Comments 

1.
 

U
rg

en
t C

ar
e 

Urgent Care campaign  • Work with Portsmouth University underway 
• Dedicated Urgent Care Facebook page developed 

for launch in Self Care Week (17-23 November) 
• Bid for additional communications work submitted to 

Operation Resilience 
• Urgent Care guide produced/distributed 
• Specific Urgent Care guide for parents produced 

with Commissioning Team 

 
 
 

Paid for advertising will require 
funding   
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• Outdoor advertising first half of 2014 
• Regular media/social media activity to support key 

messages 
Four hour wait  • Weekly briefings for MPs on Emergency 

Department performances 
• Regular media/social media activity to support key 

messages 

 Briefings require input and approval 
by all three CCGs and PHT 

ISTC minor injuries/ailments 
contract renewal 

 • Phase 1 and Phase 2 engagement activities 
complete 

• Phase 3 engagement plan to support vision 
development work to be planned 

 Plan to be approved by PCCG 

2.
 

In
te

gr
at

io
n 

/  
B

et
te

r C
ar

e 
Fu

nd
 

Better Care Fund  • BCF Comms and Engagement Strategy being 
refreshed 

  

Better Care Fund  • Part of NHS/PCC communications group 
• Support for launch event 
• Regular meetings held with comms lead 

  

Portsmouth Integrated 
Commissioning Unit 

 • Support provided as required re webpages 
• Look to ICU for opportunities for proactive media 

  

Surgery Signposters  • Ongoing discussions held with the voluntary sector 
• Project brief developed 

 Project brief to be agreed 

Voluntary sector database/online 
tool 

 • Ongoing discussions held with the voluntary sector 
• Funding paper for Clinical Cabinet to be written 

 Clinical Cabinet paper to be shared 
with CVS’ for comment 

Nursing home project  • Support to be provided as required   

3.
 

El
ec

tiv
e 

ca
re

 

Falls  • Engagement plan developed 
• Engagement activity undertaken and report being 

produced 

  

Patient Transport  • Provider has been appointed and announcement 
made 

• Comms work to be led by provider with support from 
CCGs 

 Ongoing – contract started wef 
October 1st 

IVF / Assisted Conception  • Priorities Committee developing a recommendation 
for SHIP CCGs to consider 

• Engagement plan developed 
• Engagement activity complete and report being 

developed 

 Ongoing with regular review across 
all SHIP CCGS 

4.
 

 

Campaign work with partner CCGs   • Comms Network to discuss potential of two pan  Discussions underway 
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SHIP campaigns  
Campaign work with local 
authorities 

 • Supporting local authorities with public health 
campaigns – Alcohol 
Awareness/Smoking/Healthchecks 

 Discussions underway including 
joining relevant planning meetings 

Supporting older people  • Communications support for the October Info Fest   Led by Gosport Borough Council 
Diabetes  • Foot care awareness event being planned with 

Diabetes UK  
 Ongoing 

Event being held on November 24 
Flu  • Flu plan developed and shared  National guidance recently 

published 
Winter (inc hand washing)  • Winter plan to be developed  West Hampshire CCG to lead on 

development of a SHIP wide winter 
plan 

Exercise on Referral  • Communications support provided as required  Led by Hampshire County Council 

5.
 

Q
ua

lit
y 

Quality Hub  • Support provided as required  Led by Quality Team 
‘You said, we did’ approach  • ‘You said, we did’ website pages to be regularly 

updated 
  

Review mechanisms for Portsmouth  • Communications Team to understand the quality 
mechanisms used by Portsmouth (inc alerting of 
known safeguarding issues) 

 Discussions to be held with 
Portsmouth CCG 

6.
 

Pr
of

ile
/  

In
te

rn
al

 c
om

m
un

ic
at

io
ns

 

Pro-active media  • Pro-active media releases issued regularly   
Re-active media  • Re-active media handled as required   
Parliamentary Questions  • Parliamentary Questions handled as required   
FOI support  • Support provided for FOI responses as required 

• Publication Scheme to be developed following 
review of recently received FOI requests 

  

Publications  • Annual Reports (SEH/F&G/P) 
• Annual Reports summaries (SEH/F&G/P) 
• Five Year Strategies (SEH/F&G/P) 
• Five Year Strategies summaries (SEH/F&G/P) 
• Engagement Reports (SEH/F&G) 
• GP map (SEH/F&G/P) 

 • Complete 
• Complete 
• Ongoing (with NHS England) 
• Complete 
• Complete 
• Complete 

Websites  • Websites news areas regularly update 
• Websites review in light of new CCG Strategies 
• Quality section development to continue (SEH/F&G) 
• Web training provided to regular users 

  

Social media  • Tweets regularly added to three Twitter accounts  Ongoing –KPI for Twitter followers 
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• Portsmouth web blogs regularly updated 
• Portsmouth Life Channel adverts managed 

already met (increase by 20%) 

Stakeholder newsletters  • SEH CCG Chase Times 
• Stakeholder newsletters 
• Regular updates for Portsmouth HOSP quarterly 

update formal letter  

  

Articles for PIPs   • Regular items produced for three PIP sites   
Updates for partner organisations  • Updates regularly produced for five partner 

publications 
  

HQ move  • Support provided as required 
• To be a member of the working group(s) 

  

Integrated and co-commissioning 
agenda and changes 

 • Support provided as required   

Internal communications   • Review of internal communications 
• Commissioning Times (SEH/F&G) 
• Business briefings (SEH/F&G) 

 Review to be undertaken 

7.
 E

st
at

es
 is

su
es

 

St James Hospital review   • Support provided as required  Led by NHS Property Services 
Chase Community Hospital 
redevelopment  

 • Chase Communications and Engagement Task and 
Finish Group supported 

• Project Board and Steering Group attended 
• Summer engagement programme developed and 

underway 
• Ongoing pro-active media work to be planned 

  

Oak Park Community Clinic   • Support provided as required   
Fareham Community Hospital   • Support provided as required   

Su
pp

or
t a

ct
iv

iti
es

 

Engagement forward planners   • Engagement forward planners produced 
• Engagement forward planners to be regularly 

updated 
• Engagement activities to be forward planned using 

the forward planners 

 Engagement plans for future 
engagement activities to be 
developed 

Engagement logs  • Engagement logs to be regularly updated 
• Engagement logs to be added to websites 

  

Healthy Discussions  • Promote and support  
• Run engagement activity 

  

Reconfiguration grid for NHS 
England 

 • Regularly completed and submitted   
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Locality Patient Groups support  • Four Locality Patient Groups supported   
Portsmouth PPG network  • Support for quarterly meetings 

• Set up forum 
  

Community Engagement 
Committees 

 • Two Community Engagement Committees 
supported 

  

SHIP Communications and 
Engagement Network 

 • Network chaired and supported   

Media training for Governing Body 
members 

 • Arrange media training for relevant Governing Body 
members 

 Those who need training to be 
identified 

  



Improving health services… Improving health services… 

Communications and 
Engagement Strategy 

 
Progress and priorities 

Revisit the existing strategy 
Review progress 

Key messages from the revised strategy 
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The initial strategy… 

Was about getting the right communications tools and 
approaches in place to support the CCG’s development 
 
Whole series of actions around five key aims:  
• stakeholder engagement 
• promoting the CCG and managing reputation 
• capturing insights from patient experience 
• helping individuals make lifestyle and service choices 
• involving constituent GP practices 
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Stakeholder engagement 
Variety of different 
approaches, formal/informal 
- Face to face: Governing 
Board, stakeholder events, 
networks, forums and 
partnership working 
- Regular communications 
- Everyone playing a role 
    - Engagement log and   
 report 
 



Improving health services… 4 
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Promoting the CCG/reputation 

Focus on stakeholder and member 
engagement has helped build positive 
reputation 
- 2020 Vision benefited from a 
proactive engagement exercise 
- Maintaining strong relationships 
with local media  
 - Developing approach to social 
  media, increasing followers 
  - Getting out and about 
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“As we have all got to know each 
other better, there has been an 
increasing level of trust and 
respect…” 
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Capturing insights from patient experience 

‘Listening to our patients’ report 
- Range of methods used: 
complaints/quality data, surveys, 
PPG network, Healthy Discussions, 
specific service engagement (eg. 
Falls, IVF, patient transport) 
- Better care and estates issues 
- And, of course, urgent care… 
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Urgent care – insight and experience 

The News: Under Pressure 
campaign 
Urgent care survey – 
summer 2014 
Smaller scale surveys with 
students 
Engagement with PPG 
network 
 
 
 
 
 
 
 
 

June-July 2014: Urgent Care Survey  

800+ responses.  

GPs: first choice for illness.  

Walk-ins: first choice for injuries. 
Awareness of 111 and some other 
alternatives still low.  

50% would prefer a simpler urgent 
care system, even if choice was 
reduced, but… most people feel the 
current range of urgent care 
services is “about right”. 



Day 1 Six hour stint at QAH Emergency 
Dept 

Day 2 Behind the scenes at St Mary’s NHS 
TC 

Day 3 Focus on how the money gets 
spent 

Day 4 A day in the life of a GP 

Day 5 A look at out of hours services 

Day6 Support available from community 

Under Pressure campaign with 
The News – Jan 2014 

January 2014 
• Three CCGs worked with The News on a week-long 

campaign promoting alternatives to Emergency 
Department 

• To seek people’s views, through a survey, on what 
they felt about the services they had used. 

• 414 people took part; 60% aged between 18 and 
64, and 36% aged between 65 and 84 

We asked:  
• what services people had used and what they 

thought 
• how they rated them 

 

Guide produced in 
response to 

campaign and survey 
– distributed free 

with The News Easter 
2014 
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Helping individuals make choices 

Engagement work around urgent 
care has supported a significant 
information campaign 
 
Social and digital media is  
focus for next few months 
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Urgent care work: digital and social media 

Work with Portsmouth University – 
appropriate messages for young 
adults 
Urgent Care Pompey Facebook 
account 
Videos – Ed and the ED  
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Helping individuals make choices 

Linking closely with Portsmouth 
City Council/public health 
Campaign promotion and support, 
endorsement of key messages – eg 
flu, Stoptober, alcohol awareness 
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Involving GP member practices 

Regular process of engagement and 
communication 
- Work undertaken by clinical executive, 

including visits and PM input 
- Commissioning evenings 
- TARGET 
- Primary care team liaison 
- PIP, newsletter and supporting     

  communications 
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Portsmouth CCG: Communications & Engagement Strategy 

AIM:   
support the delivery 
of the CCG’s five year 
strategy by 
generating 
awareness, 
understanding, 
support, buy-in, 
ownership and action 
to deliver the 
significant 
transformational 
change required over 
the coming years. 

WE NEED TO: 
• build on what we 

have set up to 
date 

• be innovative in 
seeking effective 
ways of engaging 
with people, not 
rely on 
traditional 

• build up our 
networks of 
patients/groups/
members 

Key audiences 
 

• GP members 
• Patients and 

public 
• Partners 

IMPORTANT TO: 

Proactively engage all 
stakeholders/partners 

Help shape future service 
redesign 

Listen to views Can’t operate in isolation 

Build active GP 
membership 

Use unique insight to help 
transform services 

Use entire range of 
media 

Get the balance right to 
ensure widest possible reach 

Be accountable Build trust and recognition 

Engage diverse 
communities 

Get broadest possible insight 
and meet PSED 

Build on identity Help understand role of CCG 

So, how will the new strategy take us forward? 
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A set of refined, revised objectives… 
• stakeholder engagement 
• promoting the CCG and managing reputation 
• capturing insights from patient experience 
• helping individuals make lifestyle and service choices 
• involving constituent GP practices 
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…leading to a new set of priorities 



Improving health services… 17 

How the team currently operates 

Service designed around strategy 
objectives/priorities – and key OD 
priorities 
• Portfolio approach  
• Work flexibly with projects, utilising 

skills from across the team  
• Proactive engagement plan will be 

key priority 

Portfolio/work area 

Urgent care 
Integration/BCF 
Elective care 
Prevention 
Quality 
Profile/ 
Internal 
communications 
Estates issues 
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Activity What When Media Social 
media 

Website/ 
blog 

Urgent 
care FB 

Flagship/
Ports 
View 

Stakeholder 
news 

Vol 
Sec/HWB 
newsletter 

PIP/internal Healthy 
Discussions
/PPGs 

 
Campaigns and Awareness 
Movember  National 

men’s 
health 
awareness 

Throughout 
month 

PCC 
(include 
quote) 

Weekly 
tweet 

Banner – 1 
week, link 
to national 

    Info piece  

Self care 
week 

National  
Tie in with 
urgent care 

17-23 Release Daily Banner – 1 
week 

Launch 
Video and 
relevant 
info 

 Include – 
link to CCG 
web 

Include – 
link to web 

Info piece  

Alcohol 
awareness 
week 

Local 
interest 
working 
with PCC 

17-23 PCC 
(include 
quote) 

Daily 
tweet or 
retweet 
from PCC 

Banner – 1 
week 

Include 
some 
messages 
around self 
care and 
hangover 

   Info piece  

Flu Jab 
programme 

First week Reminder Daily – key 
message 

 Reminder      

Ebola Monitoring 
– await 
advice from 
PHE 

          

Feeling 
under the 
weather 

National 
campaign 
with urgent 
care link 
 
 

From end 
Oct  

Release Regular 
tweets 

 Link to 
website 

   Info piece  
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Area Work area CCG Progress RAG Comments 

1.
 

U
rg

en
t C

ar
e 

Urgent Care campaign  • Work with Portsmouth University underway 
• Dedicated Urgent Care Facebook page developed 

for PCCG 
• Bid for additional communications work submitted to 

Operation Resilience 
• Urgent Care guide produced 
• Specific Urgent Care guide for parents produced 

with Commissioning Team 
• Outdoor advertising in place 

 
 
 

Funding needs to be identified 
enable further paid for activities to 
be done (ie radio advertising)   

Four hour wait  • Weekly briefings for MPs on Emergency 
Department performances 

 Briefings require input and approval 
by all three CCGs and PHT 

ISTC minor injuries/ailments review  • Phase 1 and Phase 2 engagement activities 
complete 

• Phase 3 engagement plan to support vision 
development work to be planned 

 Plan to be approved by PCCG 

2.
 

In
te

gr
at

io
n 

/  
B

et
te

r C
ar

e 
Fu

nd
 

Better Care Fund  • BCF Comms and Engagement Strategy being 
refreshed 

 To be refreshed by October 

Better Care Fund  • Regular meetings held with comms lead and 
support provided as required 

 Led by Portsmouth City Council 

Portsmouth Integrated 
Commissioning Unit 

 • Support provided as required  Ongoing 

Surgery Signposters  • Ongoing discussions held with the voluntary sector 
• Project brief developed 

 Project brief to be agreed 

Voluntary sector database/online 
tool 

 • Ongoing discussions held with the voluntary sector 
• Funding paper for Clinical Cabinet to be written 

 Clinical Cabinet paper to be shared 
with CVS’ for comment 

Nursing home project  • Support to be provided as required  Ongoing 

3.
 

El
ec

tiv
e 

ca
re

 

Falls  • Engagement plan developed 
• Engagement activity underway 

 Ongoing 

Patient Transport  • Provider has been appointed and announcement 
made 

• Comms work to be led by provider with support from 
CCGs 

 Ongoing 

IVF / Assisted Conception  • Priorities Committee developing a recommendation 
for SHIP CCGs to consider 

• Engagement plan developed 
• Engagement activity underway 

 Ongoing with regular review across 
all SHIP CCGS 

4.
 

 

Campaign work with partner CCGs   • Comms Network to discuss potential of two pan  Discussions underway 
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Portsmouth Compact Agreement with the Voluntary & Community Sector 

1. Background 
 
1.1 The Compact is the agreement between Local Government and the Voluntary and 

Community sector, which sets out key principles and establishes a way of working that 
improves their relationship for mutual advantage. It considers areas such as Voluntary 
and Community sector involvement in policy design and consultation, funding 
arrangements (including grants and contracts), promoting equality, ensuring better 
involvement in service design and delivery, and strengthening independence. 

  
1.2 The Portsmouth Compact was originally launched in 2004 and the Portsmouth PCT and 

Portsmouth Hospitals Trust were both active partners at that time.  In 2010 the 
Portsmouth Compact was incorporated into a wider document, the Portsmouth 
Voluntary and Community Sector Framework. Following PCC's Corporate Peer Challenge 
Review in March 2013 a recommendation was made to "Revisit the compact and use this 
process to establish rules of engagement both strategically and tactically" with the 
measure of success being a "new compact in place."  

2.   Review 

2.1 A working group, comprising of representatives of the Voluntary and Community sector 
and Portsmouth City Council looked closely at the existing Compact and felt that no 
major changes to the content/principles of the current Compact were necessary. The 
following proposals were made and accepted: 

• To have the Compact as a stand-alone document rather than included within the 
Voluntary and Community Sector Framework Document 

• To re-brand the document with an updated logo 
• To update links and contact details 
• To include  a section on the Public Services (Social Value) Act 2012, which has been 

introduced since the last Compact revisions were made 
• To include a (disputes) resolution flowchart 
• To promote Commissioning Plans. By working together the sectors can support the 

development of both policy and the commissioning process. 
 
2.2 A report was taken to PCC's Resources Portfolio decision making meeting on 5 December 

2013 to update the Cabinet Member for Resources on the review and re-launch process 
for the Compact. 

2.3 A twelve week consultation on the Compact started in December 2013. A revised draft 
Compact was produced by the working group.  An online survey was produced and two 
consultation events were held. The Compact Working Group met in February 2014 to 
consider the feedback from the consultation which was subsequently incorporated into 
a revised document and circulated for final comments.  
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3. Current Position 

3.1 Terms of Reference for a Compact Reference Group were also prepared and this group 
will devise a rolling work plan to fulfil its objectives listed under ‘purpose’, part of which 
will be to host four providers seminars a year, facilitated by Integrated Commissioning 
Unit. The membership of this group will consist of at least 4 representatives from the 
VCS who will be nominated by Portsmouth Voluntary and Community Network (PVCN).   

3.2 The ownership of the revised Portsmouth Compact sits with PVCN.  The Voluntary Sector 
Team, who are based in the Integrated Commissioning Unit, lead on the Compact on 
behalf of PCC.  

3.3 The PVCN met in June, when the executive committee agreed to support the revised 
Compact and approve the continued commitment to the Compact by signing the 
Portsmouth Compact Agreement.  

3.4 At the Resources Portfolio decision making meeting on 17 July 2014 the Resources 
Portfolio Holder approved the Council's continued commitment to the Compact and 
signed the Portsmouth Compact Agreement on behalf of PCC. 

3.5 The revised Compact was relaunched on 1 August 2014, and voluntary and statutory 
organisations in the city are now being encouraged to sign up to it.   

4. Recommendation 

4.1 Portsmouth CCG endorses the collaborative principles contained within the Portsmouth 
Compact by signing the Compact Agreement and supports its implementation and 
ongoing development 
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Commitment to Partnership Working in Portsmouth 
 

The Portsmouth Compact outlines how the relationship between local statutory sector and the 
voluntary, community and social enterprise sector can work more effectively to strengthen 
communities and improve people’s lives.  While there are many differences between the statutory 
and voluntary sectors, which must be acknowledged and respected, the sectors have much in 
common. 

 
In particular, the statutory sector and the voluntary, community and social enterprise sector share 
a common set of principles, which are at the heart of what they are both trying to achieve.  The 
Compact articulates these shared principles into a way of working together in effective 
partnerships to sustain the legacy of voluntary, community and social enterprise groups in 
Portsmouth. 
 
These principles have been created to help the local statutory sector and voluntary, community 
and social enterprise organisations build relationships and work together effectively in partnership.  
These principles make it clear that the Portsmouth Compact is not a set of rules, but a way of 
working that can help deliver real outcomes and improvements for people and communities.  The 
Portsmouth Compact puts these shared principles into practice. This is a Compact designed to 
work for the City. The implementation of the Compact principles will be monitored by elected 
representatives within the City. 
 

Shared principles for working together: 
 

Respect:  Statutory and voluntary, 
community and social enterprise 
organisations are accountable in different 
ways, but all need to act with transparency 
and integrity.  Effective partnerships are built 
on mutual understanding and an appreciation 
of the difference between partners of the 
Compact. 
 

Honesty:  It is only through open 
communication that strong partnership can be 
built and maintained.  Full and frank 
discussions should be the basis for resolving 
difficulties.   

 

Diversity:  The statutory sector and the 
voluntary, community and social enterprise 
sector value a thriving civil society, which 
brings innovation and choice through a 
multitude of voices. 
 

Planning: There needs to be an organised 
way forward in which to ensure the statutory 

and the voluntary, community and social 
enterprise sectors can play a full part. This 
needs to take into account the risks, liabilities 
and ways that all parties are accountable and 
operate within the law.  

 

Equality: Fairness for everyone, regardless 
of their background, is a fundamental goal 
and the statutory and voluntary, community 
and social enterprise sectors will work 
together to achieve this. 

 

Civic Empowerment:  By working 
together, the statutory and voluntary, 
community and social enterprise sectors can 
deliver change that is built around 
communities and people, meeting their needs 
and reflecting choices. 
 

Volunteering:  The energy and 
commitment of people giving their time for the 
public good contributes to a vibrant society, 
and should be recognised and appreciated. 
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The Portsmouth Compact Commitments 
 

INVOLVEMENT IN POLICY 
DEVELOPMENT 
  
Organisations across the City have expertise 
in many areas, often because they work 
directly with people and groups on the 
ground.  This allows them to understand the 
needs of their beneficiaries and provide new 
and effective answers to problems.  Involving 
and consulting the voluntary, community and 
social enterprise sector can help statutory 
authorities develop policies that meet the 
needs of people and communities.  
 
By working together the sectors can support 
the development of both policy and the 
commissioning process. This includes a 
range of methods – from informal 
engagement to full-scale public consultation. 
   
Commitments for statutory 
sector 
 

1. When to involve 

Involving the voluntary, community and social 
enterprise sector in policy development at the 
earliest stage possible will allow the statutory 
sector to get the most out of the process.  
This will lead to more effective policies and 
programmes being developed. 

Statutory sector endeavours to: 
 
1.1 Involve the voluntary, community and 

social enterprise sector from the 
earliest stages of policy development, 
on all relevant issues likely to affect it.   

1.2 This can include empowering 
voluntary, community and social 
enterprise organisations to start 
discussions within affected 
communities themselves. 

1.3 Inform the sector of progress in 
developing policy. 

1.4 Identify and be aware of implications 
for the voluntary, community and 
social enterprise sector when 
assessing the impact of new policies, 
legislation and guidance. 

 
 
 
 

2. Who to involve? 
Spending time and resources helping 
voluntary, community and social enterprise 
organisations makes their voices heard and 
helps ensure that their knowledge can 
contribute to policy development. 
 

Statutory sector endeavours to: 
 
2.1 Support the development of voluntary, 

community and social enterprise 
sector infrastructure.  Infrastructure 
bodies enable voluntary, community 
and social enterprise organisations to 
help people and communities 
effectively, through services such as 
capacity building, representation and 
other forms of support. 

2.2 Identify and remove barriers, such as 
language barriers and unnecessary 
bureaucracy, which may prevent 
voluntary, community and social 
enterprise organisations from 
contributing to policy development. 

2.3 Encourage and facilitate responses 
from the full range of voluntary, 
community and social enterprise 
organisations that are likely to have a 
view. 

2.4 Identify and acknowledge where there 
are costs to voluntary, community and 
social enterprise sector organisations 
as a result of partnership work with the 
statutory sector and offer support 
where possible. This can be especially 
important for infrastructure bodies that 
are helping to organise or run 
consultations. 

 

3. How to involve? 

Voluntary, community and social enterprise 
organisations can provide stronger and 
better-informed responses if the consultation 
methods used are suited to the purpose and 
audience, and if enough time is given for 
people to respond.  Either formal or informal 
consultation methods may be appropriate 
depending on the circumstances and on the 
type and size of organisations. 
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Statutory sector endeavours to:
 

3.1 Avoid compromising or 
undermining the independence of 
voluntary, community and social 
enterprise organisations (whatever 
financial or other relationship exists 
between them). 

3.2 Give as much notice as possible of 
forthcoming consultations so that 
organisations can plan ahead. 

3.3 Publicise consultation exercises 
widely and make sure they are 
accessible to the people they are 
intended to reach. 

3.4 Use a variety of different 
consultation methods and explain 
the reasons for selecting them. 

3.5 Clarify which matters are open to 
change as a result of the 
consultation and which are not.  
Provide feedback to explain how 
respondents have influenced policy 
decisions, including where 
respondents’ views have not been 
acted upon. 

3.6 Allow enough time for voluntary, 
community and social enterprise 
organisations to involve people 
who use their services, 
beneficiaries, members, volunteers 
and trustees in preparing 
responses. 

3.7 Conduct written consultations, 
within proportional and reasonable 
timeframes. 

 

Commitments for the voluntary, 
community and social 
enterprise sector 
 

4.  Effective Involvement 

When the voluntary, community and social 
enterprise sector engages actively in policy 
development, it helps build the statutory 
sector’s trust in the sector, establishing 
valuable links between the two sectors and 
encouraging the statutory sector to commit 

actively to listening to the views of the  
voluntary, community and social enterprise 
sectors. 
 

Voluntary, community and social 

enterprise sector endeavours to: 
 

4.1 Involve people using their services, 
beneficiaries, members, volunteers 
and trustees when preparing 
responses to consultations. 

4.2 Give feedback to everyone 
involved in responding to the 
consultation, on what response will 
be presented to the statutory sector 
and what the outcomes are. 

4.3 Be clear about whose views are 
being represented and what those 
views are.  This includes explaining 
whether views have been gathered 
directly (and from which 
stakeholders), or whether the 
response is based on the 
organisation’s own knowledge and 
experience of the issues. 

4.4 Make sure all research and 
information that is presented to the 
statutory sector is accurate and 
credible.  Explain where the 
information comes from and if there 
is conflicting evidence. 

4.5 Be aware of the consulting 
organisation’s obligations under the 
Freedom of Information Act 2000.  
Where appropriate, respect the 
confidentiality of information that 
has been supplied by the statutory 
sector for the consultation. 

4.6 Promote statutory sector 
consultations across the voluntary, 
community and social enterprise 
sector, where appropriate. 

4.7 Understand that, with justification, 
short-time frame consultations may 
need to take place.  
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ALLOCATING RESOURCES 
 

Organisations working across the City are in 
a good position to understand what people 
want and how their needs can be met.  By 
working together and co-designing 
programmes, government and voluntary, 
community and social enterprise 
organisations can deliver policies and 
programmes that are built around 
communities and individuals, meeting their 
needs and reflecting their choices. 
 
(This section reflects good practice in 
commissioning, and is relevant to the entire 
commissioning cycle.  For more information 
and resources information about good 
practice in commissioning please go to the 
Compact Voice website.) 
 

Commitments for statutory 
sector 
 

5. Planning 

Involving voluntary, community and social 
enterprise organisations in designing new 
programmes and services, and focussing on 
results, can help the statutory sector provide 
the right resources, identify risks and 
solutions, and achieve better outcomes.  
When carried out appropriately, this does not 
affect competitive neutrality. 
 

Statutory sector endeavours to: 
 

5.1 Plan new programmes and 
services with a focus on outcomes, 
providing scope for innovation 
wherever possible. 

5.2 Work with voluntary, community 
and social enterprise organisations 
to understand public service 
reform. 

5.3 Begin planning programmes and 
services well in advance of the 
expected start date, based on open 
consultation. Ensure that those 
voluntary, community and social 
enterprise organisations that are 
likely to have a view on the 

programme or service are involved 
from the beginning. 
 

6. Choosing finance and funding 

options 

Choosing the most appropriate funding 
mechanism will help to secure the most 
appropriate organisation to deliver the 
outcomes. 
 

Statutory sector endeavours to: 
 

6.1 Consider different ways of funding 
organisations. Methods include 
grants, procurement, loan finance, 
training, and use of premises or 
other support.  Ensure that the size 
and scale of the funding 
arrangement reflects the project’s 
objectives and attracts those 
organisations best placed to deliver 
the required outcomes. 

6.2 Apply the Compact when 
distributing European funding. 
Where conflicts arise with 
European regulations, discuss the 
potential effects and possible 
solutions with the voluntary, 
community and social enterprise 
organisations. 

 

7.  Application and bidding 

processes 

A well-managed application process that is 
proportionate to the desired objectives will 
encourage a diverse range of organisations 
to apply, helping to ensure that the most 
appropriate organisation is found for the role. 
 

Statutory sector endeavours to: 
 

7.1 Ensure that application documents 
are: 

 Publicised widely when 
appropriate.  

 Proportionate to the nature 
of the risk and amount of 
funding being allocated. 

http://www.compactvoice.org.uk/search/node/commissioning
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 Contain enough information 
to allow organisations to 
make informed decisions. 

7.2 When appropriate consider the use of 
direct awards. 

7.3  Allow enough time for organisations 
of all sizes to apply, as well as for 
consortia and partnership working 
bids. 

7.4 Be clear about how bids will be 
assessed. 

7.5 Make decisions on the basis of best 
value.  This may include taking into 
account the wider community benefits 
at the award stage or when identifying 
procurement needs. 

7.6 The statutory sector will take into 
account the Social Value Act when 
carrying out the commissioning cycle. 
 

8. Understanding costs 

Funding bodies have an interest in ensuring 
that organisations can manage and 
administer their activities effectively. Quality 
support functions are vital to achieving this.  
 

Statutory sector endeavours to: 
 

8.1 Recognise that it is appropriate to 
include reasonable relevant 
overhead and administrative costs 
in applications. 

8.2 Accept the recovery of reasonable 
costs associated with volunteering, 
such as managing volunteers and 
reimbursing expenses. 

8.3 Be consistent across sectors when 
requesting cost breakdowns from 
organisations, bearing in mind the 
need to be proportionate. 

 

9. Making Decisions 

Award criteria should be designed to allow 
the funder to select the provider that is best 
placed to achieve best value for money, not 
necessarily in terms of lowest cost, but quality 
of service and additional value. 
 

 

Statutory sector endeavours to: 
 

9.1  Where possible work towards 
funding for three years or more.  If 
this is not the best way to deliver 
best value, the statutory sector 
should explain clearly why 
alternative funding arrangements 
will deliver a better outcome. 

9.2 Make funding decisions and inform 
organisations at least three months 
in advance of the expected start 
date.  Any departure from that time-
scale should be justified and 
explained. 

9.3 Provide constructive feedback to 
unsuccessful organisations. 

 

10.  Agreeing the delivery terms 

Agreeing terms in advance ensures a clear 
and shared understanding of respective 
responsibilities and allows the organisations 
involved to focus on delivery. 
 

Statutory sector endeavours to: 
 

10.1 Discuss the risks of the project 
and agree delivery terms. Allocate 
risks to the organisation(s) best 
equipped to manage them.  
Ensure that delivery terms and 
risks are proportionate to the 
nature and value of opportunity. 

10.2 Agree a process for managing 
quality and performance. 

10.3 Agree any change in 
circumstances or variation before 
signing a financial agreement. 

10.4 For grants, agree how any under- 
spend will be managed. 

 

11.  Making Payments 

Payment terms which suit the type of service 
and the organisation involved will increase 
the likelihood of the desired outcomes being 
achieved. 
 
 

http://www.compactvoice.org.uk/resources/briefings-and-responses/social-value
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Statutory sector endeavours to: 
 

11.1 Make payments in advance of 
expenditure where there is a clear 
need and where there is a 
financial business case to do so.  
This may be particularly relevant 
for grants. 

11.2 Make payments automatically via 
BACS and/or cheque promptly. 

 

12. Monitoring and reporting 

Appropriate monitoring reduces costs, time 
and resources for both parties, and means 
that time and effort can be focussed on 
delivering results. 
 

Statutory sector endeavours to: 
 

12.1 Discuss and agree how outcomes 
will be monitored before a contract 
or funding agreement is signed. 

12.2 Be clear about what information is 
being requested, why, and how it 
will be used. 

12.3  Ensure that monitoring and 
reporting is proportionate to the 
nature and value of the 
opportunity.  Focus on evidence 
that is meaningful to the 
beneficiaries of organisations, as 
well as to funders. 

12.4 Consider how service users and 
other stakeholders can be involved 
by getting their perspective of 
performance. 

12.5 Aim to standardise monitoring and 
reporting arrangements. 

12.6 If a project is encountering 
problems, discuss and agree a 
timetable of actions to improve 
performance before making a 
decision to end a financial 
relationship. 

 
 
 
 

13. Concluding a financial 

relationship 

It is important to plan ahead for the end of 
funding, in order to reduce its negative impact 
on the people involved, the stability of the 
voluntary, community or social enterprise 
organisation and future partnerships. 
 

Statutory sector endeavours to: 
 

13.1 Assess the impact on 
beneficiaries, service users and 
volunteers before deciding to 
reduce or end funding. 

13.2 Where there are restrictions on 
future resources, discuss the 
potential implications as early as 
possible with voluntary, community 
and social enterprise 
organisations. 

13.3 Give a minimum of three months’ 
notice in writing when ending a 
funding relationship or other 
support and provide a clear 
rationale for why the decision has 
been taken. 

13.4 Give organisations an opportunity 
to respond to the end of funding 
and consider the response before 
making a final decision. 

13.5 Review programmes and services 
with relevant voluntary, community 
and social enterprise organisations 
to inform future practices. 

 

Commitments for the voluntary, 
community and social 
enterprise sector 
 

14. Contribution to planning 

When voluntary, community and social 
enterprise organisations contribute to the 
planning and design of programmes and 
services, it helps ensure that they reflect the 
need of beneficiaries. 
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Voluntary, community and social 

enterprise sector endeavours to: 
 

14.1 Involve people who use services, 
beneficiaries, members, 
volunteers and trustees when 
designing or reviewing 
programmes and services. 

14.2 Provide feedback to contributors 
on information that is presented to 
the statutory sector and what the 
outcomes are. 

14.3 Be clear about whom they are 
representing, in what capacity, and 
on what basis they are making the 
representation. 

 

15. Making applications and bids 

Organisations should ensure that they are 
eligible to apply for funding and should check 
the objectives of the funding programme or 
service are in line with the organisation’s 
mission before applying. 
 

Voluntary, community and social 

enterprise sector endeavours to: 
 

15.1 Be clear on their reasons for 
bidding or applying to deliver 
programmes or services 

15.2 Show that they understand how 
new funding will impact on their 
organisation, relate to its mission, 
and contribute to its income mix 

15.3 Ensure they have a robust and 
clear understanding of the relevant 
overheads and associated costs to 
include when applying for 
resources. 

15.4 Be clear which organisation is the 
accountable body in a partnership 
or consortia working arrangement. 

15.5 Apply Compact principles when 
sub-contracting to other voluntary, 
community and social enterprise 
organisations. 

 

16. Agreeing delivery terms 

Delivery and payment terms should be 
proportionate, in order to ensure that the 
project can run smoothly and focus on 
maximising the outcomes for beneficiaries. 
 

Voluntary, community and social 

enterprise sector endeavours to: 
 

16.1 Be clear about the risks 
associated with delivering 
programmes and services, and 
agree delivery terms before a 
contract or funding agreement is 
signed. 

16.2 Have appropriate governance 
arrangements in place and ensure 
that everyone involved 
understands and agrees delivery 
terms. 

16.3 Be clear about payment terms 
and, if appropriate, demonstrate 
why payment in advance is 
required. 

16.4 Recognise that it is legitimate for 
funders to ask for public 
recognition of their funding. 

16.5 Have appropriate systems in place 
to manage and account for 
finances. 

 

17. Monitoring and reporting 

Managing funding effectively requires good 
monitoring.  It promotes better working 
relationships with funders and ensures that 
performance is managed properly. 

 

Voluntary, community and social 

enterprise sector endeavours to: 
 

17.1 Understand the monitoring and 
reporting requirements before a 
financial agreement is made. 

17.2 Recognise that monitoring, both 
internally and externally, is an 
element of good management 
practice. 

17.3 Ensure that systems are in place 
to deliver the reporting required. 
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17.4 Give early notice to funders of 
significant changes in 
management or financial or other 
risks. 

17.5 Be open and transparent in 
reporting. 

17.6 Demonstrate a culture of learning 
from feedback to help improve 
services. 

 

18. When a financial relationship 

ends 

Contingency planning for the end of a 
contract or grant helps minimise the impact 
on beneficiaries.  Planning in this way can 
help with long term sustainability. 
 

Voluntary, community and social 
enterprise sector endeavours to: 
 

18.1 Plan for the end of funding to 
reduce any potential impact on 
beneficiaries and the organisation. 

18.2 Contribute positively to reviews of 
programmes or services to inform 
future practice. 

 

ADVANCING EQUALITY 
 

Working together for equality 
 
Equality for everyone, regardless of their 
background, is a core value of our society, 
shared by the statutory and voluntary, 
community and social enterprise sectors.  
Over the last four decades, discrimination 
legislation and related policy have played an 
important role in helping to make Britain a 
more equal society.  As both society itself and 
equality legislation continue to evolve, it is 
crucial that the statutory and voluntary, 
community and social enterprise sectors work 
well together to achieve equality and fairness 
for everyone. 
 
This section of the Compact recognises the 
vital role that the voluntary, community and 
social enterprise sector plays in helping to 
create a more equal society and sets out 
commitments that will help both sectors 
achieve their equality goals. 
 

The law protects people from discrimination 
on a number of different characteristics, 
including race, gender, age, sexual 
orientation, religion or belief, disability and 
gender reassignment.  These are referred to 
in this document as ‘protected 
characteristics’.  The histories and issues 
facing people who share these characteristics 
are complex and often unique.  This diversity 
should be understood and respected. 
 

The role of the voluntary, 
community and social enterprise 
sector in promoting equality 
 
In order to work towards its equality 
objectives, the statutory sector values the 
insight and knowledge of the voluntary, 
community and social enterprise 
organisations working at the front line with 
people who have protected characteristics.  
These groups have unique experiences and 
different issues around access to services 
and involvement in civil society, which should 
be taken into account in policy making. 
 
Whether or not voluntary, community and 
social enterprise sector organisations focus 
their activities on people with a protected 
characteristic; they can provide a vital role in 
delivering programmes and services.  They 
also promote community cohesion by giving 
people the tailored support they need to play 
a full part in the community. 
 
A good working relationship between the 
voluntary, community and social enterprise 
sector and the statutory sector will help to 
meet the needs of the people they serve or 
represent and reduce inequality.   
 
The Compact plays a key role in helping this 
relationship to work, not just through the 
commitments within this section, but by 
ensuring that organisations which promote 
equality are allocated sufficient resources and 
benefit from effective and relevant policy 
development, as set out in the other sections 
of the Compact. 
 

Commitments for the statutory 
sector 
 

19. Promoting equality and diversity 
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Promoting equality and diversity is a shared 
goal of the statutory and voluntary, 
community and social enterprise sectors. 
 

Statutory sector endeavours to: 
 

19.1 Work with the voluntary, 
community and social enterprise 
sector towards eliminating 
unlawful discrimination and 
promoting equality of opportunity.  
Put strategies in place to help 
achieve these aims in line with 
existing public duties. 

19.2 Where appropriate, work with 
organisations in the voluntary, 
community and social enterprise 
sector that represent people with 
protected characteristics, to 
understand their specific needs 
and design appropriate services. 

19.3 Ensure that all voluntary, 
community and social enterprise 
organisations, including those that 
serve people with protected 
characteristics, have equal 
opportunities to access statutory 
funding programmes.  This 
includes access to funds to build 
capacity, and to prepare and 
deliver projects. 

19.4 Be clear about any actions on 
equality that voluntary, community 
and social enterprise organisations 
will be expected to undertake if 
they are funded to deliver 
programmes. 

19.5 If a strategic grant is withdrawn 
from an organisation serving 
people with a specified protected 
characteristic, assess the need to 
reallocate the grant to another 
organisation serving the same 
group. 

19.6  Work with the voluntary, 
community and social enterprise 
sector to identify and remove and 

barriers that prevents volunteering 
by people with protected 
characteristics. 

19.7  Continue to ensure that it is free 
for volunteers to access 
Disclosure & Barring Service 
(DBS) Checks.  
 

20. Representation and 

infrastructure 

Both central and local government already 
support voluntary, community and social 
enterprise organisations that give a voice to 
diverse groups.  The statutory sector can take 
some simple steps to improve the 
effectiveness of engaging these 
organisations. 
 

Statutory sector endeavours to: 
 

20.1 acknowledge that funding for 
organisations that serve people 
with only one protected 
characteristic can promote 
cohesion 

20.2 Enable infrastructure organisations 
representing people with protected 
characteristics to participate in 
policy development, consultation 
or other activities, by supporting 
them appropriately. 

20.3 Recognise that groups which 
involve people with protected 
characteristics at community level 
may be small or informal, and 
engage with these groups in a way 
that suits their working methods. 

 

Commitments for the voluntary, 
community and social enterprise 
sector 
 

21. Promoting equality and 

diversity 

An important way in which the voluntary, 
community and social enterprise sector can 
promote equality effectively is by working with 
the statutory sector on equality issues. 
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Voluntary, community and social 
enterprise sector endeavours to: 
 

21.1 Take practical action in 
partnership with the statutory 
sector to eliminate discrimination, 
advance equality of opportunity 
and build community links. 

21.2 Show committed leadership to 
promote equality, and where 
necessary, put strategies in place 
to achieve it. 

 

22. Representation and 

infrastructure 

Voluntary, community and social enterprise 
organisations are ideally placed to represent 
the views of people with protected 
characteristics.  However, it is important that 
these organisations carry out this role 
effectively and transparently, and that their 
activities serve all relevant groups. 

 

Voluntary, community and social 
enterprise sector endeavours to: 
 

22.1 Be clear on who is being 
represented and how their views 
have been gathered. 

22.2 When selecting representatives 
from organisations and 
communities, be clear who they 
represent and with what 
legitimacy. 

22.3 Where appropriate, support 
infrastructure organisations that 
can promote the interests of 
people with protected 
characteristics. 

22.4 Identify groups that are in danger 
of being marginalised, excluded or 
are currently under-represented in 
voluntary activity, and put in place 
measures to promote their 
involvement. 
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DISPUTE RESOLUTION 
 

The Dispute Resolution Process has been put in place for Compact Partners to utilise when a 
dispute arises out of, or in connection with, Compact principles not being met. The parties shall 
promptly notify each other of the matter in dispute. It should then be referred to either Action 
Portsmouth or the Integrated Commissioning Unit (Voluntary Sector Support) at Portsmouth City 
Council (who will liaise with other statutory partners if appropriate), who shall use all reasonable skill, 
care and diligence to ensure that they receive the views of all parties and consider all solutions 
proposed, with the objective of resolving the dispute and achieving an agreed solution.  
 
If a solution is not found, it may be appropriate to seek external mediation with bodies including 
Compact Voice, the Charity Commission or Corporate Complaints. The Dispute Resolution Process 
should be used for current suspected breaches of Compact principles that have occurred within the 
previous three months.  

 

 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

 
 

Compact principles not being met  
- resolution required 

Organisations to notify each other of the 
matter in dispute 

Voluntary organisations: contact Action 
Portsmouth (AP). 

Statutory organisations: contact Voluntary 
Sector Support – VSS (Integrated 

Commissioning Unit). Initial contact will be 
made within 7 working days 

AP and VSS to 
work together to 
solve the dispute 

Compact 
Reference Group 

(Providers 
Group) 

If it is agreed that the matter is not a 
Compact issue, advice will be given about 

alternative routes to pursue.   
 

If external mediation is required, contact 
will be made with Compact Voice or other 

appropriate organisation. 
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Compact Champions 
 
The multi-agency Compact working group will take responsibility for leading 
on the implementation of the Portsmouth Compact including developing 
Compact champions.  Compact champions will actively promote and monitor 
Compact application and should be appointed in organisations and service 
teams. 
 
Voluntary sector liaison lead: 

 
Action Portsmouth 
Cathedral Innovation Centre 
St Thomas’s Street 
Old Portsmouth 
PO1 2HA 
Tel 023 9282 2795  
E-mail: hollie.rapp@actionhants.org.uk  
Website: www.actionhants.org  

 
Statutory sector liaison lead: 

 
Voluntary Sector Support 
Portsmouth City Council 
Integrated Commissioning Unit  
Great Western House (Floor 2) 
34 Isambard Brunel Road 
Portsmouth 
PO1 2RJ  
Tel: 023 9283 4169 
E-mail: voluntary.sector@portsmouthcc.gov.uk  

 
National Compact contact details: 

 
Compact Voice 
Regent’s Wharf 
8 Saints Street 
London 
N1 9RL 
Tel: 020 7520 2451 
E-mail: compact@compactvoice.org.uk 
Web: www.compactvoice.org.uk 
 
The Portsmouth Compact 
June 2014 

 
The text is available in large print and other formats, on request. 
 
 

mailto:hollie.rapp@actionhants.org.uk
http://www.actionhants.org/
mailto:voluntary.sector@portsmouthcc.gov.uk
mailto:compact@compactvoice.org.uk
http://www.compactvoice.org.uk/
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Useful Definitions  
 
Definitions and Structures in the Voluntary Sector: 
 
There are many terms which are used in the voluntary sector, or relate to different parts of it. 
Some of them tend to overlap and some are difficult to define concisely. Here is a quick guide to 
those most commonly used: 
 
The voluntary sector - this is an inclusive term for both charities and charitable organisations (not 
registered as charities), which undertake work of benefit to society. Many voluntary organisations 
employ staff to undertake a wide range of activities and many are of the size and stature of 
successful medium-sized businesses, although operating independently for the public good 
without profit distributing. 
 
The charity sector - organisations must meet the strict conditions required for charity registration. 
Therefore, not all voluntary organisations are charities.  
 
The community sector - this is used to include smaller more informal organisations and self-help 
initiatives at community level. 
 
The non-profit sector or not-for-profit sector - refers to organisations which use surpluses for 
the benefit of the beneficiaries through direct grant or investment rather than providing managers 
or committee members with income. Many organisations do make profits on some of their 
activities but reinvest these into other community-led work and projects. 
 
The third sector - as in ‘third’, alongside the statutory and private sectors. The third sector would 
include all of the above. 
 
The social enterprise sector - this is a term that is being used more frequently and there are 
many aspects which link a social enterprise with a charity or a social entrepreneur with a 
successful voluntary sector leader. The main difference lies in the source of funding and the ability 
of social enterprises to generate income directly from their activities which have a social purpose, 
whereas charities usually need some financial support from charitable donations and grants. As 
with many definitions there can be substantial blurring. 
 
Structures: 
 
Different types of organisations within the sector have to be set up with the appropriate legal 
structure. There are several types of structure available; here is a quick guide to the most 
common:  
 
Unincorporated associations: this is a group of people who come together with a common 
interest or purpose, and will undertake work for the benefit of the public. They are governed by a 
constitution and managed by a management committee. They are not recognised in law as a legal 
entity; therefore the liability of members and the governing body is unlimited. 
 
Incorporated associations: this is when the organisation is a company and is recognised in law 
as a legal entity. The most popular form of a company is a ‘company limited by guarantee’. A 
company is managed by directors and is regulated by Companies House. It can be charitable or 
non-charitable (if charitable, it will also be regulated by the Charity Commission.) The liability of 
the governing body is limited, e.g. they are liable for an agreed sum (usually. £1) if the 
organisation has to wind up. 
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Charitable Company: this is a limited company with charitable aims. It is an incorporated 
organisation which means that it has a legal identity separate from its members. In law, a limited 
company is considered to be a person and it can therefore own land or enter into contracts. The 
directors are agents of the company and are not personally liable for its debts. 
 
Community Interest Companies (CICs): a CIC is a limited company with special features to 
ensure that it works for the benefit of the community. It differs from a charitable company in that it 
can be established for any legal purpose which benefits the community, whereas a charity must 
have exclusively charitable purposes. A further advantage is that a CIC is subject to lighter 
regulation than a charitable company. A CIC may not be eligible for funding which is available to a 
charity. CICs commit their assets and profits permanently to the community by means of an ‘asset 
lock’, ensuring that assets cannot be distributed to shareholders. They report to the Regulator of 
Community Interest Companies. A CIC can not be a registered charity – they will not have the 
benefits of charitable status, even if their objects are entirely charitable in nature. They have to 
register at Companies House and with the Regulator of CICs. 
 
Charitable Incorporated Organisation (CIOs): this new form of charitable organisation gives a 
charity the main advantages of a Charitable Company – a legal personality and limited liability – 
but it is registered and regulated solely by the Charity Commission. Annual accounts can be kept 
on a ‘receipts and payments’ basis (for CIOs with an annual income below £250,000), making 
them simpler and cheaper than the accruals accounts required of a Charitable Company. 
 
There are many sources of information available regarding voluntary sector legal structures and 
definitions and terminology. For further information about structures and companies, you can visit 
the Charity Commission website: www.charity-commission.gov.uk or the Companies House 
website: www.companieshouse.gov.uk 
 
Statutory / Public Sector Definition: 
 
The statutory sector, often referred to as the public sector, is that part of the economy whose 
primary concern is to provide the basic government services. In most countries around the world, 
the public sector consists of services like the military, police, public transport, roads, education, 
and healthcare services. It has the responsibility to provide services which will benefit all. 
 
Types of Statutory / Public Sector Bodies: 
 
Local Authorities (e.g. Portsmouth City Council - PCC) 
Clinical Commissioning Group 
Local Health Services 
Emergency Services (Police, Fire and Rescue, Ambulance) 
Military (e.g. Royal Navy) 
Public Transport (e.g. First Group) 
Universities / Colleges (HE & FE) 
 
It is recommended that all of the organisations above should be working towards The National 
Compact and where applicable, register their commitment to The Portsmouth Compact. Where 
PCC is unable to act as the dispute resolution body for the whole of the statutory sector; we would 
invite partners to indicate their preferred route of resolution upon sign up to The Portsmouth 
Compact. 
 

http://www.charity-commission.gov.uk/
http://www.companieshouse.gov.uk/
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REGISTER OF INTERESTS 2014/2015 
 

NAME INTERESTS DECLARED: 

DR DAPO ALALADE 
CLINICAL EXECUTIVE 
 
GP practising from University Surgery, Portsmouth 
 
Member of Governing Board 
Member of Clinical Strategy Committee 
Member of Clinical Executive Committee 

• General Practitioner practising at University Surgery  
• Minor Shareholder with Circle 
• Self-employed GP with Care UK 
• Trustee, Ayo Lam Care Foundation 

 

DR LINDA COLLIE 
CLINICAL EXECUTIVE 
 
GP practising from Baffins Surgery, Portsmouth 
 
Member of Governing Board 
Member of Clinical Strategy Committee 
Member of Clinical Executive Committee 

• Partner at Baffins Road Surgery 
• GP Clinical Director Central Cluster for Integrated Locality Model 

of Care Pilot – collaboration with Solent NHS Trust  
• Chair of Governors, St John the Baptist CE Primary School, 

Waltham Chase 
• Member of the MU 

MR PAUL COX 
PRACTICE MANAGER REPRESENTATIVE 
 
Member of Governing Board 

• Business Manager at Sunnyside Medical Centre 
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NAME INTERESTS DECLARED: 

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

• Corporation Board Member (Governor), Portsmouth College 
• Chair of Audit Committee, Portsmouth College 
• Employed by University of Southampton 

DR ELIZABETH FELLOWS 
CLINICAL EXECUTIVE 
 
GP practising from Milton Park Practice, Portsmouth 
 
Member of Governing Board 
Member of Clinical Strategy Committee 
Member of Audit Committee 
Member of Clinical Executive Committee 

• Shareholder of Circle Health  
• GP Partner Milton Park Practice, Portsmouth 
• CCG Appointed Governor Solent NHS Trust 

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

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

MS JAN MATTHEWS 
PRACTICE MANAGER REPRESENTATIVE 
 
Member of Clinical Strategy Committee 

• Practice Manager at Salisbury Road Surgery 

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

• Trustee of Kings Theatre 
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NAME INTERESTS DECLARED: 

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

• Trustee of the Portsmouth Cathedral Development Trust 
• Chairman of the Agamemnon Housing Association 
• Chairman of the Portsmouth Voluntary Community Network 
• President of the Royal Naval Association (Waterlooville Branch) 
• Associate Hospital Manager for Solent Healthcare 

MS JACKIE POWELL 
LAY MEMBER 
 
Member of Governing Board 
Member of Remuneration Committee 
Member of Audit Committee 

• Associate Hospital Manager Solent NHS Trust 
• Mental Health Act Review Manager Southern Health NHS 

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

The Record) and Trustee for the organisation 

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

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

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

integrated care (currently in partnership with Solent)  

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

• NONE 

MS TRACY SANDERS 
CHIEF STRATEGIC OFFICER 
 
Member of Clinical Executive Committee 

• NONE 



4 
 

NAME INTERESTS DECLARED: 

MR ANDY SILVESTER 
ASSOCIATE LAY MEMBER 
 
Member of Governing Board 
Chair of Remuneration Committee 
Member of Audit Committee 

• Independent Custody Visitor (ICV) - Police and Crime 
Commissioner 

• Workplace Representative – Unite the Union 
• Wife is an employee of Portsmouth Hospitals NHS Trust 
• Chair of Portsmouth Civil Service Sports Council 

MRS MICHELLE SPANDLEY 
CHIEF FINANCE OFFICER 
 
Member of Governing Board 
Member of Clinical Strategy Committee 
Member of Clinical Executive Committee 

• NONE 
 

 

DR TAHWINDER UPILE 
SECONDARY CARE SPECIALIST DOCTOR REPRESENTATIVE 
 
Member of Governing Board 
Member of Remuneration Committee 

• Director of ENT and Thyroid Surgery Ltd 
• Secondary Care Consultant Surgeon (Portfolio): Southern 

Health (Hythe, Lymington Hospitals); Winchester & Basingstoke 
Hospitals; Salisbury Hospitals; Southampton Hospitals (RSH, 
UHS); ITSC/BUPA/BMI ;Harley Street LMA Group 

• Primary Care Physician (Portfolio): West Sussex  
 

DR KEVIN VERNON 
CLINICAL COMMISSIONING LEAD 
 
GP practising from Lake Road Health Centre, Portsmouth 
 
Member of Clinical Strategy Committee 

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

• Working as employed GP at Urgent Care Centre, QAH 
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NAME INTERESTS DECLARED: 

DR TIM WILKINSON 
CLINICAL EXECUTIVE 
 
GP practising from Derby Road Group Practice, Portsmouth 
 
Chair of Governing Board 
Member of Clinical Strategy Committee 
Member of Remuneration Committee 
Member of Clinical Executive Committee 

• General Practitioner - Co-owner surgery premises at 27-29 
Derby Road, North End and 358 Copnor Road, Copnor, 
Portsmouth 

• CCG Appointed Governor Portsmouth Hospitals NHS Trust 

MR DAVID WILLIAMS 
CHIEF EXECUTIVE 
PORTSMOUTH CITY COUNCIL 
 
Non-Voting Member of Governing Board 

• Chief Executive of Portsmouth City Council 
• Appointed Governor of Solent NHS Trust 

 
12 November 2014 

 



 

 
 
 
 

GOVERNING BOARD 
 
 
Date of Meeting 19 November 2014 

 
Agenda Item No  
 

9 
 
Title 
 

Minutes for Approval 
 
Purpose of Paper 
 

 
To approve the following: 
 
• Minutes of the NHS Portsmouth Clinical Commissioning 

Group Annual General Meeting held on 17 September 2014. 
• Minutes of Annual Practice Members Forum held on 17 

September 2014. 
 

 
Recommendations/ 
Actions requested 
 

 
Approve 

 
Author 
 

 
Various 

 
Sponsoring 
member 
 

 
Dr Tim Wilkinson – Chair 

 
Date of Paper 
 

 
12 November 2014 

 



1 
 

 
 

DRAFT 
 

Minutes of the NHS Portsmouth Clinical Commissioning Group Annual General Meeting 
held on Wednesday 17 September 2014 in the Entertainments Hall, St James’ Hospital, 

Locksway Road, Milton, Portsmouth PO4 8LD 
 

Present: 
 
Dr Linda Collie - Clinical Executive (Table 3) 
Paul Cox - Practice Manager Representative (Table 8) 
Dr Julie Cullen - Registered Nurse (Table 8) 
Dr Elizabeth Fellows - Clinical Executive (Table 4) 
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer (Table 3) 
Tom Morton - Lay Member (Table 5) 
Jackie Powell - Lay Member (Table 6) 
Innes Richens - Chief Operating Officer (Table 3) 
Mr Andy Silvester - Lay Member (Table 7) 
Michelle Spandley - Chief Financial Officer (Table 3) 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive (Table 1) 
 
In Attendance 
 
Jayne Collis - Business Development Manager 
 
Apologies 
 
Dr Dapo Alalade - Clinical Executive 
Dr Janet Maxwell - Director of Public Health, Portsmouth City Council 
Dr Tahwinder Upile - Secondary Care Specialist Doctor 
David Williams - Chief Executive, Portsmouth City Council 
 
 
1. Apologies and Welcome 
 

Apologies were received from Dr Dapo Alalade, Janet Maxwell, Dr Tahwinder Upile and 
David Williams. 
 
Dr Tim Wilkinson welcomed everyone to the first Annual General Meeting of NHS 
Portsmouth Clinical Commissioning Group (CCG) since it became a statutory 
organisation and outlined the plans for the evening.  
 

2. Our Year: Progress, Partnerships and Potential 
 

Dr Tim Wilkinson presented an overview of the work of the CCG during its first year 
including our focus on making a difference for patients and investing in the community.  
He outlined the activity that happened during the course of the year such as numbers of 
hospital appointments, admissions to hospitals and appointments for older people with 
mental health problems and dementia.  
 
He went on to describe the range of partnerships that the CCG has and how the CCG 
had established effective working relationships with them.  He highlighting some of the 
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ways the CCG had developed positive new relationships such as investments in voluntary 
sector projects and working with Healthwatch on engagement issues.  He also outlined 
some of the ways the CCG has sought advice from local patients and residents in the City 
and how this has been used to inform our plans and decisions.  
 
Dr Tim Wilkinson went on to look forward and outlined the vision in the CCGs five year 
Commissioning Plan ‘2020 vision’ which states ‘everyone in Portsmouth should be able to 
lead a healthy and fulfilling life’.  He outlined the four main priorities within the 
commissioning strategy of: access to services, quality of services, services working 
together more effectively and the promotion of positive health and wellbeing.  
 
 

3. Making the Money go Round 
 
Michelle Spandley presented an overview of how the CCG uses its money.  She 
described how the CCG had met its financial targets for the year and set out how the 
CCG had spent its money across programmes.  Michelle provided some examples of how 
the CCG had invested its funding in services and then went on to provide an illustration of 
how much funding per head of population the CCG receives and how this is spent. 
Michelle went on to describe how much things cost such as a 999 call, an outpatient 
appointment and a knee replacement.  Michelle concluded by setting out the planned 
investments the CCG was making for 2014/15 and some of the financial risks the CCG 
and its local partners were facing.  
 

4. Approval of Annual Report and Accounts 
 

Dr Tim Wilkinson noted that the Audit Committee of the CCG had developed and 
approved the CCGs first annual report and accounts in June on behalf of the Governing 
Board and that these had been published on the CCGs website on the 13 June 2014. 
Copies were available on request.  
 
Dr Tim Wilkinson asked Governing Board members to raise their hands to show their 
approval for the annual report and accounts.  
 
The Governing Board noted their approval for the CCGs Annual Report and 
Accounts for 2013/14. 
 

5. Better Care Portsmouth 
 
Innes Richens, Chief Operating Officer provided an overview of the national agenda in 
respect of the Better Care Fund.  He outlined the current plans in Portsmouth focused on 
joining up GPs, NHS, Local Authority and Voluntary services to achieve improvements for 
people such as: 
 

• Greater continuity of care 
• Reduce duplication and confusion 
• Improve health and well being 
• Reduce social isolation 
• Improve access to services 
• Reduce hospital admissions and readmissions 

 
Innes Richens outlined the priorities that had been identified at the CCGs annual meeting 
last year and explained how these had been taken forward and now incorporated into our 
approach to Better Care in Portsmouth.  
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Innes Richens explained that we now wanted people’s input again and challenged each 
table to consider ‘how would you prioritise the Better Care fund for Portsmouth’.  He 
explained the table top exercise that had been developed to enable this and explained 
how it worked.  
 
Tables, facilitated by Governing Board members and senior managers from the CCG, 
undertook the exercise and provided feedback of the outcomes of their discussions. 
Detailed feedback was taken from each table and will be input into the Better Care 
engagement work programme.  A summary of the outcome of each of the tables as to 
how they would prioritise use of the £16m funding is as follows: 
 

Table/£m Acute 
Hospital 
Based 

Integrated 
Locality 
Teams 

Rehab and 
Reablement 

Residential 
Care 

placements 

Care & 
Support at 

Home 

Prevention 
& Early 

Intervention 
1 &2 4 2 2 2 3 3 
3 3 4 2 2 3 2 
4 2 3 3 2 3 3 
5 3 3 3 2 3 2 
6 4 2 2.5 2 2.5 3 
7 1 4 3 2 3 3 
8 2.5 4.5 2.5 2 2.5 2 
Total 19.5 22.5 18 14 20 18 
Average 2.8 3.2 2.6 2 2.9 2.6 
Rank 3 1 4 6 2 4 

 
6. Meeting Close 

 
Dr Jim Hogan, Clinical Leader of the CCG thanked everyone for attending the meeting 
which he hoped they had found both interesting and enjoyable.   
 
 
 
 
 
 
 
 
 

Jayne Collis 
29 September 2014 
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DRAFT 
 

Minutes of the NHS Portsmouth Clinical Commissioning Group Annual Practice Members 
Forum held on Wednesday 17 September 2014 at the Holiday Inn, Southsea. 

 
Governing Board Members Present: 
 
Dr Dapo Alalade - Clinical Executive 
Dr Linda Collie - Clinical Executive 
Paul Cox - Practice Manager Representative 
Dr Julie Cullen - Registered Nurse 
Dr Elizabeth Fellows - Clinical Executive 
Tom Morton - Lay Member 
Jackie Powell - Lay Member 
Innes Richens - Chief Operating Officer 
Mr Andy Silvester - Lay Member 
Michelle Spandley - Chief Financial Officer 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive 
 
Representatives from Member Practices: 
See TARGET attendance records for full details of attendees including GPs, practice nurses and 
practice managers from member practices.  
 
Senior Managers in Attendance 
 
Katie Hovenden - Director of Clinical and Professional Development 
Tracy Sanders - Chief Strategic Officer 
 
Governing Board Member Apologies 
 
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer 
Dr Tahwinder Upile - Secondary Care Specialist Doctor 
 
 
 
1. Welcome 

 
Dr Tim Wilkinson, Chair of the Governing Board and Clinical Executive, welcomed 
everyone to the first Annual Practice Members Forum following the first year of operation 
of the CCG as a statutory organisation. He outlined that the CCG wanted to provide 
members with some updates about our work for our CCG as well as provide you with an 
opportunity to meet some of our other Governing Board members.  
 
Dr Tim Wilkinson reminded members of the purpose of the forum which is to meet 
annually to: 
 

• Ensure our constitution remains fit for purpose 
• Ensure we have appropriate plans in place to ensure we have  elected 

representatives on our Governing Board 
• Receive an annual report on our work as a CCG 
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2. Our Constitution 
 

Dr Tim Wilkinson thanked member practices for their contributions to our recent review of 
effectiveness through a variety of ways such as via surveys, practice visits, events and 
specific feedback on proposed revisions to both our constitution and our supporting 
statement to member practices. He noted changes had been made to the constitution in 
respect of language updates, national directions, updating practice details and member 
numbers as well as adding our third lay member role onto the Governing Board. 
Following this Tim reported that the Governing Board approved a revised Constitution at 
its meeting in May 2014 and this had subsequently been approved by NHS England.  
 

3. Elected Representatives 
 

Dr Tim Wilkinson noted that at the end of March 2015 two of our elected Clinical 
Executive’s current tenure comes to an end. Consequently we need to put in place 
arrangements, in line with the Constitution, to hold elections over the forthcoming months. 
It is proposed that this will be independently administered again by the LMC with 
nominations being invited in October and during November and December all GPs 
working in the City will be invited to vote for their 2 preferred candidates with the results 
planned to be announced prior to Christmas. Appointments will be made for a three year 
period as set out in the CCGs Standing Orders. Tim welcomed any questions to be raised 
with the CCG and asked if people were interested in considering the roles to please come 
and talk to him or Jim to find out more. Tim very much hoped there would be competition 
for the roles.  
 
The Practice Members Forum approved the proposed process for elected 
representatives. 
 

4. A perspective from a Clinical Executive 
 
Dr Linda Collie provided insights into her role as a Clinical Executive and why she felt it is 
important for GPs to get involved in the work of our CCG. Linda explained that she has 
been in the role now for 18 months and prior to this had been a Clinical Commissioning 
Lead. She wanted to see the bigger picture and have more of a say about commissioning 
so was pleased to be elected. She had found it to be very supportive environment in 
which to learn and develop her leadership skills. Linda explained some of the ways she 
had been involved in the work of the CCG: 
 

• As lead for children and maternity services she liaised with commissioning 
managers, met with clinical leads providing services, visited services and 
reviewed service specifications focused on identifying problems and service 
improvements in a practical way that works for GPs and patients. She noted 
changes in response to feedback from GPs in respect of maternity services such 
as improving communications and offering training and development and asked 
for feedback to continue.  

• As an executive she noted her work with partner organisations and highlighted 
the work with Portsmouth City Council to align strategies and to look at the City 
as a whole and the wider implications of decisions 

• She also noted the work with the voluntary sector and shared her experience of 
the CCG being able to offer small grants to voluntary sector projects such as ‘club 
in a pub’ and how at a review meeting earlier today they had heard about the 
great impact these were having.  

• She explained the focus on quality and performance in providers 
• She noted the importance of practice visits and commissioning evening to get the 

views of member practices 
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5. Review of the year 
 

Dr Elizabeth Fellows, on behalf of Dr Jim Hogan, outlined to members some of the work 
of the CCG during the past year and its focus going forward. Elizabeth highlighted the 
following: 
 

• A large focus has been on urgent care and in particular ED performance. She 
noted that the Urgent Care Centre was up and running but the CCG was still 
working hard to facilitate improvements in ED performance 

• She thanked all practices for the work they had done on avoiding admissions and 
encouraged them to ensure care plans are as meaningful as possible for urgent 
care and out of hours services to utilise 

• She noted that, as a positive, very few of the City’s ED attendances resulted in 
admission 

• A range of new services had been put in place in response to feedback from 
practices including the community ophthalmology services which helps both in 
managing GOS18 and also helping the hospital resolve its follow up backlog 
problems, and the CRIS service focused on admissions avoidance for respiratory 
conditions of which there was further information in delegate packs 

• The great work undertaken by practices around COPD which has seen a 
significant increase in diagnosis rates and reductions in emergency admissions for 
COPD 

• Work in End Of Life Care led by Dr Jon Price including improvements in 
anticipatory prescribing and increased use of the CFCR which help our urgent 
care providers to support patients stay and die in their preferred choice of place 

• Our work to support veterans in the City – highlighting information on PIP about 
the range of support and services available. Elizabeth noted we had made good 
progress in identifying our veterans population but there was still a way to go 

• Increasing focus on IT with additional resources now in place to move this forward 
as a City, recognising the frustrations the lack of progress has caused in primary 
care through  not having a shared record 

• BNP testing as requested is now  in place 
• Jan Matthews appointment to support the development of a federated approach 

for primary care as a provider – further information available from Jan 
• Several procurements undertaken or planned including community diabetes and 

the ISTC 
• Development of our commissioning strategy 20/20 vision which builds on the 

ideas and priorities identified by members 
 

Elizabeth concluded by re-iterating Linda’s point that feedback from practices is 
invaluable so please keep talking and keep up the good work for the people of 
Portsmouth.   
 

6. Role of Independent Clinical Representatives 
 
Dr Julie Cullen, registered nurse representative on the CCGs Governing Board outlined 
her role and how it makes a contribution to the work of the CCG. Julie explained that her 
day job of Principle Fellow at the University of Southampton allowed her to bring her 
experience to the CCG and equally benefited the CCG because of her knowledge of 
CCGs.  
 

7. Reflections from a Lay Member 
 
Jackie Powell, lay member on the CCG Governing Board explained the role of a lay 
member and her specific focus as ‘patient champion’. Jackie outlined the ways she was 
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involved in the work of the CCG to ensure that it meets it statutory duties and is getting 
the best for patients and Portsmouth. She specifically talked about the work that she has 
been doing with representatives of PPGs to get their views on commissioned services 
City wide.  
 

8. Q&A 
 
Dr Tim Wilkinson opened up the meeting to questions from members of the forum. 
Discussions took place regarding: 
 
• Plans to dispose of St James Hospital for housing, noting that this was not something 

that was in the control of the CCG 
• The process for IFRs and the need for evidence from GPs to support the criteria to 

ensure the CCG make the best decisions. Feedback welcomed as the CCG is aware 
of some frustrations and the process is continuing to be developed in light of 
feedback. 

9. Close 
 
Dr Tim Wilkinson thanked everyone for their contributions. In Jim’s absence he thanked 
Jim for the significant work he has done to improve services locally and to raise the 
reputation based around his drive to improve quality and ensure we are making a positive 
difference.  
 
He reminded members about some of the initiatives the CCG was currently operating 
such as the primary care development fund and our Sign Up To Safety initiative and 
encouraged everyone to get involved with them.  
 
He asked that members continue to provide feedback to the Governing Board and 
Clinical Executive as to how well we are doing and he closed by saying he looked forward 
to continuing to work with them as part of our CCG.  
 
He closed by noting the comment made as part of the recent national stakeholder survey: 
 
“If Carlsberg made CCG’s, it would probably look like Portsmouth CCG. They are doing a 
fantastic job.” 
 
  
TS/29 September 2014 
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Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 3 September 
2014 at 1.00pm – 3.00pm in the Committee Room, CCG Headquarters,  

St James’ Hospital 
 

Summary of Actions 
 
Agenda 
Item Action Who By 

3, 
(4.6.2014) 

Urgent Care Centre - Whilst Alex Berry has circulated 
some information on the breakdown of conditions, Sarah 
Malcolm will try to clarify the information provided. 

A Berry/ 
S Malcolm 

Next 
Meeting 

3 (5, 
4.6.2014) 

Michelle Spandley to ask Charlie Henderson how PHT are 
funding the Fracture Liaison Service which they have 
recently launched with publicity. 

M Spandley Next 
Meeting 

5 Dr Tim Wilkinson agreed to highlight at the Practice 
Members Forum the work going on to recruit and retain 
GP’s and other Health Care Professionals in Portsmouth. 
This could also be discussed at the October 2014 
commissioning evening. 

T Wilkinson/ 
K Hovenden 

End of 
Oct 2014 

7 Innes Richens agreed to speak to Dr Jim Hogan regarding 
identifying a GP Executive to lead the development of our 
Primary Care Vision.  

I Richens Next 
meeting 

9 Sarah Malcolm agreed to send Katie Hovenden details of 
the Minor Ailments specification for the Treatment Centre 
in particular whether it specifies medically or nurse led.  

S Malcolm Next 
meeting 

 
Present: 
 
Dr Linda Collie - Clinical Executive Member (Chair)  
Dr Jonathan Price - Clinical Commissioning Lead 
Innes Richens - Chief Operating Officer 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive Member   
 
In Attendance 
 
Michael Drake - Director of Planning and Performance  
Katie Hovenden - Director of Professional and Clinical Development 
Suzannah Rosenberg - Director of Quality and Commissioning  
Victoria Sexton - Business Development Manager (Minutes) 
Preeti Sheth - Head of Integrated Commissioning 
Dr Matthew Smith - Consultant, Public Health, Portsmouth City Council 
 
Sarah Malcolm - Senior Commissioning Officer (Agenda Item 9)  
Jo York - Head of Better Care (Agenda Item 6)  
   
 
1. Apologies and Welcome 

 
Dr Linda Collie welcomed everyone to the meeting.  

 
Apologies were received from Dr Dapo Alalade, Alex Berry, Dr Elizabeth Fellows, Dr Jim 
Hogan, Michelle Spandley and Dr Kevin Vernon.   
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2. Declarations of Interest 
 

Declarations of Interest were noted for all GPs relating to Agenda item 7 – Primary Care 
Co-Commissioning.  
 
Dr Linda Collie declared a conflict of interest relating to Agenda Item 9 – ISTC Re-
Procurement.   

 
3. Minutes of Previous Meeting 
 

The minutes of the Clinical Commissioning Committee held on Wednesday 2 July 
2014 were approved as an accurate record.   
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 
2 July 2014 were discussed and reviewed as follows: 
 
Agenda 
Item Action Who By Progress 

3, 
(4.6.2014) 

Urgent Care Centre - Whilst 
Alex Berry has circulated 
some information on the 
breakdown of conditions, 
Sarah Malcolm will try to 
clarify the information 
provided. 

S Malcolm Next 
Meeting 

To be carried 
forward to the next 
meeting.  

3 (8, 
7.5.2014) 

Jackie Charlesworth to chase 
Dominic Dew for information 
relating to the risks associated 
with Personal Health Budgets. 

J 
Charlesworth 

Next 
Meeting 

Complete – 
information sent to 
Michelle Spandley. 

5 
(4.6.2014) 

ED Performance Improvement 
Plan - Dr Jim Hogan to 
circulate the Plan to the 
members of this Committee 

J Hogan Next 
Meeting 

Complete 

5 
(4.6.2014) 

Michelle Spandley to ask 
Charlie Henderson how PHT 
are funding the Fracture 
Liaison Service which they 
have recently launched with 
publicity. 

M Spandley Next 
Meeting 

To be carried 
forward to the next 
meeting.  

5a Innes Richens agreed to 
identify a mental health lead to 
be part of the mental health 
partnership forum. 

I Richens Next 
Meeting 

Complete 

5a Dr Dapo Alalade to feedback 
that counselling services seem 
to have been omitted from the 
list of Voluntary Sector 
organisations. 

D Alalade  Next 
Meeting 

To be carried 
forward to the next 
meeting,  

5b Jackie Charlesworth to check 
whether it is the same cohort 
of patients in placement. 

J 
Charlesworth 

Next 
Meeting 

Complete 

6 Katie Hovenden to investigate 
the high level of prescribing of 
high risk antibiotics in HDOCs. 

K Hovenden Next 
Meeting 

Complete 

7 Catherine Dampney to provide 
detail on timescales for 

C Dampney Via 
ITECB 

Complete 
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Agenda 
Item Action Who By Progress 

delivery of the technical 
solutions via the IT Enabling 
Change Board. 

meeting 

9 Katie Hovenden to check with 
Alex Berry that bids being 
prepared for Operational 
Resilience take into account 
the opportunity for investing 
some of the funding in Primary 
Care. 

K Hovenden Next 
Meeting 

Complete 

11b Mike Drake advised that any 
new proposals must go 
through the normal planning 
process. 
Commissioning leads to report 
back via PEG as soon as 
possible. 

All ASAP Mike Drake 
advised that none 
have yet been 
received.  

11b Innes Richens to link with Dr 
Janet Maxwell re shared 
initiatives with Public Health 

I Richens Next 
meeting 

Innes Richens has 
made contact with 
Dr Janet Maxwell 
but meeting has 
not yet taken 
place. 

 
4. Deferred Items/Matters Arising 

 
None 
 

5. CCG 5 Year Strategy 
 

Suzannah Rosenberg presented a paper to update the committee members on the CCGs 
confirmed four strategic priorities, underpinning projects and highlight the current 
opportunities and challenges to the achievement of these priorities.  
 
Suzannah Rosenberg reported that throughout the planning process for this year, it has 
been essential for the CCG to hold onto the desire to publish a plan which can be shared 
and understood by our patients and the public. She explained that the 20/20 Vision booklet 
is our public plan, which lays out the CCGs four strategic priorities for the next 5 years, 
what we need to do to achieve them and what will be different.  
 
A copy of the 20/20 Vision booklet was attached to the agenda and Suzannah Rosenberg 
reported that a copy would be available on the CCG website and distributed to member 
practices.  
 
Suzannah Rosenberg reported that there are opportunities which will help the CCG to 
achieve its priorities and enable us to change the way services are delivered and in doing 
so tackle the issue of growing demand for services and diminishing resources. A list of 
these opportunities was detailed within the agenda paper.  
 
Suzannah Rosenberg explained that alongside these opportunities, there are challenges, 
all of which are documented, managed and reviewed through the CCGs governance 
processes and therefore will not be unknown to Clinical Strategy Committee members. A 
list of these challenges was detailed within the agenda paper.  
 
Dr Jonathan Price congratulated the CCG on the production of the 20/20 Vision document.  
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Dr Jonathan Price asked how much does the CCG know about the workforce issues in 
primary care and is it the responsibility of the CCG to promote recruitment and retention. 
He highlighted that he felt it is important to GP’s to resolve the current recruitment issues.  
 
Katie Hovenden explained that the LMC has recently conducted a survey across the 
Wessex region to look at the number of GP’s planning to retire or reduce their clinical 
commitments. She explained that as a PCT we were proactive with GP recruitment but this 
is currently seen as an NHS England remit. However as we come into primary care co-
commissioning the CCG will begin to become more involved.  
 
Dr Tim Wilkinson highlighted that Dr Jim Hogan is aware of the potential problems that 
could occur in two years with regard to GP numbers. He explained that Dr Jim Hogan has 
been looking at opportunities to attend the GP Registrar Programme and attract GP’s of 
the future. Dr Jim Hogan has also attended LMC meeting.  
 
Katie Hovenden reported that Sue Clarke is currently undertaking a non-medical 
community workforce development project to look at what can be done to make primary 
care an attractive place to work.  
 
Dr Jonathan Price asked if it would be beneficial for the recruitment and retention work to 
be part of a commissioning evening or Practice Members Forum. Dr Tim Wilkinson agreed 
to highlight at the Practice Members Forum the work going on to recruit and retain GP’s 
and other Health Care Professionals in Portsmouth. This could also be discussed at the 
October 2014 commissioning evening. 

Action: T Wilkinson/K Hovenden 
 
Suzannah Rosenberg asked the Clinical Strategy Committee to note the CCGs strategic 
priorities as the focus for the ongoing work of the sub-committee. 
 
The Clinical Strategy Committee noted the CCGs strategic priorities as the focus for 
the ongoing work of the sub-committee.  

 
6. Better Care Programme Update 
 

Jo York attended the meeting to provide an update to committee members on the Better 
Care Fund (BCF) plan for Portsmouth, following changes to the National guidance for the 
BCF in July.  
 
Jo York reported that the BCF plans were submitted to NHS England in April 2014. She 
explained that subsequently there have been changes to the policy framework and revised 
planning and technical guidance was issued in July 2014. Our revised plans are due to be 
submitted by 19 September 2014. Jo York highlighted the key policy changes as detailed 
within the agenda paper.  
 
Jo York reported that the policy changes have very little impact on the Portsmouth Better 
Care Programme. She explained that the Portsmouth plan will largely remain as it was and 
build on existing priorities and deliver three interconnected schemes.  

 
Jo York highlighted that the potential financial risk to the CCG has increased marginally to 
£1.1million. 
 
Katie Hovenden asked if the CCG is going to retain £1.1million of the pooled budget to 
cover the potential financial risk. Jo York explained that she had had a conversation with 
Michelle Spandley, Chief Finance Officer where they discussed that this would not be 
necessary as the potential risk has always been there and has been included as part of our 
QIPP.  
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The Clinical Strategy Committee noted the Better Care Programme Update.  
 

7. Primary Care Co-Commissioning 
 

Katie Hovenden presented a paper to provide an update to committee members on the 
CCG Expression of Interest for co-commissioning of primary care, to highlight the links with 
the Better Care Fund and to describe the key next steps. 
 
Katie Hovenden reported that following engagement with member practices, NHS 
Portsmouth CCG submitted an Expression of Interest at the end of June 2014 in the belief 
that there are significant advantages, both for member practices and the health system, if 
the CCG had greater influence over the future form and delivery of primary care services 
locally.  
 
Katie Hovenden highlighted the feedback from member practices as detailed within the 
agenda paper.  
 
Katie Hovenden explained that the Expression of Interest asked us to indicate the level of 
interest against a number of responsibilities. The three levels of interest were categorised 
as: 

• Greater Involvement in influencing primary care commissioning decisions made by 
NHS England area teams 

• Joint Commissioning arrangements 
• Delegated Commissioning arrangements  

 
Katie Hovenden confirmed that NHS Portsmouth CCG proposed taking delegated 
responsibility for the majority of areas as listed within the agenda paper.  
 
Katie Hovenden highlighted that a total of 183 out of 211 CCGs submitted an expression of 
interest.  
 
Katie Hovenden reported that the approvals framework is not yet available and verbal 
feedback from the Area Team indicates that there is still ongoing debate as to the process 
that will need to be in place to authorise CCGs to take on delegated authority. 
 
Katie Hovenden explained that to support our intentions around co-commissioning, it is 
important that we start to build and articulate a Portsmouth Vision for Primary Care by 
working with the public, member practices and other key stakeholders.  Katie Hovenden 
also highlighted that given the strategic importance of this work, the CCG may wish to 
consider identifying one of the GP Executives to lead on this work as part of a primary care 
development portfolio.  
 
Innes Richens agreed to speak to Dr Jim Hogan regarding identifying a GP Executive to 
lead the development of our Primary Care Vision. 

Action: I Richens 
 

Mike Drake asked if there would be transfer of resource from the Area Team. Katie 
Hovenden reported that it is unlikely that there would be a transfer of resources from Area 
Teams to CCGs. Instead we may have to put arrangements in place to draw on the 
resources where they currently sit, particularly in relation to some of the transactional 
functions currently being undertaken by the Area Team. Katie Hovenden explained that 
Michelle Spandley would emphasise the cost challenge on our running costs.  

 
The Clinical Strategy Committee: 

• Noted the progress with regard to CCGs Primary Care Co-Commissioning 
Expression of Interest 
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• Noted the importance of linking co-commissioning to our Better Care Fund 
plan 

• Agreed to identify an overall GP executive lead to oversee the development of 
our Primary Care Vision 

 
8. Urgent Care Engagement Plans 
 

Innes Richens presented a paper to update committee members on the engagement 
activity planned, and undertaken to date, on local urgent care services.  
 
Innes Richens reported that alongside work to retender the contract for urgent care minor 
injuries services and to reshape the vision for urgent care locally the shared CCG 
communications and engagement team has begun supporting the CCGs to engage with 
local people to seek their views on, and understanding of, urgent care services in 
Portsmouth and South East Hampshire.  
 
Innes Richens highlighted the key findings as detailed within the agenda paper from a 
survey undertaken during June/July 2014 on the public’s view regarding the current 
provision locally.  
 
Innes Richens explained that the next steps in the engagement process would focus on the 
vision of where we would want to be in 3-5 years’ time and how the way people access 
urgent care services look then.  
 
Innes Richens asked the Clinical Strategy Committee to note the contents of the paper and 
support the engagement opportunities.  
 
The Clinical Commissioning Committee noted the contents of the paper and 
supported the engagement opportunities. 

 
9. ISTC Re-Procurement  
 

Sarah Malcolm attended the meeting to brief the committee on the current work stream for 
the St Marys Treatment Centre and Havant Diagnostic Centre re-procurement.  
 
Sarah Malcolm reported that the current contract expiry date is 30 September 2015.  
 
Sarah Malcolm explained that a monthly ISTC Retender Group was established in 2013 to 
evaluate procurement options and to steer process with the procurement team. She 
explained that this group has looked at the current activity of the ISTC and anticipated 
demand. The group has also evaluated pressure areas in PHT such as ENT, 
Ophthalmology and Dermatology and explored ideas of managing demand or provision in a 
different way.  
 
Sarah Malcolm highlighted the table in section 4.6 on page 2 of the agenda paper which 
outlines the services that the ISTC Retender Group recommends the CCG supports within 
the tender.  
 
Sarah Malcolm highlighted that section 5 regarding the financial envelope requires further 
work with the CCG Finance Teams.  
 
Sarah Malcolm reported that discussions between NHS England and HOSP around current 
future provision at Guildhall Walk are happening in tandem and these are anticipated to 
delay the tender which is the basis for the request for a three month extension until 31 
December 2015.  
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Sarah Malcolm reported that the cost pressure associated with the Minor Ailments Service 
had not been included in the original agenda paper and read out the following: 
 
“The current direction from clinical leads for the Minor Ailments Service is to include both St 
Mary’s Treatment Centre and Guildhall Walk practice as sites for delivery. Although a final 
decision has not been communicated to CCGs, NHS England has indicated that they may 
not continue to provide a practice from the site or may reduce the opening hours. 
Unfortunately both of these changes, coupled with the desire to keep the Guildhall Walk 
site, will result in a financial risk to the CCG.  
 
Patients that are currently registered with the Guildhall Walk practice and are seen out of 
hours by the Minor Ailments Service are not charged to the CCG but to the practice. If NHS 
England change the hours of the practice to finish before the Minor Ailments Service or 
move the practice from Guildhall Walk, those patients who were previously seen at no cost 
to the CCG will become a cost pressure of £229k”.  
 
Dr Linda Collie asked for clarification regarding the cost pressure figure of £229k. Sarah 
Malcolm explained that this is based on current demand in the service.  
 
Dr Jonathan Price asked the reason for these services being negotiated with all three 
CCGs. Sarah Malcolm explained that NHS Portsmouth CCG are the lead commissioner 
but all three CCGs have patients using the services. 
 
Katie Hovenden asked whether the minor ailments service would be GP or nurse led. 
Sarah Malcolm agreed to send Katie Hovenden details of the Minor Ailments specification 
for the Treatment Centre in particular whether it specifies medically or nurse led. 
 

Action: S Malcolm 
 

The Clinical Strategy Committee: 
• Approved the service model proposals for further community based tier two 

services and the specialities for inclusion within the tender. 
• Noted the progress to date with the procurement and agreed Chairs approval 

to support the recommendation of a three month extension to the current 
contracts to allow for a decision to be made on future commissioning 
arrangements for the Minor Ailments Service and the public engagement 
work. The contract expiry will now be 31 December 2015.  

• Noted the cost pressure associated with the Minor Ailments Service.  
 

10. Planning Update 
 
Mike Drake presented a detailed paper to provide committee members with an update on 
planning and QIPP for 2014/15 and beyond.  
 
Mike Drake reported that the table on page 2 of the paper showed all of the QIPP projects 
for 2014/15. He explained that the Rough Order of Magnitude values have been risk 
adjusted to zero as they are estimates and have no underpinning project plan to support 
and enable delivery.  
 
Mike Drake highlighted that Table 1 on page 3 of the paper shows the QIPP that has been 
planned and achieved broken down at programme level.  
 
Mike Drake reported that there are a number of key risks that could affect delivery of QIPP 
in 2014/15. These were detailed within the report and Mike Drake highlighted the following: 
 

• Outstanding confirmation of the Rough Order of Magnitude QIPP figures for 
2014/15. 
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• There remains uncertainty around delivery of the Better Care Fund, there are very 
few underpinning project plans that detail how this fundamental work stream will be 
delivered.  

• Insufficient QIPP identified for 2015/16 
 

Mike Drake highlighted that Appendix A – Out of Hospital/Integrated Care Plan Summary 
paper had been attached as the Falls and Fracture Liaison service is across all three 
CCGs. 
 
Katie Hovenden asked for further information regarding the negative areas in Table 2 
regarding Care Closer to Home. Mike Drake reported that certain processes are not being 
followed and savings are not being made. He explained that we are currently paying for the 
services but through the contract challenge route we will regain the money back.  

 
The Clinical Strategy Committee: 

• Noted the current QIPP position and the risks identified regarding delivery of 
2014/15 plans.  

• Agreed to provide strong clinical and executive support to work up plans to 
support the ROM figures to enable the full delivery of QIPP required. 

• Agreed to share any QIPP ideas and/or suggestions with the Planning Team 
for review, research and, potentially, work up into project plans to help 
address the QIPP challenge. 

• Provide clinical and executive support to the ongoing and continuous 
planning process. Particularly around confirmation of QIPP for 2014/15 and 
identification of QIPP values and underpinning project plans for 2015/16 and 
beyond.  

• Noted the update from the Planning Executive Group and ratified the 
recommendation made.  
 

11. Minutes of Other Meetings – for noting 
 

The following were presented for noting: 
• Minutes of the Planning Executive Group meeting held on 8 July 2014  
• Minutes of the Integrated Commissioning Board meeting held on 5 June 2014  

 
The Clinical Commissioning Committee accepted the above minutes.  
 

12. Any Other Business 
 
Dr Jonathan Price asked for clarification regarding the difference between the Clinical 
Commissioning Committee and the Clinical Strategy Committee. Innes Richens explained 
that the Clinical Strategy Committee will focus on future service delivery and 
commissioning strategies rather than performance.  
 
Dr Jonathan Price highlighted that Safeguarding used to be on the Clinical Commissioning 
Committee agenda. Suzannah Rosenberg reported that safeguarding is discussed at the 
monthly Quality and Safeguarding Executive Group meetings. The Clinical Executive 
Committee will receipt minutes of these meetings. She explained that the role of the 
Named GP will be to disseminate lessons learned from safeguarding incidents to member 
practices.  

 
13. Date of Next Meeting 

 
The next meeting will be held on Wednesday 1 October 2014 at 1:00 pm in the CCG 
Committee Room, St James’ Hospital. 
 
Victoria Sexton, 09.09.2014       



1 

 
 

 
Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 1 October 2014 

at 1.00pm – 3.00pm in the Committee Room, CCG Headquarters,  
St James’ Hospital 

 
Summary of Actions 

 
Agenda 
Item Action Who By 

3, 
(4.6.2014) 

Urgent Care Centre - Whilst Alex Berry has circulated 
some information on the breakdown of conditions, Sarah 
Malcolm will try to clarify the information provided. 

A Berry/ 
S Malcolm 

Next 
Meeting 

3 (5, 
4.6.2014) 

Michelle Spandley to clarify the source of funding for the 
Fracture Liaison Service.  

M Spandley Next 
Meeting 

4 
 

Katie Hovenden to discuss engagement of practices within 
the central cluster with Dr Linda Collie. 

K Hovenden Next 
meeting 

4 
 

Preeti Sheth to ensure that Solent NHS Trust do not 
redirect staff to the Northern cluster at the expense of 
other geographical localities.  

P Sheth Next 
meeting 

5 
 

Innes Richens to ensure that there is regular dialogue with 
Public Health colleagues to plan changes in public health 
commissioned services.  

I Richens Next 
meeting 

5 
 

Katie Hovenden and Barry Dickinson to identify GPs who 
can be part of a working group for the new model.  

K Hovenden/ 
B Dickinson 

Next 
meeting 

7 
 

Dr Tim Wilkinson to provide a description of the clinical 
input required for future work streams in order to enable 
the engagement team to seek volunteers. 

T Wilkinson Next 
meeting 

8 
 

Katie Hovenden to ensure that the minutes of the Priorities 
Committees are submitted to the Clinical Strategy 
Committee. 

K Hovenden Future 
meeting 

 
Present: 
 
Dr Dapo Alalade - Clinical Executive Member  
Dr Elizabeth Fellows - Clinical Executive Member  
Dr Jim Hogan - Clinical Leader/Chief Clinical Officer (Chair)  
Janice Matthews - Practice Manager Representative    
Dr Jonathan Price - Clinical Commissioning Lead 
Innes Richens - Chief Operating Officer 
Michelle Spandley - Chief Finance Officer  
Dr Kevin Vernon - Clinical Commissioning Lead 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive Member   
 
In Attendance 
 
Alex Berry - Chief Commissioning Officer 
Jane Cole - Deputy Chief Finance Officer 
Michael Drake - Director of Planning and Performance  
Katie Hovenden - Director of Professional and Clinical Development 
Suzannah Rosenberg - Director of Quality and Commissioning  
Victoria Sexton - Business Development Manager (Minutes) 
Preeti Sheth - Head of Integrated Commissioning 
Dr Matthew Smith - Consultant, Public Health, Portsmouth City Council 
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Barry Dickinson - Senior Programme Manager (Agenda Item 5)  
James Hill - Troubled Family Coordinator (Agenda Item 4)  
Jo York - Head of Better Care (Agenda Item 4) 
  
   
 
1. Apologies and Welcome 

 
Dr Jim Hogan welcomed everyone to the meeting.  

 
Apologies were received from Dr Linda Collie.  

 
2. Declarations of Interest 

 
Dr Dapo Alalade, Dr Elizabeth Fellows, Jan Matthews, Dr Jonathan Price and Dr Tim 
Wilkinson declared a conflict of interest relating to Agenda Item 5 – Commissioning Review 
of Substance Misuse Pathway.    

 
3. Minutes of Previous Meeting 
 

The minutes of the Clinical Commissioning Committee held on Wednesday 3 
September 2014 were approved as an accurate record.   
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 
3 September 2014 were discussed and reviewed as follows: 
 
Agenda 
Item Action Who By Progress 

3, 
(4.6.2014) 

Urgent Care Centre - Whilst 
Alex Berry has circulated 
some information on the 
breakdown of conditions, 
Sarah Malcolm will try to 
clarify the information 
provided. 

A Berry/ 
S Malcolm 

Next 
Meeting 

To be carried 
forward to the next 
meeting.  

3 (5, 
4.6.2014) 

Michelle Spandley to ask 
Charlie Henderson how PHT 
are funding the Fracture 
Liaison Service which they 
have recently launched with 
publicity. 

M Spandley Next 
Meeting 

To be carried 
forward to the next 
meeting.  

5 Dr Tim Wilkinson agreed to 
highlight at the Practice 
Members Forum the work 
going on to recruit and retain 
GP’s and other Health Care 
Professionals in Portsmouth. 
This could also be discussed 
at the October 2014 
commissioning evening. 

T Wilkinson/ 
K Hovenden 

End of 
Oct 
2014 

Complete  

7 Innes Richens agreed to 
speak to Dr Jim Hogan 
regarding identifying a GP 
Executive to lead the 
development of our Primary 
Care Vision.  

I Richens Next 
meeting 

Complete – Dr Jim 
Hogan reported 
that Dr Elizabeth 
Fellows has been 
identified as the 
GP Executive who 
will lead the 
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Agenda 
Item Action Who By Progress 

development of our 
Primary Care 
Vision.  

9 Sarah Malcolm agreed to send 
Katie Hovenden details of the 
Minor Ailments specification 
for the Treatment Centre in 
particular whether it specifies 
medically or nurse led.  

S Malcolm Next 
meeting 

Complete  

 
4. Better Care Programme – Scheme 1 – Locality Integrated Teams 
 

Jo York and James Hill attended the meeting to present a paper which briefed committee 
members on one of the key Better Care schemes for the city – The development of 
integrated locality based health and social care teams.  
 
James Hill reported that Annex 1 of the agenda paper details the long term objectives for 
this scheme and explained that during 2014/15 one of the two key projects that support 
delivery of this scheme is an integrated locality team pilot in the North cluster.  
 
James Hill explained that this project links with the Troubled Families agenda which he has 
worked closely on.  
 
James Hill reported that the Northern cluster was chosen to pilot this project as it will 
exploit work already started in Paulsgrove on Troubled Families integrated working. He 
explained that governance structures are already in place and links with GPs and schools 
in this area have already been developed.  
 
James Hill explained that resource has been identified from PCC housing service to 
support Lean methodology for this work and Adult Social Care, Solent NHS Trust and 
Primary care are fully involved. A building in the Northern cluster is currently being sourced 
to co-locate these teams.  
 
Dr Kevin Vernon questioned the involvement of Adult Mental Health. Jo York explained that 
they cannot be excluded and must be invited and involved.  
 
Dr Kevin Vernon asked how we would involve and engage with virtual wards. Jo York 
explained that this would be a challenge but the clinical director work has improved these 
relationships and we are better placed in the North cluster to approach this.  
 
Dr Jim Hogan highlighted the importance of the impact on the central and southern cluster 
not being involved in the pilot and that learning is shared with them. Dr Jonathan Price 
highlighted that other projects and lines of work are taking place within the south cluster. 
Katie Hovenden agreed to discuss engagement of practices within the central cluster with 
Dr Linda Collie.  

Action: K Hovenden 
 
Dr Kevin Vernon and Dr Elizabeth Fellows highlighted concerns regarding the reduction of 
district nursing staff in the central cluster. Preeti Sheth agreed to ensure that Solent NHS 
Trust do not redirect staff to the Northern cluster at the expense of other geographical 
localities. 
 

Action: P Sheth 
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The Clinical Strategy Committee noted the development of the scheme and agreed to 
provide clinical input into the ongoing development of the two pilot projects that will 
be delivered in 2014/15.  

 
5. Commissioning Review of Substance Misuse Pathway 
 

Barry Dickinson attended the meeting to present a paper that informed committee 
members about the review process of the substance misuse service pathway and the likely 
impact of proposed budget cuts on future service delivery.  
 
Barry Dickinson reported that the Substance Misuse services were re-modelled in 2013 to 
deliver a more recovery oriented integrated model. He explained that the current review is 
seeking to evaluate the pathway after just over a year of operation.  
 
Barry Dickinson reported that due to the current financial pressures facing the local 
authority there is a projected reduction of approximately 28% in recurrent funding over the 
next three years.  
 
Barry Dickinson highlighted that a review of all patients currently being managed under the 
shared care arrangements between specialist substance misuse services and GPs is also 
currently being completed.  
 
Katie Hovenden highlighted that the withdrawal of the shared care services causes concern 
for GPs. 
 
Dr Jonathan Price reported that the shared care service appears to have been successful 
and that practices have completed training and upskilled staff to be able to deliver the 
service. He highlighted that the skilled workforce and goodwill would be lost.  
 
Dr Tim Wilkinson echoed this point.  
 
Dr Jim Hogan explained that Portsmouth City Council will have to make changes due to 
budget pressures but hoped that the joint planning arrangements would ensure that the 
impact on patients and services will be minimised.  
 
Barry Dickinson emphasised that the shared care service review is a distinct piece of work 
that is being undertaken. 
 
Katie Hovenden asked how we move the established group of patients into a recovery 
model. Barry Dickinson explained that the next phase of the process is to undertake 
consultation with GPs to agree the most appropriate means of continuing to support the 
individuals with their recovery plans in the future.   
 
Dr Elizabeth Fellows highlighted that a recovery model is not a medical model therefore GP 
involvement in this aspect would not be appropriate. Barry Dickinson explained that 
recovery plans would be led by the Hub and the GP responsibility would be for the 
prescriptions.  

 
Matthew Smith highlighted that there are many services within Public Health undergoing 
change. He asked which forum is best for these to be discussed. Innes Richens agreed to 
ensure that there is regular dialogue with Public Health colleagues to plan changes in 
public health commissioned services.  

Action: I Richens 
 
Innes Richens asked what plans there were to involve primary care within the review. Barry 
Dickinson explained that the consultation plans with specialist areas are lacking a GP lead. 
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Katie Hovenden agreed to work with Barry Dickinson to identify GPs who can be part of a 
working group for the new model.  

Action: K Hovenden/B Dickinson 
 

The Clinical Strategy Committee noted the timescale of the review and potential 
impact of proposed budget restrictions.  
 

6. Urgent & Emergency Care Recovery & Improvement Plan 
 

Alex Berry presented a paper to brief committee members on the Urgent and Emergency 
Care Recovery and Improvement Plan.  
 
Alex Berry reported that there are still ongoing problems associated with delivering the 4 
hour target within PHT. Alex Berry explained that there has been no stepped improvement 
with the trust remaining in a challenged position.  
 
Alex Berry reported that the main challenges remain around the flow of patients in and 
around the hospital. The challenge regarding delays in discharge is small and Solent NHS 
Trust is making full use of community beds.  
 
Alex Berry highlighted that Solent NHS Trust and Portsmouth City Council have been 
responsive in managing these issues.  
 
Alex Berry highlighted the detailed action plan attached to the agenda and explained that 
this plan has previously been presented to the CCG Clinical Executive. Alex Berry reported 
that the plan has recently been reviewed and refreshed by Stephen Haynes, ED 
Improvement Director (and replacement for Fiona Wise).  
 
Dr Jim Hogan asked where we stand with the trajectory as it has not been achieved. Alex 
Berry reported that the action plan is still valid and it should not be necessary to start again 
as the content is right. She explained that achievement of the plan requires a different way 
of working and this will be discussed by the Urgent Care Board.  
 
Innes Richens highlighted programme management is key to achieving the plan and 
required outcomes. He explained that the CCG is committed to providing resources to 
ensure the right person is leading the plan.  
 
Dr Elizabeth Fellows asked how committee members can help with the plan. Alex Berry 
explained that it would be helpful if the CCG was able to challenge PHT from a clinician 
point of view.  

 
The Clinical Strategy Committee noted the contents of the plan, the achievement to 
date of the milestones and the ongoing work programme of the system to recover 
performance. 

 
7. Planned Care Pathways  
 

Dr Tim Wilkinson presented a paper to update the committee members on the progress to 
date and current work programme for the Care Closer to Home (Planned Care) agenda.  
 
Dr Tim Wilkinson highlighted the following clinical areas that were prioritised, and achieved 
for the CCGs QIPP plans for 2014/15: 
 

• Minor Skin Services – commissioners have reviewed the IFR guidance and prior 
approval process to ensure that all requests for minor skin procedures now go via 
the GP. 
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• Procedures of Limited Clinical Value – commissioners have worked with public 
health and the Commissioning Support Unit to implement a new system where GPs 
are required to obtain funding approval prior to referral.  

• Urology – implementation of pathways for Haematuria, Recurrent UTI and LUTs 
with accompanying education sessions provided by PHT Consultants.  

• Pathology – implementation and evaluation of prices on ICE for primary care so that 
informed decisions can be made prior to the requests of any investigations. 

• Gynaecology – implementation of pathways for asymptomatic ovarian cysts, urinary 
incontinence and menstrual disorders with accompanying education sessions 
provided by PHT Consultants.  

• ENT – commissioners have worked with secondary care consultants to update a 
number of ENT and audiology pathways.  

• National Awareness and Early Diagnosis (NAEDI) campaigns – commissioners 
have worked closely with providers to successfully manage NAEDI campaigns for 
bowel cancer, three week cough and blood in pee.  

 
Dr Tim Wilkinson highlighted the following areas from the current work programme: 
 

• Referral to Treatment (RTT) - commissioners continue to work with PHT to achieve 
the 18 week waiting time targets.  

• Action on Elective – a working group has been established consisting of Clinical 
Leads, Primary Care, Commissioners, Finance and Contract and Business 
Intelligence to hold the ring for elective referrals.  

• St Marys Treatment Centre procurement – Dr Tim Wilkinson explained that a 
detailed procurement paper had been to the previous committee meeting regarding 
this service.  

• Community Ophthalmology – commissioners are piloting a proof of concept model 
for a community ophthalmology service. 

• Neurology – commissioning responsibility for neurology currently sits with the 
Specialist Services team however commissioners recognise that locally we are still 
continuing to experience significant problems with access and overall patient 
experience. Commissioners are working with the Local Area Team to address these 
issues.  

 
Dr Tim Wilkinson highlighted the following future work streams for the planned care 
agenda: 
 

• Cardiology 
• Diabetes 
• Self-Care Programme 
• Choosing Wisely Portsmouth 

 
An explanation of these work programmes was detailed within the agenda paper.  
 
Katie Hovenden highlighted the request within the agenda paper seeking clinicians 
involvement in the priority future work streams of neurology, urology and rheumatology. 
She asked if there was a role description that could be circulated to GP colleagues. Dr Tim 
Wilkinson agreed to provide a description of the clinical input required for future work 
streams in order to enable the engagement team to seek volunteers.  
 

Action: Dr T Wilkinson 
 

The Clinical Strategy Committee noted the current and planned pathway work that is 
being undertaken by the planned care team. 

 
8. Priorities Committee Statements  
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Katie Hovenden presented a paper to update committee members with regard to the SHIP 
Priorities Committee. She explained that a priorities committee has now been established 
across the SHIP 8 CCGs and is supported by SPH (Solutions for Public Health).  
 
Katie Hovenden highlighted a flow chart within the agenda paper which detailed the 
process for progressing the outputs of SHIP 8 Priorities Committee.  
 
Katie Hovenden explained that paper two reflects topics which are being proposed for 
consideration by the SHIP 8 Priorities committee. Katie Hovenden reported that Solutions 
for Public Health’s next service review will be primary knee resurfacing.  
 
Katie Hovenden reported that the third document within the agenda paper is the final 
version of the varicose veins policy statement which has been agreed by SHIP 8. She 
explained that this policy was last reviewed in 2008 and has now been updated to reflect 
NICE guideline changes.  
 
Dr Elizabeth Fellows asked what will happen with the remaining topics identified within part 
2 of the paper. Katie Hovenden explained that further scoping work is required before they 
can be submitted to the Priorities committee.  
 
Dr Jonathan Price asked whether certain topics would be too far removed from the CCG at 
the Priorities committee. Innes Richens explained that the decision still sits with the CCG 
as to whether they follow the policy statement and the Priorities committee is there to make 
recommendations.  
 
Dr Kevin Vernon asked how often the CCG has disagreed with a SHIP 8 Priorities 
recommendation. Dr Tim Wilkinson explained that the CCG is usually involved in the 
process.  

 
Katie Hovenden asked committee members if they would like the minutes of the Priorities 
Committee meetings to be submitted to the Clinical Strategy Committee. Committee 
members agreed for the minutes of the Priorities Committees to be brought to Clinical 
Strategy Committee meetings. 

Action: K Hovenden 
 

The Clinical Strategy Committee: 
• Noted the progress being proposed to progress the outputs to SHIP 8 

priorities committee and considered the impact on timescales for final 
decision making. 

• Noted the topics being considered for review by the Priorities Committee. 
• Noted the updated varicose veins policy statement.  

 
9. Planning Update 

 
Mike Drake presented a detailed paper to provide committee members with an update on 
planning and QIPP for 2014/15 and beyond.  
 
Mike Drake reported that the CCG is achieving the full planned QIPP at Month 5 (August). 
This is using a level of slippage of investment. 
 
Mike Drake reported that there is currently insufficient QIPP identified for 2015/16 and a lot 
of work is still ongoing. Mike Drake explained that a high level timetable for 2015/16 and 
beyond, alongside planning aids was circulated within the CCG on the 12 September 2014 
via email. Committee members should contact the Planning Team for a copy if they have 
not yet had sight of the documents.  
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Mike Drake reported that a Commissioning Planning Workshop took place on 25 
September 2014. He explained that Jo Gooch gave a presentation on the contract 
mechanisms for 2015/16.  
 
Mike Drake highlighted that the Terms of Reference for PSECC are currently being 
reviewed and PEG will be looked at as part of this review.  
 
Mike Drake reported that a programme management tool called Covalent has been 
procured and will be used by the planning team. He highlighted that this software was very 
well received at the recent commissioning workshop. 

 
The Clinical Strategy Committee: 

• Noted the current QIPP position and the risks identified regarding delivery of 
2014/15 plans.  

• Agreed to provide strong clinical and executive support to work up plans to 
support the ROM figures to enable the full delivery of QIPP required. 

• Agreed to share any QIPP ideas and/or suggestions with the Planning Team 
for review, research and, potentially, work up into project plans to help 
address the QIPP challenge. 

• Noted the current QIPP position and the risks identified regarding delivery of 
2015/16 plans.  

• Agreed to provide clinical and executive support to the ongoing and 
continuous planning process. Particularly around confirmation of QIPP for 
2014/15 and identification of QIPP values and underpinning project plans for 
2015/16 and beyond.  
 

10. Minutes of Other Meetings – for noting 
 

The following were presented for noting: 
 

• Minutes of the Integrated Commissioning Board meeting held on 24 July 2014  
 

The Clinical Commissioning Committee accepted the above minutes.  
 

11. Any Other Business 
 

Innes Richens explained that feedback regarding future content of Clinical Strategy 
Committee meetings was welcome from committee members. He asked for suggestions to 
be discussed with Dr Jim Hogan or himself.  

 
12. Date of Next Meeting 

 
The next meeting will be held on Wednesday 5 November 2014 at 1:00 pm in the CCG 
Committee Room, St James’ Hospital. 
 
Victoria Sexton 
08.10.2014        
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	Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 3 September 2014 at 1.00pm – 3.00pm in the Committee Room, CCG Headquarters,
	St James’ Hospital
	Summary of Actions
	Present:
	1. Apologies and Welcome
	Dr Linda Collie welcomed everyone to the meeting.
	Apologies were received from Dr Dapo Alalade, Alex Berry, Dr Elizabeth Fellows, Dr Jim Hogan, Michelle Spandley and Dr Kevin Vernon.
	2. Declarations of Interest
	3. Minutes of Previous Meeting
	4. Deferred Items/Matters Arising
	None
	5. CCG 5 Year Strategy
	Suzannah Rosenberg presented a paper to update the committee members on the CCGs confirmed four strategic priorities, underpinning projects and highlight the current opportunities and challenges to the achievement of these priorities.
	Suzannah Rosenberg reported that throughout the planning process for this year, it has been essential for the CCG to hold onto the desire to publish a plan which can be shared and understood by our patients and the public. She explained that the 20/20...
	A copy of the 20/20 Vision booklet was attached to the agenda and Suzannah Rosenberg reported that a copy would be available on the CCG website and distributed to member practices.
	Suzannah Rosenberg reported that there are opportunities which will help the CCG to achieve its priorities and enable us to change the way services are delivered and in doing so tackle the issue of growing demand for services and diminishing resources...
	Suzannah Rosenberg explained that alongside these opportunities, there are challenges, all of which are documented, managed and reviewed through the CCGs governance processes and therefore will not be unknown to Clinical Strategy Committee members. A ...
	Dr Jonathan Price congratulated the CCG on the production of the 20/20 Vision document.
	Dr Jonathan Price asked how much does the CCG know about the workforce issues in primary care and is it the responsibility of the CCG to promote recruitment and retention. He highlighted that he felt it is important to GP’s to resolve the current recr...
	Katie Hovenden explained that the LMC has recently conducted a survey across the Wessex region to look at the number of GP’s planning to retire or reduce their clinical commitments. She explained that as a PCT we were proactive with GP recruitment but...
	Dr Tim Wilkinson highlighted that Dr Jim Hogan is aware of the potential problems that could occur in two years with regard to GP numbers. He explained that Dr Jim Hogan has been looking at opportunities to attend the GP Registrar Programme and attrac...
	Katie Hovenden reported that Sue Clarke is currently undertaking a non-medical community workforce development project to look at what can be done to make primary care an attractive place to work.
	Dr Jonathan Price asked if it would be beneficial for the recruitment and retention work to be part of a commissioning evening or Practice Members Forum. Dr Tim Wilkinson agreed to highlight at the Practice Members Forum the work going on to recruit a...
	Action: T Wilkinson/K Hovenden
	Suzannah Rosenberg asked the Clinical Strategy Committee to note the CCGs strategic priorities as the focus for the ongoing work of the sub-committee.
	The Clinical Strategy Committee noted the CCGs strategic priorities as the focus for the ongoing work of the sub-committee.
	6. Better Care Programme Update
	Jo York attended the meeting to provide an update to committee members on the Better Care Fund (BCF) plan for Portsmouth, following changes to the National guidance for the BCF in July.
	Jo York reported that the BCF plans were submitted to NHS England in April 2014. She explained that subsequently there have been changes to the policy framework and revised planning and technical guidance was issued in July 2014. Our revised plans are...
	Jo York reported that the policy changes have very little impact on the Portsmouth Better Care Programme. She explained that the Portsmouth plan will largely remain as it was and build on existing priorities and deliver three interconnected schemes.
	Jo York highlighted that the potential financial risk to the CCG has increased marginally to £1.1million.
	Katie Hovenden asked if the CCG is going to retain £1.1million of the pooled budget to cover the potential financial risk. Jo York explained that she had had a conversation with Michelle Spandley, Chief Finance Officer where they discussed that this w...
	The Clinical Strategy Committee noted the Better Care Programme Update.
	7. Primary Care Co-Commissioning
	Katie Hovenden presented a paper to provide an update to committee members on the CCG Expression of Interest for co-commissioning of primary care, to highlight the links with the Better Care Fund and to describe the key next steps.
	Katie Hovenden reported that following engagement with member practices, NHS Portsmouth CCG submitted an Expression of Interest at the end of June 2014 in the belief that there are significant advantages, both for member practices and the health syste...
	Katie Hovenden highlighted the feedback from member practices as detailed within the agenda paper.
	Katie Hovenden explained that the Expression of Interest asked us to indicate the level of interest against a number of responsibilities. The three levels of interest were categorised as:
	 Greater Involvement in influencing primary care commissioning decisions made by NHS England area teams
	 Joint Commissioning arrangements
	 Delegated Commissioning arrangements
	Katie Hovenden confirmed that NHS Portsmouth CCG proposed taking delegated responsibility for the majority of areas as listed within the agenda paper.
	Katie Hovenden highlighted that a total of 183 out of 211 CCGs submitted an expression of interest.
	Katie Hovenden reported that the approvals framework is not yet available and verbal feedback from the Area Team indicates that there is still ongoing debate as to the process that will need to be in place to authorise CCGs to take on delegated author...
	Katie Hovenden explained that to support our intentions around co-commissioning, it is important that we start to build and articulate a Portsmouth Vision for Primary Care by working with the public, member practices and other key stakeholders.  Katie...
	Innes Richens agreed to speak to Dr Jim Hogan regarding identifying a GP Executive to lead the development of our Primary Care Vision.
	Action: I Richens
	Mike Drake asked if there would be transfer of resource from the Area Team. Katie Hovenden reported that it is unlikely that there would be a transfer of resources from Area Teams to CCGs. Instead we may have to put arrangements in place to draw on th...
	The Clinical Strategy Committee:
	 Noted the progress with regard to CCGs Primary Care Co-Commissioning Expression of Interest
	 Noted the importance of linking co-commissioning to our Better Care Fund plan
	 Agreed to identify an overall GP executive lead to oversee the development of our Primary Care Vision
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	Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 1 October 2014 at 1.00pm – 3.00pm in the Committee Room, CCG Headquarters,
	St James’ Hospital
	Summary of Actions
	Present:
	1. Apologies and Welcome
	Dr Jim Hogan welcomed everyone to the meeting.
	Apologies were received from Dr Linda Collie.
	2. Declarations of Interest
	3. Minutes of Previous Meeting
	4. Better Care Programme – Scheme 1 – Locality Integrated Teams
	Jo York and James Hill attended the meeting to present a paper which briefed committee members on one of the key Better Care schemes for the city – The development of integrated locality based health and social care teams.
	James Hill reported that Annex 1 of the agenda paper details the long term objectives for this scheme and explained that during 2014/15 one of the two key projects that support delivery of this scheme is an integrated locality team pilot in the North ...
	James Hill explained that this project links with the Troubled Families agenda which he has worked closely on.
	James Hill reported that the Northern cluster was chosen to pilot this project as it will exploit work already started in Paulsgrove on Troubled Families integrated working. He explained that governance structures are already in place and links with G...
	James Hill explained that resource has been identified from PCC housing service to support Lean methodology for this work and Adult Social Care, Solent NHS Trust and Primary care are fully involved. A building in the Northern cluster is currently bein...
	Dr Kevin Vernon questioned the involvement of Adult Mental Health. Jo York explained that they cannot be excluded and must be invited and involved.
	Dr Kevin Vernon asked how we would involve and engage with virtual wards. Jo York explained that this would be a challenge but the clinical director work has improved these relationships and we are better placed in the North cluster to approach this.
	Dr Jim Hogan highlighted the importance of the impact on the central and southern cluster not being involved in the pilot and that learning is shared with them. Dr Jonathan Price highlighted that other projects and lines of work are taking place withi...
	Action: K Hovenden
	Dr Kevin Vernon and Dr Elizabeth Fellows highlighted concerns regarding the reduction of district nursing staff in the central cluster. Preeti Sheth agreed to ensure that Solent NHS Trust do not redirect staff to the Northern cluster at the expense of...
	Action: P Sheth
	The Clinical Strategy Committee noted the development of the scheme and agreed to provide clinical input into the ongoing development of the two pilot projects that will be delivered in 2014/15.
	5. Commissioning Review of Substance Misuse Pathway
	Barry Dickinson attended the meeting to present a paper that informed committee members about the review process of the substance misuse service pathway and the likely impact of proposed budget cuts on future service delivery.
	Barry Dickinson reported that the Substance Misuse services were re-modelled in 2013 to deliver a more recovery oriented integrated model. He explained that the current review is seeking to evaluate the pathway after just over a year of operation.
	Barry Dickinson reported that due to the current financial pressures facing the local authority there is a projected reduction of approximately 28% in recurrent funding over the next three years.
	Barry Dickinson highlighted that a review of all patients currently being managed under the shared care arrangements between specialist substance misuse services and GPs is also currently being completed.
	Katie Hovenden highlighted that the withdrawal of the shared care services causes concern for GPs.
	Dr Jonathan Price reported that the shared care service appears to have been successful and that practices have completed training and upskilled staff to be able to deliver the service. He highlighted that the skilled workforce and goodwill would be l...
	Dr Tim Wilkinson echoed this point.
	Dr Jim Hogan explained that Portsmouth City Council will have to make changes due to budget pressures but hoped that the joint planning arrangements would ensure that the impact on patients and services will be minimised.
	Barry Dickinson emphasised that the shared care service review is a distinct piece of work that is being undertaken.
	Katie Hovenden asked how we move the established group of patients into a recovery model. Barry Dickinson explained that the next phase of the process is to undertake consultation with GPs to agree the most appropriate means of continuing to support t...
	Dr Elizabeth Fellows highlighted that a recovery model is not a medical model therefore GP involvement in this aspect would not be appropriate. Barry Dickinson explained that recovery plans would be led by the Hub and the GP responsibility would be fo...
	Matthew Smith highlighted that there are many services within Public Health undergoing change. He asked which forum is best for these to be discussed. Innes Richens agreed to ensure that there is regular dialogue with Public Health colleagues to plan ...
	Action: I Richens
	Innes Richens asked what plans there were to involve primary care within the review. Barry Dickinson explained that the consultation plans with specialist areas are lacking a GP lead. Katie Hovenden agreed to work with Barry Dickinson to identify GPs ...
	Action: K Hovenden/B Dickinson
	The Clinical Strategy Committee noted the timescale of the review and potential impact of proposed budget restrictions.
	6. Urgent & Emergency Care Recovery & Improvement Plan
	Alex Berry presented a paper to brief committee members on the Urgent and Emergency Care Recovery and Improvement Plan.
	Alex Berry reported that there are still ongoing problems associated with delivering the 4 hour target within PHT. Alex Berry explained that there has been no stepped improvement with the trust remaining in a challenged position.
	Alex Berry reported that the main challenges remain around the flow of patients in and around the hospital. The challenge regarding delays in discharge is small and Solent NHS Trust is making full use of community beds.
	Alex Berry highlighted that Solent NHS Trust and Portsmouth City Council have been responsive in managing these issues.
	Alex Berry highlighted the detailed action plan attached to the agenda and explained that this plan has previously been presented to the CCG Clinical Executive. Alex Berry reported that the plan has recently been reviewed and refreshed by Stephen Hayn...
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