
  
 
 
 

St James’ Hospital 
Locksway Road 

Portsmouth  PO4 8LD 
 

Governing Board  
 

A meeting will be held from 2.00pm – 4.30pm on Wedn esday 20 February 2013 in the 
Entertainments Hall, St James’ Hospital 

   

AGENDA 
 

 Subject  Lead  Attachment  
 

1.  Apologies for Absence and Welcome  
 
Apologies received from Tom Morton. 
 

Dr T Wilkinson Verbal 

2.  Declarations of Interest  
 

Dr T Wilkinson Verbal 

3.  Minutes of Previous Meeting  
 
a. To agree the minutes of the NHS Portsmouth Clinical 

Commissioning Group Governing Board meeting held on 
Wednesday 19 December 2012. 

b. Matters Arising 
 

Dr T Wilkinson White 

4.  Deferred Items  
 

Dr T Wilkinson 
 

Verbal 

5.  Quality Report  
 

I Richens/ 
Dr D Alalade 
 

Cream 

6.  Performance Report  
 

J Gooch White 

7.  Finance Report  
 

J Gooch Cream 

8.  2013/14 Plan and Draft Budget  
 

J Gooch White 

9.  38 Degrees Petition  to NHS Portsmouth Clinical 
Commissioning Group 
 

Dr T Wilkinson Pink 

10.  Register of Interests  
 

Dr T Wilkinson Blue 

11.  Integrated Care Strategy  
 
 

Dr J Hogan/ 
J York 

Presentation 

12.  Implementation of the Electronic Prescription Service  
within Portsmouth 
 

K Hovenden Yellow 

13.  Chief Clinical Officer ’s Report  
 

J Hogan Green 

14.  Director of Public Health Annual Report  2011 
 

A Mortimore White 

15.  Minutes of Other Meetings  
 

  

 • Clinical Commissioning Committee Dr J Hogan Lilac 
    



 Subject  Lead  Attachment  
 

16.  Question and Answer Session  
 

All  

17.  Date of Next Meeting  in Public  
 
The next Governing Board meeting to be held in public will take place on Wednesday 17 April 
2013 at 1.00pm in the Entertainments Hall, St James’ Hospital. 
 

18.  Meeting Close  
 
 
Distribution:  
    
 

Voting Members 
 

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

Non-Voting Members/In Attendance 
 

Jayne Collis  - Business Services 
Margaret Geary - Local Authority Representative 
Katie Hovenden - Director of Professional and Clinical Development 
Dr Andrew Mortimore - Interim Director of Public Health 
Jo York - Associate Director, Strategy & Service Design (Item 11) 
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DRAFT 
 

Minutes of the Portsmouth Clinical Commissioning Gr oup Governing Board meeting held 
on Wednesday 19 December 2012 at 2.00pm – 4.00pm in  the Entertainments Hall, St James’ 

Hospital, Locksway Road, Milton, Portsmouth PO4 8LD  
 

Summary of Actions 
Governing Board held on Wednesday 19 December 2012  

 
Agenda 
Item 

Action  Who By 

3 Summary of Actions - Dr Andrew Mortimore to provide a 
report on immunisation and vaccination performance and 
actions being taken to a future board meeting. 

AMortimore 20 Feb 13 

6 Commissioning Intentions for 2013/14 – Document to be sent 
to all providers. 

IRichens 20 Feb 13 

6 Commissioning Intentions for 2013/14 – Document to be 
shared with third sector via Community Action Portsmouth. 

TMorton 20 Feb 13 

6 Commissioning Intentions for 2013/14 – To be taken to Health 
and Wellbeing Board for noting. 

IRichens 30 Jan 13 

7 Outcome of Authorisation – Get Rectification Plan and 
outstanding threshold for authorisation signed off by NHS 
Commissioning Board. 

JHogan 20 Feb 13 

8  Quality Report – Amend reporting of TIA. IRichens 20 Feb 13 
9  Finance and Performance Report – Work with Charlotte Moar 

from NHS Commissioning Board on review of specialised 
services and impact on CCG allocations. 

JGooch 1 April 13 

9 Finance and Performance Report – To arrange a joint 
presentation on plans to address urgent and integrated care. 

IRichens Future 
meeting 

 
Present: 
 

Dr Dapo Alalade - Clinical Executive 
Paul Cox - Practice Manager Representative 
Dr Julie Cullen - Registered Nurse 
Dr Elizabeth Fellows - Clinical Executive 
Jo Gooch - Chief Financial Officer 
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer 
Tom Morton - Lay Member 
Jackie Powell - Lay Member 
Innes Richens - Chief Operating Officer 
Dr John Thornton - Clinical Executive 
Dr Tahwinder Upile - Secondary Care Specialist Doctor 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive 
 
In Attendance 
 

Jayne Collis - Business Services 
Margaret Geary - Local Authority Representative 
Katie Hovenden - Director of Professional and Clinical Development 
Dr Partha Kar - Consultant, Diabetes – Endocrinology (Item 11) 
Dr Matthew Smith - Consultant, Public Health (for Dr Mortimore) 
 
Apologies 
 

Dr Andrew Mortimore - Interim Director of Public Health 
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1. Apologies and Welcome 
 

Apologies were received from Dr Andrew Mortimore.  Dr Tim Wilkinson welcomed 
everyone to the first meeting to be held in public of the NHS Portsmouth Clinical 
Commissioning Group Governing Board.   He explained that although the meeting is being 
held in public no questions or comments would be invited from the public during the formal 
meeting.  However input and feedback is welcomed in a number of ways such as the 
feedback/comment forms, which were left on chairs, or via email or telephone.  Member of 
the public are also welcome to join members of the board and other senior CCG staff after 
the meeting for informal discussions. 
 
Dr Tim Wilkinson explained that a photographer from a local newspaper would be taking 
photographs for the first 5-10 minutes of the meeting.  He also briefing explained the 
procedure should the fire alarms sound. 
 

2. Declarations of Interest 
 

None.  
 

3. Minutes of Previous Meetings  
 
The minutes of the NHS Portsmouth Clinical Commissioning Group Governing Board 
meeting held on Wednesday 28 November 2012 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 Innes Richens to follow up and 
resolve the boards concerns 
regarding safeguarding with the 
new ‘hub’ in the emergency 
department. 

IR 19 Dec 12 Innes Richens reported that 
arrangements regarding 
ambulance handovers have 
been discussed and the Quality 
team have been asked to 
conduct a clinical review. 

5 Innes Richens to request clear 
actions and levels of assurance 
from CQRM in future quality 
exception reports to Clinical 
Commissioning Committee and 
the Governing Board. 

IR 19 Dec 12 Innes Richens reported that the 
request was fed back and the 
Quality team have agreed to 
provide information but were 
felt assured by the information 
received from Providers. 

6 Katie Hovenden and Paul Cox to 
provide details to practices of the 
Southampton ISTC contract and 
services. 

KH/ 
PC 

19 Dec 12 Katie Hovenden reported that 
the capacity at Southampton 
ISTC as an option will be 
communicated shortly to 
practices. 

6 Dr Andrew Mortimore to provide 
a report on immunisation and 
vaccination performance and 
actions being taken to a future 
board meeting. 

AM 16 Jan 13 Future meeting.  Action:  
AMortimore  

8 Katie Hovenden to clarify the 
basis for the transfer of LES 
funding to the CCG.  

KH 19 Dec 12 Katie Hovenden reported CCGs 
allocation is on the basis of the 
12/13 allocation.  Enhanced 
services will be funded out of 
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Agenda 
Item 

Action  Who By Progress  

the overall allocation and 
further discussions with 
practices are planned. 

10 Tracy Sanders to follow up with 
Commissioning Support South 
comments regarding drinking 
during work hours and CRB 
checks clarification. 

TS 19 Dec 12 Innes Richens reported that this 
had been discussed with 
Commissioning Support South 
and will be incorporated into the 
policy. 

13 Innes Richens to bring follow up 
report on Exbury to the Board. 

IR 16 Jan 12 Innes Richens reported that a 
provisional date of 9 January 
had been set for a review and 
the outcome of this will then be 
communicated to the families 
before being reported to the 
Board. 

13 Innes Richens to raise concerns 
about changes to bus timetables 
with the bus company and 
discuss with local providers.  

IR 19 Dec 12 Innes Richens reported that he 
had raised this with the Head of 
Transport at Portsmouth City 
Council and is awaiting a 
response. 

 
4. Deferred Items  

 
None. 
 

5. Overview of the Clinical Commissioning Group 
 
Dr Jim Hogan gave a brief overview of NHS Portsmouth Clinical Commissioning Group 
(CCG).  He outlined the work to date and explained that the NHS has been in transition for 
the last two years with Clinical Commissioning Groups going through an authorisation 
process over the last nine months.  Since April 2012 the CCG has been acting in shadow 
form and on 11 December 2012 it became one of the first CCGs in the country to be 
officially authorised by the NHS Commissioning Board.  Therefore the CCG is now 
established and with effect from 1 April 2013 will take on its full statutory powers.   
 
Dr Hogan outlined the CCGs vision for the future which is that it wants to be a competent 
credible commissioner based on a membership that is clinically lead and focussed to 
ensure it gets the best for the “Portsmouth pound”.  He stated that he believed that the 
CCG had already started to make a difference but that it was very aware of the work that 
needs to be done and looked forward to driving this forward for the future.   
 
The CCG has also recently been awarded the NHS Alliance Acorn Award for “Making A 
Difference: CCG of the Year” and a short film in recognition of this, was shown to the Board 
and members of the public. 
 
Dr Tim Wilkinson thanked Dr Jim Hogan for his presentation. 
 

6. Commissioning Intentions for 2013/14 
 
Innes Richens presented a paper which details the NHS Portsmouth Clinical 
Commissioning Group Commissioning Intentions for 2013/14.  He explained that all 
commissioning intentions detailed in the paper are based on more detailed service design 
and improvement proposals that have been worked up between CCG clinical leads and 
commissioning leads as part of the on-going planning process.  The intentions take forward 
the CCGs vision and strategic objectives for the future. The Commissioning Intentions have 
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been used to inform existing providers of our direction of travel for next year.  He also 
highlighted a number of areas where work was being undertaken to review the services.   
 
Tom Morton asked about the Voluntary and Community Sector in the City as some groups 
are interested in getting involved and explained that it was his intention to share the 
document with them.  Dr Tim Wilkinson explained that the Board papers should be 
available on the CCG website.  Innes Richens agreed to ensure the Commissioning 
Intentions were sent to all providers and Tom Morton agreed to share the Commissioning 
Intentions with the third sector via Community Action Portsmouth. 

Action: Innes Richens/Tom Morton 
 
Jo Gooch asked about the Family Nurse Partnership and whether it remains with the CCG 
or if responsibility will transfer to the Commissioning Board, as it has involvement with all 
other childrens services and this needs to be referenced properly within the plans.  Innes 
Richens stated this was an objective shared with partners as important to the City and 
acknowledged the complexities around future commissioning arrangements for children’s 
services commissioning.  
 
Dr Tim Wilkinson asked if the Commissioning Intentions were presented to the Health and 
Well Being Board.  Innes Richens stated that they were aligned to the Health and Well 
Being priorities and agreed to take them to a future Health and Well Being Board for noting. 

Action: Innes Richens 
 
The Portsmouth Clinical Commissioning Group Governi ng Board approved the CCG 
Commissioning Intentions for 2013/14. 
 

7. Outcome of Authorisation 
 
Dr Jim Hogan presented a paper which summarised the process and timetable for CCG 
authorisation and highlighted the main areas.  He explained that on 5 December 2012 the 
NHS Commissioning Board Authorisation Sub-Committee met to formally consider all the 
wave one CCG applications for authorisation.  As of 11 December 2012 NHS Portsmouth 
CCG became successfully authorised. 
 
The CCG has one outstanding threshold to be signed off in relation to greater clarity 
regarding the triangulation of finance, activity and workforce assumptions in its integrated 
plan.  The CCG is required to develop a rectification plan setting out how it intends to 
discharge the final threshold for agreement with the NHS Commissioning Board Wessex 
Area Team by 10 January 2013.  Dr Elizabeth Fellows asked if the CCG was confident it 
can get the rectification plan in place.  Dr Jim Hogan explained that our neighbouring CCG 
has successfully passed this threshold on similar plans, indications from the area team was 
that this should be successfully signed off at the earliest opportunity. 
 
Margaret Geary asked if the NHS Commissioning Board Wessex Area Team is as 
committed to reducing bureaucracy as the CCG is.  Dr Jim Hogan said that he could not 
speak for the Wessex Area Team but felt that due to the lean structures of CCGs a shared 
approach to business will need to be adopted.  Dr Tim Wilkinson commented that he has 
been part of a team that has been visiting various CCGs nationally as part of the 
authorisation process and he assured the Board that NHS Portsmouth CCG is seen to be 
in the top 10%. 
 
Dr Dapo Alalade asked if the outcome of authorisation had been fed back to practices.  Dr 
Tim Wilkinson said that this had been done via the CCG newsletter and will continue as 
part of the ongoing engagement process. 
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The NHS Portsmouth Clinical Commissioning Group Gov erning Board noted the 
outcome of the NHS Commissioning Board Authorisatio n Sub-Committee and the 
next steps as set out in the paper. 
 

8. Quality Report 
 

Innes Richens presented a paper which provided a summary of key quality issues and 
developments and explained that a full report of all issues is reviewed in detail via other 
forums.  He drew attention to the main areas of the report as follows: 
 
• Portsmouth Hospitals NHS Trust (PHT) 

 
PHT has maintained a satisfactory position on reducing C Difficile however is 
challenged with reducing MRSA bacteraemia cases having reached the end of year 
Department of Health reduction rate of four to date.  The CCG has planned a clinical 
visit in January 2013 to review arrangements and a panel has been formed to review 
each case of MRSA.  Providers are required to submit a plan for every case and we are 
assured any issues will be rectified. 

 
• Solent 
 

There is an error in the table on page 5 of the report.  The figure for Portsmouth for 
Stroke should be 76.8% not 47.5%.  It was agreed the Quality Team would amend the 
reporting of TIA to reflect this. 

Action: Innes Richens 
 

NHS 111 and Out of Hours Service – Within first month 18,500 calls were taken.  Innes 
Richens said that it would be useful to remind the public that GP surgeries are open 
over the Christmas and New Period apart from Bank Holidays and that St Mary’s 
Treatment Centre is open on Bank Holidays and to urge people to plan ahead if 
possible.HhO  

 
Winterbourne View – Innes Richens explained that the CCG has been working locally 
and has established a review for every single placement.  Safeguarding procedures 
and early warning dashboards have been developed and all providers have been 
transferred over to standard NHS contracts.  It has been agreed that the final report on 
Winterbourne View will be presented to the CCG Governing Board in due course. 

 
Jackie Powell asked about Out of Hours services and if this was helping the A&E position.  
Innes Richens explained that in the first month of the new service provider there were 
some initial issues and information is still be validated to see if these issues have been 
rectified.  Clinical Governance arrangements are in place to review this.  Alongside this 
was the new national NHS 111 service where teething problems were being resolved. 
 
Jackie Powell asked about vascular surgical services and if we still had commitment to the 
shared model across Southampton and Portsmouth.  Innes Richens explained that the 
commitment remained and progress was being made. 
 
Dr Elizabeth Fellows asked about MRSA and if we had any assurance that demonstrates 
learning from previous issues.  Innes Richens said that this is being looked at and he is 
happy to bring back information if required. 
 
Katie Hovenden asked about Solent NHS Trust CQC visit and what the non-compliant 
outcome was.  Innes Richens explained that it is related to documentation around risk 
assessment for mental health clients going home and the standardisation of the 
documentation and has been investigated. 
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Dr Tim Wilkinson asked how the Friends and Family Test was panning out locally.  Dr 
Dapo Alalade explained that this was a new initiative mandated by the Government where 
one standard question will be asked at or within 48 hours after discharge to Adult acute 
patients and adult patients who have attended A&E and left without being admitted to 
hospital or who are transferred to a Medical Assessment Unit and then discharged.  Trusts 
can use follow up questions and continuous surveying is to be in place by April 2013 and 
the intention is to report at site level nationally and to apportion results at CCG level.  Some 
guidance is still awaited.  Dr Tim Wilkinson commented that the CCG must use the reports 
and the associated quality payments to support delivery of its strategic vision.  Innes 
Richens said that it becomes another indicator for CCGs to review however it is direct from 
the public and gives us evidence to go in and scrutinise if required.  Jo Gooch commented 
that the planning guidance was released on 18 December 2012 and refers to a financial 
incentive related to the Friends and Family Test. 
 
The NHS Portsmouth Clinical Commissioning Group Gov erning Board accepted the 
report subject to the amendment regarding the TIA f igure. 
 

9. Finance and Performance Report 
 
Jo Gooch presented the Finance and Performance Report for month 7 which included a 
2013/14 planning update for information.  She gave a brief update as follows: 
 
Finance 
 
The CCG year to date spend on the CCG devolved budgets is on plan to achieve the 
required £2m surplus with a year to date surplus of £1.7m.  Portsmouth Hospitals NHS 
Trust (PHT) are forecasting £2.6m above plan. There is a risk relating to Continuing 
Healthcare clients and locally the financial impact is estimated at around £2m-£3m which 
has been managed by under plan spend, and overall we are able to continue and maintain 
the financial position. 
 
Quality, Innovation, Productivity and Prevention (QIPP) savings target is reporting as on 
target.  QIPP schemes that are not on target are frail elderly and ambulatory care.  With 
regard to the PHT contract there has been a redefinition of what specialised services are 
nationally and consequently funding has moved between contracts.  The previously 
reported underspend has now been transferred to the specialised services contract 
impacting the overspend of the CCG. 
 
Katie Hovenden noted that high cost drugs in secondary care was over plan and it was 
anticipated that will be an area that will move into specialised services contracts in due 
course. 
 
Dr Tim Wilkinson asked Katie Hovenden to explain the definition of high cost drugs.  Katie 
Hovenden explained that these were drugs that were funded separately outside of the price 
tariff agreed with PHT.  This automatically transferred to the CCG and it is expected that 
the budget and risk will transfer to the NHS Commissioning Board for drugs included in 
specialised services. 
 
Jo Gooch asked about the maximum and minimum take proposed for specialist services 
and the impact on CCGs.  Dr Jim Hogan explained that Charlotte Moar from the NHS 
Commissioning Board Regional Office is taking this forward a review on behalf of the local 
community and Jo Gooch agreed to work with her on the review of specialised services 
and impact on CCG allocations. 

Action: Jo Gooch 
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Dr Elizabeth Fellows asked about continuing care retrospective claims and how many 
cases were likely to require on-going support and Jo Gooch said that unfortunately she did 
not know but that this was being evaluated as part of the review of the claims. 
 
Paul Cox asked about urgent and integrated care performance and frail elderly ACS 
conditions.  Jo Gooch explained that we had set a challenge to reduce admissions which 
has had some success and is lower than last years levels but not as low as we wanted and 
therefore we will see it again for next year’s QIPP. 
 
Performance 
 
Jo Gooch reported on the challenges around the position at PHT and attendance at A&E.  
PHT have managed to achieve the 4 hour wait target up to the end of September.  
However since then they have struggled to achieve it.  Performance has improved but not 
to 95%.  The national team has been in to work with PHT and there is an action plan to 
address the issues. We have taken them through the contractual route and arranging a 
meeting to discuss matters further. 
 
Another area of concern is around stroke patients and whilst PHT are achieving this for 
Portsmouth they are below target locally and this is being addressed. 
 
There is variable performance around cancer standards and a contract query notice has 
been raised with PHT which is about to be signed off with an action plan to monitor the 
situation. 
 
Some areas of good progress are: 
 
- During October there were no over 52 week waits however we now need to look at long 

waiting patients. 
- Emergency admissions are lower than last year but not at the point we wanted to be 

and Emergency Department attendances are 5% above last years attendances. 
 
Dr Tim Wilkinson commented that with regard to strokes, we have one of the best stroke 
units in the South of England.  The unit have sent out a message to practices that if they 
have a patient suspected of having a stroke to call an ambulance so that they are admitted 
to the unit as quickly as possible in order to facilitate the best patient outcomes.  
 
Jackie Powell asked about urgent and integrated care and if as Board we could have a 
presentation on how we are tackling the issues.  Innes Richens agreed to arrange this for a 
future meeting and commented that this would be a major topic for stakeholder 
involvement. 

Action: Innes Richens 
 
Dr Jim Hogan commented on the rise in unscheduled emergency department attendances 
and reported that this is a national problem not just a local one as attendances have risen 
by 5-10% nationally, however other providers are not experiencing the same performance 
difficulties as being seen in Portsmouth. 
 
2013/14 Planning Update 
 
Jo provided an updated on the CCGs development of plans for 2013/14. She reported that 
a document entitled “Everyone Counts: Planning for Patients 2013/14” had just been 
released by the NHS Commissioning Board.  This was the national planning guidance 
which set out the requirements of CCGs and other commissioners including an outline of 
incentives and levers that will be used to improve services from April 2013.  It contains five 
key offers as follows: 
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• NHS services 7 days a week 
• Transparency and choice 
• Listening to patients, increasing participation and real time feedback 
• Better data and informed commissioning 
• Higher standards and safer care 
 
The document talks about a new approach to planning and there will be governance and 
monitoring processes for CCGs to demonstrate their work against these areas.  The 
planning guidance focuses on improving outcomes and moves away from process based 
targets. 
 
 
Jo outlined the requirements with regards NHS contracts, CQUIN, and how CCGs will be 
judged against a set of standards to earn a quality premium based on four national and 
four local standards. Jo reported emerging priorities and draft QIPP plan workstreams for 
the CCG. 
 
Jo noted that the confirmed CCG allocation is £238m.  This is lower than expected and has 
been adjusted to take account of specialised services previously referred to.  Growth is set 
at 2.3% and there is a requirement to plan to achieve a 1% surplus and to hold a 
contingency.  Providers are expected to deliver 4% efficiency.  Jo stated she would be 
bringing a full briefing to the next meeting. 
 
Dr John Thornton asked about the quality premiums.  Jo Gooch explained that the 
amounts had not been detailed however it set out what they are and that they are by local 
agreement.  Katie Hovenden said that when the details are received we need to work in 
conjunction with the Health and Wellbeing Board and local practices and support the 
delivery of outcomes. 
 
The NHS Portsmouth Clinical Commissioning Group Gov erning Board accepted the 
report. 
 

10. Standards for Members of NHS Boards and Clinica l Commissioning Group 
Governing Bodies in England 
 
Jo Gooch presented the Standards for Members of NHS Boards and Clinical 
Commissioning Group Governing Bodies in England for consideration by members.  The 
report is presented to members in public to ensure they are aware of the standards 
expected to achieve good governance and be committed to the legal and regulatory 
frameworks in which they operate.  
 
Dr Julie Cullen reported that she is attending a two day leadership academy in January and 
is happy to bring back a report to a future meeting. 
 
The NHS Portsmouth Clinical Commissioning Group Gov erning Board considered 
and accepted the report. 
 

11. New Approach to Supporting Patients with Diabet es in the Community 
 
Dr Jim Hogan introduced Dr Partha Kar, Consultant in Diabetes and Endocrinology who 
gave a presentation on the new approach to supporting patients with diabetes in the 
community. 
 
 
Dr Jim Hogan thanked Dr Partha Kar for his very interesting presentation and commented 
that it is hoped this model can be used in the future for other conditions. 
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Dr Tim Wilkinson asked Dr Matthew Smith about the poor record for amputations and 
retinal screening and how long he thought it would take before a difference is seen.  Dr 
Matthew Smith said that it could be a number of years before a difference is seen as it is 
about having years of metabolic control.  The NHS health checks programme which 
includes a blood sugar test will continue.  Dr Jim Hogan commented that is partly about 
self-care and enabling self-care to happen as part of the problem in Portsmouth is that 
patients present late with problems.  
 

12. Minutes of Other Meetings 
 
The minutes of the Clinical Commissioning Committee meeting held on 7 November 2012 
were presented for acceptance by the Board.  

 
The NHS Portsmouth Clinical Commissioning Group Gov erning Board accepted the 
minutes. 
 

13. Date of Next Meeting 
 
The next Governing Board meeting will be held in public and will take place on Wednesday 
20 February 2013 at 2.00pm in the Entertainments Hall, St James’ Hospital.  
 

14. Meeting Close 
 
Before closing the meeting Dr Tim Wilkinson asked Jackie Powell and Tom Morton to 
briefly talk about their roles around patient engagement and voluntary engagement. Dr 
Wilkinson also reminded the Board members that as the CCG is a membership 
organisation of its GP practices they must ensure they remain representative and relevant 
to GP practices. 
 
Jackie Powell gave a brief overview of her role as Clinical Commissioning Group Lay 
Member lead for patient and public engagement.  She explained that she currently works 
as a young persons councillor and is committed to ensure patient and public engagement 
continues to be included in all aspects of the CCG. 
 
Tom Morton gave a brief overview of his role in ensuring voluntary services engagement.  
He is committed to ensuring information is distributed to charities and the voluntary sector 
and will continue to work with Community Action. 
 
Dr Tim Wilkinson thanked everyone for attending the meeting and reminded members of 
the public that feedback and comments would be welcomed.  He also explained that after 
the meeting there was the opportunity for members of the public to meet members of the 
Clinical Commissioning Group for an informal chat. 
 
Dr Tim Wilkinson explained that a Stakeholders Event would be taking place on 8 May 
2013. 
 
Dr Tim Wilkinson took the opportunity to thank Dr John Thornton for his hard work and 
commitment to the CCG and said that he has been central in helping form the membership 
of the CCG and is widely respected for his knowledge of IT.  He will be missed and the 
Board wishes him well for the future and hopes that he will remain an active member of the 
CCG. 
 
The meeting closed at 4.00pm. 
 
 
Jayne Collis 
8 January 2012  
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NHS Portsmouth CCG  
 

Board Quality Report 
 

February 2013 
 

The Mid Staffordshire NHS Foundation Trust Public Inquiry - February 2013, 
Robert Francis, QC 

Robert Francis QC's report heralds the conclusion of possibly the largest ever public 
inquiry into the regulation of healthcare in this country. The report is extensive, 
running to 1782 pages and making 290 recommendations. The findings and 
recommendations in the report are of fundamental significance not only for the NHS 
but also beyond. 

NHS Portsmouth CCG Governing Board will review the Francis Report and will work 
with local health and social care partners to identify a plan that addresses the 
recommendations. It is recommended that the Governing Board reflect on the 
findings of the report and discuss this at a public meeting. The Quality Team for 
Portsmouth provided by Commissioning Support South will support the CCG fully in 
taking forward the recommendations. 
 
Provider Reports 
 
Portsmouth Hospital NHS Trust (PHT) 
 
MRSA 
Portsmouth Hospitals are reporting 4 cases of MRSA as of Month 9. This means that 
PHT have reached their year- end reduction limit.  The trust has provided assurances 
and an action plan against the risk associated with Healthcare Associated Infections 
to the SHIP HCAI specialist nurse and Quality Team. The CCG’s G.P Quality Lead 
and SHIP HCAI nurse will be undertaking commissioner visits to selected areas in 
Portsmouth Hospitals NHS Trust to obtain further assurance for the CCG. 
A dashboard of general Quality Indicators can be found in Annex A. 

 
Solent NHS Trust 
 
Solent NHS Trust has reported 54 Serious Incidents Requiring Investigation (SIRIs) 
and Zero Never Events up to the end of Month 9.  The total number of SIRI reported 
in 2011/12 was 58 (approximately 5 per month). Pressure Ulcers (24) and 
Unexpected Deaths (12) were noted and a contract query was issued to Solent. A 
clinical review of the SIRI themes resulted in an action plan and the Quality Team 
has received this from Solent NHS Trust. This action plan is on track and this has 
been further discussed in the February Clinical Quality Review Meeting (CQRM) with 
Solent. 
 
Commissioner Visit 
A commissioner visit was undertaken on 19th December 2012, following a letter of 
26th November 2012 by staff from the Community Adult Mental Health Services 
informing us of concerns connected with staffing levels, frequency of patient visits, 
and the level of mental health act assessments being undertaken.  
 
No evidence was found that client contacts were being limited. Assurance was 
provided that client contact is based on clinical need and that new ways of working 
continue to be implemented for example the very successful nurse led clinics. A 
patient centred recovery model is used, and there was evidence of a culture of 
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promoting wellness and discharge rather than maintenance. Staff morale was felt to 
be somewhat fragile in relation to workloads and stress. Further assurances within 
Mental Health Services are being undertaken within the Clinical Quality Review 
Meeting (CQRM). 
 
South Central Ambulance Service 
 
Handover delays have shown a deteriorating position as at Month 10.  Winter 
Pressure monies have been identified to support improvements. Team leaders are 
working with Emergency Operating Centres to address disruptions to patient flows 
and communicate with their peers at Emergency departments in order to improve 
handovers and reduce queuing times. 
 
A commissioner led review continues to address some performance concerns within 
the trust including poor response times in Berkshire and parts of Hampshire and high 
rates of call abandonment at peak periods. The SHIP PCT Cluster and CCGs is 
undertaking observational visits, reviews of clinical audits and key clinical 
governance processes to gain further assurance in these areas. The report is 
expected after the end of February 2013. The Trust has a large recruitment 
programme in hand for call handlers and clinical staff, which came on stream in 
November and a number of additional actions have been agreed to address the poor 
performance before this time.  
 
NHS 111 and new Out of Hours Service in Southern Hampshire 
 
The first phase of the new NHS 111 service and Out of Hours service in Southern 
Hampshire commenced on 2nd October 2012. The call handling element of the 
service is provided by South Central Ambulance Service (SCAS) and the medical 
Out of Hours service is provided by Care UK on behalf of Portsmouth Health Limited. 
 
111 went ‘Live’ on 22nd January 2013 across Hampshire. This was felt to be a very 
successful launch and over the first days of operation 98% of calls were answered 
within the required 60 seconds target, and there were only 3 abandoned calls. 
The overall January position has shown difficulties in demand and capacity prediction 
with calls spiking more heavily at weekends than anticipated leading to call delays 
and transfer delays to clinicians at times of high demand. Figures for call answering 
then have dropped below the 60 second target at weekends and calls abandoned 
have therefore increased. This is expected to be resolved imminently. 
 

 
 
National Marketing Campaign: 
The week of 11th February 2013 will see the commencing of a local and national 
marketing campaign to inform the public of how to best access services using the 
111 system. 
 
Patient Feedback and complaints: 
The professional feedback system has been set up in which G.Ps and other health 
professionals can feedback their own or their patients experience of using the 111 
system. This information will be used to guide systemic and patient focussed quality 
improvements throughout the system. This feedback system will also include patient 
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complaints and other ‘soft intelligence’ related to patients experience to improve the 
system. 
 
The Care Quality Commission (CQC) Quality Risk Profile 
 
The Quality Risk Profile is a tool used for gathering key information about a provider 
to support how the Care Quality Commission monitor their compliance with the 
essential standards of quality and safety. For Commissioners, these support 
continuous monitoring of compliance and to support commissioning for quality.  

The information presented in the profiles is organised using the 16 essential 
outcomes of quality and safety. The CQC has sourced and analysed a range of data 
sources, both qualitative and quantitative, to build each Quality Risk Profile. 

These include: 

• Other regulatory bodies – for example the NHS Litigation Authority. 
• Routine data collections – for example Hospital Episode Statistics and estates 

return information collection. 
• Other CQC regulatory activity – for example monitoring of compliance with 

the regulation on cleanliness and infection control. 
• National clinical audit datasets. 
• Information from people using services – for example NHS Choices and 

feedback from Local Involvement Networks (LINks), soon to be Healthwatch 

The table set out in Annex B shows the latest risk estimates relating to each of the 16 
key quality outcomes. 

Friends and Family Test  
 
Local Trusts are continuing to prepare for the introduction of the Friends and Family 
Test with continuous surveying to be in place by April 2013. 
 
The Friends and Family Test aims to provide a simple, headline measure to drive 
cultural change and continuous improvements in the quality of the care received by 
NHS patients. It will provide organisations, employees and the public with a simple, 
easily understandable measure based on near real-time experience, which is 
comparable from a patient’s point of view and benchmarkable from an organisation’s 
perspective. 
 
There is one standard question to be used: 
 
‘How likely are you to recommend our ward / A&E department to friends and family if 
they needed similar care or treatment? 
 
Trusts can use follow up questions such as: 
 
“Please can you tell us the main reason for the score you have given?” 
 
“Please can you tell us why you would/would not recommend us to your Friends and 
Family?” 
 
The questions must be asked at or within 48 hours after discharge to: 
 
• Adult acute inpatients (who have stayed at least one night in hospital)  
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 Adult patients who have attended A and E and left without being admitted to 
 hospital or who are transferred to a Medical Assessment Unit and then 
 discharged.  
 
Maternity service users will be included in the Friends and Family Test questions 
from October 2013. Local Community providers are being asked to implement the 
Friends and Family Test within any Community In patient environments and Minor 
Injury Units/Walk-In Centres. 
 
Duty of Candour 

In response to a public consultation, new rules to toughen transparency in NHS 
organisations and increase patient confidence have been announced. The 
government will create regulations that require the NHS Commissioning Board to 
include a contractual duty of openness in all commissioning contracts from April 
2013. 

This means that NHS organisations will be required to tell patients if their safety has 
been compromised, apologise, and ensure that lessons are learned to prevent them 
from being repeated. Although all NHS organisations are currently expected to be 
open about mistakes, there is no contractual duty to hold them to account when this 
does not happen. NHS contracts for all NHS providers will now include the Duty of 
Candour for 2013/14 and the local Quality Team is working to ensure measures are 
in place in NHS Contracts with providers. 

Louise Spencer 
Associate Director Quality and Safety 
SHIP PCT Cluster 
8th February 2013 
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Annex A 
Portsmouth Hospitals NHS Trust 
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CARE QUALITY COMMISSION (CQC) PROVIDER RISK ESTIMATE FROM THE QUALITY AND RISK PROFILE (QRP) 
The Quality Risk Profile is a tool used for gathering key information about a provider to support how the Care Quality Commission monitor their 
compliance with the essential standards of quality and safety. For Commissioners, these support continuous monitoring of compliance and to support 
commissioning for quality.  The table below shows the latest risk estimates relating to each of the 16 key outcomes.  Risk estimates have been calculated 
by the CQC using their published statistical model.  The key below is used: 

 
Low 
Green 

High 
Green 

Low  
Yellow* 

High  
Yellow* 

Low 
Amber 

High 
Amber 

Low  
Red 

High 
Red 

 
 

                                        Reducing risk of non-compliance                                                                                               Increasing risk of non-compliance 
 

CQC NOV 2012 - CQC Quality Risk Profile Comparison 

Outcome Desc 
Hampshire 
Hospitals UHSFT Portsmouth SHFT SCAS 

Outcome 1 (R17) Respecting and involving people who use 
services Low Green Low Yellow Low Green High Green Low Green 
Outcome 2 (R18) Consent to care and treatment Low Yellow High Green Low Yellow High Green No Data 
Outcome 4 (R9) Care and welfare of people who use services Low Green Low Yellow Low Green Low Yellow Low Green 
Outcome 5 (R14) Meeting nutritional needs Low Yellow High Yellow Low Yellow Low Green No Data 
Outcome 6 (R24) Cooperating with other providers Low Yellow Low Yellow Low Yellow Low Amber Low Yellow 

Outcome 7 (R11) Safeguarding people who use services from 
abuse Low Green High Yellow Low Green Low Yellow Low Yellow 
Outcome 8 (R12) Cleanliness and infection control Low Green Low Yellow Low Green Low Green High Yellow 
Outcome 9 (R13) Management of medicines Low Yellow High Yellow Low Yellow High Yellow Low Yellow 
Outcome 10 (R15) Safety and suitability of premises High Green Low Yellow High Green High Green Low Yellow 

Outcome 11 (R16) Safety, availability and suitability of 
equipment Low Green High Green Low Green Low Green Low Yellow 
Outcome 12 (R21) Requirements relating to workers High Green Low Green High Green High Green Low Yellow 
Outcome 13 (R22) Staffing Low Yellow Low Yellow Low Yellow Low Yellow High Yellow 
Outcome 14 (R23) Supporting staff High Green Low Green High Green High Green Low Yellow 

Outcome 16 (R10) Assessing and monitoring the quality of 
service provision Low Green Low Green Low Green Low Yellow Low Green 
Outcome 17 (R19) Complaints Low Yellow Low Yellow High Green Low Yellow Low Yellow 
Outcome 21 (R20) Records Low Green Low Green Low Green Low Green Low Green 
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Overview performance

• TIA - The PCT' achieved 50% against the 60% 
target. The target was achieved in Q1 and Q2. 
the underperformance in November was mainly 
due to the small number of patients involved (a 
total of 6 patient and 3 were breached against 
the standard) At the system level (PHT) the 
target  was achieved.

• A&E <4 hour wait – Performance for Quarter 1 
was 92.1%, the target was achieved for quarter 
2 (95.53%) and Quarter 3 performance was 
87.04%. QTD (Q4) performance  as at  13/1/13 
was 81.3%. Recovery plan is in place (see 
details in the main report) . The CQN issued to 
PHT on the 6/12/12 has been stood down.

Planned Care

• RTT – Both the PCT and PHT have 
consistently achieved the 3 aggregated national 
targets . All the targets were also achieved at 
specialty level at both PHT and PCT level.

Cancer
• All the Cancer target were achieved at both 

PHT and PCT.

• HCAI
• MRSA – 1 MRSA breach at PHT in November. 

This takes the YTD tally to 4 against the whole 
year envelope of 4. Of the 4 reported breaches 
2 were Portsmouth patients.

•
• C. Diff – Both PHT and NHS Portsmouth  are 

performing well within their threshold.. 
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Area Metric Target
2011-12 

Cum.
Apr-12 May-12 Jun-12 Jul-12 Aug-12 Sep-12 Oct-12 Nov-12

YTD (QTD)/ 

average

A&E % ≤4 hrs (QTD) Nov-12 ≥95% 95.1% 89.9% 90.3% 95.2% 96.7% 96.7% 93.2% 90.0% 86.95% 87.4%

Stroke: % spending 90%+ time on stroke unit Nov-12 80% 83.8% 76.7% 94.3% 92.0% 88.0% 94.4% 76.2% 75.9% 90.0% 85.7%

% of people who have a TIA who are scanned and treated within 24 hours Nov-12 60% 62.8% 50.0% 53.3% 69.6% 82.4% 93.3% 75.0% 68.8% 50.0% 70.0%

Delayed Transfers acute and non-acute: Rate per 100,000 population aged 18+ Q2 14 5.9 3.9 2.9 3.5

RTT:% of admitted patients who waited 18 weeks or less Nov-12 90% 80.6% 91.8% 94.1% 93.7% 94.8% 95.2% 94.6% 95.1% 95.8% 94.4%

RTT: % of non-admitted patients who waited 18 weeks or less Nov-12 95% 93.9% 95.4% 97.4% 96.8% 97.6% 98.0% 97.3% 97.5% 98.7% 97.4%

RTT: % incomplete patients who waited 18 weeks or less Nov-12 92% 94.6% 93.8% 95.9% 96.4% 96.3% 96.4% 95.7% 96.1% 95.6%

% Patients waiting >6 weeks for diagnostic Nov-12 <1% 0.14% 0.17% 0.44% 0.16% 0.53% 0.27% 0.36% 0.52% 0.32%

Breast Cancer Referrals Seen <2 weeks Nov-12 93% 97.4% 100.0% 100.0% 98.3% 97.6% 100.0% 97.2% 97.9% 95.5% 98.1%

Cancer Patients receiving subsequent Chemo/Drug <31 days Nov-12 98% 99.4% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0% 100.0%

Cancer Patients receiving subsequent surgery <31 days Nov-12 94% 93.8% 100.0% 96.3% 93.8% 95.8% 90.5% 100.0% 88.2% 100.0% 95.8%

Cancer Patients receiving subsequent radiotherapy <31 days Nov-12 94% 97.3% 100.0% 100.0% 100.0% 94.7% 96.7% 100.0% 100.0% 100.0% 99.0%

Cancer Patients treated after screening referral <62 days Nov-12 90% 73.7% 50.0% 100.0% 100.0% 96.9%

Cancer Patients treated after consultant upgrade <62 days Nov-12 86% 89.6% 100.0% 100.0% 100.0% 92.9% 100.0% 87.5% 100.0% 100.0% 96.2%

Cancer diagnosis to treatment <31 days Nov-12 96% 97.9% 98.6% 95.5% 98.7% 95.1% 97.0% 98.5% 98.9% 97.5% 97.4%

Cancer urgent referral  to treatment <62 days Nov-12 85% 91.0% 81.6% 91.5% 89.7% 82.1% 88.6% 76.9% 93.8% 89.5% 87.0%

Cancer patients seen <14 days after urgent GP referral Nov-12 93% 98.1% 98.5% 98.0% 98.8% 96.2% 98.7% 96.5% 97.1% 96.8% 97.6%

HCAI: Clostridium Difficile (C. Diff.) Infection rates Nov-12 47 55 6 6 2 2 2 5 4 1 28

HCAI: Incidence of MRSA - Comm Nov-12 4 0 0 0 0 0 1 0 0 1 2

Mixed Sex accomodation (Breaches) Nov-12 0 19 0 0 0 0 0 0 0 0 0

NHS Portsmouth

Unscheduled 

Care

Planned care

Other 
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NHS Portsmouth Numbers waiting by Time Band

Mar-12 Apr-12 May-12 Jun-12 Jul -12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Mar-13

0-18 Weeks 9457 10040 10453 9613 10015 9981 9678 9432 9298

19-35 Weeks 661 535 645 374 348 369 334 379 345

36-51 Weeks 37 39 42 30 21 16 25 40 29

52 weeks  + 1 3 5 3 1 1 2 0 0

NHS Portsmouth % waiting by Time Band

Mar-12 Apr-12 May-12 Jun-12 Jul -12 Aug-12 Sep-12 Oct-12 Nov-12 Dec-12 Jan-13 Feb-13 Mar-13

Target 0-18 Wks  % 92% 92% 92% 92% 92% 92% 92% 92% 92% 92% 92% 92% 92%

0-18 Weeks  % 93.1% 94.6% 93.8% 95.9% 96.4% 96.3% 96.4% 95.7% 96.1%

19-35 Weeks  % 6.5% 5.0% 5.8% 3.7% 3.4% 3.6% 3.3% 3.8% 3.6%

36-51 Wks % 0.4% 0.4% 0.4% 0.3% 0.2% 0.2% 0.2% 0.4% 0.3%

52+ Weeks  % 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0% 0.0%
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NHS Portsmouth Performance - Comments
Indicator 
Description

TIA Nov-12

Implement trust-w ide standard operating procedures relating to internal professional standards 
and the management of overcrow ding in ED, to support the normalisation of early in the day 
discharges; and ensure senior medical management of all patients’ pathw ays is obtained in a 
consistent and eff icient manner (e.g. introduce clinical criteria led discharge protocols)

Develop and implement a plan to expand the number of ambulatory pathw ays offered; pilots 
have been implemented in relation to SAU, MAU, respiratory and the community discharge 
assessment lounge

Engage w ith commissioners to provide the Trust w ith the ability to stream aw ay out of hours ED 
attenders requiring primary care interventions to the commissioned Out of Hours GP led Urgent 
Care service and/or Walk-In-Centre; and review  the front-door model for in ED in respect of 
specif ic patient groups and w orkforce requirements.

A&E 4 hours Waits

The PHT has developed a comprehensive emergency f low  action plan to address the major 
internal factors impacting on ED performance, w ith a supporting governance structure also 
established. These include;

Commence a “see and treat” pilot in ED Minors, to reduce the time the patient w aits to be treated 
by truncating the tw o-step process of assessment and then treatment into a single step;
ensure 2-hourly consultant-led “board rounds” are undertaken in ED; and
Implement trust-w ide triage and transfer standards to ensure allocation of patients to the correct 
f low  at the earliest opportunity.

the development of a trust-w ide emergency f low  performance dashboard aimed at enabling an 
effective monitoring of the delivery of emergency f low  KPIs across PHT, including at a w ard 
level, and w ill form a key element of assurance obtained over the effectiveness of the 
emergency f low  action plan.

Establish an ambulance handover and assessment bay w ithin the Trust’s ED, to ensure that all 
ambulance arrivals are handed over and clinically assessed w ithin 15 minutes of arrival;

Undertake a pilot of additional middle grade ED medical staff cover at nights and over the 
w eekend, to increase decision making capacity; and recruit addition Health Care Support 
Workers and Duty Hospital Managers to support f low  w ithin ED and across the PHT

The PCT' achieved 50% against the 60% target. The target w as achieved in Q1 and Q2. the 
underperformance in November w as mainly due to the small number of patients involved (a total 
of 6 patient and 3 w ere breached against the standard) At the system level (PHT) the target  
w as achieved. The PCT does not currently have existing contract for the target to be achieved 
at PCT level. Commissioners are exploring the feasibilities achieving the target at CCG level going 
forw ard..

On-going

Unscheduled 
Care

On-going

Area Actions Being Taken to Improve Performance and By W hen
When Will These 
Actions Take Effect?

Reporting 
Period

Performance against target deteriorated further to 86.9% in month November from 90% the 
previous month, w ith the target breached in all f ive Sitrep w eeks reported in November. Analysis 
conducted by PHT of the breaches and performance against pathw ay standards in month 7 
show ed that the majority of breaches occur in the Out of Hours periods and /or are linked to 
backlogs created by high volumes of demand in the evenings and at w eekends.

Nov-12
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Public Health Targets - Portsmouth
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NHS Portsmouth Performance Public Health - Comments



SHIP Operating Plan: Variance from Plan

8

Note:  RAG rating thresholds for activity have 
been revised in line with new SHA thresholds 
(<2% = Green, >2%-<5% = Amber, >5% = 
Red)
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Note:  RAG rating thresholds for activity have 
been revised in line with new SHA thresholds 
(<2% = Green, >2%-<5% = Amber, >5% = Red)

 Month 8 : Yr on yr variance

2011/12 

YTD 

Actual

2012/13 

YTD 

Actual

%

2011/12 

YTD 

Actual

2012/13 

YTD 

Actual

% 

2011/12 

YTD 

Actual

2012/13 

YTD 

Actual

%

2011/12 

YTD 

Actual

2012/13 

YTD 

Actual

%

2011/12 

YTD 

Actual

2012/13 

YTD 

Actual

%

245,719 255,932 4.2% 32,449 34,384 6.0% 159,503 166,775 4.6% 21,316 22,138 3.9% 32,451 32,635 0.6%

142,278 145,272 2.1% 20,581 21,689 5.4% 95,089 97,067 2.1% 14,795 14,197 -4.0% 11,813 12,319 4.3%

205,775 208,934 1.5% 26,746 27,454 2.6% 137,113 139,092 1.4% 16,724 16,992 1.6% 25,192 25,396 0.8%

349,281 346,346 -0.8% 44,090 46,136 4.6% 236,548 233,930 -1.1% 26,569 27,858 4.9% 42,074 38,422 -8.7%

121,394 125,259 3.2% 16,595 16,107 -2.9% 87,449 90,218 3.2% 5,402 5,477 1.4% 11,948 13,457 12.6%

34,768 35,051 0.8% 4,612 4,455 -3.4% 24,156 24,557 1.7% 2,509 2,530 0.8% 3,491 3,509 0.5%

123,012 123,152 0.1% 18,380 18,984 3.3% 81,313 80,818 -0.6% 8,355 8,789 5.2% 14,964 14,561 -2.7%

31,117 35,862 15.2% 1,830 2,248 22.8% 21,586 23,960 11.0% 4,131 5,191 25.7% 3,570 4,463 25.0%

295,775 321,045 8.5% 41,343 42,080 1.8% 200,995 216,200 7.6% 26,119 29,926 14.6% 27,318 32,839 20.2%
Diagnostics: Non-endoscopic

Diagnostics: Endoscopic

Number of first outpatient attendances 

(consultant led) following GP referral

Number of al l first outpatient 

attendances (consultant led)

Total elective G&A day case FFCEs

Total elective G&A ordinary admission 

FFCEs

Non-elective G&A FFCEs, excluding well 

babies
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Activity 

Number of written referrals from GPs 

for a first outpatient appointment 

NHS SouthamptonSHIP Focus

Number of other referrals for a first 

outpatient appointment
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Executive Summary
Key Headlines & Risks

• Year to date spend on the CCG devolved 
budgets is on plan, with a year to date surplus of 
£2.1m

• Acute contract performance is over plan, offset by 
under spending areas, mainly prescribing

• Portsmouth Hospitals NHS Trust (PHT) is over 
plan by £2.8m year to date

• Over-performance on the PHT contract has 
increased in Elective and outpatients; this is 
under investigation to ensure that all activity is 
required to achieve the referral to treatment RTT 
targets.

• An agreement has been reached with PHT on the 
year end forecast outturn which is agreed at 
£3.5m above plan. This reflects latest trends in 
non elective, elective and CQUIN performance 
and an estimate of ‘work in progress’ as at 
31/3/13.

• Quality, Innovation, Productivity & Prevention 
(QIPP) savings target – reporting on target, with 
forecast under achievement on Non Elective and 
Cancer Services, offset by over achievement in 
continuing care and prescribing

• £2m of the risk relating to continuing healthcare 
retrospective claims is forecast in the position

Mitigating Actions

• Contingency fund (£3.3m)
• QIPP Contingency (£1.4m)
• Contract mitigation:

– Non Elective 30% marginal rate benefit 
£0.3m

– Stranded Costs £1.0m not payable
• Non Elective – Providers incentivised to work 

collaboratively e.g. CQUIN (scheme now agreed 
& monitoring due in month)

• Chemotherapy, Drugs  & Paediatrics– working 
groups involving clinical leads & provider 
representatives

• Elective – Referral to Treatment times (RTT) –
this is under investigation with the Trust –
analysis suggests reducing waiting lists further 
than commissioned levels

• Under Plan on Prescribing and Continuing Care 
(prior to retrospective adjustment) which will not 
be spent

• Utilisation of reserves to cover additional risks, 
such as further continuing healthcare 
retrospective claims

• Year-end agreements have been reached on both 
the PHT and SCAS contracts to reduce risk on 
2012/13 contract position
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CCG Focus : Portsmouth Summary 
Financial Performance 2012/13 

Summary:
•Year to date spend on the CCG devolved budgets is on plan, with a year to date surplus of £2.1m
•Acute Commissioning is over plan, which is offset by other areas being under plan e.g. prescribing

Forecast Outturn:
•Despite pressures on the PHT contract, and a provision for Continuing Health Care retrospective claims , 
these are offset by under spends in other areas so the surplus target will be achieved.
•Worst Case scenario is based on increasing activity above plan over the winter months, offset by uncommitted 
reserves.  
•Best Case scenario assumes an improving position and full delivery of QIPP targets for the remainder of the 
year.
•£2m of the risk around continuing healthcare retrospective claims has been recognised in the forecast.

Month 10 - Jan 2013 Most Likely Best Case Worst Case
Annual 
Budget

Budget to Date Actual to Date Variance to Date Forecast 
Outturn

Forecast Variance Forecast 
Outturn

Forecast 
Variance

Forecast 
Outturn

Forecast 
Variance

£m £m £m £m £m £m £m £m £m £m
Acute Commissioning: 122.1 100.9 104.2 (3.3) 126.4 (4.2) 126.1 (4.0) 126.9 (4.8)
Mental Health Commissioning: 27.2 22.7 22.7 (0.0) 27.2 0.0 27.2 0.0 27.2 0.0
Community Services Commissioning: 26.0 21.6 21.8 (0.1) 26.1 (0.2) 26.0 0.0 26.3 (0.3)
Other NHS Commissioning: 6.7 5.5 5.7 (0.3) 7.0 (0.3) 6.9 (0.2) 7.0 (0.3)
Non NHS Commissioning: 24.0 19.8 19.5 0.2 26.0 (2.0) 25.7 (1.6) 26.7 (2.6)
Primary Care Commissioning: 33.0 27.8 25.3 2.5 30.1 2.9 30.0 3.1 30.4 2.6
Running Costs 2.2 1.8 1.4 0.4 1.7 0.5 1.5 0.7 1.8 0.4
Reserves 14.5 2.6 0.0 2.6 8.7 5.8 8.7 5.8 12.0 2.5
Total 255.7 202.7 200.6 2.1 253.3 2.5 252.0 3.8 258.3 (2.5)



CCG Focus : Portsmouth Detailed 
Financial Performance 2012/13 
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Month 10 - Jan 2013 Most Likely Best Case Worst Case
Annual 
Budget

Budget to 
Date

Actual to 
Date

Variance to Date Forecast 
Outturn

Forecast 
Variance

Forecast 
Outturn

Forecast 
Variance

Forecast 
Outturn

Forecast 
Variance

£'m £'m £'m £'m £'m £'m £'m £'m £'m £'m
Acute Commissioning:
Portsmouth Hospitals 108.5 90.4 93.2 (2.8) 111.9 (3.5) 111.9 (3.5) 111.9 (3.5)
University Hospital Southampton FT 3.6 3.0 2.8 0.3 3.4 0.3 3.4 0.3 3.6 0.0
Western Sussex Hospitals 0.7 0.6 0.7 (0.1) 0.8 (0.1) 0.7 (0.0) 0.9 (0.2)
Hampshire Hospitals FT 0.2 0.2 0.2 0.0 0.2 0.0 0.2 0.0 0.2 0.0
Salisbury Healthcare 0.3 0.2 0.2 0.0 0.3 0.0 0.2 0.1 0.3 0.0
Other Acutes 2.7 2.1 2.2 (0.1) 2.9 (0.2) 2.7 0.0 2.9 (0.2)
Non Contracted Activity 6.1 4.3 5.0 (0.6) 6.9 (0.8) 6.9 (0.8) 7.0 (0.9)

Total 122.1 100.9 104.2 (3.3) 126.4 (4.2) 126.1 (4.0) 126.9 (4.8)
Mental Health Commissioning:
Solent NHS Trust 27.2 22.7 22.7 (0.0) 27.2 0.0 27.2 0.0 27.2 0.0
Other Mental Health Contracts 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0

Total 27.2 22.7 22.7 (0.0) 27.2 0.0 27.2 0.0 27.2 0.0
Community Services Commissioning:
Solent NHS Trust 25.6 21.3 21.5 (0.1) 25.8 (0.2) 25.6 0.0 25.9 (0.3)
Southern Health FT 0.4 0.3 0.3 0.0 0.4 0.0 0.4 0.0 0.4 0.0
Other Community Contracts

Total 26.0 21.6 21.8 (0.1) 26.1 (0.2) 26.0 0.0 26.3 (0.3)
Other NHS Commissioning:
Ambulance Services 6.6 5.5 5.7 (0.3) 6.9 (0.3) 6.8 (0.2) 6.9 (0.3)
Other NHS Commissioning 0.1 0.0 0.0 0.0 0.1 0.0 0.1 0.0 0.1 0.0

Total 6.7 5.5 5.7 (0.3) 7.0 (0.3) 6.9 (0.2) 7.0 (0.3)
Non NHS Commissioning:
Continuing Care/High cost placements 17.1 14.0 13.2 0.8 18.4 (1.3) 18.1 (1.0) 18.9 (1.8)
Funded Nursing care 1.5 1.3 1.3 (0.0) 1.5 (0.0) 1.6 (0.1) 1.6 (0.1)
Treatment Centres 4.9 4.1 4.5 (0.4) 5.4 (0.5) 5.4 (0.5) 5.4 (0.5)
Other Non NHS 0.5 0.4 0.6 (0.2) 0.7 (0.2) 0.6 (0.1) 0.7 (0.2)

Total 24.0 19.8 19.5 0.2 26.0 (2.0) 25.7 (1.6) 26.7 (2.6)
Primary Care Commissioning:
Primary Care Prescribing 30.2 25.5 23.0 2.5 27.4 2.8 27.3 3.0 27.6 2.7
Out of Hours Service 1.6 1.4 1.4 0.0 1.6 0.0 1.6 0.0 1.7 (0.0)
Enhanced Services 1.2 1.0 1.0 0.0 1.1 0.0 1.1 0.1 1.2 (0.1)

Total 33.0 27.8 25.3 2.5 30.1 2.9 30.0 3.1 30.4 2.6
Running Costs
Running Costs 2.2 1.8 1.4 0.4 1.7 0.5 1.5 0.7 1.8 0.4

Total 2.2 1.8 1.4 0.4 1.7 0.5 1.5 0.7 1.8 0.4
Reserves & Contingencies:
Contingency 3.4 0.5 0.0 0.5 0.0 3.3 0.0 3.3 3.4 0.0
General Reserve 8.6 0.0 0.0 0.0 8.6 0.0 8.6 0.0 8.6 0.0
Investment Reserve 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0 0.0
Budgeted surplus 2.5 2.1 0.0 2.1 0.0 2.5 0.0 2.5 0.0 2.5
Total 255.7  202.7 200.6 2.1 253.3 2.5 252.0 3.8 258.3 (2.5)
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PHT Contract Finances
Based on Month 9 actual activity

Portsmouth Hospitals (PHT) Contract:

Non Elective (£380K over plan): (Improvement)
• Non Elective over plan partially offset by payment at marginal rate
• Over plan in Excess Bed Days (£212K – 22.3%)
• Main Non Elective pressures in Cardiac, Renal, Digestive, 

Paediatrics (moved out in month – winter pressure) & Immunology
• Over plan by 3.8% cost and activity year to date

Elective & Daycase (£793K over plan):                (on trend)
• Elective over plan by 7.8% cost and 4.9% activity year to date

– Orthopaedic activity is beginning to slow, easing pressure
– Elective activity was expected to drop due to RTT plan

• Day case over plan
– Delay in changing Oral Surgery pathway continued pressures

Outpatients (£256K over plan):              (Improv ement)
• Outpatient Procedures over plan (£19K) in Head & Neck
• First Outpatient Attendances over plan (£146K)
• Follow up Outpatient Attendances over plan (£91K)

– Activity expected to drop due to RTT plan and back-ended 
QIPP schemes (Care Closer to Home, Oral Surgery)

Other (£1,693K over):     (deterioration)
• Over plan in A&E (£337K)
• Critical care over plan (£139K)
• Over plan in “Other “(£614K)

– mainly Chemotherapy (£603K)
• Cost Pressure in High Cost Drugs 

(£539K) – mainly ICD devices, 
AMD, anti-fungals and unidentified 
QIPP drug savings

Portsmouth Hospitals Contract 
Reported Position £'000

Headline Position 3,122
Payment Adjustments (1,760)

Agreed Position for month 9 1,362

M10 Projected Position 2,800

Year End Forecast Outturn 3,481

Adjustment Breakdown £'000
CQUIN (306)

Outpatients new to Follow-up ratio 23

Stranded Costs (1,133)

Non Elective 30% Marginal Rate

Procedures of Limited Clinical Value (135)

Technical Rules (180)

Hips and Knees (29)

A&E 95% Target Breach 0

Total Contract Payment Adjustments (1,760)
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Other Contract 
Finances:

Other Contracts / Areas of Expenditure:

Portsmouth Treatment Centre:  
• Over plan (£355K) year to date
• Under plan on minor injury activity (£150k), 

marketing campaign is underway to divert activity 
from PHT

• Over plan in Elective (£339k) and First 
Outpatients (66k)

– Relating to skin surgery, Endoscopy & 
Flexible Sigmoidoscopy

Continuing Care:
• Under plan (£631K) year to date 
• Retrospective claims risk is covered by £2m in 

the forecast outturn and £700k set aside in 
reserves.

Prescribing: (improvement)
• Under plan (£2,367K) year to date.  Forecast 

£2,800K under plan including savings from 
national drug price reductions.

Contingency: (deterioration)
• Utilisation has increased due to the agreement of 

PHT and SCAS year end payments

Other Contracts / Areas of Expenditure:

University Hospitals Southampton (UHS) Contract:
• Under plan year to date (£275k)
• Over plan in Elective and Drugs & Devices, offset 

by underspends in critical care

Solent NHS Trust:
Mainly block contract – over plan by £55K on CCG 
elements of Sexual Health 
• Behind Chlamydia Screening activity target – a 

remedial action plan is being agreed

South Central Ambulance Service (SCAS): 
• Over plan (£251K) year to date due to ambulance 

handover delay penalties relating to PHT

Non Contracted Activity: 
• Over plan (£641K) based on year to date 

information

Southampton Treatment Centre:
• Under utilising contract – low expenditure to date. 

PCT has a minimum contractual liability at 80% of 
contract value – currently utilisation minimal.

Key:     Deterioration        Improvement

Static Position



8

Quality, Innovation, Productivity & 
Prevention Performance Report

QIPP Executive Summary:

These figures are based on M9 activity.

A number of workstreams are progressing well, with over achievement in Primary Care Prescribing and Continuing 
Healthcare (excluding risk on retrospective claims). Other schemes such as re-design of Older Persons Mental Health 
(OPMH) Services are delivering on plan. Delivery against the Non Elective Ambulatory Care conditions scheme  
continues to improve and is currently at 77%.

The main QIPP schemes that are not delivering the planned impact year to date are where there is over performance on 
the PHT contract. This includes Medicines Management (over plan in High Cost Drugs), Non Elective Schemes (e.g. Frail 
Elderly project, Paediatric Single Point of Access Scheme) and Cancer Services (over plan in Chemotherapy & 
Radiotherapy). Forecast outturn saving positions have been revised to nil for Cancer Services and Surgical Assessment 
Facility. 

Work is on-going through project groups to mitigate these issues and deliver the remainder of the planned savings. Under 
achievement has been offset by over achievement in primary care prescribing and continuing care, as well as through 
headroom within the QIPP plan.

Programme Table

Strategic Group Planned Actual Var. Planned Forecast Var.
Best Case 

FOT

Worst 

Case FOT

Enabling Programmes 1251 1247 -6 1503 1503 0 1503 1403

Integrated Commissioning 1232 1264 32 1254 1304 50 1454 1202

Maternity and Child Health 83 83 0 100 100 0 100 75

Medicines Management 1578 2736 1158 1904 3044 1140 3494 2994

Planned Care 1542 840 -702 1889 1272 -617 1272 1006

Staying Healthy 459 624 165 551 651 100 798 551

Urgent and Integrated Care 1906 1024 -882 2407 1557 -850 1557 692

Sub Total: 8051 7818 -235 9608 9431 -177 10178 7923

Contingency -2211 -1978 233 -2653 -2476 177 -2653 -968

CCG Total: 5840 5840 0 6955 6955 0 7525 6955

Net £'000

YTD Year



Transition Issues: Assets, liabilities 
and contract transition
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As part of the transition process, the SHIP PCT cluster is identifying where all existing 
assets, liabilities and contracts will transfer at 1 April 2013.
This is based on a nationally prescribed process, and will result in a legal ‘transfer 
scheme’ to receiving organisations, which sets out the legal framework for transfer of 
ownership. This will include contractual, property, staff and other legal obligations.
The CCG Board will need to understand the transferring obligations and any inherent risk. 
As such, the CCG, led by the Chief Finance Officer, is reviewing the data as it is issued to 
ensure some ‘due diligence’ has been undertaken pre the ‘transfer scheme’ being 
finalised. It should be noted that receiving organisations are not in a position to refuse to 
accept transferring items (albeit there is expected to be a right of appeal post transfer).
The lists will be finalised by 14 March and authorised for transfer by the South of England 
SHA at its March Board, with subsequent agreement at the SHIP PCT Board. CCGs are 
asked to acknowledge receipt at a Board meeting. Given the timelines, it is requested that 
CCG continues to review and agree the transferring obligations during March, with the 
final list brought to the April Board meeting for ratification.

Recommendation: The Governing Board is requested to accept the contents of the 
finance report and to approve the recommendation that delegated authority is given to the 
Chief Finance Officer to validate the final ‘transfer scheme’ to the CCG during March.  The 
Chief Clinical Officer and Chair to acknowledge receipt on behalf of the Board and the full 
‘transfer scheme’ will be brought to the April Board meeting.
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REPORT TO THE GOVERNING BOARD 
 

2013/14 PLAN AND DRAFT BUDGET 
 

1.  Introduction 
 
1.1 This paper updates the Board on the CCG’s planning arrangements for 2013/14 
 and associated draft budget and comprises the following: 
 

i. Summary of the national planning guidance ‘Everyone Counts: Putting 
Patients First 2013/14’ 

ii. Summary of the CCG’s Planning Priorities as submitted to the Wessex Area 
Team on 25 January 2013 

iii. CCG’s budget setting policy 
iv. CCG’s draft financial strategy and budget 

 
2. Planning Priorities 
 
2.1 The CCG has approved its Mission, Vision and Commissioning Strategy as part 
 of the authorisation process.  The 2013/14 plans reflect the first year’s 
 implementation of these aims.  A ‘Plan on a Page’ summary of the strategy and 
 key priorities is included in this paper in Appendix II. 
 
3.  Financial Strategy and Draft Budget 
 
3.1 Appendix IV sets out in more detail the CCG’s financial strategy and budget 
 plan.  The CCG has a confirmed allocation of £238.2 million and an allocation for 
 running costs of £5.3 million. 
 
3.2 Work continues to agree contracts with major providers and ensure that 
 expenditure aligns with the CCG’s allocation, minimising risk to the CCG.  In 
 particular, discussions will be required with the Wessex Area Team and the Local 
 Authority in this respect. 
 
3.3 To deliver the national planning guidance, including a surplus of £2.4 million, 
 and to progress the CCG’s priorities, financial efficiencies, through Quality, 
 Innovation, Productivity and Prevention (QIPP), are required totalling £6.7 
 million in 2013/14.  This figure will depend on the finally agreed value of 
 contracts.  Currently, the CCG has identified outline schemes with some 
 contingency  included, to fully meet this challenge.  These plans are being 
 reviewed and agreed via the Clinical Commissioning Committee. 
 
3.4 The current draft plans identify investment requirements of £2.1 million to 
 further the CCG’s priorities.  Whilst these investments are supported in principle, 
 final agreement will be dependent on the CCG’s affordability once 2013/14 
 contracts have been concluded. 
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4. Key Risks and Mitigations 
 
4.1 Key financial risks and mitigations are outlined in Appendix IV. 
 
4.2 The full risks to delivery of the CCG’s plan are monitored and reviewed through 
 the risk management framework and escalated to the CCG’s risk register, as 
 appropriate. 
 
5. Next Steps 
 
5.1 As set out in Appendix II, the CCG will continue to develop its QIPP plans, 
 contract discussions and quality  premium priorities.  A further full plan 
 submission is due to the Wessex Area Team on 28 February 2013.  The 
 financial plan will be refined as these plans develop. 
 
6. Recommendations 
 
6.1 The CCG is asked to: 

 
i. Note the 2013/14 planning priorities and planning submission made to the 

Wessex Area Team Office 
ii. Approve the draft 2013/14 budget 
iii. Give delegated authority to the Clinical Executive to approve changes to 

the draft budget, including approving final investment requests, with an 
update brought to the next Governing Board. 

 
   

 
Jo Gooch 
Chief Finance Officer 
8 February 2013 
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Improving health services…

• National planning guidance published by the NHS Commissioning Board on 18 

December 2012.

• Everyone Counts: Planning for Patients 2013/14

• Supporting Planning 2013/14 for CCGs

• Everyone counts: planning for patients 2013/14 – Technical 

definitions 

• CCGs: Planning template for 2013/14 

• Clinical commissioning group and provider objectives for reduction 

in clostridium difficile: 2013/14 

• This was followed by supporting information published by the NHS Commissioning Board on 21 December 

2012.

• NHS allocations for 2013/14 

• ‘Support packs’ for CCGs and LAs

• Who pays? Determining responsibility for payments to providers 

• Better data, informed commissioning, driving improved outcomes: clinical data sets 

• CCG outcomes indicator set 

• Quality premium 2013/14 – Guidance for CCGs 

• Draft NHS standard contract 

• Commissioning for quality and innovation (CQUIN) – 2013/14 draft guidance 

• All available guidance can be found on the NHS Commissioning Board website or via the CCG Planning and 

Performance Team.

PUBLISHED GUIDANCE
Appendix I
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Improving health services…

KEY POINTS TO NOTE (1) 
• The planning framework is based around securing three important objectives: balancing 

change and continuity, assumed liberty and balancing annual requirements with the 

longer term.

• There are 3 principles behind the new approach to planning clinically led-commissioning 

from April 2013 : empowered clinicians, increased information and greater 

accountability.

balancing change and continuity: 2013/14 sees widescale
organisational change at a time of increasing financial 
pressures and the best confidence we can provide patients 
and the public is that local health services are driving 
change, not reacting to it

making assumed liberty a reality through creating the 
time and space for clinical commissioning groups to drive 
local health priorities within a framework driven by Health 
and Wellbeing Boards

balancing annual requirements with the longer term: the 
best indicator we have of future quality improvement is 
current delivery and we need to assure ourselves that the 
health service is sufficiently robust to deal with the 
challenges of increasing demand when limited resource 
growth is likely to be a feature for several years ahead

Empowered local 
clinicians 

delivering better 
outcomes

Increased 
information for 

patients to make 
choices

Greater 
accountability to 
the communities 
the NHS serves. 

NHS Outcomes Framework – sets out the GOALS

NHS Constitution – sets out the RESPONSIBILITIES

Local commissioners will have the freedom to determine approach for delivery within their 
community

Success judged on the quality of health outcomes
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Improving health services…

KEY POINTS TO NOTE (2)

The guidance addresses two key challenges:

•the commissioning system needs to be focused on reducing health inequalities and advancing 
equality in its drive to improve outcomes for patients;

Guaranteeing no community is left behind or disadvantaged

•transforming the service offer of the NHS so that they can take control and make more informed 
choices, if they want to

Treating patients respectfully as customers and putting their interests first

To meet these challenges, a patient-centred approach and the reformed structures provide three inter-related 

lenses through which planning can be viewed:

Local area based planning

Clinical commissioning group organisational planning

Direct commissioning by the NHS Commissioning Board

4



Improving health services…

KEY POINTS TO NOTE (3)

The NHS Commissioning Board will provide five offers to NHS commissioners to give them 

the insights and evidence they need to produce better local health outcomes :

• NHS Services 7 days a week  - 1st stage, diagnostics & 

urgent & emergency careOffer 1:

• More transparency, more choice.- E.g. publish data 

on activity, clinical quality measures & survival rates in certain named specialties
Offer 2:

• Listening to patients & increasing their 
participation e.g. capturing real time feedback, Friends & Families test

Offer 3:

• Better data, informed commissioning, 
driving better outcomes. Capturing core set of clinical data

Offer 4:

• Higher standards, Safer care. Compassion in 

Practice, medical revalidation 

Offer 5:

5



Improving health services…

IMPROVING OUTCOMES, 
REDUCING INEQUALITIES (1)

• There are a number of key deliverables within the guidance CCGs are expected to 

achieve: using outcomes in planning, 5 domains of NHS Outcomes Framework, NHS 

Constitution, eliminate long waiting times, ambulance handovers, reducing 

cancellations and full roll out of IAPT.

•Take cognisance of the NHS Outcomes Framework and its 5 domains

•Prioritise and make most improvement against those indicators in the framework where there is greatest local need 

•CCGs to work with PH England, H&WB Boards and LAs to develop and provide integrated approaches to dealing with; earlier 
diagnosis, improving early management in community settings, improving acute services and treatment and preventing recurrence
after an acute event.

•Work with direct commissioners to support the provision of person-centred and integrated care for people with LTCs in the following 
3 areas; improvements in primary care, putting patients in charge and giving them ownership of their care and coordination and 
continuity of care.

•CCGs are to support an approach that; keeps people out of hospital when better care can be delivered in other settings, ensures 
effective joined-up working between primary and secondary care, delivers high quality and efficient care for people in hospital and 
coordinates care and support for people following discharge.

•Work with providers to invest savings gained from readmissions in better reablement and post-discharge support initiatives.

•CCGs are to respond to the following issues: rapid comparable feedback on the experience of patients and carers, building a capacity 
and capability in both providers and commissioners to act on patient feedback and assessing the experience of people who receive
care and treatment from a range of providers in a coordinated package.

•CCGs to use the National Quality Dashboard to identify any potential safety failures in providers.  Reducing the incidence of MRSA and 
C Difficile infections will be one of the national measures used to calculate the Quality Premium for CCGs.

Improving Outcomes

•Commissioners should aim to ensure all NHS patients receive treatment that meets the needs of the NHS Constitution, this will be a 
factor taken into account in determining the Quality Premium payment.  

Patient Rights: The NHS Constitution
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Improving health services…

IMPROVING OUTCOMES, 
REDUCING INEQUALITIES (2)

• QIPP remains a key part of the planning cycle.

• CCGs should be cognisant that from 2013/14 they need to assume full local ownership of QIPP 
to ensure wider service and financial sustainability.

• The triangulation of activity, quality and cost data and intelligence will be key to providing 
overall system assurance.

• Any provider cost improvement programmes must be agreed by the Medical and Nursing 
Directors of the providers as having been assured as clinically safe.

• CCG clinical leaders must make their own assessment of cost improvements and be satisfied  
that the services are safe for patients with no reduction in quality.

• Local plans should include trajectories over the next 2 years of how patient activity will change 
in their QIPP schemes.

• CCGS to confirm to the NHS CB that all provider cost improvement schemes have been subject 
to a CCG clinically led quality impact assessment.  Also, that there have been no clinically 
inappropriate reduction in the availability of local services.

• CCGs to demonstrate how they are driving innovation and developing delivery mechanisms for 
long-term success and sustainability of innovation.

• CCGs to demonstrate their commitment to implementing each element of the Comply or 
Explain regime.

• CCGs to demonstrate that they are members of an Academic Health Science Network (AHSN).

QIPP
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Improving health services…

TOOLS AND LEVERS TO 
SUPPORT COMMISSIONING

• The planning guidance suggests the following as tools to support commissioning 

negotiations.

NHS Standard contracts: e-
contract

CQUIN 2.5%. 

• National 0.5%:

• Friends & Family test, 

• NHS Safety thermometer,

• Improving dementia care

• VTE assessment

CQUIN gateway: meet 
minimum requirements of 
high impact innovations in 

Innovation, Health & 

Wealth

CCG Quality premium

• Paid in 2014/15 based on 
2013/14 performance

• 4 National & 3 locally set 
measures

8
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PLANNING AND ASSURANCE

• The following governance structure will be in place:

• Health & Wellbeing, incl CCGs & NHSCB
Local area based 

planning

• Monitored by Governing Bodies

• Also NHSCB Area Teams

• Annual assessments

CCG organisational 
planning

• NHSCB will publish assessments of own performance

• Account to CCGs

Direct 
Commissioning by 

NHSCB

9
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THE QUALITY PREMIUM

• CCGs will be rewarded via the ‘quality premium’ for improvements in the quality of 

services commissioned and for associated improvements in health outcomes and 

reducing inequalities.

• The premium paid to CCGs will be based on four national and three local measures.

Reducing potential years of lives lost 
through amenable mortality (12.5% of 

quality premium): the overarching 
objective for Domain 1 of the NHS 

Outcomes Framework

Ensuring roll-out of the Friends and 
Family Test and improving patient 

experience of hospital services (12.5% 
of quality premium), based on one of 
the overarching objectives for Domain 

4 of the NHS Outcomes Framework

Reducing avoidable emergency 
admissions (25% of quality premium): 
a composite measure drawn from four 

measures in Domains 2 and 3 of the 
NHS Outcomes Framework

Preventing healthcare associated 
infections (12.5% of quality premium), 

based on one of the objectives for 
Domain 5 of the NHS Outcomes 

Framework

Local measure 1 (12.5% 
of quality premium)

Frail Elderly

Local measure 2 (12.5% 
of quality premium)

Dementia

Local measure 3 (12.5% 
of quality premium)

Children

10
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COMMISSIONING FOR QUALITY & 
INNOVATION (CQUIN)
• CQUIN for 2013/14 is set at 2.5% of all contract values (NHS Standard Contract). 

• CQUIN monies are non recurrent and should be paid where agreed criteria/thresholds 

have been met.

• Schemes should be challenging but realistic and aim to delivery quality and innovation 

improvements over and above baseline requirements within the NHS Standard 

Contract.

• 3 million lives - Set a trajectory for 2013/14 for increasing planned use of telehealth/telecare
technologies

• Intra-operative fluid management (IOFM) - Demonstrate to commissioners that 2013/14 trajectories for 
the technology are in place which are consistent with National Technology Assessment Centre (NTAC) 
guidance

• Child in a chair in a day - Review the provision of wheelchair services to ensure outcomes similar to 
those achieved by the best-performing providers of mobility services for children

• International & commercial activity - Demonstrate that clear plans are in place to exploit the value of 
commercial intellectual property – either standalone or in collaboration with Academic Health Science 
Network

• Digital First - Establish a 2012/13 baseline and a trajectory for improvement to reduce inappropriate 
face-to-face contact

• Friends and Family Test – where commissioners will be empowered to incentivise high performing Trusts

• improvement against the NHS Safety Thermometer (excluding VTE), particularly pressure sores

• improving dementia care, including sustained improvement in Finding people with dementia, Assessing 
and Investigating their symptoms and Referring for support (FAIR)

• Venous thromboembolism (VTE) – 95 per cent of patients being risk assessed and achievement of a 
locally agreed goal for the number of VTE admissions that are reviewed through root cause analysis.

CQUIN
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CCG OUTCOMES INDICATOR SET

• A full set of CCG outcomes has been published with the guidance.

• The list below contains all outcomes with a CCG measure and so can be monitored for 

improvement against baseline.

•1. Preventing people from dying prematurely

•Potential years of life lost (PYLL) from causes considered amendable to healthcare

•Under 75 mortality rate from cardiovascular disease

•Under 75 mortality rate from respiratory disease

•Under 75 mortality rate from liver disease

•Under 75 mortality rate from cancer

•2. Enhancing quality of life for people with long term conditions

•Health-related quality of life for people with long-term conditions

•Proportion of people feeling supported to manage their condition

•Unplanned hospitalisation for chronic ambulatory care sensitive conditions (adults)

•Unplanned hospitalisation for asthma, diabetes and epilepsy in under 19s

•Estimated diagnosis rate for people with dementia

•3. Helping people to recover from episodes of ill health or following injury

•Emergency admissions for acute conditions that should not usually require hospital admission

•Emergency readmissions within 30 days of discharge from hospital

•Total health gain assessed by patients i) Hip replacement ii) Knee replacement iii) Groin hernia iv) Varicose vein

•Emergency admissions for children with Lower Respiratory Tract Infections (LRTI)

•4. Ensuring that people have a positive experience of care

•Patient experience of primary care i) GP Services ii) GP Out of Hours services

•Patient experience of hospital care

•Friends and family test

•5. Treating and caring for people in a safe environment and protecting them from avoidable harm

•Incidence of healthcare associated infection (HCAI) 

•i) MRSA ii) C.difficile

CCG Measures
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PLANNING SUBMISSION TIMETABLE

• The following timetable has been published:

13



13/14 PLANNING

FIRST CUT PLANNING SUBMISSION

NHS PORTSMOUTH CLINICAL 
COMMISSIONING GROUP 13/14 PLANNING

FEBRUARY BOARD MEETING

Appendix II
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• As part of the 1314 planning process a first cut planning submission was made to the Wessex

Area Team and the NHS Commissioning Board on 25 January 2013.

• The first cut submission consisted of:

• A. Plan on a Page

• B. CCG - Planning Template for 2013-14

– 1.Self-certification

– 2. Trajectories

» Dementia

» Improving Access to Psychological Therapies (IAPT)

» Local Priorities

– 3. Activity Trajectories 2013/14

• C. Financial Templates

• The key areas from the submission follow along with the key next steps.

Planning Submission - Friday 25th January

15



A. Plan on a Page (1)

• A key part of the submission was the production of a plan on a page.  This needed to set out:

• Key areas of transformational change

• Key risks

• Confirmation that national requirements will be met

• In order to demonstrate this through a plan on a page, the vision, priorities and 1516 end-state, 

taken from the CCG commissioning strategy, were shown

• The links were then made to demonstrate how the CCG’s transformational change agenda for 1314 

would begin the delivery of the overall vision and future end state

• Mitigating actions were provided against each of the risks associated with delivery

• Patient safety and quality was laid out separately, as although implicit in everything the CCG does, 

needed to demonstrate it had clearly been thought through and to show all patient safety and 

quality requirements within Everyone Counts had been addressed

• National deliverables in relation to achieving health inequalities, delivering outcomes and meeting 

national requirements were also  included to show the CCG’s intention to contribute towards the 

NHS Constitution, the NHS Mandate and local priorities.

Improving health services…
16



A. Plan on a Page (2)

17



• The first element of the CCG planning template required the CCG to confirm commitment to

delivery of the rights and pledges of the NHS Constitution, Mandate and Clostridium Difficile

objective and assurance that provider cost improvement plans (CIPs) are deliverable without

impacting on the quality and safety of patient care.

• Four questions were asked as part of the Self Certification. The CCG responded ‘Yes’ to three

of the four questions. These were:

B. CCG Planning Template for 2013-14
- Self Certification (1)

i) Do your plans ensure that the performance standards in the NHS Constitution will 

be delivered throughout 2013/14?

ii) Do your plans ensure that the performance commitments in the Mandate will be 

delivered throughout 2013/14?

iv) Do you plan to manage Healthcare Acquired Infections (HCAIs) so that your local

population have a maximum number of Clostridium Difficile infections (CDI) as 

set out by your local CDI objective?

18



• The CCG answered ‘No’ to the following question and provided a statement of supporting

narrative:

B. CCG Planning Template for 2013-14
- Self Certification (2)

This requirement will be achieved. To date all relevant providers have been written to by the CCG
Clinical Leaders with a suggested approach to delivering this requirement. It has been suggested
that the Quality teams for Fareham & Gosport, Portsmouth and South Eastern Hampshire CCGs
work together with the Provider quality leads to review their CIP quality impact assessment process
and detailed schemes so that they may brief the Clinical Leaders. This would then be followed by a
meeting between the three CCG clinical leaders and the Providers Medical & Nursing Directors to
raise any queries or concerns and seek final assurance. Each Provider has been asked to
nominate a quality lead to take this work forward with immediate effect.

iii) Have you assured provider cost improvement plans (CIPs) are deliverable 

without impacting on the quality and safety of patient care

19



• CCGs were also required to submit trajectories which demonstrate improvement in key targets relating to
Dementia and Improving Access to Psychological Therapies (IAPT). The trajectories submitted for these 2
areas are shown below:

– Dementia diagnosis rates

– Improving Access to Psychological Therapies – proportion of people entering treatment

– Three local CCG priority areas also needed to be chosen, and indicators and associated trajectories
developed for these areas. The CCG chose the 3 areas of Children, Dementia and Frail Elderly.

– Indicators and trajectories are being developed in these areas to be included within the next
submission.

B. CCG Planning Template for 2013-14
- Trajectories (Dementia, Improving Access to 
Psychological Therapies, Local Priorities)

Number of 
people 

diagnosed

Prevalence 
of dementia

% diagnosis 
rate

2013/14 1446 2226 65.0%

2014/15 1558 2226 70.0%

Proportion

2013/14 13.3%

The number of people who have 
depression and/or anxiety disorders 
(local estimate based on Psychiatric 

Morbidity Survey)

The number of people who 
receive psychological therapies

3450 25873

20



• Activity trajectories were required to be submitted across four key measures:

– elective finished first consultant episodes (FFCEs)

– non-elective FFCEs

– first outpatient attendances

– A&E attendances

B. CCG Planning Template for 2013-14
- Trajectories (Activity)

When modelling the activity trajectories, the following methodology and assumptions were used:

• The forecast outturn (FOT) for 2012/13 has been calculated using Month 8 data

• A number of adjustments with regard to the movement of activity now being classified as specialist 

services and being commissioned by the NHS Commissioning Board have been applied

• Growth levels have been applied to Non Elective activity (2%), Elective activity (0%), 1st Outpatient 

attendances (0%) and A&E Attendances (2%) across all providers.  This is in-line with the growth 

levels applied in the financial modelling 

• Adjustments relating to Quality, Innovation, Productivity and Prevention (QIPP) projects have been 

made 

• Seasonality and working day adjustments have been applied

21



• A set of financial templates were submitted as part of the return.  These set out the first cut CCG 

financial position for 1314 and beyond.

• The financial templates and associated position, are detailed separately within the report.

C. Financial Templates

22



• Continue with 1314 planning process

– Update plan on a page to enable continued alignment with ‘live’ planning process

– Develop indicators and trajectories for the 3 local priority areas identified

– Ensure that activity plans and trajectories are revised in line with all known issues and align to 

commissioned activity levels

– Review and revise financial modelling to reflect outcomes of contractual negotiations, Quality, 

Innovation, Productivity and Prevention (QIPP) outcomes and investment decisions

– Develop a planning document that covers the CCGs wider planning agenda for 1314 and beyond

– Update risks and mitigating actions

– Quality assure the CCG of provider cost improvement plan (CIP) schemes

– Ensure contracts, finance, activity, performance, QIPP, workforce are aligned

• 28th February Submission to the Wessex Area Team

• 20th March plan sign-off with The Wessex Area Team and Regional Office

– The 28th February submission will be used for the sign-off meeting of the 20th March

Next Steps
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Portsmouth Clinical 
Commissioning Group

Budget Setting Policy
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Contents

• Introduction

• Budget Setting Principles

• Allocation/Resources

• Expenditure
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Introduction

• Budgets are produced annually 
• Based on the latest Operating Plan and Financial 

Strategy – “Everyone Counts”
• Covers all revenue operating budgets
• Further guidance will be included in Detailed 

Financial Policies

26



Principles

• Budgets to be as realistic as possible
• Constructed within CCG Allocation limits
• Expenditure on CCG running costs within target set
• Reflects 1% surplus and 1% contingency
• Includes expected pay and price changes
• National and local investment priorities recognised
• Budget reduction for productivity and efficiency 

measures 
• In year changes subject to appropriate authorisation 

processes
• Budget managers to be engaged to ensure 

understanding of allocated budgets which secures 
accountability and facilitates strong financial 
management

27



CCG Allocation

• CCG baseline allocation for 2013/14 £232.8m 
• Plus Growth for 2013/14 £5.4m
• PCT 12/13 returned surplus £2.4m (non recurring)
• Running cost allowance £5.3m
• Need to set aside from this allocation the expected 

surplus and contingency reserves:
– Surplus target 1% = £2.4m
– Contingency 1% = £2.4m
– 2% Non Recurrent commitments = £4.8m

28



Expenditure Plans
• Existing recurrent CCG budgets form basis of budget setting 
• Reflects full year effect of savings or investments
• Review of year end outturn (over or underperformances)
• CCG Running costs reflected appropriately
• Inflation applied as appropriate 
• Population and consumerism increase modelled as 

appropriate 
• Other cost pressures – funding set aside to cover an 

estimate of unavoidable pressures
• New Investments 

– National priorities as per the ‘Everyone Counts’ Planning 
Guidance – business cases agreed through Clinical 
Commissioning Committee

– Local priorities – as agreed through Clinical 
Commissioning Committee

29



Quality, Innovation, Productivity and 
Prevention (QIPP) Plans

• Budgets adjusted to reflect required savings to 
achieve surplus and live within CCG Allocation

• QIPP planning through bottom up process
• Reflects opportunities identified through 

benchmarking (national and local)
• 2013/14 QIPP target £6.7m (circa 2.7% of CCG 

Allocation)
• 2013/14 Efficiency passed onto providers £7.3m

30



Draft Financial Strategy & Budget
2013/14 to 2015/16

31

Appendix IV



Contents

1111 1.    Introduction

2.    Context

3.    Key Principles

4.    Summary Financial Model

5.    Detailed Assumptions

6.    QIPP

7. Key Risks and Mitigation

8.    Appendices

Improving health services… 32



Improving health services…

Introduction

• This presents the Draft Financial Strategy & Budget for 
13/14 and will evolve over coming months as contracts 
are agreed and allocations are finalised

• Covers short and medium term plans
• CCG Allocations recently announced:

– Based on “Everyone Counts” Operating Framework 
guidance

– Growth is assumed at 2.3% in future years for 
planning purposes

• This is to be read in conjunction with the separate 
budget setting principles paper
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Context

• Outgoing PCT – no legacy debt expected
• Local Health System – financially challenged
• Encouraging integrated working across all partner 

organisations
• Compact agreement with local CCGs
• Support to local providers to achieve Foundation Trust 

status
• Running costs within £5.28m threshold
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Key Principles

• Allocation published nationally – based on estimate of PCT 
historic spend on CCG responsibilities

• Existing recurring expenditure continues
• No PCT legacy debt and benefit from share of return of 

12/13 PCT surplus
• Achievement of a 1% surplus per year
• Set aside 1% contingency
• Set aside 2% for non recurrent expenditure
• Follows latest Operating Framework and NHS CB guidance
• Includes 4% tariff efficiency to be delivered by providers
• Sets aside inflation costs
• Sets aside investment funding for national priorities and in 

support of QIPP
• Sets aside ‘£25 per head’ for running costs
• CQUIN at 2.5%
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Budget Summary

         Summary Financial Model 2013/14 2014/15 2015/16

£m £m £m

 Resources:

  Recurrent baseline allocation 232.8 238.2 243.7

  Running Costs al location 5.3 5.3 5.3

  Increase to recurrent baseline al location 5.4 5.5 5.6

  Surplus repayment 2.4 2.4 2.5

 Total Resources 245.9 251.4 257.0

 Expenditure:

  Opening recurrent baseline expenditure             231.2             232.5             237.8 

  Inflationary pressures                 8.5                 8.6                 8.8 

  Population & demand                 2.7                 2.8                 2.8 

  CQUINS                 4.5                 4.5                 4.5 

  2% Non Recurrent Expenditure                 4.8                 4.9                 5.0 

  Reablement                 1.2                 1.2                 1.2 

  Investments                 2.1                 5.5                 5.6 

  Contingency                 2.4                 2.5                 2.5 

 Total Expenditure 257.5 262.5 268.2

 Challenge (Resources less Expenditure) -11.5 -11.2 -11.2

 Savings:

  Efficiency (passed onto providers) 7.3 7.3 7.4

  QIPP ( including Prescribing) 6.7 6.3 6.3

 Total Savings 14.0 13.6 13.7

 Surplus 2.4 2.5 2.5
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Detailed Assumptions

• Allocations published based on national exercise
• Assumes 2.3% growth for each year to 2015/16
• Specialist Services deduction from CCG allocations – needs 

thorough investigation to ensure cost neutral impact for CCG’s

Healthcare Area Inflation Uplift Efficiency

Acute Care 2.90% -4.00%

Community 2.70% -4.00%

Mental Health 2.70% -4.00%

Prescribing 9.00% -5.00%

Continuing Care 7.50% -5.00%

Inflation and Efficiency Uplift for 13/14; 14/15 and 15/16
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Investment and Contingency

         Summary Investment and Contingency 2013/14 2014/15 2015/16

£m £m £m

  Population & demand                 2.7                 2.8                 2.8 

  2% Non Recurrent Expenditure                 4.8                 4.9                 5.0 

  Reablement                 1.2                 1.2                 1.2 

  Investments                 2.1                 5.5                 5.6 

  Contingency                 2.4                 2.5                 2.5 

 Total Investment and Contingency 13.2 16.9 17.1

� Investment funding and 
contingency set aside to 
cover all known 
developments and ‘Everyone 
Counts’ guidance

� 2013/14 Developments (to be 

funded via investment funding)

� ‘Other schemes’ require final 

figures

Developments 2013/14

£m

  IAPT                 0.6 

  Unscheduled Care/Integrated Care                 0.3 

  Carers short Breaks                 0.2 

  Community Equipment store (non recurring)                 0.1 

  Young Carers                 0.1 

  Other schemes (111 Service; Non PbR drugs, etc)                 0.8 

 Total Investment and Contingency 2.1
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Quality, Innovation, Prevention, and 
Productivity 

• £41.4m total challenge over 3 years, £22.0m passed onto providers through tariff change leaving £19.4m QIPP 
challenge

• CCG has identified schemes to meet the 2013/14 QIPP challenge.  Plans are being risk assessed to ensure 
delivery

Portsmouth QIPP Challenge 2013/14 2014/15 2015/16 Total
£m £m £m £m

Pay and Price pressure (i.e.tariff efficiency on 
providers) 7.3 7.3 7.4 22.0

Demand Pressure on 13/14 baseline (i.e. Pressure 
on Commissioners on top of tariff efficiency) 6.7 6.3 6.3 19.4

Size of challenge (sum of demand and pay and 
price pressure) 14.0 13.6 13.7 41.4

QIPP Schemes 2013/14

£m

  Enabling programmes - OOH retender                 0.5 

  Community Equipment store                 0.5 

  Continuing Healthcare                 0.5 

  Mental Health                 1.6 

  Unscheduled Care (including Paediatrics)                 2.1 

  Scheduled/Planned Care                 0.5 

  Medicines management (primary and secondary)                 1.7 

  Other and risk -0.7

 Total Investment and Contingency 6.7
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Key Risks and Mitigation
Risk Mitigating Action RAG 

rating
CCG allocation – published but risks around 
Specialist Services Maximum Take allocation 
deduction and potential further anomalies from 
original expenditure mapping exercise e.g with Local 
Authority and Property Services

CCG will work closely with Wessex LAT to ensure Specialist 
Services allocation deduction remains cost neutral. Clsoe
working with LA and PropCo to understand & mitigate any 
financial risk.
Should the risk materialise financially, the CCG would review 
expenditure programmes and adjust accordingly.  Regular 
update to CCG Board.

Legacy Financial Position Continue to work with neighbouring CCGs and local providers 
to ensure health system continues to recover any underlying 
issues.

Returned Surplus – assumed CCG receives 
proportion of 12/13 surplus

CCG would review 13/14 financial plan and contingencies in 
the event surplus is not returned.

Size of QIPP challenge & pace of change Robust monitoring during 12/14 and beyond to ensure QIPP on 
target.  Use of 2% non recurring fund to support system 
reconfiguration.  Contingency will provide further risk mitigation 
if necessary.

Foundation Trust Applications – PHT & Solent Regular communication on progress and monitoring of QIPP 
and contract performance 

Changes in nationally set prices and move towards 
additional mandatory tariffs (eg Maternity pathway; 
Mental Health; and Paediatric diabetes). 

CCG will work closely with providers and contracts team to 
review likely impact and address any issues as they arise.

Growth and Cost Pressures – increase beyond 
existing assumptions

Close scrutiny of contract monitoring and regular contract 
reviews will highlight areas of concern and address any issues 
that emerge.

Costs of meeting NHS Constitution obligations higher 
than estimates

Review though planning governance framework and consider 
use of contingency and other non recurrent resources

Transfer to new NHS organisations – staff distracted 
by major changes

Good staff engagement and support.  Robust planning of 
changes.
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38 DEGREES PETITION TO NHS PORTSMOUTH CLINICAL COMM ISSIONING 
GROUP: REPORT TO CCG GOVERNING BOARD 
 
January 2013 
 
1 Context 
 
Representatives from the UK campaigning community ‘38 Degrees’ met with 
representatives from the Portsmouth Clinical Commissioning Group’s Governing 
Board on 18th December where they presented a petition signed by over 600 
signatories.  
 
The full text of the petition is as follows: 
 
‘Dear Portsmouth CCG, 
 
Our NHS is precious, and we’re relying on you to protect it. Please do all you can to 
stop local health services being broken up or taken over by irresponsible private 
companies: 
 

• Protect local NHS services and consult patients properly before making 
changes 

• Spend money wisely and don’t do deals with irresponsible private companies 
• Adopt policies and a constitution which reflect these values’ 

 
In an accompanying document ‘Clinical Commissioning Groups: Protecting our NHS 
Together’, 38 Degrees have made a number of proposals for variations CCGs could 
make to their Constitution in order to address the concerns raised in the petition. 
These variations have been drafted by legal advice procured by 38 Degrees and are 
based on the NHS Commissioning Board’s model CCG Constitution which has 
informed the NHS Portsmouth CCG Constitution. 
 
This paper: 
 

(i) Presents the petition from 38 Degrees to the Governing Board of NHS 
Portsmouth CCG for its consideration 
 

(ii) Lists each of the variations being proposed by 38 Degrees to the CCG’s 
Constitution and makes a recommendation to the Governing Board in 
response 

 
2 Who are 38 Degrees? 
 
38 Degrees describes itself as: 
 
‘a UK campaigning community, with more than 1 million members. We share a desire 
for a more progressive, fairer society and come together to decide which issues we 
campaign on and the actions we take to help achieve that. 38 Degrees members 
often use the internet to influence decision-makers, for example by signing online 
petitions, emailing our MPs, or donating to fund advertising campaigns. We also take 
action locally, for example by meeting up to visit our MPs, hosting local discussion 
events, or holding local celebrations when we have a campaign breakthrough.’ 
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3 The NHS Portsmouth CCG Constitution 
 
The CCG’s Constitution is an agreement between the CCG and its member GP 
practices, approved by the NHS Commissioning Board. It sets out the arrangements 
made by the CCG to meet its responsibilities to commission care for the people for 
whom it is responsible, and it identifies the governing principles, rules and 
procedures that the CCG will follow.  
 
An initial consultation was co-produced with the LMC and member practices during 
the summer of 2011, being formally approved by member practices in November 
2011 and ratified by the CCG Board in January 2012.  
 
Following the publication of a national model template by the NHS Commissioning 
Board Special Authority in March 2012 the CCG reviewed, with member practices 
and the LMC, its existing Constitution to ensure it incorporated the requirements. 
This was approved by member practices and the CCG Board in May 2012. This was 
subsequently approved by the NHS Commissioning Board as part of the CCG’s 
authorisation decision on the 10 December 2012.  
 
The Constitution is a statutory requirement and forms part of the legal establishment 
of the CCG as an entity. It can only be varied in two circumstances: 
 

• Where the CCG applies to the NHS Commissioning Board and that 
application is granted 

• Where in the circumstances set out in legislation the NHS Commissioning 
Board varies the CCG’s constitution other than on application by the group 

 
Any application would need to demonstrate approval of the proposed changes by all 
member practices via the Practice Member’s Forum. The NHS Commissioning Board 
has not yet confirmed the circumstances and process by which it will consider 
applications for variations of constitutions. 
 
4 Detailed Review of Proposed 38 Degrees Amendments  vs. CCG 
 Constitution and Supporting Policy 
 
The table at Appendix 1 sets out the proposed amendments made by the 38 Degrees 
petition, comparing these with NHS Portsmouth CCG’s current Constitution and 
supporting policies. Broadly, the principles supported by the 38 Degrees 
amendments are reflected in the CCG’s Constitution or supporting policies. 
Differences are highlighted and recommendations made regarding possible changes 
to the CCG’s existing policies and Constitution in response to the petition. 
 
5 Next Steps 
 
It is proposed that where supporting policies are to be reviewed in light of the 
suggestions from the petition that these should be considered locally by the 
Governing Board over the forthcoming months.  
 
Changes to the Constitution would require discussion and approval by practice 
members via the Practice Members Forum and then incorporation into a revised 
constitution for consideration by the NHS Commissioning Board. The timescale for 
this will need to be clarified with the NHS Commissioning Board. 
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6 Recommendations to the CCG Governing Board: 
 
In summary, the following recommendations are made to the CCG Governing Board: 
 

(i) Note the Petition and its Signatories presented to the CCG by representatives 
of 38 Degrees. 

 
(ii) Support the amendment of the CCG Procurement Framework to include 

reference to the consideration of whole life cost and quality as criteria to be 
considered in any CCG procurement decision. 

 
(iii) Support the amendment of the CCG’s Procurement Framework and its 

Principles of Business and Provider Management to include the principles 
suggested by this petition, specifically that contractors and providers: 
• are  good employers who comply with all relevant employment legislation, 

including the Public Interest Disclosure Act 1998; 
• maintain acceptable standards of health and safety and comply fully with 

all legal obligations; 
• meet all tax and National Insurance obligations; 
• meet all equal opportunities legislation; 
• are reputable in their standards of business conduct; 
• respect the environment and take appropriate steps to ensure that they 

minimise their environmental impact. 
 

(iv) Support the amendment of the CCG’s Procurement Framework to include 
more explicitly the principle that the CCG, in any procurement, will exclude 
companies which have been convicted of offences, or whose directors have 
been convicted of offences in the conduct of their business. However, any 
corrective/remedial action taken by the company in response to such an 
offence will also be taken into account in determining its suitability as a 
bidder. 

 
(v) Support the amendment of the CCG’s Procurement Framework to state more 

explicitly that the CCG will expect all suppliers and contractors to fully comply 
with UK, EU and international tax and accounting law. If it comes to the 
attention of the CCG, through its usual procurement and due diligence 
checks, that any supplier is not compliant with the law, the CCG will notify the 
relevant authorities. 

 
(vi) Support the on-going practice of the CCG in having a plain English summary 

of the CCG Constitution. 
 

(vii) Support the inclusion of any CCG consultations on its website in addition to 
the usual communications routes. 

 
 
Innes Richens 
Chief Operating Officer 
29th January 2013 
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Appendix 1: 
Table: Review of 38 Degree Petition Amendments agai nst current CCG Constitution and Supporting Policy 
 38 Degrees Proposal:  CCG Response:  Recommendation:  
 Schedule E: Prime Financial Policies (Commissioning  Policy)  
1 The Group will, consistently with its obligations 

under, inter alia, the Public Contracts Regulations 
2006 and applicable Community law, ascertain 
whether it is necessary, desirable or appropriate 
to invite competition when purchasing in order to 
ensure it will incur only budgeted, approved and 
necessary spending 

The CCG agrees with this principle and believes this 
is already a core part of its Procurement Framework 
(2012) which sets out how the CCG will decide 
whether it is necessary to invite competition, and the 
criteria it will use to make that decision. 
 
The Procurement Framework is a key supporting 
policy to the Constitution.  

No recommendations. 

2 The Group will seek value for money for all goods 
and services by reference to the optimum 
combination of whole life cost and quality. 

The CCG agrees with this principle. Our Procurement 
Framework (2012) states: ‘All decisions to procure 
services will be evidenced based taking into account 
clinical effectiveness, patient safety, outcomes, quality 
improvement and value for money’ 
 
The Procurement Framework requires review in light 
of recent NHS Commissioning Board guidance; this 
review could also consider amending the Framework 
to incorporate this feedback from 38 Degrees. 
 
In addition the CCG has adopted the South Central 
Ethical Framework which is a set of criteria used to 
support its decision-making. Criteria include equity, 
needs of the community, clinical effectiveness and 
cost of treatment. This use of the Ethical Framework is 
stated in the CCG’s Constitution at Section 8.8. 
 

Recommend the CCG 
Procurement Framework is 
amended to clarify these criteria 
apply to the whole life cost. 

3 The Group shall ensure that, subject to the 
threshold provisions of the Public Contracts 
Regulations 2006, competitive tenders are invited 
for: 

- the supply of goods, materials and 

All CCG procurements will comply with the NHS 
Principles and Rules for Cooperation and Competition 
(Dept of Health). The CCG will apply its Procurement 
Framework (2012) to all procurement decisions of the 
CCG. This includes decisions for supply of goods, 

No recommendations. 
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 38 Degrees Proposal:  CCG Response:  Recommendation:  
manufactured articles; 

- the rendering of services including all 
forms of management consultancy 
services (other than specialised services 
sought from or provided by the 
Department of Health); and 

- for the design, construction and 
maintenance of building and engineering 
works 

- (including construction and maintenance 
of grounds and gardens) for disposals 

materials and consultancy services. We believe our 
criteria allow the CCG to ensure any procurement 
process and cost is proportionate to the size and 
complexity of the service being sought. 
 
The CCG’s Scheme of Reservation and Delegation 
and its Prime Financial Policies also include and 
support this principle. 

4 The Group will, in relation to each purchasing 
decision concerning health care and social 
services: 

- consider the extent to which the Public 
Contract Regulations 2006 require any 
form of competition and consider the most 
appropriate process and procedure for 
awarding the relevant contract or 
contracts; and 

- in that regard give consideration to 
whether the use of a framework 
agreement, including the use of approved 
lists, is the most appropriate means of 
appointing providers; 

The CCG agrees that each purchasing decision 
concerning health (and social) services must consider 
the most appropriate method for securing the right 
services for Portsmouth. The CCG’s Procurement 
Framework clearly sets out the criteria we will use to 
decide the most appropriate method. Our criteria 
includes: 

- the size/ complexity of the service in question 
- its reliance on other health services in the area 
- the potential for de-stabilisation or other 

services (and disruption to patients) 
- EU and UK competition rules 

 
The CCG has, in some instances related to non-
patient services, made use of framework agreements 
and use of approved lists to reduce the cost of 
procurement processes to the tax payer (for example, 
in commissioning support from the National 
Leadership Framework). The national move towards 
Any Qualified Provider in effect extends this approach 
to provision of patient services. 

No recommendations 

5 The Group shall, wherever possible and where it 
is consistent with legal requirements, ensure that 

The CCG agrees. Our ‘Principles of Business and 
Provider Management (2012)’ set out the CCG’s 

Recommend the CCG revises its 
Procurement Framework and its 
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 38 Degrees Proposal:  CCG Response:  Recommendation:  
contractual provisions, procurement procedures 
and selection and award criteria are designed to 
ensure that contractors and providers are: 

- good employers who comply with all 
relevant employment legislation, including 
the Public Interest Disclosure Act 1998; 

- maintain acceptable standards of health 
and safety and comply fully with all legal 

- obligations; 
- meet all tax and National Insurance 

obligations; 
- meet all equal opportunities legislation; 
- are reputable in their standards of 

business conduct; 
- respect the environment and take 

appropriate steps to ensure that they 
minimise their environmental impact. 

expectations of all providers of services commissioned 
by the CCG. This includes: 

- consistent quality of service 
- outcomes delivered for the patients 
- reputation with patients and stakeholders 
- clear governance arrangements including a 

focus on safety 
- financial stability and cost effectiveness 

 
However, there are additional, useful principles 
suggested by 38 Degrees which the CCG should 
consider adopting. 

Principles of Business and Provider 
Management to include the 
principles suggested by this 
petition. 

6 The Group will, in each procurement and 
consistently with the relevant law, exclude 
companies which have been convicted of 
offences, or whose director(s) or any other 
person or company who has powers of 
representation, decision or control of the 
company has or have been convicted of offences 
in the conduct of their business or committed an 
act of grave professional misconduct in the 
conduct of their business, such as breaches of 
employment, equal opportunities or 
environmental legislation. However, any 
corrective/remedial action taken by the company 
in response to such an offence should also be 
taken into account in determining its suitability as 
a bidder. 

Although this is implicit in CCG business, it is not 
currently explicitly stated in CCG policy. 
 
However, these checks are conducted as part of Due 
Diligence tests applied during a procurement process. 

Recommend amending the CCG’s 
Procurement Framework to include 
this principle more explicitly. 

7 The Group will, in each procurement and The CCG empathises with this principle however it is Recommend amendment of the 
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 38 Degrees Proposal:  CCG Response:  Recommendation:  
consistently with relevant EU and international 
law, ensure that contractual provisions, 
procurement procedures and selection and award 
criteria prohibit or restrict contractors’ use of 
offshore jurisdictions and/or improper tax 
avoidance schemes or arrangements and/or 
exclude companies which use such jurisdictions 
and/or such schemes or arrangements. 

for other agencies to review company tax and 
accounting arrangements. The Due Diligence process 
applied to suppliers/contractors during procurements 
may identify any issues which would inform the CCG’s 
decision. 
 
The CCG expects all supplier and contractors to fully 
comply with UK, EU and international tax and 
accounting law. The CCG will notify the relevant 
authorities if, during the course of its usual checks, it 
becomes aware of any non-compliance. 
 

CCG’s Procurement Framework to 
state more explicitly that the CCG 
will expect all suppliers and 
contractors to fully comply with UK, 
EU and international tax and 
accounting law. If it comes to the 
attention of the CCG, through its 
usual procurement and due 
diligence checks, that any supplier 
is not compliant with the law, the 
CCG will notify the relevant 
authorities 

8 The [insert name of committee, e.g. governing 
body] may only negotiate contracts on behalf of 
the group, and the group may only enter into 
contracts, within the statutory framework set up 
by the 2006 Act, as amended by the 2012 Act. 
Such contracts shall comply with: 
(a) the group’s standing orders; 
(b) the Public Contracts Regulation 2006, any 
successor legislation and any other 
applicable law; and 
(c) take into account as appropriate any 
applicable NHS Commissioning Board or the 
Independent Regulator of NHS Foundation Trusts 
(Monitor) guidance that does not conflict with (b) 
above. 
In all contracts entered into, the group shall 
endeavour to obtain best value for money. The 
accountable officer shall nominate an individual 
who shall oversee and manage each contract on 
behalf of the group. 

This reflects the arrangements in place for this CCG. 
The Committee with delegated authority for 
procurement and contract decisions is the Clinical 
Commissioning Committee. 

No recommendations. 

 Foreword  
9 The draft constitution includes a space for a The CCG has produced a summary of the full Recommend the CCG maintains 
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 38 Degrees Proposal:  CCG Response:  Recommendation:  
foreword. This would be an excellent place for a 
CCG to set out in plain English a summary of the 
main provisions in the constitution, and a brief 
outline of the CCG’s aims and guiding principles. 

Constitution for its members. this practice of having a plain 
English summary of the CCG 
Constitution. 

 Section 4 - Mission, Values and Aims  
10 Values: this section of the draft constitution could 

include: The values that lie at the heart of the 
group’s works are: 
(a) A commitment to providing the best 
healthcare to those living in the group’s area. 
(b) A commitment to commissioning and 
procuring services in a fair and ethical manner. 
(c) A commitment to the optimum involvement of 
local people and service users in the group’s 
decision-making processes and service planning. 
(d) A commitment to openness and transparency 
in the group’s decision-making processes, and 
service planning. 
(e) A commitment to equality and fairness in 
considering the healthcare needs of different 
groups in the CCG’s area. 

The CCG believes the intent, values and principles set 
out in its current Constitution are inclusive of the 
values proposed by 38 Degrees. The CCGs’ 
statement of intent and values were developed by 
CCG Clinical Executives as part of establishing the 
CCG and are included in the Constitution: 
 
Statement of Intent (Section 3.1): Our mission is 
improving your health services by: 

- enabling GP surgeries as our members to; 
- work with our patients, the public and our 

partners to; 
- invest in improving and better health services 
- within our available resources’ 

 
Values (Section 3.3.1) of the CCG: 

- clinically led 
- patient-focused and locally responsive 
- courageous, challenging, resilient and fair 
- innovative, enabler of best practice, education 

and change 
- appreciative of, and relevant to, primary care 
- open, accountable, ensuring value for money 

 
In addition the CCG’s Constitution adopts the 
standards of behaviour published by the Committee 
on Standards in Public Life (1995) known as the Nolan 
Principles. These are detailed at Section 3.2 of the 
CCG Constitution. 

No recommendations 
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 38 Degrees Proposal:  CCG Response:  Recommendation:  
 
Section 9.2 General Duties of the Constitution set out 
how the CCG will secure public involvement with the 
Chair of the Governing Body responsible for ensuring 
arrangements are made. 
 
Both the CCG’s Communications & Engagement 
Strategic Framework and Delivery Plan (2012) and 
our Procurement Framework sets out the commitment 
of the CCG to the involvement of users, local people 
in the CCG decision-making and service planning. 
The Engagement Strategy details the actions the CCG 
will take to deliver on this commitment. 
 
The CCG has also adopted the NHS Equity Delivery 
System – a process which allows the CCG to assess 
the impact of its decisions, policies and service 
improvement for equity, fairness and to consider the 
healthcare needs of different groups in Portsmouth. 
This is included in the CCG’s Constitution at Section 
9.1.2b. 

 Accountability    
11 It is also possible to include additional items in 

the section on accountability such as 
a commitment to: 
(a) disclose upon request all information that can 
lawfully be disclosed, rather than simply all such 
information that must be disclosed. 
 

The CCGs aims to make available all information that 
can lawfully be disclosed. In particular the CCG 
adheres to its duties under the Freedom of Information 
Act as detailed in the CCG’s Freedom of Information 
Policy (approved 2013). 

No recommendations. 

12 (b) publish all commissioning decisions and 
consultation exercises on its website. 
 

The CCG agrees and is publishing all CCG Governing 
Body minutes (including minutes of its sub-
committees) on its website. 
 
Whilst the CCG has not yet engaged in any 

Recommend the CCG includes any 
consultations on its website in 
addition to the usual 
communications routes. 
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 38 Degrees Proposal:  CCG Response:  Recommendation:  
consultation exercises, it will aim to publicise these not 
just through its website but also through its on-going 
engagement programme. 

13 c) hold a number of events each year with local 
people and organisations to explain the progress 
and work of the CCG. 
 

The CCG agrees. Our Communications & 
Engagement Strategic Framework and Delivery Plan 
sets out the actions the CCG is taking, including these 
types of events. 
 
We have already held a stakeholder event during our 
shadow phase to introduce the CCG as well and are 
planning regular follow-up events each year (the next 
event is in May 2013). 

No recommendations. 

14 (d) publicise meetings of the CCG well in 
advance on the CCG’s website, the local press 
and in local libraries and GPs’ surgeries. 

The CCG agrees and advertises all meetings in public 
at least 5 working days in advance of the meeting 
date. 
The CCG’s Constitution (Section 12.1.3) says that 
material may be circulated by post or made available 
in venues/services accessible to the public. The CCG 
will always agree to send this information by email if 
requested. 
 

No recommendations. 

 Section 5 – Functions and General Duties  
15 Securing public involvement: A more detailed 

statement could read:  The CCG will endeavour 
to work with as wide as possible cross-section of 
the people who use or who may use the services 
provided, and the groups which may represent 
such people, to provide them with information 
about the services provided by the CCG in a 
variety of ways, tailored to the needs of the local 
community. The CCG will consult as widely as it 
can on planning and development of services, 
and take into account the views expressed when 
making decisions. The CCG will take all steps 

The CCG’s Constitution refers to its supporting 
Communications & Engagement Strategic Framework 
and Delivery Plan which sets out in detail the CCG’s 
responsibilities and the actions we will take to secure 
public involvement. We believe this strategy and plan 
provides a more detailed commitment from the CCG 
than the suggested amendment from 38 Degrees. 
 

No recommendations. 
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 38 Degrees Proposal:  CCG Response:  Recommendation:  
that it can to ensure that engagement is adapted 
to meet the needs of various groups and service 
users. The CCG will monitor on a regular basis its 
compliance with this statement of principles. 

 Section 8 – Standards of Business Conduct and Managing  
16 Conflicts of interest: In section 8.2.3 of the NCB 

template the CCG must set out its own list of 
conflicts of interest. A specimen list is included in 
the template. This includes conflicts of interests 
which must be declared as follows:  

• Someone who might benefit from a 
commissioning decision (for example 
because they are a provider of services or 
might otherwise benefit from a 
commissioning decision) 

• Someone who has a position with a not-
for-profit organisation which might be 
bidding for a contract 

• Someone who might otherwise benefit 
from decisions made (the example is 
given of a person who might benefit if a 
busy clinic next to their house is closed). 

• Someone who is closely related to a 
person who might benefit in one of the 
ways described above 

•  

All of these specific examples are included in the 
CCG’s Constitution (Section 10.2.3) and in its 
supporting Standards for Business Conduct Policy 
(2012). 

No recommendations. 

17 Transparency: The NCB template constitution 
sets out in 8.6.3 its proposals in relation to 
transparency, but appears to suggest that 
internet publication is sufficient. Further means of 
publication could be added by something like: 
‘In addition, information about the CCG’s key 
communications can be inspected at the CCG 

The CCG’s Constitution (Section 12.1.3) says that 
material may be circulated by post or made available 
in venues/services accessible to the public. The CCG 
will always agree to send this information by email if 
requested. 

No recommendations. 



 
 
 

AI09 38 Degrees Petition GB200213   - 12 - 

 38 Degrees Proposal:  CCG Response:  Recommendation:  
headquarters, which will be provided to local 
libraries and will be sent upon request by email to 
local organisations and Individuals’ 

 
 
 



 

 

 
 
 

GOVERNING BOARD 
 
 
Date of Meeting 20 February 2013 

 
Agenda Item No  
 

9 
 
Title 
 

38 Degrees Petition To NHS Portsmouth Clinical 
Commissioning Group 

 
Purpose of Paper 
 

 
Representatives from the UK campaigning community ‘38 
Degrees’ met with representatives from the Portsmouth Clinical 
Commissioning Group’s Governing Board on 18th December 
where they presented a petition signed by over 600 signatories.  
 
The full text of the petition is as follows: 
 
‘Dear Portsmouth CCG, 
 
Our NHS is precious, and we’re relying on you to protect it. 
Please do all you can to stop local health services being broken 
up or taken over by irresponsible private companies: 
 

• Protect local NHS services and consult patients properly 
before making changes 

• Spend money wisely and don’t do deals with irresponsible 
private companies 

• Adopt policies and a constitution which reflect these 
values’ 

 
In an accompanying document ‘Clinical Commissioning Groups: 
Protecting our NHS Together’, 38 Degrees have made a number 
of proposals for variations CCGs could make to their Constitution 
in order to address the concerns raised in the petition. 
 
This paper: 
 
(i) Presents the petition from 38 Degrees to the Governing 

Board of NHS Portsmouth CCG for its consideration 
 
(ii) Lists each of the variations being proposed by 38 Degrees 

to the CCG’s Constitution and makes a recommendation to 
the Governing Board in response 

 
 
Recommendations/ 
Actions requested 
 

 
(i) Note the Petition and its Signatories presented to the CCG 

by representatives of 38 Degrees. 
 



 

 

 
(ii) Support the amendment of the CCG Procurement 

Framework to include reference to the consideration of 
whole life cost and quality as criteria to be considered in 
any CCG procurement decision. 

 
(iii) Support the amendment of the CCG’s Procurement 

Framework and its Principles of Business and Provider 
Management to include the principles suggested by this 
petition, specifically that contractors and providers: 
• are  good employers who comply with all relevant 

employment legislation, including the Public Interest 
Disclosure Act 1998; 

• maintain acceptable standards of health and safety and 
comply fully with all legal obligations; 

• meet all tax and National Insurance obligations; 
• meet all equal opportunities legislation; 
• are reputable in their standards of business conduct; 
• respect the environment and take appropriate steps to 

ensure that they minimise their environmental impact. 
 
(iv) Support the amendment of the CCG’s Procurement 

Framework to include more explicitly the principle that the 
CCG, in any procurement, will exclude companies which 
have been convicted of offences, or whose directors have 
been convicted of offences in the conduct of their business. 
However, any corrective/remedial action taken by the 
company in response to such an offence will also be taken 
into account in determining its suitability as a bidder. 

 
(v) Support the amendment of the CCG’s Procurement 

Framework to state more explicitly that the CCG will expect 
all suppliers and contractors to fully comply with UK, EU 
and international tax and accounting law. If it comes to the 
attention of the CCG, through its usual procurement and 
due diligence checks, that any supplier is not compliant with 
the law, the CCG will notify the relevant authorities. 

 
(vi) Support the on-going practice of the CCG in having a plain 

English summary of the CCG Constitution. 
 
(vii) Support the inclusion of any CCG consultations on its 

website in addition to the usual communications routes. 
 

Author Innes Richens, Chief Operating Officer 

Sponsoring 
member Innes Richens, Chief Operating Officer 

Date of Paper 29 January 2013 
 



 

 
 

 

 
 

GOVERNING BOARD 
 
 
Date of Meeting 20 February 2013 

 
Agenda Item No  
 

10 
 
Title 
 

Register of Interests 

 
Purpose of Paper 
 

 
The CCG is committed to the principles of transparent and open 
decision making.  As part of this, and underpinning the CCGs 
Constitution, the CCG has a Standards of Business Conduct policy to 
manage conflicts and potential conflicts of interest to ensure that 
decisions made by the CCG will be taken and seen to be taken without 
any possibility of the influence of external or private interests.  The CCG 
keeps a register of interests which is reviewed regularly and updated as 
necessary.  The attached Register of Interests covers members of the 
CCGs Governing Board and its formal sub-committees.  
 

 
Recommendations/ 
Actions requested 
 

 
To accept the Register of Interests. 

 
Author 
 

 
Jayne Collis, Senior Assistant 

 
Sponsoring 
member 
 

 
Dr Tim Wilkinson 

 
Date of Paper 
 

 
12 February 2013 

 



 
 

 
REGISTER OF INTERESTS 2013 

 

NAME INTERESTS DECLARED: 

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

• Foundation School Governor at Oaklands Catholic School 
• General Practitioner practising from Lake Road Practice, 

Portsmouth 

DR DAPO ALALADE 
CLINICAL EXECUTIVE 
 
GP practising from University Surgery, Portsmouth 
 
Member of Governing Board 
Member of Clinical Commissioning Committee 

• Sexual Health Clinic at University Surgery – PBC 
• Minor Shareholder with Circle 
• Minor Shareholder with Spinnaker Health 

DR LINDA ANNE COLLIE 
CLINICAL COMMISSIONING LEAD 
 
GP practising from Baffins Surgery, Portsmouth 
Clinical Lead for Children, Family and Maternity Services 
 
Member of Clinical Commissioning Committee 

• Partner at Baffins Road Surgery 
• Regular locum (bank staff) at Guildhall Walk Healthcare 
• Secretary of Parents & Friends of St John's The Baptist School, 

Waltham Chase 

PAUL COX 
PRACTICE MANAGER REPRESENTATIVE 
 
Member of Governing Board 

• Business Manager at Sunnyside Medical Centre 



 
 

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 JANE FELLOWS 
CLINICAL EXECUTIVE 
 
GP practising from Milton Park Practice, Portsmouth 
 
Member of Governing Board 
Member of Clinical Commissioning Committee 
Member of Audit Committee 

• Shareholder of Circle Health  
• GP Partner Milton Road Practice, Portsmouth 

MARGARET GEARY 
STRATEGIC DIRECTOR AND DIRECTOR OF ADULT SERVICES 
PORTSMOUTH CITY COUNCIL 
 
Member of Governing Board 
Member of Clinical Commissioning Committee 

• Member of the Association of Directors of Adult Social Services 
(ADASS) 

• Co-Chair of Association of Directors of Adult Social Services 
(ADASS) South East Regional Group 

MRS JO GOOCH 
CHIEF FINANCE OFFICER 
 
Member of Governing Board 
Member of Clinical Commissioning Committee 

• Husband is Deputy Director of Finance at Portsmouth Hospitals 
NHS Trust 

 
 

 

JAN MATTHEWS 
PRACTICE MANAGER REPRESENTATIVE 
 
Member of Clinical Commissioning Committee 

• Practice Manager at Salisbury Road Surgery 



 
 

NAME INTERESTS DECLARED: 

DR ANDREW MORTIMORE 
INTERIM DIRECTOR OF PUBLIC HEALTH 
 
Member of Governing Board 
Member of Clinical Commissioning Committee 

• NONE 

TOM MORTON 
LAY MEMBER 
 
Deputy Chair and Member of Governing Board 
Member of Clinical Commissioning Committee 
Chair of Remuneration Committee 
Chair of Audit Committee 
 

• Member of the Board of the Royal Naval Museum 
• Trustee of the Portsmouth Cathedral Development Trust 
• Chairman of the Agamemnon Housing Association 
• Chairman of the Portsmouth Community Network 
• President of the Royal Naval Association (Waterlooville Branch) 
• Associate Hospital Manager for Solent Healthcare 

JACQUELINE POWELL 
LAY MEMBER 
 
Member of Governing Board 
Member of Clinical Commissioning Committee 
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 Member of its Advisory Committee 

DR JONATHAN PRICE 
CLINICAL COMMISSIONING LEAD 
 
GP practising from The Osborne Practice, Southsea, Portsmouth 
Clinical Lead for End of Life, Continuing Care 
 
Member of Clinical Commissioning Committee 

• Partner of the Osborne Practice, Southsea 
• Co-owner of the Osborne Road Surgery premises 
• Occasional work for EADS Astrium (OH) ANA (Drug & alcohol 

rehab), PCRN (Research) 
• Shares in Circle Health  



 
 

NAME INTERESTS DECLARED: 

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

• NONE 

DR LAURENCE STONE 
CLINICAL COMMISSIONING LEAD 
 
GP  practicing from Southsea Medical Centre 
Clinical Lead for Unscheduled Care 
 
Member of Clinical Commissioning Committee 

• Pastor of Meon Valley Church (Elim) 

DR TAHWINDER UPILE 
SECONDARY CARE SPECIALIST DOCTOR REPRESENTATIVE 
 
Member of Governing Board 
Member of Remuneration Committee 
 

• Director of ENT and Thyroid Surgery Ltd – not active 
• Director of The Ear People Ltd – not active 
• Shareholder of ENT Tzar Ltd Training Company 
• RCGP Curriculum Guardian 
• RCS Grant Holder 
• 1st Tier Tribunal Member 
• Secondary and Primary Care Physician 
• Hon Sec. Lecturer UCL 
• Medical Director OA Publishing London 

 

DR KEVIN VERNON 
CLINICAL COMMISSIONING LEAD 
 
GP practising from Lake Road Health Centre, Portsmouth 
Clinical Lead for Long-Term Conditions and Prescribing 
 
Member of Clinical Commissioning Committee 

• GP Partner at Lake Road Practice Portsmouth 
 



 
 

NAME INTERESTS DECLARED: 

DR SIMON PAUL WERNICK 
CLINICAL COMMISSIONING LEAD 
 
GP practising from Cosham Health Centre, Portsmouth 
Clinical Lead for Mental Health Services 
 
Member of Clinical Commissioning Committee 

• Trustee of Portsmouth Counselling Service 

DR TIMOTHY JOHN WILKINSON 
CLINICAL EXECUTIVE 
 
GP practising from Derby Road Practice, Portsmouth 
 
Chair of Governing Board 
Member of Clinical Commissioning Committee 
Member of Remuneration Committee 

• General Practitioner - Co-owner surgery premises at 27-29 
Derby Road, North End and 358 Copnor Road, Copnor, 
Portsmouth 

 
February 2013 



 

 
 

 

 
 

GOVERNING BOARD 
 
 
Date of Meeting 20 February 2013 

 
Agenda Item No  
 

12 
 
Title 
 

Implementation of the Electronic Prescription 
Service within Portsmouth 

 
Purpose of Paper 
 

To provide the Governing Board with the background to the Electronic 
Prescription Service and an update on implementation of the within 
Portsmouth. 
 

 
Recommendations/ 
Actions requested 
 

Implementation of Release 2 was initially planned by Portsmouth City 
Teaching PCT and involved formally applying to the Secretary of State 
for approval to proceed.  Implementation of EPS Release 2 was 
delayed in Portsmouth for more than 12 months following the 
suspension of Secretary of State Directions, which brought the national 
rollout of EPS to a halt.  
 
In November, confirmation was received from DH that the application 
for Secretary of State Direction for EPS, received from the PCT, had 
been successful. The PCT commenced its three month statutory notice 
period from, November 1st.  and was legally able to commence EPS 
Release 2 “Go Live” for their GP sites from February 1st 2013. 
 
As a successor organisation to the PCT the CCG Governing Board  are 
asked to support the following recommendations: 
 
a) The Electronic Prescribing Service should continue to be rolled out 

across the city in a managed way, in order that surgeries can be 
adequately supported and the benefits can be realised. 

 
b) The communications plan which was developed as part of the 

original application should be revisited and refreshed to ensure that 
patients and the public are prepared for the change. 

 
c) The provision of dedicated local support, particularly for community 

pharmacies, during the roll out period for at least one day per week 
to help resolve and escalate technical issues and provide support to 
realigning business processes. 

 
 
Author 
 

 
Katie Hovenden – Director Professional and Clinical  Development 
 

Sponsoring 
member 

Innes Richens – Chief Operating Officer 

Date of Paper 11 February 2013 

 



 

 

1 

 

 
Implementation of the Electronic Prescription Service within Portsmouth 

 
 
1. Background 
 

The NHS Electronic Prescription Service (EPS) is part of the national programme for 
information technology for the NHS. It will enable the electronic transfer of medical 
prescriptions from doctors (or other prescribers) to pharmacies and other dispensers and 
electronic notification to the reimbursement agency. Nationally the project has been 
delivered in two main phases. 

 
1.1 Release 1 
 

The paper prescription continues to be produced with the addition of a barcode. 
Pharmacies scan these prescription to access a centrally held copy of the prescription.  
Portsmouth GPs and pharmacies have been participating in Release 1. This involved N3 
connections being installed at pharmacies at their expense, a special “site” smartcard 
being rollout to each pharmacy.   

 
1.2 Release 2  

 
The electronic prescription replaces the paper FP10 prescription and is sent from the GP 
system to the Electronic Prescriptions Service (EPS).  The patient nominates a pharmacy, 
and the IT system at that pharmacy can then collect the electronic prescription.  This 
removes the need for the paper FP10 from the process. A paper copy of this message may 
be produced on some occasions. This is known as a token, but this will no longer be a 
legal prescription but just a record of the electronic message. The electronic message has 
to be downloaded from the spine for a legal prescription to be dispensed. 

 
Implementation of Release 2 was initially planned by NHS Portsmouth and involved the 
collation of detailed documentation and project plans and formally applying to the Secretary 
of State for approval to proceed.  Unfortunately implementation of EPS Release 2 was 
delayed in Portsmouth for more than 12 months following the suspension of Secretary of 
State Directions, which brought the national rollout of EPS to a halt.  

 
In November, confirmation was received from DH that the application for Secretary of State 
Direction for EPS, received from NHS Portsmouth PCTs, had been successful. The PCT 
commenced its three month statutory notice period from, November 1st and was legally 
able to commence EPS Release 2 “Go Live” for their GP sites from February 1st 2013. 

 

The GP IT operating model , published by the NHS Commissioning Board (NHSCB) in 
December sets out how the NHS CB will, through robust formal agreements, discharge its 
operational responsibilities for GP IT services (along with associated funding to provide 
local support) to CCGs who will then commission these services locally. Amongst the core 
and mandated services which CCGs will be required to support are nationally mandated 
systems which include the Electronic Prescription Service.  

 
Unfortunately much of the support structure which was available to support the initial 
deployment plans for EPS Release 2 is no longer available following the NHS re-
organisation. Whilst the technical capacity is in place for the majority of surgeries and 
pharmacies, there is much to do in terms of reviewing and changing business processes 
and communicating with patients and the public. 
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2. Why Implement EPS 

Almost one billion prescription items are issued every year in England. With this figure 
expected to rise by 5 per cent each year, we need to change from a paper-based system to 
an electronic one which is more efficient, consistently accurate and able to cope with 
expected further increases in the number of prescriptions issued. In particular, about 70% 
of prescriptions issued are for repeat medication, which can be time consuming using the 
current paper-based system.  EPS Release 2 has been designed to reduce the paper 
administration associated with current prescribing and dispensing processes by enabling 
prescriptions to be generated, transmitted and received electronically. 

3. Key Features of EPS Release 2 

3.1 Nominating a dispensing contractor 

Patients have the option to choose, or ‘nominate’ a dispensing contractor(s) to which their 
electronic prescription(s) can be sent automatically, via the Electronic Prescription Service. 
Nomination could be likened to existing prescription collection services offered by some 
community pharmacies (for repeat prescriptions) as it removes the need for patients to call 
at their GP practice to collect a paper prescription form. 

When a nominated electronic prescription is generated, it is sent to the Electronic 
Prescription Service. It can then be retrieved by the nominated dispensing contractor’s 
system without the need to scan a barcode. It is likely that the dispensing contractor will 
retrieve the electronic prescription prior to the patient arriving to collect their prescription 
items. This will give them chance to prepare the prescription in anticipation of the patient’s 
arrival. 
 
Dispensing systems will be able to automatically download nominated prescriptions 
overnight. Manual requests for nominated prescriptions can be made as frequently as the 
dispenser likes throughout the day.  

Patients can choose to nominate up to three dispensing contractors, including: 

• one community pharmacy  
• one dispensing appliance contractor  
• one dispensing GP practice (where applicable). 

Nomination is a very flexible process. Patients can request for their nomination to be set, 
changed or removed at any time simply by asking a member of staff at any Release 2 
enabled dispensing contractor or their GP practice.  

GP Practices will be expected to establish local processes to manage nomination, 
Prescribers, or staff at the GP Practice, will need to communicate with the patient to ensure 
that the prescription is being sent to the correct nominated dispenser. It is up to the GP 
practice to establish ways to communicate the local nomination process, for example 
displaying a sign or poster, in the reception area or consultation room. 

Patients should be encouraged to inform the prescriber if they don’t wish to use their 
nominated dispensing contractor for a particular prescription, which they are free to do at 
any time. Providing they make this clear to the prescriber at the time of requesting the 
prescription. 
 



 

 

3 

 

 
Patients can find out which dispensing contractors are Release 2 enabled (and therefore 
can be nominated) by using the search facility on www.nhs.uk. Alternatively, they can ask a 
member of staff at their GP practice or pharmacy.  
 
The patient will still be able to request a paper copy of the prescription (prescription token) 
although printing these out on each occasion negates the benefits of EPS as the patient 
would have to call at the GP practice to collect. 

3.2 Electronic cancellation of prescriptions 

Prescribers (or other authorised staff working in the GP practice where the prescription was 
generated) will be able to cancel electronic prescriptions at any point up until they are 
dispensed. GP clinical systems will allow the cancellation of the whole prescription or 
individual items on that prescription. 

3.3 Electronic repeat dispensing 

Release 2 of the Electronic Prescription Service will support the repeat dispensing process. 
While it largely mirrors that of the existing paper based repeat dispensing process, some of 
the constraints associated with the paper based process are removed making it easier to 
use and manage. Unlike conventional paper-based repeat dispensing, electronic repeat 
dispensing is possible from a single electronic prescription and does not require paper 
batch issues to be printed. 

Once a repeat dispensing regime has been authorised, each subsequent repeat will be 
made available for the nominated pharmacy system to collect seven days in advance. If the 
interval has not been set by the GP, the system will default to 28 days. 

It is possible for a pharmacy to pull down repeats in advance of them being sent 
automatically from the EPS, for example, where the dispensing interval is flexible and the 
pharmacist believes that a repeat should be dispensed at an earlier time for example when 
the patient is going on holiday. 

3.4 Electronic submission of reimbursement endorsements 

Release 2 will allow dispensing contractors to electronically submit endorsement messages 
to the reimbursement agency for dispensed electronic prescriptions, to support the 
reimbursement claim process. Prescription and dispensing tokens will be used to capture 
patients’ payment/exemption declarations. The reverse side of a token contains the same 
information as the reverse side of the current paper FP10 prescription.  

4. Benefits of EPS 

There will be benefits to implementing this service for a range of stakeholders. 
 

 For patients 
• A convenient service with a reduction in trips to the GP practice just to collect, or 

request a paper prescription.  This will be particularly relevant for patients receiving 
repeat medication.  

• The EPS also gives patients greater freedom of choice, making it simpler for them to 
use a pharmacy convenient to them.  
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• Potentially, it will also reduce pharmacy waiting times as dispensers will have the 
opportunity to prepare prescriptions in advance of the patient's arrival. 

 
For prescribing staff 
• There will be a reduction in workload generated by patients requesting and collecting 

individual prescriptions and the ability to make wider use of the repeat dispensing 
service.  

• After reviewing electronic prescriptions on screen, prescribers can either sign electronic 
prescriptions individually or select multiple electronic prescriptions to sign. This will 
potentially result in a considerable reduction in workload and make the prescribing 
process more efficient.  

• Prescribers will also have the ability to cancel electronic prescriptions at any point up 
until they are dispensed and to record the reason they were cancelled.  

• Where currently a GP practice operates a prescription collection service, staff will no 
longer need to sort (or post) prescriptions saving both time and resource.   

 
For pharmacy staff 
• It will free pharmacy staff from the work associated with re-keying prescription 

information and, because some electronic prescriptions may be received prior to the 
patient arriving, will also give them scope to streamline workflow by preparing 
medications in advance.  

• The introduction of new processes such as nomination will also mean that dispensing 
contractors currently offering prescription collection services will no longer be required 
to physically collect prescriptions for patients who have nominated them.  

•  In order to claim payment for prescription items dispensed, pharmacies currently have 
to post large volumes of paper prescriptions to the reimbursement agency at the end of 
each month. Over time, pharmacies will be able to manage the submission of 
reimbursement endorsements electronically. This will reduce the volume of paper that 
needs to be sorted and posted at the end of each month.  
 

5. Progress with Implementation of EPS Release 2 in Portsmouth 
 

All Portsmouth pharmacies now have dispensary systems that are registered as EPS-R2 
enabled and several letters have recently been sent out informing them of the imminent 
activation of R2 in the city. Despite this, concerns remain over how well pharmacy teams 
are prepared for the switch to electronic prescriptions.  

 
Of the GP systems in use across the city, System 1, Inpractice Vision, Microtest and EMIS 
Web are all now able to support EPS. EMIS are not however supporting LV and PCS to 
become EPS compliant therefore implementation for these practices is linked with their 
migration to EMIS Web. 

 

Most pharmacists locally have already been issued with an R2 smartcard and two events 
have been organised in Portsmouth with the support of the LPC and the PPSA to provide 
smartcards to other dispensary staff. Over 130 smart cards were issued at these events 
which also included EPS-R2 awareness sessions for pharmacy staff and there was an 
opportunity for staff to ask questions about EPS throughout the day. 

 

Responsibility for commissioning a Registration Authority Service will become the 
responsibility of the Wessex Area Team of the NHSCB. This will be required to meet the 
same operational demands for Smart cards as now i.e. resetting passcodes, replacing 
stolen/lost cards, and implementing cards for new staff and reassign user certificates every 
2 years.   
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Three early adopter GP practices have been identified which are Kirklands, Derby Rd, 
(both Inpractice Vision sites and Osborne Rd which is EMIS web. The aim is to provide 
some in house training for these practices during the first week of March with a test 
message being sent by 7th March and electronic prescriptions being generated and 
processed by community pharmacies the middle of the end of March.  Other practices in 
Portsmouth would then be enabled over the course of the summer and autumn, with full roll 
out complete by November 2013 

 

6. Challenges for Implementation 

Due to the geography and location of community pharmacies in Portsmouth, it is essential 
that the majority of pharmacies are technically capable of processing repeat prescriptions 
as soon as the early adopter GP sites go live.  This is because patients registered with any 
one surgery use a variety of different pharmacies around the city and it is important that 
patients are free to use their current pharmacy or the pharmacy of their choice and that 
individual pharmacies are not financially disadvantaged. 

 
GP Practices and Pharmacies will need to be provided with materials (available to order on 
line) to support communications with patients and other stake holders. 
 
As well as technical enablement both pharmacies and GP surgeries will need to review a 
number of their business processes to implement EPS in an efficient manner. 

 
GPs will continue to receive ICT support via the Commissioning Support Unit as well as via 
their system suppliers.   However there is no dedicated support in place for community 
pharmacies and the impression is that knowledge an understanding of the changes 
required to achieve smooth implementation is low in pharmacies. Although the pharmacies 
have a direct relationship with their suppliers and there isn’t a resource or process 
identified for collating problems and escalating them through a regional/national focal point 
to highlight major issues. This was noted as a concern on the IOW during their roll out. 

 

To ensure smooth implementation and to deliver the benefits of EPS for patients 
particularly its suggested that community pharmacies should have dedicated local support 
for telephone consultations and for on-site visits for one day a week to help pharmacies get 
the best from their systems. This would be for a period of six months in Portsmouth. 

 
7. Recommendations 
 

The governing body are asked to support the following recommendations 
 

a) The Electronic Prescribing Service should continue to be rolled out across the city in a 
managed way, in order that surgeries can be adequately supported and the benefits 
can be realised. 

b) The communications plan which was developed as part of the original application 
should be revisited and refreshed to ensure that patients and the public are prepared 
for the change 

c) The provision of dedicated local support, particularly for community pharmacies, during 
the roll out period for at least one day per week to help resolve and escalate technical 
issues and provide support to realigning business processes. 

 
Katie Hovenden 
Director of Professional and Clinical Development 
NHS Portsmouth Clinical Commissioning Group 
11 February 2013 
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REPORT FROM THE CHIEF CLINICAL OFFICER 

 
1 INTRODUCTION 
 

This report summarises the key decisions and actions taken by the Clinical 
Executive under the leadership of the Chief Clinical Officer on behalf of the 
Governing Body since the previous Board meeting in December 2012.  
 

2 POLICIES AND PROCEDURES  
  

Under delegated authority from the Governing Board as granted in October 2012 
the Clinical Executive has approved the following: 
 

• Recruitment Policy and Procedure 
• Alcohol and Substance Misuse at Work Policy 
• Freedom of Information Policy 

 
3 TRANSITION PLAN 
 

The Clinical Executive have kept under regular review progress against the CCGs 
transition plan entitled ‘Towards Establishment: plan to create the CCG as statutory 
body’ which was approved by the Governing Board at its meeting on the 28 
November 2012.  
 
The Clinical Executive can report good progress against the majority of identified 
actions particularly those identified as priority one actions and therefore critical to 
the establishment of the CCG to operate with full powers from the 1 April 2013.  
 
Now that the CCG has its authorisation decision and is established this has 
enabled several of the actions which could not be progressed to commence e.g. 
VAT registration, bank accounts.  
 
The SHIP PCTs Cluster has now issued its proposed lists of liabilities and assets 
which will transfer to the CCG as one of the receiver organisation following the 
dissolution of the PCT which the CCG is validating and awaiting the draft formal 
transfer order from the Department of Health in early March for sign off by the 
Clinical Executive on behalf of the Governing Board.  
 

4 OTHER KEY ACTIONS 
  

Other key actions which the Clinical Executive would like to report to the Board 
include: 
 

• The temporary appointment of Dr Elizabeth Fellows, Clinical Executive as 
the Caldicott Guardian for the CCG whilst there remains a vacancy on the 
Clinical Executive 



    

 
 
 

 

• Appointment to the outstanding vacancy on the Clinical Executive is 
underway, being independently administered by the Local Medical 
Committee on behalf of member practices. The closing date for nominations 
was the 8 February 2013.  

• Following the CCG being formally authorised the CCGs constitution, as 
legally required, has been dated with the date of establishment and marked 
it as final rather than draft. The final constitution has been placed on the 
CCGs current website in order that it is publicly accessible.  

• Has been reviewing the COMPACT with its partner CCGs, in Fareham and 
Gosport and South Eastern Hampshire, with a draft revised COMPACT 
being developed to reflect proposed ways of collaborative working from the 1 
April 2013.  

 
In addition the Clinical Executive has been maintaining oversight and driving from 
the commissioner perspective: 
 

• Development of the 13/14 plan and supporting contracts with providers as 
reported to the Board 

• Foundation Trust development progress by both Solent and Portsmouth 
Hospitals NHS Trusts 

• In year QIPP and Contractual performance  
• On-going review and horizon scanning of national publications, guidance 

and bulletins 
 
 
5 SUMMARY AND CONCLUSION 
 

The Board is asked to accept this report.  
 
 
Dr Jim Hogan 
Chief Clinical Officer 
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Preface 
 

Welcome to the Public Health Annual Report for 2011. 
 
The city of Portsmouth is a great place in which to live and work. The health of people living 
in the city is improving and it is better than it has ever been. Fewer people are dying before 
the age of 70 and more are surviving serious illnesses such as heart disease, stroke and 
cancer. 
 
As last year’s report highlighted, action on a range of issues including housing, transport, 
education and skills, community safety and lifestyles will lead to longer term improvements, 
and help to reduce health inequalities. Healthcare can do much to prevent ill health and 
reduce the impact of disease. 
 
With organisations across the city, local NHS organisations and Portsmouth City Council 
have worked hard to understand the needs of local people and choose the right priorities 
for making improvement. Our “JSNA” (Joint Strategic Needs Assessment) brings all this work 
together (www.jsna.portsmouth.gov.uk). 
 
Our 2011 Annual Report focuses on some of the improved understanding we have gained 
from looking in more detail at: 
 

 Children with autism spectrum conditions 

 Substance misuse in young people 

 Veterans’ health. 
 
I set out some recommendations to address the issues 
we have identified. The report also presents some 
summary data on health in Portsmouth and progress 
that is being made. 
 
One of the most striking differences in health is the life 
expectancy of men, which in some parts of the city is 
eight years shorter than that of women. Our 2012 
Annual Report will explore the reasons for this and set 
out an agenda to tackle this inequality. 
 
 
Dr Andrew Mortimore 
Interim Director of Public Health 
 
 
Annual Public Health Report Steering Group 
Dr Matt Smith, MB BS, FFPH. Associate Director of Public Health 
Joanna Kerr, MSc, MA (Hons), MRCSLT. Head of Public Health Intelligence 
Jim Hawkins, MSc, BA (Hons). Specialist Public Health Intelligence Analyst 

 

file:///C:/Documents%20and%20Settings/pct008/Local%20Settings/Temporary%20Internet%20Files/Content.Outlook/GT57Y3DF/www.jsna.portsmouth.gov.uk
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Chapter 1 Socio-environmental factors affecting health 
and wellbeing 

 

1 Introduction 
 
Our health is influenced by a wide range 
of social, economic and environmental 
factors. As individuals, some factors are 
more immediately within our control (for 
example, whether we smoke or not) and 
others are not. The health map (Figure 1) 
puts people at the centre of a system that 
includes: 
 

 Lifestyles 

 Communities – our networks of 
family, friends and support, social 
capital 

 Local economy  

 Activities such as working, 
shopping, playing and learning 

 The built environment – buildings, 
streets, transport 

 Natural environment – open 
spaces, air 

 Global eco-system – climate 
change. 

 

Figure 1 
The health map 

 
 

Source: Barton H and Grant M (2006). A health map for the local human habitat. The Journal 
of the Royal Society for the Promotion of Health. November 2006 126:252-253 



 
 

The Joint Strategic Needs Assessment 
(www.jsna.portsmouth.gov.uk) (JSNA) 
aims to capture elements of most of these 
issues. It paints the ‘big picture’ about 
current and future health and wellbeing 
needs in the city. Through the new Health 
and Wellbeing Board, Portsmouth City 

Council and Portsmouth Clinical 
Commissioning Group have an equal and 
joint duty to prepare the JSNA, and to 
ensure that the JSNA’s findings are 
addressed in the Joint Health and 
Wellbeing Strategy (JHWS).  

 

Figure 2 
How Joint Needs Assessments, Joint Health and Wellbeing Strategies and commissioning 
plans are linked 
 

 
Source: Department of Health (July 2012) Joint Strategic Needs Assessments and Joint 
Health and Wellbeing Strategies – draft guidance 
 

 

2 What our JSNA adds to 
the evidence 

The most recent summary of the JSNA can 
be found on Portsmouth’s JSNA webpages 
at: 
www.portsmouth.gov.uk/media/API_STR
_JSNA_SUMMARY_2012.pdf  
 
The JSNA found:  
 

People: Demography  
 We have strong population growth 

– particularly in young adults aged 
15-29 years 

 Looking at the Census 2011, we 
have about 4,900 fewer people 
aged 65+ years, and 3,200 more  
children and young people aged 0-
19 years than Hampshire County 
Council’s demographers had 
forecast 

 We need to use fresh data from 
the 2011 Census to understand 
local population, and population 
trends particularly as they affect 
young people and older people. 
This will affect key streams of work 
– for example, the ageing 
population strategy; our 
assumptions about school leavers 

2 

http://www.jsna.portsmouth.gov.uk/
http://www.portsmouth.gov.uk/media/API_STR_JSNA_SUMMARY_2012.pdf
http://www.portsmouth.gov.uk/media/API_STR_JSNA_SUMMARY_2012.pdf
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and availability of young adults for 
work.  

 We need to understand the 
changing characteristics of 
populations served – particularly in 
deprived areas. This will be 
possible once Census data is 
released by the Office for National 
Statistics. 

 

People: Diversity  
 15.5% of people are from Black 

and Minority Ethnic communities 
(including White Irish and other 
White non-British communities) 
compared with 17% in England 

 Non-White ethnic groups tend to 
have higher proportions of 
children and young people and a 
lower proportion of people aged 
65+ years 

 The highest percentages of Black 
and Minority Ethnic school pupils 
are in St Thomas (43% of pupils), St 
Jude (32%) and Charles Dickens 
(30%) electoral wards 

 We need to use data from the 
2011 Census to understand local 
diverse populations, and 
population trends – particularly 
the younger profile of black and 
minority ethnic communities.  

 

People: Deprivation  
The diagram at Appendix 1 shows 
Portsmouth compared to the 18 other 
local authorities with a similar socio-
economic profile – those grouped by the 
Office for National Statistics into the 
‘Regional Centres’ group. The most 
deprived local authority in the group is 
Liverpool and the least deprived is 
Worthing.  
 
Compared to other local authorities in this 
group, we are not particularly deprived. 

However, we are in the worst six local 
authorities for: 
 

 Statutory homelessness (ranked 
worst of 19) 

 GCSE achievement (worst) 

 Violent crime (third worst) 

 Estimated prevalence of smoking 
for adults (second worst) 

 Estimated prevalence of increasing 
and high risk drinking alcohol for 
adults (third worst) 

 Hospital stays for self-harm (fifth 
worst) 

 Acute sexually transmitted 
diseases (fourth worst) 

 Excess winter deaths (worst) 

 Smoking-related deaths (fourth 
worst) 

 Early death due to cancer (sixth 
worst) 

 Road injuries and deaths (fourth 
worst). 

 
In addition, Appendix 1 illustrates that 
Portsmouth is significantly worse than 
England and has a worsening trend for: 
 

 Deprivation 

 Percentage of children living in 
poverty 

 Statutory homelessness 

 Estimated prevalence of adults 
smoking 

 Hospital stays for self-harm 

 Alcohol-related hospital stays 

 Excess winter deaths 

 Smoking-related deaths 

 Premature mortality due to 
cancer. 

 
On the other hand, Portsmouth is in the 
best six of 19 local authorities for: 
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 Long term unemployment (also 
significantly better than England, 
with an improving trend) 

 Alcohol-specific hospital stays for 
children and young people aged 
under 18 years 

 Estimates of physical activity for 
adults 

 Estimated prevalence of opiate 
and/or crack cocaine users (but 
still significantly worse than 
England, with an improving trend) 

 Female life expectancy (with an 
improving trend) 

 Rate of infant deaths. 
 
Within the city, there are inequalities in 
outcomes for health and wellbeing: 
 

 Between the genders, with males 
in the most deprived areas having 
significantly poorer levels of life 
expectancy compared to males in 
the least deprived areas 

 Between different areas of the 
city, with the most deprived areas 
of Buckland, City Centre, 
Wymering, Paulsgrove and 
Somerstown having significantly 
higher levels of hospital 
admissions and premature 
mortality compared to the city 
rate. 

 
The diagram at Appendix 2 shows a range 
of health and wellbeing issues affecting 
people in 25 areas of the city. These areas 
are ‘Middle Super Output Areas’ (MSOA.  
See Appendix 3 for a location map). 
MSOAs are set for us by the Office for 
National Statistics and the average MSOA 
covers about 7,200 people. The most 
deprived MSOAs are Buckland, City 
Centre, Wymering, Paulsgrove, 
Somerstown and Fratton areas. The least 
deprived are Portsdown, Farlington, 

Anchorage, Cosham Junction and Francis 
areas.  
 
Compared to the city average, the most 
deprived MSOAs have higher (often 
significantly) levels of: 
 

 Households with an income which 
is below 60% of average 
household income in England 

 Children living in poverty 

 Children aged 4-5 years who are 
obese (but not Wymering) 

 Low birth weight babies 

 Adult obesity 

 Adult smoking 

 Incidence of all cancers 

 Incidence of lung cancers 

 Emergency hospital admissions for 
coronary heart disease 

 Emergency hospital admissions for 
stroke 

 Emergency hospital admissions for 
chronic obstructive pulmonary 
disease 

 Emergency hospital admissions 
related to alcohol 

 Hospital admissions for intentional 
self-harm 

 Premature mortality due to 
circulatory diseases 

 Premature mortality due to 
cancers 

 Premature mortality due to 
coronary heart disease 

 Older people living in poverty 

 Admissions for fractured hip. 
 
Conversely, the most deprived areas tend 
to have higher rates of access to surgical 
procedures for heart disease 
(percutaneous transluminal cororary 
angioplasties and coronary artery by-pass 
grafts) which implies that people in these 
areas of high levels of heart disease are 
receiving the treatment they need. 
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The diagram at Appendix 4 presents 
similar information for the city’s 14 
electoral wards. 
 
This year’s JSNA summary presented 
issues using the framework of the Shadow 
Health and Wellbeing Board’s draft Health 
and Wellbeing Strategy1 and incorporated 
themes from the Marmot review of health 
inequalities.2  
 

Getting the best possible start in 
life  

 24% of children live in poverty – 
but rates are much higher in most 
deprived parts of the city  

 More pregnant women who 
smoke need to quit  

 More women need to breastfeed 
their babies for longer  

 Teenage pregnancy rates are 
improving  

 Results for Early Years Foundation 
Stage show inequalities for 
deprived areas of the city 

 Substance misuse issues are 
improving  

 Obesity rates for children are 
declining  

 High rate of emergency admissions 
for respiratory conditions is an 
ongoing issue.  

 

                                                           
1
 Portsmouth Clinical Commissioning Group, 

Portsmouth City Council, 2012. Joint Health and 
Wellbeing Strategy – GPs and the council working 
together for Portsmouth, 2012/13 (draft for 
consultation July 2012). 
www.portsmouth.gov.uk/media/Full_draft_JHWS_
for_consultation_July12.pdf Accessed 25 October 
2012. 
2
 Marmot M, 2010. Fair Society. Healthy Lives: The 

Marmot Strategic Review of Health Inequalities in 
England, post 2010. 
www.instituteofhealthequity.org/projects/fair-
society-healthy-lives-the-marmot-review Accessed 
25 October 2012. 

Helping young people to be ready 
willing and able to work  

 GCSE results are improving but still 
poor  

 More young people need to be 
encouraged to go to higher 
education.  

 

Create a better environment for 
people to live, work and play  

 Employment rates are better than 
national average  

 Adult skills are below national 
level  

 Older housing stock, higher 
percentage of rented properties 
and one third of private housing 
failing Decent Homes Standard 
have implications for health and 
wellbeing  

 Fuel poverty more prevalent in 
private sector.  

 

Encourage healthy lifestyles by 
helping people to stop smoking, 
lose weight and drink responsibly  

 Relatively high levels of smoking, 
obesity and alcohol misuse require 
preventive and treatment services 
and continued joint working with 
local authorities, the voluntary 
sector and businesses 

 Safer Portsmouth Partnership 
inter-related priorities are to 
tackle alcohol misuse, domestic 
abuse, young people at risk, drug 
misuse and adult re-offending. 
These are often the driving factors 
behind, or contributors to, a range 
of crime and anti-social behaviour 
types  

 Tackling the ‘causes of the causes’ 
of short male life expectancy 
requires reducing high levels of 

http://www.portsmouth.gov.uk/media/Full_draft_JHWS_for_consultation_July12.pdf
http://www.portsmouth.gov.uk/media/Full_draft_JHWS_for_consultation_July12.pdf
http://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review
http://www.instituteofhealthequity.org/projects/fair-society-healthy-lives-the-marmot-review
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smoking, alcohol misuse and 
obesity in men  

 Reducing smoking, alcohol misuse 
and obesity prevalence requires 
continued joint working and 
services tailored to different stages 
of life from teenagers through to 
older age, and to different needs 
of each gender at each stage. 
 

Progress on addressing specific 
health issues 

 Diabetes 
o Need to continue to 

address whole pathway of 
diabetes care to reduce 
poor outcomes 

o Preventive services 
involving joint working with 
local authorities and the 
voluntary sector are 
essential to promote 
lifestyle changes to prevent 
onset of diabetes and to 
prevent diabetic-related 
complications. 

 

 Mental health 

o Relatively lower prevalence 
of depression may indicate 
need for case finding 

o Relatively high prevalence 
of severe mental illness – 
need for appropriate 
primary care and specialist 
mental health services 

o Role of community support 
services in meeting needs 
of people with severe 
mental illness. 

 

Help older people maintain 
maximum independence and 
dignity in old age  

 Over half of older people in our 
most deprived areas live in poverty 

 Excess winter deaths are an 
ongoing problem 

 Potential to examine care of 
people with dementia at home to 
prevent unnecessary admissions 
and also to examine discharge 
arrangements.  
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Chapter 2 Findings and recommendations from selected 
needs assessments and research 
 

We are continually adding to our 
knowledge of health and wellbeing in the 
city by carrying out research including 
needs assessments, audits and evidence 
presented to Scrutiny Panels. This section 
sets out the main issues highlighted by 
recent research across the age range in 
Portsmouth, and the recommendations 
made. 
 

1 Children with autism 
spectrum conditions (ASC)3 

 
What are autism spectrum 
conditions? 
Autism is described as ‘a lifelong condition 
that affects how a person communicates 
with and relates to other people. Autism 
affects how a person makes sense of the 
world around them. ...Autism is known as 
a spectrum condition because of both the 
range of difficulties...and the way they 
present in different people’ (Department 
of Health 2010).  
 
There are three main areas of difficulty 
which all people with autism share, 
known as the ‘triad of impairments’:  

 Social communication (eg 
problems understanding and using 
verbal and non-verbal language)  

 Social interaction (eg problems in 
recognising and understanding 
other people’s feelings and 
managing their own)  

 

                                                           
3
 NHS Portsmouth, July 2012. Children with 

Autistic Spectrum Conditions: A Health Needs 
Assessment. 
www.portsmouth.gov.uk/media/API_STR_JSNA_B
URD_AUTISM_Child1.pdf Accessed 18 October 
2012. 

 

 Social imagination (eg problems in 
understanding and predicting 
other people’s intentions and 
behaviours). 

  
In addition, many people with ASC may 
experience some form of sensory over- or 
under-sensitivity to, for example, sounds, 
touch, tastes, smells, lights or colours. 
Often people with ASC prefer to have a 
fixed routine and can find change 
incredibly difficult to cope with. Many 
people with ASC may also have other 
conditions such as attention deficit 
hyperactivity disorder (ADHD), a learning 
disability or problems with movement and 
co-ordination (dyspraxia). 
  
The impact of autism will vary from 
person to person and family to family but 
will permeate every area of life including 
mental, emotional, social and economic 
health. Without the right kind of support, 
autism will significantly limit the 
individual’s ability to reach their full 
potential and can have a strongly negative 
impact on the family’s wellbeing. Studies 
have shown that family stresses related to 
the care of children with ASC are 
significantly greater than stresses related 
to the care of children with other 
developmental disorders. 
 
Autism is the only condition that has its 
own piece of legislation (the Autism Act 
20094) which is about how the 
government intends to ensure it meets 
the needs of adults with ASC. The needs 
assessment for children and young people 
was undertaken in the context of the local 

                                                           
4
 HM Government. Autism Act 2009. 

www.legislation.gov.uk/ukpga/2009/15/contents 
Accessed 18 October 2012. 

http://www.portsmouth.gov.uk/media/API_STR_JSNA_BURD_AUTISM_Child1.pdf
http://www.portsmouth.gov.uk/media/API_STR_JSNA_BURD_AUTISM_Child1.pdf
http://www.legislation.gov.uk/ukpga/2009/15/contents
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needs assessment for adults with ASC. The 
findings of the adults’ needs assessment 
will inform the development of a local 
strategy. There are cross-over issues – 
particularly around ensuring young people 
are ready, willing and able to work. 
 

How many Portsmouth children are 
affected? 
About eight babies born each year in 
Portsmouth will develop an ASC. Overall, 
about 480 children and young people 
aged 0-19 years have ASC and 91% are 
male. In line with population changes, the 
number of children and young people 
with ASC is predicted to increase by about 
21% to about 580 by 2031. The age group 
with the greatest increase is the 5 to 9 
year old group (35% increase) which will 
impact on primary education provision for 
this group. Increased awareness of autism 
may lead to further increases in numbers, 
and service provision and performance 
will need to be regularly reviewed to 
ensure that quality is maintained, capacity 
is available and waiting lists and times do 
not increase. 
 
There are notable differences in the 
estimated and recorded prevalence of 
ASC. For example, currently, 104 children 
have a statement of special educational 
needs with ASC as their primary need. 
However, this is likely to be an 
underestimate as: 
 

 Some parents choose not to 
accept or acknowledge the 
diagnosis 

 Some parents do not chase a 
medical diagnosis as this may be 
perceived as being negative or 
have negative consequences for 
the child  

 Some parents may already be 
meeting their child’s needs and a 

formal diagnosis will make little 
difference to the care received.  

 
 GP practices had recorded only 52 
diagnoses of childhood ASC. The 
differences in estimated and recorded 
prevalence may indicate that there are 
many children and young people with ASC 
who are currently not known to services. 
Efforts should be made to identify these 
children and young people and provide 
appropriate support. Data recording and 
retrieval systems for diagnoses of autism 
in both primary care and community 
health services need to improve to give 
more accurate and accessible numbers of 
children and young people with ASC. This 
data is vital to inform decisions about 
what services should be commissioned to 
meet their needs. 
 
Similarly, the needs assessment was able 
to identify potential areas of inequalities 
(for example, gender inequalities with 
males more affected than females; 
consistent access to education with high 
rates of children with ASC experiencing 
bullying or exclusion from school; 
potentially reduced access to employment 
opportunities). However, the needs 
assessment found it difficult to identify 
specific inequalities in health or wellbeing 
as this depended on more robust data. 
 

Views of parents, children and 
young people and providers of 
services 
As part of the needs assessment, views 
were sought from parents of children and 
young people, from the children and 
young people themselves and from 
providers of services for children and 
young people with ASC. Key points raised 
by them included a lack of educational 
support and training for staff, children and 
parents, a confusing diagnostic service 
and lack of support after diagnosis, 
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ongoing need to raise awareness of ASC 
and lack of support for young people 
moving from school to college or work. 
The provision of autism assessment and 
diagnostic services is split and this also 
need to be addressed appropriately to 
best meet the health needs of people in 
Portsmouth. 
 

Recommendations 
The needs assessment made the following 
recommendations: 
 

 Incorporate potential future 
increased demand for autism 
services in commissioning plans 

 Improve the recording of autistic 
spectrum disorders in primary care 
and community services 

 Continue with the multidisciplinary 
group work to review and map the 
current service pathway and 
develop a new pathway based on 
NICE guidance, incorporating a 
single point of access 

 Look at methods to improve 
support to children and parents 
through the diagnostic process and 
after the diagnosis of an autistic 
spectrum condition 

 Ensure there are robust 
mechanisms for the transition of 
children with ASC to adult services.  

 
 

 
 
 
 
 
 

2 Young person’s 
substance misuse survey5 

 
Context 
The Health Improvement and 
Development Service and Public Health 
Department’s annual survey of substance 
misuse of secondary school pupils in 
school Years 8 and 10 goes from strength 
to strength. (Year 8 pupils are in the 
second year of secondary school and are 
aged 12 to 13 years. Year 10 pupils are in 
the fourth year of secondary school and 
are aged 14 to 15 years.) All 11 state 
secondary schools participated in this 
year’s survey with 1,643 young people 
responding to the survey (47% of all pupils 
in Years 8 and 10). 
 
The survey of substance misuse of 
secondary school pupils (Portsmouth City 
Council, NHS Portsmouth, 2012) covered 
use of alcohol, smoking, drugs and, for the 
first time, use of energy drinks. This year’s 
survey also included new questions about 
young people’s perceptions of alcohol and 
drug use amongst people of their own age 
and their thoughts about why young 
people drink alcohol, the consequences of 
getting drunk, parental attitudes to 
alcohol and their concerns about parental 
substance use. 
 

Alcohol 
Alcohol is the most commonly used 
substance in this survey. Alcohol use 
during any childhood years can have 
adverse health and social consequences. 
Children who start drinking alcohol at an 
early age are more likely to develop 

                                                           
5
 Portsmouth City Council, NHS Portsmouth, 2012. 

Substance misuse survey of secondary school 
students. 
www.portsmouth.gov.uk/media/API_STR_JSNA_LI
F_SUBS_SCHOOLSURVEY2012.pdf  Accessed 18 
October 2012. 

http://www.portsmouth.gov.uk/media/API_STR_JSNA_LIF_SUBS_SCHOOLSURVEY2012.pdf
http://www.portsmouth.gov.uk/media/API_STR_JSNA_LIF_SUBS_SCHOOLSURVEY2012.pdf
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alcohol problems in adolescence and 
adulthood. Family standards and rules, 
parental monitoring, and close family 
relationships are important in delaying 
alcohol initiation in early adolescence and 
in supervising alcohol consumption by 
older teenagers. Vulnerability to alcohol 
misuse (drinking more frequently, in 
greater quantities) in later adolescence is 
greatest amongst those who began 
drinking before age 13 years. Drinking at 
an early age is associated with increased 
health risks, including alcohol-related 
injuries, involvement in violence, suicidal 
thoughts and attempts, having more 
sexual partners, pregnancy, using drugs, 
employment problems, and risky driving 
behaviours.6  
 
In Portsmouth, lower percentages of 
young people are drinking alcohol or 
drinking to excess: 
 

 59% of young people reported that 
they had ‘ever had a whole 
alcoholic drink, not just a sip’ – a 
7% decrease from 2011 

 21% of young people had been 
drunk at least once in the four 
weeks before the survey – a 9% 
decrease from 2011. 

 
However, in spite of the decrease, there 
remains a worryingly significant minority 
of young people who are regularly putting 
themselves at risk of harm. 
 
In common with national findings, the 
older teenagers were significantly more 
likely than the 12-13 year olds to: 
 

                                                           
6
 Department of Health, 2009. Guidance on the 

consumption of alcohol by children and young 
people. Institute of Alcohol Studies, 2010. 
Adolescents and alcohol, IAS Factsheet. 
www.ias.org.uk/resources/factsheets/adolescents.
pdf Accessed 25 November 2012. 

 Have had a whole alcoholic drink 
(75% and 45% respectively)  

 Drink alcohol weekly (30% and 
17% respectively) and  

 Have been drunk in the previous 
four weeks (37% and 16% 
respectively).  

 
Males in these age groups were more 
likely than females to have had their first 
drink at a younger age. However, females 
in these age groups were more likely than 
males to report ever having been drunk or 
been drunk in the four weeks before the 
survey. 

 

Thirty-four per cent reported that their 
parents provide alcohol. Seventy-seven 
per cent of all young people who drink 
alcohol report that their parents do not 
mind them drinking as long as they do not 
drink too much. While it is not illegal for 
young people in these age groups to drink 
alcohol at home or on other private 
premises, it is not without risk, and it is a 
concerning finding given the high levels of 
drinking alcohol to excess in Portsmouth, 
and associated adverse personal and 
social consequences (see Chapter 1).   

 
For the first time, this year’s survey 
explored the immediate adverse personal 
and social consequences of drinking 
alcohol for these young people. Of all 
those who had drunk alcohol in the four 
weeks before the survey, 51% reported 
that it made them feel ill or sick, 29% had 
vomited and 4% were so ill they had to be 
taken to hospital. Thirty-two per cent had 
got into an argument and 13% had got 
into a fight. Twenty-four per cent had lost 
personal property, 17% had damaged 
clothes or other items and 11% had got 
into trouble with the police. 
 

 

http://www.ias.org.uk/resources/factsheets/adolescents.pdf
http://www.ias.org.uk/resources/factsheets/adolescents.pdf
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Smoking 
Children and young people who 
experiment with smoking are more likely 
to go on to be adult smokers. Children 
with parents or siblings who smoke are 
three times more likely to go to smoke 
themselves than those in non-smoking 
households.7 As with alcohol, the long 
term adverse health and societal 
consequences of smoking can be seen in 
the general population in Portsmouth (see 
Chapter 1). Reducing smoking prevalence 
requires long-term action across all age 
groups.  

 

However, most of Portsmouth’s Year 8 
and Year 10 pupils do not smoke – 78% of 
pupils have never tried tobacco (an 
increase from the 73% non-smokers 
reported in 2011). Again, as with alcohol, 
older pupils are significantly more likely 
than younger pupils to have tried tobacco 
(89% of Year 8s have never tried tobacco 
compared with 67% of Year 10s). 

 

Fifty-four per cent (103 pupils) of ‘regular’ 
smokers smoke every day. Frequency of 
use increases with age with higher 
percentages of 14 to 15 year olds smoking 
daily or weekly compared to the 12 to 13 
year olds.  

 

Males in these age groups are more likely 
to have tried tobacco than females (75% 
compared to 71%). Males who smoke 
‘regularly’ are also more likely to smoke 
every day (69%) compared with females 
(45%). It is likely that female pupils’ 
smoking weekly or monthly may be 
associated with social occasions. 

 

 
                                                           
7
 Action on Smoking and Health, 2012. Young 

people and smoking. 
www.ash.org.uk/files/documents/ASH_108.pdf 
Accessed 25 November 2012. 

Energy drinks 
Energy drinks were included in this year’s 
survey because there were anecdotal 
reports of young people drinking these 
instead of eating meals, and drinking 
several cans each day. A high sugar 
content can also have adverse effects on 
dental health.  
 
Energy drinks are popular with young 
people. Sixty-six per cent of 12 to 13 year 
olds and 73% of 14 to 15 year olds had 
tried an energy drink such as Red Bull in 
the four weeks before the survey. Of the 
reasons presented in the survey, the most 
common reason for drinking energy drinks 
was taste (73% of all respondents). Young 
people giving other specific reasons cited 
sports or because they were going to a 
party or event. Ten young people gave the 
low price as the reason for drinking 
energy drinks: “They are the cheapest 
drinks in the shop”, “Because I only had 
35p and the energy drink is 35p”. 
 

Other substances 
The vast majority of young people have 
never tried drugs and, compared to 2011, 
higher percentages of young people have 
‘never tried’ the substances being 
surveyed. 

 

Locally, and nationally, cannabis is the 
most frequently tried drug. Twenty-one 
per cent of young people have been 
offered cannabis but only 10% of young 
people have tried it at least once. 
Fourteen to 15 years olds were 
significantly more likely to have been 
offered cannabis than 12 to 13 year olds.  

  

Associated risky behaviours 
Some young people are engaging in 
associated risky behaviours in buying 
alcohol, tobacco or drugs with money 
gained by stealing (4% of all young people 

http://www.ash.org.uk/files/documents/ASH_108.pdf
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stole to buy alcohol, 3% stole to buy 
tobacco and 4% stole to buy drugs). 
Higher proportions have asked 
adults/strangers to buy on their behalf 
(13% of all young people had asked 
adults/strangers to buy alcohol for them, 
15% to buy tobacco and 3% to obtain 
drugs).  

It is unlawful for anyone to buy alcohol for 
someone aged under 18 years when the 
drink will be consumed in a pub or public 
place. Young people aged 16 or 17 years 
can drink beer, wine or cider in a public 
house with a meal, if the alcohol is bought 
for them by an adult and they are 
accompanied by an adult. It is illegal to 
sell cigarettes, tobacco or cigarette papers 
to anyone aged under 18 years.  

There are specific local schemes in place 
to tackle aspects of these issues. 
ProxyWatch aims to reduce the supply of 
alcohol to minors and to reduce anti-
social behaviour near and around retail 
areas. Members of the public, police, 
community wardens, shop staff and 
others can contact a 24-hour service to 
report incidents of adults being asked to 
buy alcohol or cigarettes by a young 
person. The scheme has received positive 
feedback from retailers with 64% noticing 
a reduction in youths asking customers 
near their store to obtain alcohol; 55% 
have noticed a large reduction in anti-
social behaviour and 32% report a small 
reduction in anti-social behaviour.  

Over the last three years, Portsmouth also 
piloted the Department of Health’s illicit 
tobacco campaign (now ended) which 
tackled smuggled and counterfeit 
tobacco. Dealing with illicit tobacco 
requires significant multi-agency 
resources due to the organised crime 
element and the legal aspects of tackling 
those selling ‘cheap whites’ or tobacco 

contrary to UK labelling offences (eg no 
health warnings). The city council’s 
Trading Standards Team is proactive in 
dealing with illicit tobacco whenever 
intelligence is received to suggest that 
retailers are breaking the law. These sort 
of actions are important in reducing the 
supply of cheaper illicit cigarettes to 
young people. This year, Public Health 
part-funded ‘refusal cards’. Trading 
Standards is giving these cards to retailers 
to give to young people if a sale is 
declined. The cards signpost young people 
to local smoking cessation and alcohol 
support services. 

Young people’s concerns about 
their parents 
Young people were asked whether they 
were worried about their 
parent/guardian’s use of alcohol, tobacco 
or drugs. Nearly 40% of young people 
were ‘a little worried’ about a 
parent/guardian use of tobacco, 25% 
were ‘very much worried’ and 10% 
reported that its use affects their home 
life. Their answers are not mutually 
exclusive (eg someone could answer that 
they were a little worried and that use 
affected their home life). 
 

Helpfulness of advice received in 
schools on drugs and alcohol 
Advice in schools on drugs and alcohol can 
be delivered by teaching staff as part of 
the curriculum. The city council’s 
substance misuse team in the Health 
Improvement and Development Service 
also run sessions for pupils on drugs and 
alcohol in classes, drop-ins, 
targeted/preventative sessions to small 
groups identified as at risk and one-to-one 
sessions. The team also delivers training 
and advice for teachers on INSET days or 
in twilight sessions to parents and carers. 
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Last year’s survey report set an aim to 
increase to 60%, the percentage of young 
people rating as ‘Helpful’ the information 
and advice on alcohol and drugs they 
received in schools. The ratings improved 
since 2011 (from 47% to 54% for alcohol 
advice and from 49% to 53% for drugs 
advice). However, the overall 60% target 
was not achieved. 
 
There was a difference between the year 
groups with significantly more Year 8s 
finding alcohol information and advice 
helpful compared to Year 10s (61% 
compared to 47%). Year 8s were also 
more likely (but not significantly) to report 
finding drug information and advice 
helpful (55% compared to 51%).   
 
Female students were also more likely to 
report finding both alcohol information 
and advice (57% of females compared to 
52% of males) and drug information and 
advice (55% of females compared to 51% 
of males) helpful (significance levels 
cannot be calculated). 
 
It is concerning that nearly half of 
secondary school pupils do not find the 
information and advice they receive in 
school to be ‘helpful’ and particularly that 
this information is not meeting the needs 
of the older age group, and of males. We 
need to give our young people 
information and advice that enables them 
to take decisions in difficult situations. 
 
The survey also asked about perceptions 
of activities available to young people in 
Portsmouth. Year 8 pupils were 
significantly more likely than Year 10 
pupils to agree that there were safe 
places to go out and do activities, that 
there was a good choice of activities and 
there were enough activities on offer. 
Males were also more likely to agree with 
each of these statements than females. 

Conclusions 
 Use of alcohol and smoking is 

declining in these age groups 

 However, a significant minority 
continue to drink alcohol to 
excess and to smoke regularly 

 The vast majority of young people 
do not take drugs 

 Parents are a prime source of 
guidance and support for young 
people about drinking, smoking 
and taking drugs 

 But parents are not the only 
source and joint working by many 
agencies is needed to improve 
these aspects of the health and 
wellbeing of young people. 

 

Recommendations 
 Setting a unit price of alcohol 

would help to price alcohol out of 
the range of most young people 

 Research should be undertaken to 
find out what information and 
advice about substance misuse is 
needed by parents of young people 
– and the best way to deliver it 

 Schools and other services 
provided by partner agencies 
which are used by young people 
should work together to promote 
activities which young people 
enjoy and which do not involve 
alcohol 

 Relevant services and partner 
agencies should review the 
evidence base for the content and 
delivery of information and advice 
on drugs and alcohol that students 
receive in schools, and tailor 
information and advice to meet 
the needs of different year groups 
and of each gender 

 The city  council’s Trading 
Standards Team and other 
partners should continue initiatives 
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such as ProxyWatch and action to 
eliminate smuggled and 
counterfeit tobacco 

 The Health Improvement and 
Development Service should repeat 
the survey next year – taking into 
account methodological 
improvements – and work with 
other services to extend the scope 
to cover other areas of the health 
and wellbeing of young people in 
the city. 

 
 

3 Veterans 
 
Context 
In recent years, there has been a national 
focus on the health and wellbeing of 
serving members of the Armed Forces, 
their families and of veterans. The UK 
government has promoted the need to 
recognise the sacrifice made by the 
country’s Armed Forces personnel and has 
emphasised the importance of 
considering this population and their 
specific health and health-related needs 
when commissioning services.  
 
Understanding the characteristics of the 
veteran population and their specific 
needs is crucial for ensuring local services 
are commissioned adequately to meet 
these needs. We carried out a health 
needs assessment to try to understand 
the characteristics of local veterans, and 
obtain their views of their needs and 
issues. We used national and local data, 
and views from stakeholders attending an 
Armed Forces seminar (for an overview of 
issues) and from local veterans via a 
survey and four face-to-face interviews. 
 
During their time in Service, serving 
personnel are provided with healthcare 
from the Defence Medical Services. On 

discharge, however, this responsibility 
returns to the NHS, with veterans eligible 
for the same full range of local NHS 
services as the general population.  
 
A veteran is defined as:  
 
“anyone who has served for at least one 
day in the Armed Forces (Regular or 
Reserve), as well as Merchant Navy 
seafarers and fishermen who have served 
in a vessel that was operated to facilitate 
military operations by the Armed Forces.” 
(p3).8 

 
How many veterans live in 
Portsmouth? 
Portsmouth has a long naval tradition and 
is the home of the Royal Navy. Intuitively, 
we would expect Portsmouth to have a 
large veteran community. However, it 
proved very difficult to obtain exact 
figures. There are between 16,200 and 
17,000 veterans living in Portsmouth – 
56% to 60% of whom are aged 65+ years. 
Nationally, estimates of the forthcoming 
decline in the UK veteran population 
range from 35% to 50% as the last 
veterans of National Service age, and 
there are fewer people becoming 
veterans following reductions in overall 
Service numbers. However, one important 
change is that an increasing proportion of 
veterans will be aged 16 to 34 years. 
 
The estimated number of veterans is 
much higher than the actual number 
recorded by local agencies or 
organisations. For example, only 3,800 
people in Portsmouth are recorded as 

                                                           
8
 Royal College of General Practitioners, The Royal 

British Legion and Combat Stress, 2010. Meeting 
the healthcare needs of veterans – a guide for 
general practitioners. 
www.rcgp.org.uk/news/press_releases_and_state
ments/veterans_healthcare_needs.aspx Accessed 
17 November 2011. 

http://www.rcgp.org.uk/news/press_releases_and_statements/veterans_healthcare_needs.aspx
http://www.rcgp.org.uk/news/press_releases_and_statements/veterans_healthcare_needs.aspx
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members of the Armed Forces Pension 
Scheme; 670 people received a War 
Disablement Pension; and 125 people are 
covered by the Armed Forces 
Compensation Scheme.  
 
Primary care records are potentially a 
useful source as GP systems can ‘flag’ a 
record as ‘returning from Armed Forces’ 
when a person first registers with a GP 
after leaving the Services. However, this is 
dependent on the veteran declaring 
him/herself to be a veteran when 
registering with a GP. The flag also 
disappears if the person changes GP 
practices. An aggregated health system 
(the Hampshire Health Record) covers 
67% of the Portsmouth registered 
population aged 16+ years. It found nearly 
1,750 veterans (1.5% of the registered 
population). 
 

Health and wellbeing issues faced 
by veterans 
Despite the difficulties of determining the 
size of the population, the needs 
assessment considered some of the 
health and well-being issues facing the 
veteran community. For example, a 
national survey found that the ex-Service 
community (which includes veterans and 
dependents) report significantly higher 
prevalence for musculoskeletal, 
cardiovascular, respiratory, mental health, 
sight and hearing problems.  
 
Research also suggests that most people 
“do not suffer with mental health 
difficulties even after serving in highly 
challenging environments”.9 However, 
some veterans face serious mental health 
issues. Probable Post-Traumatic Stress 

                                                           
9
 Fossey M. Centre for Mental Health, 2010. Across 

the wire: veterans, mental health and 
vulnerability. 
www.centreformentalhealth.org.uk/pdfs/Across_t
he_wire.pdf. Accessed 12 October 2011. 

Disorder affects about 4% of veterans. 
The most common mental health 
problems experienced by veterans (and by 
the general population) are depression, 
anxiety and alcohol-abuse. 
 
Certain groups have been identified as 
being at higher risk of mental ill health – 
for example, risk of suicide in ex-army 
males aged under 24 years is 
approximately two to three times higher 
than the risk for the same age groups in 
the general and serving populations. Pre-
existing mental health problems and 
social experiences may be causal factors 
for this group. However, suicide rates 
amongst the veteran population are 
comparable with those in the general 
population. 

 
Views of serving personnel and 
veterans 
Stakeholders at a local Armed Forces 
seminar (the aim of which was to look at 
issues for serving personnel and their 
families but which also provided insights 
about veterans) identified veteran issues 
about access to information about 
agencies and support in Portsmouth, the 
need to be more self-reliant (“dependent 
on linking services up yourself to receive 
support – not automatic when you leave 
the Service”) and lack of understanding 
amongst GPs about Service-specific health 
issues.  
 
A survey of veterans and one-to-one 
interviews highlighted similar issues. 
Recommendations from veterans 
themselves were: 
 

 Civilian medical staff are trained by 
military staff 

 A greater awareness of Post 
Traumatic Stress Disorder in 
mainstream services 

http://www.centreformentalhealth.org.uk/pdfs/Across_the_wire.pdf
http://www.centreformentalhealth.org.uk/pdfs/Across_the_wire.pdf
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 A peer support service for 
individuals leaving the Services 

 Local authorities could provide 
more information for veterans on 
the services available to them, 
perhaps via the council website 

 NHS Priority Treatment is 
publicised better 

 All services should ask individuals 
if they have served in the Armed 
Forces so that they are recognised 
as a specific group and can be 
signposted to relevant services 
more efficiently.  

 Healthcare providers should be 
made aware of personnel coming 
into the area after Service.  

 

Recommendations 
This particular needs assessment 
highlighted the lack of information about 
this group and the recommendations 
reflect this. Key recommendations of this 
health needs assessment were to: 
 

 Continue to identify the health and 
wellbeing needs of veterans 

 Develop robust sources of data 
about local veterans – in 
particular, in primary care systems; 
when veterans are referred to 
hospital for treatment; and in 
systems held by other agencies for 
example, housing departments 

 Continue to press Ministry of 
Defence and the Defence 
Analytical Services Agency about 
the importance of releasing 
population-level data about 
veterans to local authorities 

 Include veterans as a key group 
when conducting  other needs 
assessments – such as mental 
health, alcohol, prison health – or 
audits 

 Provide education and training to 
GPs and other healthcare providers 

about health and wellbeing issues 
facing veterans – particularly post-
traumatic stress disorder 

 Continue partnership working in 
Portsmouth to raise awareness of 
veteran issues and specific services 
– eg the NHS Priority Treatment 
pledge – and up-to-date 
information and sources of 
information, advice and support. 

 
 

4 Common issues 
 
I am pleased to say that all three pieces of 
work are being followed up and look 
forward to reviewing progress in future 
Public Health Annual Reports. 
 
All this research highlights the importance 
of city agencies, stakeholders, parents, 
clients and residents working together to 
identify needs and determine how best to 
meet those needs. Raising awareness of 
sources of information, advice and 
support is best achieved working 
collaboratively. I am very pleased that city 
agencies have recently agreed a common 
Information Sharing Framework. The 
Framework sets out the information 
sharing requirements which need to be in 
place when sharing personal information 
so that agencies can work effectively 
together to: 
 

 Ensure effective cross-agency 
service delivery to improve the 
safety and outcomes for 
individuals, families and 
communities  

 Allow commissioners and decision-
makers to understand trends and 
patterns of activity  

 Enable effective response to 
emergencies and disasters  

 Prevent and detect crime, 
apprehending and prosecuting 
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offenders, protecting life and 
property and preserve order  

 Exercise duties or responsibilities 
arising from common or statute 
law.10     

 
Obtaining the views of parents, young 
people and veterans was vital in 
understanding their health and wellbeing 
issues.  
 
Lack of basic demographic and diagnostic 
data made it more difficult to investigate 
health and wellbeing needs of children 
with ASC diagnoses and veterans. It is vital 
that source systems, particularly primary 
care, community health and hospital 
systems, record as much information as 
possible about individuals. Public Health 
professionals use this data in an 
aggregated form to help identify issues for 
the group as a whole. Knowing that 
someone is a veteran is also important 
because this ‘unlocks’ NHS treatment 
routes through the NHS Priority 
Treatment scheme. 
 
The needs assessments for children with 
ASC and veterans also highlighted the 
importance of data accurately and safely 
passing from one agency to another at key 
points of transition – for example, as 
young people start to access services for 
adults, and as Armed Forces personnel 
become veterans accessing civilian 
services. The onus is on agencies to 
ensure this transition is as smooth as 
possible to ensure residents’ continued 
access to relevant services.  
 

                                                           
10

 Portsmouth City Council, NHS Portsmouth, 
Hampshire Constabulary, University of 
Portsmouth, JobCentre Plus, Hampshire Fire and 
Rescue, Portsmouth Hospitals NHS Trust, Solent 
NHS Trust, 2012. Information Sharing Framework. 
www.portsmouth.gov.uk/living/27521.html 
Accessed 25 October 2012. 

Recommendations 
 Monitor the implementation and 

use of the Information Sharing 
Framework 

 Continue to include the views of 
clients, parents and other 
stakeholders when finding out 
about the health and wellbeing 
needs of people in Portsmouth 

 With neighbouring Clinical 
Commissioning Groups, continue 
to press the Department of Health 
for resolution of the system issues 
impeding identification of 
veterans. 

http://www.portsmouth.gov.uk/living/27521.html


 
 

Chapter 3 Next year’s Public Health Annual Report 
 

Next year’s Public Health Annual Report 
will focus on men’s health.  Our JSNA 
identified key health and wellbeing 
inequalities affecting Portsmouth’s men, 
and this Report also alludes to some of 
them.   
 
My reasons for choosing to focus on 
men’s health and wellbeing are: 
 
1 Portsmouth’s male life expectancy is 

significantly shorter than the 
England average. Males in the most 
deprived areas of the city die nearly 
11 years earlier than males in the 
least deprived areas. This is 
unacceptable. 

 
2 We want to examine in more detail 

the extent to which socio-
environmental issues adversely 
affect male wellbeing  throughout 
their lives – for example: school 
attendance; boys’ achievements as 
measured in the Early Years 
Foundation Profile through to GSCE 
and A levels; being young and 
unemployed; adult skills and 
unemployment; homelessness. 

 
3 We know that male secondary 

school pupils are more likely to have 
tried tobacco than female students. 
Males in school Years 8 and 10 who 
smoke regularly are also more likely 
to smoke every day than female 
students. Overall numbers of 
smoking quitters declined last year – 
but fewer males set a quit date than 
females. However, after setting a 
quit date, males were more likely to 
quit successfully. Lung cancer is the 
second most frequent cause of 
death for Portsmouth males. 

4 We know that male secondary 
school students are more likely than 
female to have had their first drink 
at a younger age. Portsmouth’s 
male rate of hospital admissions 
attributable to alcohol is 
significantly higher than the England 
male rate and the trend for males 
has increased each year since 
2006/07. Portsmouth’s male rate of 
hospital admission specifically for 
alcohol is also significantly higher 
than the female rate. There is a very 
strong positive relationship between 
alcohol-specific admissions and 
deprivation in electoral wards. The 
male alcohol-specific mortality rate 
is significantly higher than the 
England rate and again, has 
increased since 2005/06. The male 
mortality rate from chronic liver 
disease is also significantly higher 
than the England rate. 

 
5 We know which diseases shorten 

male life expectancy in Portsmouth 
and how much each contributes to 
the shortfall. Figure 3 shows that 
circulatory diseases cause 30.4% of 
the gap in life expectancy for males 
in the most and least deprived areas 
and cancers cause 15.5% of the gap. 

 
6 We also know that to increase male 

life expectancy in Portsmouth we 
need to tackle (greatest impact 
listed first): 

 

 Coronary heart disease 

 Chronic cirrhosis of the liver 

 Pneumonia 

 ‘Other’ cancers 

 Lung cancer. 
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The main ‘causes of the causes’ of these 
diseases are smoking and drinking excess 
alcohol. 
   
I look forward to presenting my findings 
on men’s health next year. 
 

 
 
 
 
 
 

 
 
Figure 3  
Main causes of the gap in life expectancy for males and females in the most and least 
deprived quintiles, Portsmouth 

 

 
Source: London Health Observatory 
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Deprivation 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 $

% children in poverty (*) 1 5 4 2 10 9 12 3 14 6 7 8 15 11 17 13 16 18 19 $

Statutory homelessness (*) 15 5 14 7 2 9 12 11 4 10 13 1 3 16 8 19 17 6 18 $

GCSE achieved 13 10 2 8 3 16 12 4 14 6 5 1 9 18 19 11 15 7 17 h

Recorded crimes of violence v the person 14 11 10 18 19 6 17 7 5 1 2 3 9 12 16 8 4 13 15 h

Long term unemployment 1 3 2 9 5 7 8 4 14 18 10 15 13 6 17 11 16 19 12 h

Smoking in pregnancy (*) 8 5 1 6 12 4 14 10 3 9 16 7 19 13 2 11 15 18 17 h

Breastfeeding initiation (*) 1 3 14 2 15 7 8 11 4 9 16 10 19 6 5 17 13 12 18 h

Obese children yr 6 (*) 3 2 4 1 6 5 7 11 10 8 12 9 19 15 18 13 16 14 17 h

Alcohol-specific hospital stays (under 18) 1 2 8 11 19 5 12 18 6 4 15 14 9 17 7 10 13 3 16 n/a

Teenage pregnancy under 18 (*) 6 2 4 7 12 1 8 3 11 5 9 10 17 15 18 13 16 14 19 h

Estimated prevalence adults smoking (*) 3 1 5 7 13 17 9 8 4 15 11 2 6 16 10 18 12 14 19 $

Est prev increasing & high risk drinking 19 17 15 12 16 10 14 6 8 7 9 3 2 13 4 18 5 1 11 $

Est prev healthy eating adults 2 3 8 1 4 10 6 11 5 9 12 7 18 15 14 19 17 13 16 -

Est prev physically active adults (*) 2 5 7 1 13 6 10 14 12 8 4 16 19 3 18 9 11 17 15 -

Est prev obese adults (*) 12 11 1 7 9 10 2 17 6 14 13 8 19 4 18 5 15 16 3 -

Incidence malignant melanoma 12 11 17 18 9 10 15 19 1 6 14 7 4 16 8 13 3 2 5 h

Self-harm hospital stays (*) 18 4 12 13 19 1 10 7 14 2 9 5 6 17 8 16 15 11 3 $

Alcohol-related hospital stays (*) 2 1 7 3 18 8 14 16 6 19 4 10 11 9 13 17 5 15 12 $

Estimated prev opiate &/or crack cocaine users 3 10 5 9 12 1 15 4 8 17 6 16 11 13 18 7 2 14 19 h

Diabetes prevalence (*) 3 6 4 11 1 8 14 18 9 13 16 12 19 5 2 10 15 17 7 h

New cases TB 9 3 18 5 4 17 2 13 15 8 1 7 10 6 19 12 11 16 14 h

Acute sexually transmitted disease 8 9 16 7 13 1 11 6 10 3 14 4 2 18 15 17 5 12 19 n/a

Hip fracture 65+ yrs (*) 1 4 2 8 5 6 16 18 7 19 11 10 15 14 17 12 3 13 9 $

Excess winter deaths (*) 5 18 19 14 16 7 11 3 8 10 13 1 6 12 9 4 17 15 2 $

Male life expectancy 2 1 5 3 16 4 13 12 8 18 7 11 10 14 6 17 15 19 9 h

Female life expectancy 1 2 3 4 7 6 10 19 8 14 11 15 16 9 5 18 13 17 12 h

Infant deaths (*) 5 2 1 15 10 11 9 6 7 8 17 14 12 18 13 16 19 4 3 $

Smoking related deaths (*) 1 2 5 3 12 6 8 13 11 10 9 4 14 15 7 18 16 19 17 $

Heart disease & stroke premature mortality (*) 2 1 7 3 12 6 8 9 5 13 11 10 14 15 4 18 17 19 16 h

Cancer premature mortality (*) 1 2 4 3 12 5 14 10 13 9 7 6 11 15 8 19 18 16 17 $

Road injuries and deaths (*) 7 14 3 12 13 11 10 16 18 9 17 4 2 6 1 5 8 19 15 $

Local authorities in ONS Regional Centres Group ranked in descending order of deprivation Compared to England

Six highest or worst ranking Improving trend h

Seven to 13th ranking Worsening trend $

Lowest six ranking Significantly worse

(*) indicator substantially similar to indicator proposed in Public Health Outcomes Framework No different

Significantly better

Appendix 1                  Portsmouth rank compared to other local authorities in ONS Regional Centres Group, and to England, on indicators in Local Health Profiles, 2012

ONS Regional Centres Group
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Overall Deprivation, 2010 1 2 3 4 5 6 7 8 9 10 11 12 13 14 15 16 17 18 19 20 21 22 23 24 25
% households with income below 60% of median England income 1 3 4 5 2 6 10 7 14 9 12 11 20 22 8 17 18 13 15 19 16 21 23 24 25
Average domestic gas and electric consumption (green shows highest consumption) 1 2 11 7 3 5 6 8 23 13 22 12 10 4 16 18 9 17 21 14 15 20 19 24 25

Children living in poverty, 2010 2 1 4 5 3 6 7 16 22 9 18 12 11 13 10 14 8 17 20 19 15 21 23 24 25
Children aged 4-5 yrs % obese 6 1* 11 3 7 8 2 X 22 4 13 16 15 X 21 19 20 17 12 5 18 9 10 14 22
Children aged 10-11 yrs % obese 1 12 6 2 9 11 20 22 25 15 4 5 14 3 13 17 19 18 8 21 7 16 10 23* 24
Low birthweight babies 3 7 1* 6 4 9 2 20 12 15 8 17 15 24 9 9 19 14 23 4 21 22 24 17 13
Child development at age 5 (green shows highest values) 10 5 1* 2* 9 4 8 16 19 12 15 17 3 7 24 21 20 11 13 6 18 25* 14 23* 22
Emergency admissions due to injuries, aged 0-17 10 2 13 1* 7 11 3 6 24 8 22 18 9 19 21 14 20 16 15 4 25* 23 12 17 5

Female life expectancy at birth (green shows higher LE) 2* 6 1* 7 3* 13 5 4 9 15 10 17 25* 8 11 15 19 22* 12 18 22* 14 21 19 24*
Male life expectancy at birth (green shows higher LE) 1* 2* 6* 4* 3* 5* 12 8 13 8 7 15 17 22 8 19 8 20 14 21 16 18 23* 24* 25*
General fertility rate (green shows highest rates) 25 10 21 17 7 20 23 2 3 22 14 19 24 6 1 18 16 12 15 8 4 11 9 13 5
% binge drinking aged 16+ yrs 10 8 25 24 3 5 12 11 4 14 7 16 21 15 1 13 6 20 9 19 2 17 18 22 23
% eat healthily aged 16+ yrs (green shows higher %) 3 5 1 2 12 7 4 24 23 7 11 10 15 25 21 20 16 7 6 17 18 13 13 19 22
% obese aged 16+ yrs 7 16 3 2 19 11 1 22 23 5 10 8 12 24 25 20 18 9 4 15 21 13 6 14 17
% of land is domestic gardens (green shows higher %) 7 1 11 16 13 12 3 17 23 24 19 10 2 5 20 9 18 15 21 6 22 14 4 8 25
% of land is greenspace (green shows higher %) 10 7 25 24 11 16 14 6 5 2 9 15 13 18 3 20 4 19 8 17 1 12 21 23 22
% Smokers aged 16+ yrs 1 2 3 4 5 7 6 17 20 8 10 14 16 23 9 21 15 13 12 19 11 18 22 24 25
Incidence of all cancers 1* 9 3 2 5 4 19 23 24 17 8 11 7 16 22 9 14 6 13 21 15 12 20 25 18
Incidence of breast cancer 9 22 7 14 14 23 13 12 16 17 11 24 8 1* 18 6 19 5 25 20 21 3 10 4 2
Incidence of colorectal cancer 9 21 5 18 14 6 8 23 25 19 2 24 3 13 17 16 15 22 4 12 20 1 11 10 7
Incidence of lung cancer 1* 10 4 2* 8 3 5 14 22 17 7 11 15 24 16 20 13 6 21 19 9 12 18 23 25
Incidence of prostate cancer 9 18 14 7 4 21 11 23 20 15 24 1 3 5 19 22 16 2 8 6 25 10 17 12 13
All Cause emergency admissions 1* 3* 4* 2* 6* 7* 5* 19* 18* 10 8* 9 12* 23* 21* 15* 16* 13* 11 17* 24* 14* 22* 20* 25*
Emergency admissions for CHD 3* 1* 4* 2* 7 8 6* 22* 21 5* 10 15 16 23* 14 20 18 13 9 12 24* 11 19 17 25*
MI emergency admissions, all ages 8 1* 3 2* 12 13 5 20 10 4 9 18 16 25* 17 21 22 14 6 7 24 11 19 15 23*
Stroke emergency admissions, all ages 1* 3 24 5 8 6 7 16 23 4 11 12 20 21 2* 17 18 19 10 14 25 13 15 9 22
COPD emergency admissions, all ages 2* 1* 5* 3* 4* 8* 7* 20* 18* 14* 6* 9 22* 23* 13 19* 10 15* 11 17* 16* 12 21* 24* 25*
Alcohol-related admissions, all ages 2* 1* 4* 6* 3* 8* 5* 12 10 9 7* 18* 19* 20* 13 14* 17* 11 20* 15* 22* 16* 24* 23* 25*
Hospital admissions for intentional self-harm 1* 2* 5 3* 4* 12 6 11 9 15 13 14 17 19* 18* 8 22* 7 21* 10 23* 16 20* 25* 24*
All Cause elective admissions 8* 1* 4* 2* 15 12 3* 21* 23* 6* 10 13 7* 22* 25* 20* 19* 5* 11 14 24* 9* 17 18* 16
Elective admissions for CHD (green shows highest rates) 7 23 24 25 6 10 18 22 2 16 21 12 19 14 8 17 9 4 5 20 1* 13 15 11 3
PTCA procedures, all ages (green shows highest rates) 17 24 25* 22 16 12 21 1* 2* 18 14 13 20 4 19 6 11 10 15 23 3 8 9 7 5
CABG procedures, all ages (green shows highest rates) 12 24 22 25 11 15 21 5 14 19 18 23 9 3 8 17 1* 13 6 4 7 20 10 16 2
Premature mortality - all causes, persons aged under 75 1* 3* 4* 5* 2* 6 8 7 16 9 12 15 17 20 11 17 10 13 14 21* 23* 19 22* 25* 24*
Mortality -all causes, persons of all ages 1* 5* 2* 4* 6* 7 9 12 3* 13 8 14 21* 18 10 16 17 22* 11 20* 19 15 24* 23* 25*
Premature mortality - all circulatory disease, persons aged under 75 1* 5 4 3* 2* 9 13 11 20 10 12 22 8 21 6 14 7 19 18 17 23* 15 16 25* 24*
Mortality - all circulatory diseases, persons of all ages 2* 8 4 5 7 10 13 3* 1* 16 6 21* 15 18 9 12 19 23* 14 17 25* 11 24* 20 22*
Premature mortality -all cancer, persons aged under 75 1* 3* 2* 4 5 7 9 13 24 6 14 15 19 21 18 20 11 8 17 16 10 12 22 25* 23
Mortality - all cancer, persons of all ages 1* 7 2* 3 5 4 9 21 25* 10 8 11 19 14 17 22 12 13 15 18 6 16 20 24 22
Premature mortality CHD, persons aged under 75 1* 7 3 2* 4 8 9 19 13 6 16 22 10 21 5 11 12 17 17 15 24* 14 20 23* 25*
Mortality - CHD, persons of all ages 1* 13 7 2 3 4 5 16 6 9 10 25* 19 20 12 17 23 15 8 14 22 11 24* 18 21
Mortality - respiratory disease, persons of all ages 1* 7 4* 2* 8 5 3* 19 9 6 16 15 17 23* 11 18 14 20 10 25* 13 12 22 21 24*
Mortality - stroke, persons of all ages 13 12 3 4 14 17 22 1* 2* 21 11 15 7 9 5 8 18 25* 10 23* 24* 6 16 20 19

% of older people living in poverty, 2010 2 1 5 4 3 6 7 8 12 13 10 11 20 22 9 17 14 16 18 19 15 21 23 24 25
Admissions for fractured proximal femur, persons aged 65+ 3 1 23 7 6 18 2 13 4 21 11 17 10 8 14 9 16 20 22 5 25* 19 24 12 15
Admissions for knee replacement, persons aged 65+ (green shows highest rates) 10 8 15 24 2* 19 18 3 1* 25 22 9 12 5 4 6 21 14 11 20 7 13 16 17 23
Admissions for hip replacement, persons aged 65+ (green shows highest rates) 4 18 14 24 1* 15 9 5 6 22 17 2 16 8 3 7 23 25 20 11 21 19 12 10 13

Eight Middle Super Output Areas with highest values
Nine MSOAs with median values
Eight MSOAs with lowest values
X' = Data suppressed - confidentiality

Appendix 2                             Relative position of Portsmouth's Middle Super Output Areas on a range of indicators of health and wellbeing                                                                                                        

NB: This diagram illustrates the relative position of Middle Super Output Areas at the most recent value. Statistically significant differences have 
been calculated for indicators marked *. And for these indicators only, MSOA values which are significantly higher or lower than the Portsmouth 
value are marked *. Some indicators do not vary at MSOA level from the Portsmouth value (eg percentage of obese adults aged 16+  years). The 
range of values for each indicator may be narrow or wide. See JSNA maps and data tables for more data (www.jsna.portsmouth.gov.uk).
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Appendix 3:



Charles 

Dickens

Paulsgrove Nelson St Thomas Fratton Cosham St Jude Eastney & 

Craneswater

Hilsea Milton Baffins Central 

Southsea

Copnor Drayton 

and 

Farlington

IMD ranking within City 1 2 3 4 5 6 7 8 9 10 11 12 13 14

Overcrowded households ranking 1 6 5 3 8 9 2 4 10 11 13 7 12 14

Gross household income 1 7 2 6 3 5 11 13 9 8 10 4 12 14

Acorn profile - hard pressed 1 2 5 4 7 3 10 =13 6 9 8 11 =13 =13

HealthAcorn profile - existing problems 2 1 5 3 8 4 10 =6.5 =6.5 11 13 9 14 12

HealthAcorn profile - future problems 1 3 2 4 7 5 10 6 8 11 9 12 14 13

All age, all cause mortality rate, persons * 1 * 3 2 * 8 6 5 10 4 7 12 * 11 9 13 * 14 *

All causes, aged under 75 (persons) * 1 5 2 3 4 6 13 * 11 * 10 9 8 7 12 * 14 *

Life expectancy at birth, males * (green shows higher LE) 1 * 4 3 9 6 2 10 5 8 12 11 7 14 * 13 *

Life expectancy at birth, females * (green shows higher LE) 5 1 2 10 7 6 8 4 3 14 * 11 12 9 13

% of 0-15 yr olds of total population 1 3 2 10 5 4 14 12 7 9 6 13 8 11

Live birth rate  (green shows highest rates) 12 11 13 9 14 4 2 5 10 8 3 6 7 1

General Fertility Rate *  (green shows highest rates) 11 12 * 13 * 4 * 14 * 7 2 * 5 * 10 9 6 1 * 8 3 *

% change in population aged 0-18 years between 2012 and 2018 1 12 2 8 13 6 7 5 3 4 11 9 14 10

% pupils from BME community 3 13 7 1 6 11 2 5 8 10 12 4 9 14

% of 0-15 living in income deprivation (child poverty 1) 1 3 4 2 5 7 9 10 11 6 12 8 13 14

% of 0-15 living in households dependent on out-of-work benefits (child poverty 2) 1 2 5 3 4 6 13 11 9 7 10 8 12 14

Children aged 4-5 years % obese 1 4 2 6 3 7 14 13 10 8 11 12 5 9

Children aged 10-11 years % obese 6 1 2 4 11 7 10 12 3 13 8 5 9 14

Admission rate for unintentional or deliberate harm, 0-17 years * 2 1 * 8 5 4 12 7 13 11 9 10 14 3 6

Self-reported smoking prevalence 1 4 3 =7 =7 2 13 =9.5 12 =7 =9.5 11 5 14

Self-reported binge drinking 10 =11.5 8 =6.5 3 =11.5 =4.5 1 9 2 =4.5 =6.5 13 14

Alcohol-specific hospital admissions, persons of all ages 1 * 9 * 3 * 2 * 5 * 11 * 6 4 * 12 * 10 * 7 8 13 * 14 *

Alchohol-related hospital admissions, persons of all ages 1 * 5 * 2 * 3 * 4 * 8 * 9 * 6 12 * 11 * 7 10 * 13 * 14 *

Sight disability registration - rate per ages 18+ * 1 7 6 13 5 4 2 8 3 10 14 * 11 12 9

Rate of receipt of services in the community for mental health problems from Adult Social Care, 18+ *1 X 9 8 2 11 3 10 7 6 4 5 13 12

Premature mortality rate - circulatory disease, persons * 2 3 1 * 6 7 5 11 10 14 * 8 12 * 9 4 13 *

Mortality rate from ischaemic heart disease, persons of all ages * 6 2 1 * 12 5 10 8 4 11 9 13 7 3 14 *

Premature mortality rate - ischaemic heart disease, persons * 7 2 1 * 9 6 8 11 3 13 * 5 12 10 4 14 *

Admission rate for stroke, persons of all ages * 2 4 1 3 6 10 13 8 11 12 7 14 5 9

Mortality rate from stroke, persons of all ages * 6 2 1 7 11 4 5 3 10 9 14 * 13 8 12

Premature mortality rate - all cancers, persons * 1 * 9 8 2 4 5 14 * 12 7 11 6 3 13 10

Mortality rate from lung cancer, persons of all ages * 1 7 5 3 4 8 14 * 11 * 9 10 6 2 13 * 12 *

Admission rate for myocardial infarction, persons of all ages * 1 * 4 2 11 5 3 8 10 14 6 12 9 7 13

PTCA operation rate, persons of all ages * (green shows highest rates) 14 * 10 13 1 * 9 11 5 3 7 12 6 4 8 2

CABG operation rate, persons of all ages * (green shows highest rates) 13 14 10 3 11 4 2 8 12 1 * 9 7 6 5

Mortality rate from influenza and pneumonia, persons of all ages * 2 1 8 11 4 5 7 3 6 13 12 14 9 10

Mortality rate from chronic lower respiratory diseases, persons of all ages * 3 1 4 5 6 8 9 11 10 12 7 2 13 * 14 *

Mortality rate from dementia and alzheimer’s diseases, persons of all ages * 14 * 10 7 11 6 4 2 1 * 3 13 * 8 9 12 5

Excess winter deaths * 9 5 11 * 7 6 10 * 3 * 12 * 8 2 * 13 * 1 * 14 * 4

Self-reported limited long-term condition, people of working age 1 2 4 3 8 5 9 10 11 7 6 14 13 12

Physical disability registration - rate per 18-64 yrs * 1 * 2 * 3 9 * 6 4 14 * 12 * 5 8 7 11 * 13 * 10 *

Carers' Allowance claimant rate, working age population * 2 * 1 * 4 11 * 6 3 13 * 14 * 5 8 7 12 * 10 9

Rate of receipt of services in the community for physical disability from Adult Social Care, persons aged 18-641 * 2 * 3 6 7 4 11 * 12 * 9 5 8 14 * 13 * 10 *

Rate of carers receiving service, info etc from Adult Social Care, aged 18-64 * 1 * 2 * 6 12 * 5 4 11 * 9 10 8 7 14 * 13 * 3

% of 65+ yr olds of total population 1 10 9 4 12 5 8 7 11 6 3 14 13 2

% increase in population aged 65+ between 2012 and 2018 5 1 4 11 10 6 9 2 8 7 13 12 3 14

% 60+ living in income deprivation 1 3 2 5 4 8 7 11 6 10 12 9 13 14

Self-reported limited long-term condition, people aged 65+ 1 6 2 4 3 5 9 11 8 7 12 10 13 14

Physical disability registration - rate per 65+ yrs * 1 * 2 * 3 10 6 7 8 5 11 * 9 12 * 4 13 * 14 *

Knee replacement operations rate, people aged 65+ *  (green shows highest rates) 3 14 * 4 1 * 7 11 2 * 8 12 6 10 9 5 13

Hip replacement operations rate, people aged 65+ *  (green shows highest rates) 1 * 2 8 5 10 11 4 3 13 9 12 6 7 14

Admissions for fractured neck of femur, persons aged 65+ * 1 5 12 7 4 10 2 9 8 6 3 13 14 11

Rate of receipt of services in the community for physical disability from Adult Social Care, persons aged 65+1 * 3 * 2 * 10 4 * 7 9 12 6 11 8 5 14 * 13 *

Attendance Allowance claimants rate, people aged 65+ * 3 8 4 9 6 7 2 * 5 1 * 13 11 10 14 * 12

Rate of carers receiving service, info etc from Adult Social Care, aged 65+ * 8 6 4 14 * 2 7 3 9 1 12 * 5 13 * 11 10

Source: JSNA core dataset

Four wards with highest values

Four wards with median values

Six wards with lowest values

X' = Data suppressed - confidentiality

NB: This diagram illustrates the relative position of electoral wards at the most recent value. Statistically significant differences have been calculated for certain indicators (marked *). For 

these indicators, electoral ward values which are significantly higher or lower than the Portsmouth value are marked *. Some indicators marked * do not vary at ward level from the 

Portsmouth value (eg stroke admission rate). The range of values for each indicator may be narrow or wide. Please see the JSNA data tables at www.jsna.portsmouth.gov.uk for 

information about indicator definitions, significance, the range of values for each indicator, and trends.

Appendix 4                                      Relative position of Portsmouth's electoral wards on a range of demographic, health and well-being indicators



 

 

 
 

GOVERNING BOARD 
 
 
Date of Meeting 20 February 2013 

 
Agenda Item No  
 

14 
 
Title 
 

Director of Public Health Annual Report 2011 

 
Purpose of Paper 
 

 
To present the Director of Public Health’s Annual Report for 2011 
to the CCG.  
 
The Report summarises key findings from the Joint Strategic 
Needs Assessment and specifically focuses on children with 
autism spectrum conditions, substance misuse in young people 
and veterans’ health. 
 
The Report also sets out the rationale for focusing on male health 
and wellbeing in the Annual Report, 2012. 
 

 
Recommendations/ 
Actions requested 
 

 
CCG is asked to note this statutory Report.  
 
The Director of Public Health has made specific 
recommendations in each chapter. 
 

 
Author 
 

 
Dr Andrew Mortimore et al 

 
Sponsoring 
member 
 

 
Dr Andrew Mortimore 

 
Date of Paper 
 

 
1 February 2012 

 



 

 
 
 
 

GOVERNING BOARD 
 
 
Date of Meeting 20 February 2013 

 
Agenda Item No  
 

15 
 
Title 
 

Minutes of Other Meetings 

 
Purpose of Paper 
 

 
To accept the following: 
 
• Minutes of the Clinical Commissioning Committee Meetings 

held on 5 December 2012 and 2 January 2013 
 

 
Recommendations/ 
Actions requested 
 

 
Accept 

 
Author 
 

 
Various 

 
Sponsoring 
member 
 

 
Innes Richens – Chief Operating Officer 

 
Date of Paper 
 

 
12 February 2013 
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Minutes of a Meeting of the Clinical Commissioning Committee held on Wednesday 2 
January 2013 at 1.00pm – 3.00pm in the Committee Ro om, CCG Headquarters,  

St James’ Hospital 
 

Summary of Actions 
 

Agenda 
Item Action Who By 

5 Credible proposals to be developed for extended hour 
services to help relieve pressure on unscheduled care. 

IR/KH/ 
TR/LS 

Future 
mtg 

5 Findings and proposals for telehealth and alarms/alerts in 
patients’ homes to be brought back by LS to a future meeting.  
Information on FLORENCE to be shared by KH. 

LS/KH End Jan 
13 

5 Once finalised, guide to CFCR to go out to practices. JP End Jan 13 

5 Comments on Practice Nurse Forum terms of reference to 
Julia O’Mara.  Julie O’Mara to send electronic version to Lin 
Foster for distribution. 

All/J’OM End Jan 13 

5 SHIP contacts to be asked for an update on progress in risk 
stratification and ACG’s. 

JH Feb 13 

6 To investigate provision of performance report for Treatment 
Centre, Out of Hours and Guildhall Walk. 

JG Feb 13 

7 Summary of national planning guidance to be distributed to all 
members. 

JG End Jan 

7 Liaise with Lyn Darby to ensure that there is ‘early’ 
engagement with practices around service re-design and care 
close to home. 

KH Feb 13 

7 To check savings figures for mental health plans. JG/SR Feb 13 

7 To use updated Annex A as a basis of communication to 
practices on 2013/14 planning. 

JG/TR Feb 13 

8 A briefing message to be prepared for practices on EDS JG/TR Feb 13 

8 To maintain (via Chris Pillinger) pressure on PHT to deliver an 
integrated solution for EDS and to invite Chris Pillinger for the 
next CCC meeting for an update on EDS – including PHT and 
Solent (east) 

JG Feb 13 

8 To share report on unannounced visit to mental health 
services when available. 

WB Feb 13 

12 To liaise with LMC regarding election of replacement 
Executive. 

KH Feb 13 

12 To ask Mark Wingham to focus on voluntary services and frail 
elderly/dementia at next stakeholder event. 

KH Feb 13 

12 To contact Charlie Henderson to obtain document that 
identifies who should be involved in which workstream for 
2013/14 contract development. 

WB Feb 13 

 
Present:  
 
Dr Dapo Alalade - Clinical Executive Member   
Jo Gooch - Chief Finance Officer 
Dr Jim Hogan - Clinical Leader/ Chief Clinical Officer 
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Katie Hovenden - Director of Professional and Clinical Development 
Julia O’Mara - Practice Nurse Representative 
Dr Jonathan Price - Clinical Commissioning Lead 
Innes Richens - Chief Operating Officer 
Dr Larry Stone - Clinical Commissioning Lead 
Dr Kevin Vernon - Clinical Commissioning Lead 
Dr Simon Wernick - Clinical Commissioning Lead 
Dr Tim Wilkinson -  Chair of Governing Body/Clinical Executive Member 
 
In Attendance 
 
Julie Hawkins - Senior Project Manager 
Suzannah Rosenberg - Head of Integrated Commissioning, Portsmouth City Council 
Terri Russell - Head of Primary Care Engagement 
   
 
1. Apologies and Welcome 

 
Apologies were received from Dr Matthew Smith, Dr Linda Collie, Janice Matthews, and Dr 
Elizabeth Fellows. 
 

2. Declarations of Interest 
 

Potential declaration of interest was made by Dr Larry Stone in respect of named doctor 
(item 10 on the agenda). 
 

3. Minutes of Previous Meetings  
 
The minutes of the Clinical Commissioning Committee held on Wednesday 5 December 
2012 were approved as an accurate record subject to the following amendment: 
 
Agenda Item 11, Performance Report, 1st paragraph, last line, “She further explained that 
due to a printing error the paediatric admission graph for quarter 2 had been omitted”. 
  
The summary of actions from Clinical Commissioning Committee held on Wednesday 7 
November 2012 were discussed and reviewed as follows: 
 
Agenda 
Item Action Who By Progress 

3 (5, 
5.9.12) 

Vascular Surgery – Dr 
Hogan to feedback after the 
HOSP meeting on 29/11/12. 

JHogan Jan 13 CCG has signalled 
support to a network 
option with a joint 
rota shared between 
Portsmouth and 
Southampton.  Final 
decision awaited. 

3 (9, 
3.10.12) 

Clinical Leads Update – 
Linda Collie – Information on 
CAMHS out of area referrals 
to be requested.  Report on 
full review to be presented to 
future meeting. 

LCollie Future 
mtg 

In Linda’s absence to 
be carried forward to 
next meeting. 

3 (5, 
7.11.12) 

Provider Quality Report - 
Concerns around response 
times and call to connect 
times. A full review is being 
implemented by the quality 

DAlalade Jan 13 DA reported that the 
position has now 
improved. 
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Agenda 
Item Action Who By Progress 

team.  Update to be 
provided. 

3 (6, 
7.11.12) 

Finance & Performance 
Report - Costs/Finance 
presentation for TARGET – 
Katie Hovenden to provide 
Jo Gooch with contact details 
with a view to running 
Finance workshop at 
Portsmouth TARGET. 

KHovenden/ 
JGooch 

Dec 12 Actioned. 

5 Clinical Leads Update – L 
Stone – BNP Testing – Dr 
Tim Wilkinson to provide 
further information when 
available. 

TWilkinson Future 
mtg 

TW reported that 
discussions are on-
going regarding how 
and when (not 
whether) BNP testing 
can be undertaken. 

5 Clinical Leads Update – S 
Wernick – Redesign of 
services for stable mental 
health patients – Proposal to 
be presented. 

SWernick Future 
mtg 

On-going.  SW will 
bring back to the 
meeting when 
proposals are at an 
appropriate stage. 

5 Clinical Leads Update – S 
Wernick – Updated 
Dementia Action Plan to be 
presented. 

SRosenberg Future 
mtg 

To be programmed 
for agenda February 
2013. 

6 Finance and Performance – 
Analysis of referrals by 
specialty and increase in 
“other” referrals to be shared. 

JGooch Jan 13 JG confirmed that 
details have been 
shared with TW and 
planned care team 
who are investigating 
the data. 

8 AQP Briefing – To check if 
Solent’s services are going 
onto Choose and Book. 

TRussell Jan 13 A timetable exists for 
all Solent services to 
be scheduled onto 
C&B. 

8 AQP Briefing – 
Communication to practices 
pointing out advantages and 
disadvantages of using AQP 
providers to be produced. 

TRussell/ 
TWilkinson/ 
JGooch 

Jan 13 Initial communication 
has been sent to 
practices.  Further 
clarification has been 
sought as to whether 
the Solent contract 
will be adjusted to 
take account of the 
AQP developments. 

11a Performance Report – 
Practice Variation – Report 
to be sent to practices. 

TRussell Jan 13 Completed. 

11b Performance Report - 
Primary Care Prescribing 
Report – Quarter 2 July to 
September 2012 – Report to 
be put on PIP and ZEST. 
 

KHovenden Jan 13 In Progress. 

14 HCAI Exception Report – To DAlalade Jan 13 The concerns will be 
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Agenda 
Item Action Who By Progress 

raise concerns at CQRM and 
Carole Kelly to revisit PHT. 

raised at the January 
meeting of the 
CQRM.  DA will feed 
back to the CCC at 
the February 
meeting. 

 
 

4. Deferred Items/Matters Arising  
 
None. 

 
5. Clinical Leads Update 

 
Dr Larry Stone - Unscheduled Care 
 
Dr Larry Stone presented a paper which provided a brief update on his work as Clinical 
Commissioning Lead.  Options for a primary care Saturday morning session are being 
considered to help ease pressure on ED.  It was noted that the current DES for extended 
hours is aimed at planned patients only.  Innes Richens confirmed that a meeting is 
scheduled with Katie Hovenden and Terri Russell to develop a credible proposal which will 
also need to consider the financial and contractual implications, particularly the potential 
impact on the OoH contract.  Dr Jonathan Price asked whether an integrated care team 
could provide extended hour services and it was agreed that this could be a model which is 
considered. 

Action: IRichens/KHovenden/TRussell/LStone 
 

Dr Larry Stone also summarised work he has undertaken, in conjunction with Katie 
Cheeseman, to consider the benefits and effectiveness of telehealth and alarms/alerts in 
patients’ homes.  Analysis and feedback from a pilot site has been requested. Findings and 
proposals would be brought back to a future meeting. In the interim, Katie Hovenden would 
share with Dr Larry Stone and clinical leads, information on a system called FLORENCE.  
Terri Russell drew attention to an expected forthcoming DES on telehealth for 2013/14.  It 
was acknowledged that all these areas of work would need co-ordinating and streamlining 
to ensure a robust CCG strategy on telehealth.   

Action: KHovenden/LStone 
 
Dr Jonathan Price – End of Life Care 
 
Dr Jonathan Price provided a brief verbal update on his work as Clinical Commissioning 
Lead and referred to the agenda paper which provided an introduction to the co-ordinating 
future care register (CFCR) and invited amendments by e-mail.  A one page summary will 
also be prepared for distribution to patients.  

Action: All/JPrice 
 

Dr Jonathan Price reported that the tender for specialist palliative care services is 
underway, along with plans to develop the overall end of life strategy. 
 

 Julia O’Mara – Practice Nurse Role Update 
  

Julia O’Mara took up position in December 2012 and presented a paper which outlined her 
proposals for active engagement with practice nurses and health care assistants and other 
areas of work in which she is likely to become involved.  Julia O’Mara outlined plans for the 
Professional Practice Nurse Forum and Health Care Assistants Forum and circulated draft 
terms of reference, inviting comments.  It was requested that the draft terms be e-mailed to 
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all CCC members for ease of comment.  Julia O’Mara will forward to Lin Foster for onward 
distribution. 

Action: JO’Mara/All 
  
 Dr Kevin Vernon – Prescribing and Long Term Conditi ons 

 
Dr Kevin Vernon provided an update on the Central Integrated Pilot, ACG’s and 
prescribing.  Suzannah Rosenberg asked for feedback on risk stratification and Dr Kevin 
Vernon noted the labour intensive nature of the tools.  Dr Jonathan Price queried the 
benefit of the toolkits when frequently the outcome of the stratification process was 
predictable.  Dr Jonathan Price mentioned that he was speaking to a colleague from 
Basingstoke area (Richard Coppin) who has undertaken a large amount of work in respect 
of ACG’s and risk stratification.   Dr Jonathan Price suggested that Portsmouth could learn 
from the work undertaken and avoid duplicating effort.  It was agreed that an update would 
be requested through SHIP contacts. 

Action: JHogan  
  
6. Finance and Performance Report 

 
Finance 
 
Jo Gooch presented a paper which detailed the finance and performance position of the 
CCG for month 8.  She highlighted the main areas as follows: 
 
• Year to date spend on plan with year to date surplus of £1.7m (£2.5m end of year 

target) 
• Repositioning of specialised services has worsened the overspend on the PHT contract 

(as underperforming services have become classified as specialised services) resulting 
in £2.6m overspend position. 

• Elective activity continuing at previously high rate to achieve RTT 
• Contingency reserve of £2m for 107 retrospective continuing care claims – exact 

impact difficult to predict at this stage and will be monitored as claims are worked 
through. 

• On target to achieve QIPP – benefitting from delivery of prescribing and continuing care 
(other than retrospective claims) savings. 

• Non elective admissions down but A&E attendances up compared to same time last 
year. 
 

Jo Gooch explained that PHT had reported a deficit financial position and that intervention 
from the SHA is likely.  This may necessitate return of surplus funds from the PCT to SHA 
who would use the funds to enable PHT to report a year end break even position.  The 
CCG is not supportive of this process and has signalled its disappointment over the 
proposal to the SHA. 
 
Dr Larry Stone queried the benefit of the CCG achieving savings if they are redistributed.  
Jo Gooch reiterated the CCG’s position that the PHT contract is a full PbR contract (with 
agreed marginal rates for threshold activity) and that extra payments are not supported.  
This CCG stance will continue to be made. 
 
Performance 
 
Jo Gooch referred to the detailed performance report included with the agenda and 
highlighted main issues as follows:- 
 
• Current breach of A&E 4 hour wait target within PHT, with particular pressure reported 

before Christmas which is likely to trigger financial penalties. 
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• An overall satisfactory position on stroke targets within PHT, but within this the 
Portsmouth element if below target.  Remedial discussions are on-going. 

• Action plan being implemented for cancer services. 
• Subject to confirmation, believed to be at threshold for MRSA.  This will present a 

particular challenge for next year’s zero tolerance targets and has the possibility of 
impacting on the CCG’s quality payment. 

• Continued high activity levels to achieve RTT 
• No long waiters 
 
Dr Simon Wernick queried whether all orthopaedic services had re-opened for referrals and 
this was confirmed.  Terri Russell confirmed that a note had been sent to practices.   
 
Dr Jonathan Price requested sight of a similar performance report in respect of Care UK – 
for all services that they now provide such as the Treatment Centre, Guildhall Walk and 
Out of Hours.  Jo Gooch to investigate the provision of this. 

Action: JGooch 
 
The Clinical Commissioning Committee accepted the r eport. 
 

7. 2013/14 Planning Paper 
 
Jo Gooch drew attention to new national planning guidance, upon which the CCG will be 
performance managed – ‘Everyone Counts: Planning for Patients 2013/14.’ 
 
The guidance contains five offers:- 
 
• Access to NHS Services 7 days per week 
• Increased transparency and choice 
• Improved patient participation  
• Standardised and improved data across all sectors of the NHS 
• Higher standards and safer care 

 
‘Assumed Liberty’ will apply to CCGs who deliver in line with the guidance.  The general 
focus will see a move from targets to clinical outcomes and increased clinical involvement 
and sign off to QIPP plans and provider improvement programmes. 
 
The guidance includes a revision that CQUIN will remain at 2.5% but 2% of this can now 
be determined locally – making this a key issue for the CCG to decide in a strive to improve 
quality performance from providers. 
 
The guidance includes provision for a quality premium to be payable to the CCG (within 
2014/15) for agreed outcomes.  Further detailed guidance on this is awaited but will include 
reliance on providers to deliver core elements. 
 
In terms of budget summary, Jo Gooch confirmed that the CCG will be awarded 2.3% 
growth for 2013/14, and have a budget of £238m plus running costs.  There will be a 
requirement for the CCG to have a 1% surplus and 2% of its allocation recurrently 
uncommitted.  Provider efficiency will be set at 4%.   
 
A further implication for the CCG was highlighted with payment for marginal activity 
remaining at 30% but with a new requirement that the 70% balance will need to be made 
payable to the area team. 
 
Based on the guidance Jo Gooch identified that the CCG will require a savings target of 
£6.7m – compared to previous estimate of £5.3m.  Jo Gooch confirmed that the CCG has 
allowed for some flexibility within its overall plans for ‘spend to save.’ 
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A summary of the national guidance is being prepared.  Dr Jim Hogan requested that this 
is distributed to all CCC attendees. 

Action: JGooch 
 
Jo Gooch then presented a paper which detailed the progress made to date and the next 
steps required for the 2013/14 planning process.  She explained that the paper was 
presented for comments and agreement on updated plans.  
 
It was noted that plans would be subject to on-going refinement and that for some plans 
savings may materialise in the longer rather than short term.  All plans should be finalised 
by March 2013. 
 
The CCC agreed that all plans were in support of national and local CCG direction and 
were endorsed.   
 
The following additional comments were noted:- 
 
• Katie Hovenden to ask Lyn Darby to ensure that there is ‘early’ engagement with 

practices around service re-design and care closer to home. 
Action: KHovenden 

 
• Jo Gooch to check savings figures for mental health with Suzannah Rosenberg, as not 

felt accurate by Dr Simon Wernick. 
Action: JGooch/SRosenberg 

 
• In year monitoring of plans essential for delivery and to ensure that different plans 

complement each other. 
 

• Need for communication to practices re the 13/14 planning process and a suggestion 
made that updated Annex A be used as the basis of communications to practices. 

Action:  JGooch/TRussell 
 
The Clinical Commissioning Committee approved the o verall planning process and 
direction of travel. 

 
8. Provider Quality Exceptions Report 

 
Wendy Ball attended the meeting for agenda item 8 to present quality exceptions report for 
PHT, Solent and SCAS. 
 
Key issues were summarised as follows:- 
 
• Implementation plan has been received from PHT for MRSA, which will be monitored 

through CQRM. 
• Interim solution offered by PHT for EDS to be transmitted through NHS net.  Dr Jim 

Hogan stressed the need for this to be short term interim solution only.  Following 
discussion it was acknowledged that EDS also remained a problem at Solent and it 
was agreed to arrange a dedicated agenda item for the next CCC meeting.  In the 
interim, Jo Gooch and Terri Russell would work on a briefing message to practices and 
Jo Gooch would ask Chris Day to liaise with Chris Pillinger to maintain pressure on 
PHT to move to an integrated solution for EDS and for Chris to be invited to the next 
CCC meeting to provide an update on EDS including PHT and Solent (east). 

Action: JGooch/TRussell 
 

• Improved position within SCAS on call to connect and abandoned calls but only 58% 
handovers managed in 15 minute target. 
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• Continued difficulties within SCAS on long waits, response times (reports of staff and 
vehicles tied up in acute providers) and recruitment. 

• Wendy Ball confirmed that SCAS challenges have been escalated and on-going review 
is in process – scheduled to report by end January 2013.   

• Within Solent, further information has been requested and still awaited regarding data 
protection breaches.   

• Wendy Ball reported that an unannounced visit to community mental health services 
took place in December 2012.  Wendy Ball would share the report when available. 

Action: WBall 
 
The clinical commissioning committee noted the repo rt and the planned follow up 
action on key issues. 

 
9. SIRI Report 

 
Dr Dapo Alalade summarised the Portsmouth CCG SIRI report.  Key themes which would 
be followed up through the review process included:- 
 
• Ensuring that learning lessons are taken on board (especially where similar incidences 

have been reported previously). 
• Poor documentation and communication frequently cited as a contributory factor to 

incidents. 
• The committee noted the level of unexpected deaths within Solent and questioned 

these but SR confirmed that Solent is not an outlier when compared with other mental 
health providers. SR confirmed that the SIRI’s are closely monitored. 

 
The Clinical Commissioning Committee accepted the r eports. 
 

10. Safeguarding Children 
 
a) Update on Safeguarding Policy 

 
Innes Richens introduced a paper regarding the safeguarding policy written by Dr 
Catherine Powell (Consultant Designated Nurse Safeguarding Children).   Innes 
Richens confirmed that securing expertise in this area is a CCG responsibility and the 
CCG has confirmed its support to the LAT for the role of the lead/named GP. 

 
The Clinical Commissioning Committee noted that Dr Catherine Powell will shortly be 
consulting on a draft strategy for safeguarding children which would be brought to a 
future meeting for consideration.  The Clinical Commissioning Committee also noted 
the circulated DH letter in relation to the ‘Saville allegations’ and implications for the 
future. 
 
The Clinical Commissioning Committee noted the pape r. 

 
b) Serious Case Update – Confidential 
 

A confidential paper was provided regarding an update on current serious case review 
activity. 
 
The Clinical Commissioning Committee noted the pape r and the corresponding 
recommendations. 

 
 

11. Minutes of Other Meetings 
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The minutes of the Portsmouth and South East Hampshire Performance and Contracting 
Group held on Monday 19 November 2012 were attached to the agenda for information. 
 

12. Any Other Business 
 
Replacement of Dr J Thornton 
 
Katie Hovenden would liaise with LMC regarding election of replacement Executive. 

Action: KHovenden 
 

Stakeholder Event 
 
The format and content of the next stakeholder event planned for May 2013 were 
discussed.  Katie Hovenden would ask Mark Wingham to focus on voluntary services and 
frail elderly/dementia. 

Action: KHovenden 
 
2013/14 Contract 
 
Wendy Ball was asked to contact Charlie Henderson to obtain document which identifies 
who should be involved in which work streams for contract development. 

Action: WBall 
 

13. Future Agenda Items 
 
No additional future agenda items raised. 
 

14. Date of Next Meeting 
 
The next meeting will be held on Wednesday 6 February 2013 at 1:00pm in the CCG 
Committee Room, St James’ Hospital. 

 
 
 
 

 
Julie Hawkins 
22 January 2013 
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Minutes of a Meeting of the Clinical Commissioning Committee held on Wednesday 5 
December 2012 at 1.00pm – 3.00pm in the Committee R oom, CCG Headquarters,  

St James’ Hospital 
 

Summary of Actions 
 
Agenda 
Item  Action  Who  By  

3 (5, 5.9.12) Vascular Surgery – Dr Hogan to feedback after 
the HOSP meeting on 29/11/12. 

JHogan Jan 13 

3 (9, 
3.10.12) 

Clinical Leads Update – Linda Collie – Information 
on CAMHS out of area referrals to be requested.  
Report on full review to be presented to future 
meeting. 

LCollie Future 
mtg 

3 (5, 
7.11.12) 

Provider Quality Report - Concerns around 
response times and call to connect times. A full 
review is being implemented by the quality team.  
Update to be provided. 

DAlalade Jan 13 

3 (6, 
7.11.12) 

Finance & Performance Report - Costs/Finance 
presentation for TARGET – Katie Hovenden to 
provide Jo Gooch with contact details with a view 
to running Finance workshop at Portsmouth 
TARGET. 

KHovenden/ 
JGooch 

Dec 12 

5 Clinical Leads Update – L Stone – BNP 
Testing – Dr Tim Wilkinson to provide further 
information when available. 

TWilkinson Future 
mtg 

5 Clinical Leads Update – S Wernick – 
Redesign of services for stable mental health 
patients – Proposal to be presented. 

SWernick Future 
mtg 

5 Clinical Leads Update – S Wernick – Updated 
Dementia Action Plan to be presented. 

SRosenberg Future 
mtg 

6 Finance and Performance – Analysis of 
referrals by specialty and increase in “other” 
referrals to be shared. 

JGooch Jan 13 

8 AQP Briefing – To check if Solent’s services 
are going onto Choose and Book. 

TRussell Jan 13 

8 AQP Briefing – Communication to practices 
pointing out advantages and disadvantages 
of using AQP providers to be produced. 

TRussell/ 
TWilkinson/ 
JGooch 

Jan 13 

11a Performance Report – Practice Variation – 
Report to be sent to practices. 

TRussell Jan 13 

11b Performance Report - Primary Care Prescribing 
Report – Quarter 2 July to September 2012 – 
Report to be put on PIP and ZEST. 
 

KHovenden Jan 13 

14 HCAI Exception Report – To raise concerns 
at CQRM and Carole Kelly to revisit PHT. 

DAlalade Jan 13 
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Present:  
 
Dr Dapo Alalade - Clinical Executive Member   
Dr Linda Collie - Clinical Commissioning Lead 
Dr Elizabeth Fellows - Clinical Executive Member (Chair) 
Jo Gooch - Chief Finance Officer 
Katie Hovenden - Director of Professional and Clinical Development 
Janice Matthews - Practice Manager Representative 
Julia O’Mara - Practice Nurse Representative 
Dr Jonathan Price - Clinical Commissioning Lead 
Dr Matthew Smith - Associate Director, Public Health, Portsmouth City Council 
Dr Larry Stone - Clinical Commissioning Lead 
Dr John Thornton - Clinical Executive Member   
Dr Simon Wernick - Clinical Commissioning Lead 
Dr Tim Wilkinson -  Chair of Governing Body/Clinical Executive Member 
 
In Attendance 
 
Jayne Collis - Senior Assistant 
Richard Curtis - Development Manager, Portsmouth & South East Hampshire 
  CCGs (Item 8) 
Julie Hawkins - Senior Project Manager 
Carole Kelly - HCAI Manager, SHIP PCT Cluster (Items 12, 13, & 14) 
Suzannah Rosenberg - Head of Integrated Commissioning, Portsmouth City Council 
Terri Russell - Head of Primary Care Engagement 
Jo York - Associate Director System Management Urgent Care Lead (from  
  1.55pm) 
   
   
 
1. Apologies and Welcome 

 
Apologies were received from Dr Jim Hogan, Innes Richens and Dr Kevin Vernon.  Dr 
Elizabeth Fellows welcomed everyone to the meeting in particular Julia O’Mara who had 
been appointed as Practice Nurse Representative. 
 

2. Declarations of Interest 
 

All GPs on the Committee declared a possible conflict of interest relating to Item 8 AQP 
briefing. 
 

3. Minutes of Previous Meetings  
 
The minutes of the Clinical Commissioning Committee held on Wednesday 7 November 
2012 were approved as an accurate record subject to the following amendments: 
 
Agenda Item 6, Finance and Performance Report, 1st paragraph, 4th line, “PHT do not 
currently agree on the level” to be changed to “PHT have yet to agree on the level”. 
 
Agenda Item 8, Additional funding requests to support Winter Plans, 1st paragraph, 3rd line, 
“Jo added” to be changed to “Jo York added”. 
 
Agenda Item 10, Exploring the Benefits of Telehealth, 7th paragraph, “in the paper.” to be 
changed to “in the paper subject to Telehealth being integrated within the CCG wider IT 
strategy and other CCG work programmes.”  
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The summary of actions from Clinical Commissioning Committee held on Wednesday 7 
November 2012 were discussed and reviewed as follows: 

 
Agenda  
Item  

Action  Who  By  Progress  

3 (5, 5.9.12) Vascular Surgery – Dr 
Hogan to feedback after 
the HOSP meeting on 
29/11/12. 

JHogan  Dec 12 Update to be 
provided at January 
meeting.  Action: 
JHogan  

3(20, 
5.9.12) 

Single Day Admissions –
rheumatology tariff issue, 
to be investigated outside 
of this meeting. 

TWilkinson  Dec 12 T Wilkinson reported 
that this was the 
standard national 
tariff and work was 
ongoing.  Complete. 

9 (3.10.12) Clinical Leads Update – 
Linda Collie – Information 
on CAMHS out of area 
referrals to be requested. 

LCollie  Dec 12 L Collie reported that 
CAMHS is having a 
full review and will be 
reported to a future 
meeting.  Action: 
LCollie  

10 (3.10.12) Performance Report – 
Practice Variation report 
Public Health profiles to 
be added to report. 
T Russell and Matt Smith 
to meet on 20.11.12. 

TRussell/  
MSmith  

Jan 12  On agenda. 

5 Provider Quality Report - 
Concerns around 
response times and call 
to connect times. A full 
review is being 
implemented by the 
quality team and will 
update on the outcome 
will be bought to the next 
meeting. 

WBall  Dec 12 D Alalade to check 
and report back.  
Action: DAlalade  

6 Finance & Performance 
Report - Costs/Finance 
presentation for TARGET 
- Jo Gooch to liaise with 
the Communications 
Team to take forward. 

JGooch  Dec 12 Not yet complete.  
Katie Hovenden to 
provide Jo Gooch 
with contact details 
with a view to running 
Finance workshop at 
Portsmouth 
TARGET.  Action: 
KHovenden/JGooch  

6 Finance & Performance 
Report – A flyer on 
Winter Pressures to be 
produced for the CCG 
Newsletter. 

TRussell  Dec 12 Information to go in 
next week’s 
newsletter.  
Complete. 

6 Finance & Performance 
Report – Jim Hogan to 
update the Committee on 
the situation at PHT. 

JHogan  On-
going  

Ongoing. 
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Agenda  
Item  

Action  Who  By  Progress  

7 2013/14 and Beyond 
Planning Paper 
Comments invited from 
the CCC to Lucy Mitchell 
to update the plans and 
reissue. 

CCC/ 
LMitchell  

Dec 12 On agenda. 

10 Exploring the benefits of 
Telehealth – Katie 
Cheeseman to link with 
the Drayton practice 
regarding them joining 
the pilot at Portsdown in 
Telehealth. 

KCheeseman   Drayton practice is 
already involved and 
this is moving 
forward. 

11 Integrated Care – 
Opportunities for 
Extended Primary Care – 
Julie Hawkins to update 
the summary paper with 
any risks and comments 
before circulation. 

JHawkins  Dec 12 Complete. 

 
 

4. Deferred Items/Matters Arising  
 
None. 

 
5. Clinical Leads Update 

 
Dr Larry Stone - Unscheduled Care 
 
Dr Larry Stone presented a paper which provided a brief update on his work as Clinical 
Commissioning Lead.  He reported that Out of Hours is still an issue and that Dr Jim Hogan 
is looking into it.  Dr Linda Collie commented that 111 was an issue.   Dr Tim Wilkinson 
reported that PHT are putting together some data regarding referrals from 111/Out of 
Hours. 
 
Katie Hovenden commented that the issue around BNP testing is being looked into.  Dr 
Tim Wilkinson commented that it was in the long terms conditions plan and he agreed to 
provide an update when further information was available. 

Action: T Wilkinson 
 
 Dr Simon Wernick 
 

Dr Simon Wernick presented a paper which provided a brief update on his work as Clinical 
Commissioning Lead. 
 
Adult Mental Health – Dr Simon Wernick reported that work is ongoing to extend the 
community model to free up consultant time and agreed to bring back proposals which 
describe how Solent plan to increase the new to follow up ratios for patients with mental 
health in due course. 

Action: SWernick 
 
Dementia - Dr Simon Wernick reported that the local target is to reach 80% diagnosis rate.  
Suzannah explained that we are currently at 57% and have a trajectory with the SHA that 
takes us to 80% by 2014.  Dr Simon Wernick said that a presentation had been made to 
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TARGET re the new screening tool.  Dr Elizabeth Fellows asked if any change had been 
noticed and Dr Simon Wernick commented that it had only been in the hospital for 3-4 
weeks.  Dr Jonathan Price commented on support.  Dr Simon Wernick said that support 
will come from the third sector to help carers and sufferers to have a better life.  Katie 
Hovenden asked if there was a plan in terms of services.  Dr Simon Wernick explained that 
they are in the process of concluding discussions with the third sector and Solent so they 
should have the start of plan soon.  Suzannah Rosenberg explained that they are in the 
process of refreshing the Dementia Action Plan, which outlines some of the services which 
will be in place to support people with dementia, and it was agreed that this would be 
presented to a future meeting. 

Action: SRosenberg 
 
 Dr Linda Collie 
 

Dr Linda Collie provided a brief verbal update on her work as Clinical Commissioning Lead.  
She reported that there were some issue around maternity services which she is currently 
working on.  She explained that the CCG has access for one day per week to a COAST 
nurse and she is currently agreeing on the best way to use this time. 
 
Dr Jonathan Price 
 
Dr Jonathan Price provided a brief verbal update on his work as Clinical Commissioning 
Lead.  He explained that the work on EPaCCS (Electronic Palliative Care Coordination 
System) was moving on and training will commence in the Spring.  He is also working on 
the EOL strategy locally for all 3 CCGs.  He commented that there appeared insufficient 
mention of EOL issues in the 2013/14 planning paper in particular the introduction of 
EPaCCS.  Jo Gooch explained that this was referenced on page 45 in the End of Life Care 
section of the document. 

 
6. Finance and Performance Report 

 
Jo Gooch presented a paper which detailed the finance and performance position of the 
CCG for month 7.  She highlighted the main areas as follows: 
 
• Year to date spend on plan with year to date surplus of £1.5m 
• Emergency admissions below this time last year 
• PHT over plan by £1.3m to date – Monitoring planned care, 18 week RTT target.  

Expecting sharp change in amount of activity, may mean overheat on contract. 
• Continuing Healthcare claims, 107 so far looking at £2.7m cost, have contingency to 

cover this. 
• A&E attendance 5% above this time last year but seems to be a national phenomenon 

 
Dr John Thornton asked about the 5% increase in A&E attendances and if we had any 
reason for this.  Jo Gooch said that there were lots of changes happening and that this was 
a severe challenge for us as a system.  
 
Katie Hovenden asked if the criteria for continuing healthcare claims had changed and if 
we had made allowances.  Jo Gooch explained that there was a window for people to claim 
retrospective up to 4 years but this has now been reduced to 12 months.  Katie Hovenden 
commented that presumably there will be additional expenditure for new cases.  Suzannah 
Rosenberg said that this is quite low for Portsmouth.  Julia O’Mara commented that she 
feels that people do not realise they can have an assessment.  Jo Gooch said that the 
costs may increase however Portsmouth has had a well publicised approach. 
 
Jo Gooch reported on QIPP performance explaining that there is over achievement in 
Primary Care Prescribing.  Other schemes such as Care Closer to Home are succeeding 
however the Frail Elderly project is not delivering as planned. 
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Dr John Thornton commented on the fact that GP and Consultant referrals were reducing 
and therefore what was going up.  Jo Gooch explained that she had requested information 
analysing referrals by specialty which also looked at increase in “other” referrals and 
agreed to share this. 

Action: JGooch 
 
Jo Gooch reported on Performance explaining that there were four main issues as follows: 
 
• A&E 4 Hour Waits – Performance deteriorating since September. 
• Stroke – PHT achieved as a Trust overall but not for PCT/CCG.  We need to be clear 

about what achievement requirement we want in future. 
• Cancer – We have asked for an action plan and are taking PHT through the formal 

contractual process. 
• RTT – waiting times are achieving targets in almost all areas so this is good news. 

 
Richard Curtis commented that with regard to Stroke there is a lot of discussion around 
what the targets will be in the future and whether they will be at CCG level or national level. 
 
The Clinical Commissioning Committee accepted the r eport. 
 

7. 2013/14 Planning Paper 
 
Jo Gooch presented a paper which detailed the progress made to date and the next steps 
required for the 2013/14 planning process.  She explained that the paper was presented for 
comments and input on updated plans and that by Christmas the CCG will have its 
allocation and QIPP challenge.  The slides attached to the paper were used at a recent 
meeting with the SHA. 
 
Jo Gooch explained that the Urgent and Integrated Care Plans are included for information 
and is work in progress and said that some detail with change but the direction of travel will 
not. 
 
Dr Matthew Smith asked if there were any potential conflicts regarding the Local Authority 
budget cuts.  Jo Gooch explained that she is in discussions with the Council regarding this.  
Dr Elizabeth Fellows reported that a meeting is taking place following today’s Clinical 
Commissioning Committee with representatives from PCC to identify any shared 
challenges around finances and cuts in services. 
 
Dr Jonathan Price asked about a timetable for retendering services.  Jo Gooch explained 
that contracts with NHS Providers are 3 year rolling contracts and just continue however 
we do undertake reviews which may result in retendering of services.  Contracts such as 
the Treatment Centre are 5 year contracts and will have to go out to tender however there 
are not many that have a finite retender date.  Commissioning intentions come out once a 
year and it is about how we manage engagement. 
 
Katie Hovenden asked about unscheduled care plans and enhanced models in primary 
care and asked if the reason that no costs were included was because they had not yet 
been worked up.  Jo Gooch confirmed that this was the case. 
 
Jo Gooch explained that she was currently asking commissioning managers to identify 
potential actions should there be a financial gap when allocations are received.  She also 
said that it is possible we may need to find more efficiencies next year and that members 
needed to understand the consequences as the Clinical Commissioning Committee will be 
asked to support the financial plan.  Dr Elizabeth Fellows asked if members were happy 
with the direction of travel and all agreed that they were.  Dr Simon Wernick asked that 
representation for Mental Health be made when the decisions are made.  Julie Hawkins 
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commented that as some QIPP schemes did not deliver this year we need to ensure the 
same thing does not happen next year and that it does not become a recurrent issues. 
 
Jo York commented that it is difficult as a lot of work is longer term and because of the 
challenge schemes have been ambitious and perhaps now is the time to look at the more 
realistic expectations.  Another issue is that data is only available for 2010/11.  The 
integrated care plan is now more cautious with better assurances and is working is a more 
integrated way. 
 
Jo Gooch said that it is a challenge but is realistic.  Dr John Thornton asked how confident 
the CCG was that the savings can be made.  Jo Gooch explained that beneath every 
scheme there are detailed and realistic plans and actions as to how financial savings will 
be achieved.  Katie Hovenden added that there is some national work going on that 
underpins some of the local schemes and therefore there is some assurance that the 
national framework will help deliver savings. 
 
The Clinical Commissioning Committee approved the o verall planning process and 
direction of travel. 

     
8. AQP Briefing 

 
Richard Curtis presented a paper which provided an overview of the AQP (Any Qualified 
Provider) procurement process.  He explained that it was designed to give patients more 
choice and that a press release had just been issued to practices to ensure they are aware 
of all the providers.  Providers have to be registered on Choose and Book within three 
months of becoming a provider.  Terri Russell agreed to check if Solent’s services would 
be going onto Choose and Book. 

Action: TRussell 
 
Dr Larry Stone asked what service South Devon Osteopaths were providing.  Richard 
Curtis explained that they provided osteopathy not physiotherapy and that it was a national 
specification. 
 
Dr Jonathan Price commented that current physiotherapy services integrate with the MSK 
pathway and he asked if private provides were able to do the same and link into the 
pathway.  Richard Curtis explained that private providers should be aware of the pathways 
in place and there should not be a disruption.  Katie Hovenden said that the services 
currently being provided by Solent are part of a block contract and asked if we would be 
paying in addition for this.  Richard Curtis said that they are trying to ensure that double 
payments do not occur.  Jo Gooch agreed to follow this up with the planned care 
commissioning team to address the potential for double charging and agreed to report 
back. 
 
Katie Hovenden raised the issue of ensuring practices are aware of the advantages and 
disadvantages of using AQP providers.  Terri Russell agreed to work with Dr Tim Wilkinson 
and Jo Gooch on a communication to practices which provides this information. 

Action: TRussell 
 
Julie Hawkins asked if the CCG were being encouraged to identify other areas for AQP for 
next year.  Richard Curtis explained that from next year this will not be a requirement and 
that AQP can be used for any area. 
 
The Clinical Commissioning Committee noted the repo rt. 
 

9. SHIP Priorities Committee Policy Recommendations  145: Surgical resection of lung 
metastases 
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Katie Hovenden presented the SHIP Priorities Committee Policy Recommendation 145: 
Surgical resection of lung metastases for noting.  She explained that surgical resection 
would only be performed when the patient meets all the criteria otherwise it is low priority. 
 
The Clinical Commissioning Committee endorsed Polic y Recommendation 145: 
Surgical resection of lung metastases. 

 
10. ECIST Findings and Subsequent Actions 

 
Jo York presented a paper which detailed feedback reports from ECIST and subsequent 
actions for information and noting.  The recommendations of both reports have been 
incorporated into the improvement plans for urgent/unscheduled care in the Portsmouth 
and South East system. 
 
The Clinical Commissioning Committee accepted the r eports. 
 

11. Performance Report 
 
a) Practice Variation 

 
Terri Russell presented a paper which presented data at a practice level in order to 
understand performance and actions being taken to support QIPP programmes.  She 
explained that this was the quarter 2 report and that the Frail Elderly information was 
unfortunately not included.  She further explained that due to a printing error the 
paediatric admission graph for quarter 2 had been omitted. 
 
Dr John Thornton asked about the high level of paediatric emergency admissions.  
Terri Russell explained that the increase was across the board.  Dr Elizabeth Fellows 
commented that some GP practices have a very small child population and therefore 
only one or two admissions could affect the rates for the practice. 
 
Terri Russell commented that it appeared practices that were closest to A&E and the 
walk in centres had the highest levels of attendances.  Dr Larry Stone commented that 
his practice had offered same day appointments both am and pm and still patients will 
attend the walk in centres because of medication requirements.  Katie Hovenden said 
that the walk in centre has been invited to the next prescribing evening. 
 
Dr Linda Collie commented on the guildhall walk in centre and the fact that everyone is 
seen.  Terri Russell said that future options were being looked at. 
 
Dr Jonathan Price asked if the report would be circulated to practices.  Terri Russell 
agreed to send the report out to practices and explained that is working on a guide for 
practices on Advice and Guidance. 

Action: TRussell 
 
It was suggested that information on referrals to COAST by practice and mental health 
service utilisation could be included in future reports.  Any further comments should be 
sent to Terri Russell. 
 
The Clinical Commissioning Committee accepted the r eport. 
 

b) Primary Care Prescribing Report – Quarter 2 July  to September 2012 
 

Katie Hovenden presented a paper which provided an overview of primary care 
prescribing within Portsmouth CCG.  She explained this was the first prescribing report 
to be presented to the Clinical Commissioning Committee and asked for any feedback 
or suggestions for inclusion and highlighted the main areas of the report. 
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Dr Tim Wilkinson asked if the report would be sent out to practices.  Katie Hovenden 
agreed to put the report onto PIP and drawing attention to it through ZEST. 

Action: KHovenden 
     
12. Quality Report   

 
Dr Dapo Alalade and Carole Kelly presented the quality report.  Dr Dapo Alalade 
highlighted the main areas of the report. 
 
The Clinical Commissioning Committee accepted the r eport. 

 
13. SIRI Report 
 

It was agreed this item would be deferred to the next meeting. 
 
14. HCAI Exception Report 

 
Carole Kelly presented a report which provided an update with regard to the HCAI MRSA 
and C Difficile mandatory reduction targets for the Portsmouth area.  She highlighted the 
main areas of the report. 
 
Dr Elizabeth Fellows asked what the consequences for the CCG would be if PHT go over 
trajectory for MRSA.  Carole Kelly explained that from 1 April 2013 the CCG will be 
appointed a target and performance managed on that target.  It is about contract 
negotiations and moving forward as currently no assurance is being provided from the 
provider.  The CCG needs to think about key performance indicators and putting as much 
into the contract as possible as it will be held to account.  It will be zero avoidable MRSA 
for everyone next year and 18% reduction on C Diff nationally. 
 
Dr Matthew Smith asked about performance at Southampton and Basingstoke.  Carole 
Kelly explained that Southampton UHFT are 280 days without a bacteraemia and are on 
trajectory for MRSA and C Diff.  Southampton City PCT, as a commissioner, is above and 
has breached trajectory for MRSA and have 44 for a target of 50 for C Diff so will breach 
that as well.  There are issues around capacity in the community to do a comparison.  We 
are fortunate in Portsmouth that we have two wte in the community. 
 
Dr Tim Wilkinson asked how we can reassure ourselves as a CCG that PHT are going to 
change.  Carole Kelly said that there is a tool kit and it comes down to performance 
management in the contract.  Jo Gooch commented that it is part of contract development 
and the CSU are involved. 
 
Dr Tim Wilkinson asked what the CCG could do to help and should they undertake a visit.  
Carole Kelly said that it was usually the Quality Manager that would undertake a visit.  She 
said that they have visited the team and they have all systems in place to monitor the 
situation and attend infection control team meetings.  It was agreed that Dr Dapo Alalade 
would raise CCGs concerns at CQRM and Carole Kelly would revisit PHT to review 
working practices and actions staff are taking to ensure no further cases. 

Action: DAlalade   
 

15. Safeguarding Children 
 
a) Update on Safeguarding Policy 

 
It was agreed this item would be deferred to the next meeting 
 

b) Serious Case Update - Confidential 
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It was agreed this item would be deferred to the next meeting 

 
16. Minutes of Other Meetings 

 
The following were presented for noting: 
 
• Minutes of the Performance and Contracting Group meeting held on 22 October 
 2012. 
 
The Clinical Commissioning Committee accepted the a bove minutes. 
 

17. Any Other Business 
 
Dr Simon Wernick circulated a letter regarding the national response to Winterbourne View 
for information and to say that work is in hand. 
 

18. Future Agenda Items 
 
None 
 

19. Date of Next Meeting 
 
The next meeting will be held on Wednesday 2 January 2013 at 1.00pm in the CCG 
Committee Room, St James’ Hospital. 
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