
  
 
 
 

St James’ Hospital 
Locksway Road 

Portsmouth  PO4 8LD 
 

Governing Board 
 

A meeting will be held from 1.00pm – 3.00pm on Wednesday 20 May 2015 in the 
Entertainments Hall, St James’ Hospital 

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

commence at 3.15pm until 4.00pm 
   
 

AGENDA 
 
 

 Subject Lead Attachment 
 

1.  Apologies for Absence and Welcome 
 
Apologies received from Dr Elizabeth Fellows and David 
Williams. 
 

Dr T Wilkinson Verbal 

2.  Declarations of Interest 
 

Dr T Wilkinson Verbal 

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

held on Wednesday 18 March 2015. 
b. Matters Arising 
 

Dr T Wilkinson White 

4.  Chief Clinical Officer’s Report 
 

Dr J Hogan Blue 

5.  Integrated Performance Report 
 
• Quality 
• Performance 
• Finance 
 

Mrs M Spandley 
 

White 

6.  2015/16 Opening Budgets 
 

Mrs M Spandley Cream 

7.  Governing Board Annual Work Programme 
 

Dr T Wilkinson Pink 

8.  Equality Delivery System 2 Update 2014/15 
 

Mr I Richens White 

9.  Primary Care Co-Commissioning Delegation Agreement 
 

Mr I Richens Green 

10.  National Stakeholder Survey 
 

Dr T Wilkinson Cream 

11.  Unscheduled Paediatric Care Review (Single point of 
access) 
 

Dr L Collie Blue 

12.  Register of Interests 
 

Dr T Wilkinson Lilac 

13.  Minutes of Other Meetings 
 
• Clinical Strategy Committee 

 
 
Dr J Hogan 

Yellow 
 
 



 Subject Lead Attachment 
 

  
14.  Patient Story Update 

 
Mr I Richens White 

15.  Patient Story 
 

Mrs J Powell  

16.  Date of Next Meeting in Public 
 
The next Governing Board meeting to be held in public will take place on Wednesday 15 July 2015 
at 1.00pm in the Entertainments Hall, St James’ Hospital. 
 

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

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

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



 
 
 
 

GOVERNING BOARD 
 
 
Date of Meeting 20 May 2015 

 
Agenda Item No  
 

3 
 
Title 
 

Minutes of Previous Meeting 
 
Purpose of Paper 
 

 
To agree the minutes of the NHS Portsmouth Clinical 
Commissioning Group Governing Board meeting held on 
Wednesday 18 March 2015. 
 

 
Recommendations/ 
Actions requested 
 

 
Approve 

 
Author 
 

 
Jayne Collis 

 
Sponsoring 
member 
 

 
Dr Tim Wilkinson 

 
Date of Paper 
 

 
12 May 2015 
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DRAFT 

 
Minutes of the NHS Portsmouth Clinical Commissioning Group Governing Board 

meeting held on Wednesday 18 March 2015 at 1.00pm – 3.00pm in the Entertainments 
Hall, St James’ Hospital, Locksway Road, Milton, Portsmouth PO4 8LD 

 
Summary of Actions 

Governing Board held on Wednesday 18 March 2015 
 

Agenda 
Item 

Action Who By 

6 2015/16 Operating Plan – Clinical Executive to approve the 
final detained financial budgets in line with Governing Board 
approved strategy and to bring back the final budgets to the 
Governing Board for ratification. 

MSpandley May 15 

13 Better Care Fund Implementation Plan and Section 75 
Agreement – Chief Clinical Officer to approve the Section 
75 Agreement with Portsmouth City Council on behalf of the 
CCG in respect of our BCF plans for the City. 

JHogan May 15 

16 Register of Interest – Any changes to the Register of 
Interests to be formally notified to Jayne Collis. 

All May 15 

18 Patient Story – Summary of discussions to be published on 
the CCG website. 

IRichens/ 
JCollis 

May 15 

18 Patient Story – Utilise TARGET to raise the profile of the 
respond scheme with practices. 

EFellows May 15 

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

Apologies were received from Dr Jim Hogan, Dr Janet Maxwell, Dr Tim Wilkinson and 
David Williams. 
 
Tom Morton explained that as Deputy Chair he would be chairing the meeting in Dr Tim 
Wilkinson’s absence and welcomed everyone to the NHS Portsmouth Clinical 
Commissioning Group (CCG) Governing Board meeting held in public.  He reminded 
those present that although the meeting was being held in public it was not a public 
meeting and therefore during the CCGs formal business members of the audience 
would not be invited to participate.  There would be, following the close of formal 
business, a question and answer session which he hoped members of the public would 
fully participate in. 
 

2. Declarations of Interest 
 

Dr Dapo Alalade, Dr Linda Collie, Paul Cox and Dr Elizabeth Fellows declared a 
possible conflict of interest regarding Item 10 Co-Commissioning of Primary Care 
Services.  
 

3. Minutes of Previous Meeting 
 
The minutes of the Governing Board meeting held on Wednesday 21 January 2015 
were approved as an accurate record. 
 

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

Agenda 
Item 

Action Who By Progress 

4 Chief Officers Report - 
Glossary to be included in the 
Accountability Framework. 

IRichens Mar 15 Requested that future 
versions avoid using 
abbreviations where 
possible or contain a 
glossary.  Complete. 

7 Co Commissioning of Primary 
Care Services – Update on 
progress to be provided at a 
future meeting. 

EFellows Mar 15 On agenda. 

11 Clinical Leadership – 
Maximising Potential – To 
discuss opportunities. 

J Cullen/ 
L Collie 

Mar 15 This has been discussed 
and the plan is ongoing to 
look at sustaining and skill 
mix. 

16 Patient Story – Presentation to 
be uploaded to CCG website. 

J Collis Mar 15 Complete.  It has also 
been shared with all GPs 
across the city.   

 
4. Chief Clinical Officer’s Report 

 
Dr Elizabeth Fellows presented the Chief Clinical Officer’s Report on Dr Jim Hogan’s 
behalf.  The paper set out the key decisions and actions undertaken by the Clinical 
Executive under Dr Hogan’s leadership on behalf of the Governing Board.  She 
highlighted the main areas of the report: 
 
Age UK Project 
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Portsmouth is to be one of nine demonstrator sites for a new national initiative 
“Integrated Personal Commissioning” (IPC).  This is a joint initiative between the CCG, 
Age UK Portsmouth, Solent NHS Trust and Portsmouth City Council to combine medical 
and non-medical personalised care and support service, enabling older people to self-
care where possible, leading to improved health, well-being and quality of life. 
 
Constitution 
 
A copy of the final constitution containing the revised wording has been published on 
the CCG website.  
 
Practice Manager Representatives 
 
Paul Cox has been re-elected for a further three year term of office as the Governing 
Board Practice Manager representative.  Carly Darwin has been elected to join the CCG 
on the Clinical Strategy Committee for a three year term of office.  The Board thanked 
Jan Matthews for her significant contribution to the work of the CCG and looked forward 
to working with her in her new role. 
 
External Review of Governance 
 
The CCG was very pleased to receive positive feedback as an individual CCG as part of 
the review and in particular some of the good practice the review identified such as our 
integrated performance reporting approach.  Some areas have been identified for 
collective focus and the 3 CCGs will take forward these areas of action through its 
existing COMPACT arrangements. 
 
CCG Anniversary Awards 
 
The CCG has launched its nomination process for its second year of its local recognition 
awards.  The closing date for nominations was 20 February 2015 and judging takes 
place in March 2015 with the winners announced at the Anniversary Awards Evening in 
April 2015. 
 
Andy Silvester asked about the Age UK Project.  Dr Linda Collie explained that the 
project will start in April in the central cluster of Portsmouth and then move out across 
the City and that we are just in the process of identifying the correct cohort of patients. 
 
The Governing Board accepted the Chief Clinical Officer’s Report. 
 

5. Integrated Performance Report 
 
Michelle Spandley presented the Integrated Performance Report dated 18 March 2015.  
The report provides an update on the financial position, progress against our strategic 
priorities as well as a view of the 6 domains the CCG has to address in the CCG 
assurance framework.  She explained that the CCG is achieving well against most 
areas and highlighted the following: 
 
• Finance 
 

As at month 11 the CCG remains on track to achieve the revised £3.1m surplus.  
There was minimal movement between month 10 and 11 however the areas that 
might change in month include; PHT contract, prescribing and Continuing 
Healthcare budgets.  Cash utilisation remains below plan year to date however the 
CCG is forecast to deliver the year-end target. 
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• Priority 1 
 
Remains rated as Amber with good progress on a number of projects.  Areas for 
improvement include: 
 
- A&E 4 hour wait target which has seen some improvement in March; 
- Trolley waits – there have been a number of 12 hour trolley waits at PHT and the 

CCG has been working with PHT to ensure appropriate procedures are in place 
to avoid this happening in the future; 

- NHS 111 missed the 95% target for calls answered in 60 seconds in January but 
early indications show the target will be achieved in February. 

 
The CCG achieved all 3 ambulance response times.  South Central Ambulance 
Service (SCAS) are however failing the red 1 standard as a trust, which may impact 
on the CCG quality premium if it continues. 
 
Referral to Treatment (RTT) times – PHT is trying to reduce backlogs as part of the 
national drive however this can be adversely affected by the 4 hour wait issues.  
Aggregate target was achieved for the CCG but with some specialty fails, which 
were expected.  One patient waited over 52 weeks and a serious incident review 
has been undertaken to ensure procedures are changed and to minimise risk in the 
future. 
 
Diagnostic waiting time targets continue to be achieved. 
 

• Priority 2 
 
Remains rated as Amber.  All areas of concern are regularly discussed with the 
relevant providers and would be included in the Governing Board Assurance 
Framework as necessary. 
 
Portsmouth Hospitals Trust - Areas of focus for the Quality team include; the level 
of nursing vacancies and use of temporary staff; A&E 4 hour wait, with specific focus 
on patients waiting in ambulances/departments.  Friends and Family test results for 
A&E remain favourable compared to the national average.  
 
Other areas which the Quality team continue to monitor are; patients that outliers, 
the number of patients that are moved during their stay, discharge summaries and 
progress on agreed action plans.  PHT has had a Care Quality Commission (CQC) 
inspection and the CCG will be copied into the final report and a summit will be 
convened to discuss the findings and required actions. 
 
Solent NHS Trust - Safeguarding – The quality team continue to monitor 
safeguarding alerts.  Safe staffing levels at Solent NHS Trust is a concern.  There 
have been a number of resignations recently and the quality team are discussing 
with Solent the implications of these and their recruitment plans. 
 
South Central Ambulance Service – There are ongoing discussions with the 
ambulance service about long waits and delayed answering times across the region. 
SCAS are continuing to achieve waiting times standards for the CCG and this is 
more of a concern for other CCGs in the region but the CCG is also judged on the 
Trusts performance as a whole.  
 
Out of Hours – Portsmouth Health Limited and Care UK have announced their 
intention to de-merge and the CCG is working closely with both organisations to 
minimise any potential risk. 
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MRSA – There has been another reported case of MRSA for the CCG in December 
with 4 cases of C Diff. reported in December.  This means the annual target has now 
been exceeded by 3 with 3 months yet to be reported however we will strive to 
improve the situation. 
 

• Priority 3 
 
Remains rated as Amber.  Better Care Fund projects and plans have made good 
progress and the team will be using a new reporting tool to update plans and for 
monitoring.  Integration and re-shaping of the locality team is underway.  The CCG 
and Portsmouth City Council were successful in securing a national project on 
Integrated Personal Commissioning and although we were not successful in our bid 
for funding for the “vanguard” project the work will continue.  Continuing Healthcare 
and Falls projects will now focus on 2015/16 actions. 
 

• Priority 4 
 
Remains rated as Green and reflects good progress in many of the projects.  Care 
Closer to Home has been successful in the year however cancer performance 
standards and sustaining achievement of those targets remain a concern. 
 

• Domains 
 
The CCGs self-assessment for each of the domains remains at fully compliant with 
the exception of Domain 3, which is rated as partially compliant predominantly on 
the basis that the 4 hour waiting time target is not yet being achieved. 

 
Dr Elizabeth Fellows asked about the 12 hour trolley waits and if this was a new issue or 
because PHT is being more robust at documenting when patients arrive.  Innes Richens 
explained that it was a combination of both seeing the true extension of waits in A&E 
and also improved reporting.  Michelle Spandley commented that the CCGs are in 
discussions with PHT to ensure they have the correct processes in place. 
 
Dr Elizabeth Fellows asked about the use of the Jumbalance and issues of queuing at 
Queen Alexandra Hospital.  Innes Richens said that the Jumbalance had been used on 
occasion to reduce queuing and is used in times of high demand however it is an 
uncomfortable way of dealing with the issue. 
 
Dr Julie Cullen asked about the £3.1m surplus and if it was real money.  Michelle 
Spandley explained that CCGs are required to plan for a 1% surplus each year unless 
there are specific issues impacting this.  The funding is available to us in future years.  
In addition within our plans we are expected to set aside 1% non-recurring money so we 
can invest in transformation. 
 
Tom Morton asked about the shortage of nurses at PHT and Solent and what the risk to 
the CCG is and is it a crisis?  Michelle Spandley explained that most Trusts run at some 
level of vacancy and cover this with bank or agency staff.  Some trusts are finding it 
more difficult to cover.  In terms of education and training we are looking at how to 
recruit to ensure we have enough nurses and doctors.  South Central Ambulance 
Service are also experiencing problems.  Tom Morton highlighted the need to monitor 
the situation and update the Governing Board regularly.  Dr Elizabeth Fellows 
commented that it is hoped that with planned transformations in the community the area 
will become more of an attractive place to work in again.  Dr Julie Cullen said that it is a 
national problem and we do have to make Portsmouth an attractive place for people to 
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come and work.  Dr Dapo Alalade commented that PHT had been recruiting nurses 
from the EU. 
 
Dr Dapo Alalade asked about the risk associated with South Central Ambulance Service 
and the impact on CCGs and if there were any plans to support them.  Michelle 
Spandley explained that South Eastern Hampshire CCG are the lead for contract 
negotiations for 2015/16 which are quite difficult discussions around the need to change 
gradings of paramedics etc and the request for funding is greater that we can afford 
however we are working alongside our sister CCGs to ensure our voice is heard. 
 
Jackie Powell asked about the de-merger of Care UK and Portsmouth Health Limited 
(PHL) and if we had any insight on what is going on.  Innes Richens explained that a 
transitional action plan is in place and we are going through the process on due 
diligence.  All CCGs are involved in the process and we will monitor service delivery and 
will look at alternatives if the new arrangements fail to deliver as required. 
 
 The Governing Board accepted the contents of the Performance report.  
 

6. 2015/16 Operating Plan 
 

Michelle Spandley presented an overview of the national planning submission for 
2015/16 for the CCG and explained that the CCG is currently in the middle of the 
process and noted that the timetable had been changed.  The CCG is still awaiting 
publication of the NHS Contract and this makes it problematic to achieve signature on 
contracts by 31 March 2015 however we will continue contract negotiations to ensure 
contracts are signed as soon as possible. 
 
Appendix 1 provides an Executive Summary related to the second year of 
implementation of Portsmouth CCGs Five Year Strategy for local health services.  The 
Financial Strategy has been updated and will be refined as the weeks progress.  
Following agreement of the draft budget a paper will be taken to the next Clinical 
Executive Committee for approval and will be presented to a future Governing Board 
meeting for ratification. 

Action:  M Spandley 
 
Innes Richens commented on the financial model on contingency and surplus and 
asked, given that we are surrounded by other organisations that are not in such a good 
position, how far do you think it will get us?  Michelle Spandley explained that Solent 
NHS Trust, PHT and local CCGs colleagues are more financially stressed.  If we do not 
achieve our QIPP challenge we could be in a similar position.  For contingency we 
followed national guidance and we need to think about the future to ensure we have 
enough ahead of us.  We will try to keep the QIPP to a minimum and try not to push 
ourselves more than necessary. 
 
Dr Linda Collie asked about running costs and what will happen with regards to Primary 
Care Co-commissioning.  Michelle Spandley explained that estates changes will help 
and we do already have a small amount of headroom to accommodate some pressure.  
We are in negotiations with NHS England about what functions we will take on and what 
will be held centrally and how both are resourced. 
 
Jackie Powell asked about allocations being slightly higher than expected.  Michelle 
Spandley explained that this was one of the changes highlighted in the 5 year forward 
view and is related to funding to address mental health issues.  This was predominantly 
related to adults but there may be something coming out for childrens areas. 
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Tom Morton commented that from a Governing Board point of view the chart on page 9 
risks and mitigation is important and asked that the CCG continue to develop links with 
the voluntary sector. 
 
The Governing Board commented and noted the submissions made to date on the 
2015/16 Operating Plan and Financial Strategy 2015/16 
 

7. COMPACT for Collaborative Working 
 

Innes Richens presented an updated version of the COMPACT for collaborative working 
for approval, which has an effective date of 1 April 2015.  It has incorporated the 
learning from the recent review of all 3 CCGs governance arrangements conducted by 
the Good Governance Institute. 
 
Dr Dapo Alalade asked about Co-Commissioning.  Innes Richens explained that they 
have just finished working through some elements but a lot will be dependent on 
discussions with NHS England.  If we come to an agreement with sister CCGs we will 
reflect that.  
 
The Governing Board approved the COMPACT for Collaborative Working between 
the Clinical Commissioning Groups of NHS Fareham and Gosport, NHS 
Portsmouth and NHS South Eastern Hampshire. 

 
8. Equality and Diversity Annual Report 

 
Innes Richens presented the Equality and Diversity Annual Report, which outlines the 
CCGs work to incorporate equality and diversity into everything it does.  It explains the 
CCGs commitment, legal duties, equalities self-assessment, communications and 
engagement activities, patient experience service and progress against our equalities 
objective set in 2013/14.  The CCG adopted a national system (EDS) to test how we 
meet the requirements of the Equality Act.  It is a 2 stage process and we have 
completed the first self-assessment stage and plan to conduct the second stage in 
2015.  A copy of the EDS self-assessment is detailed in Appendix 1. 
 
Our self-assessment suggests progress against all 4 EDS goals including: 
 
- Equality Analysis - The CCG adopted the City Council’s Equality Impact 

Assessment process, which allows us to assess CCG policies and plans for any 
impact on equality. 

- Better Care Fund - Joining up health and social care services. 
- Equality and Diversity monitoring - Reviewing all contracts with providers to 

ensure they have good internal arrangements. 
- CCG’s Equality and Diversity Strategy - Reviewed and updated in 2014. 
 
Some areas that require further work include:  
 
- papers to the Governing Board and its Committees as they do not explicitly identify 

any equality/diversity impact; 
- there is no training yet for staff to work in a “culturally competent way”.    
 
Both of these are being looked at and are under review. 
 
The Governing Board noted the Equality and Diversity Annual Report. 
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9. NHS Portsmouth Clinical Commissioning Group Procurement Framework 
 
Innes Richens presented a revised version of the NHS Portsmouth Clinical 
Commissioning Group Procurement Framework, which has been reviewed and updated 
in light of the CCGs delegated primary care co-commissioning responsibilities from April 
2015.  The first page of the document lists all the changes that have been made. 
 
The Governing Board approved the updated CCG Procurement Framework. 
 

10. Co-Commissioning of Primary Care Services 
 
Dr Elizabeth Fellows presented a paper, which provided an update on national and local 
activity in relation to the implementation of co-commissioning.  She explained that an 
operational group has been established to support the implementation of primary care 
co-commissioning arrangements.  With regards to managing conflicts of interest, it has 
been agreed that when primary care co-commissioning decisions come to the 
Governing Board, GP members will, when considered necessary, move into the 
audience and the Deputy Chair will take over as Chair until the decision has been 
reached.  
 
Dr Elizabeth Fellows reported that for workforce some CCGs have gone out to advert 
however we are unclear as yet on the transfer of staff and responsibilities from NHS 
England.  We are hoping it will be a reallocation of work rather than new work.  We have 
been working with member practices and there is a real desire from practices to focus 
on the City and drive things forward.  A recent Governing Board development session 
was held regarding co-commissioning which was very helpful and generated a lot of 
ideas for the future. 
 
Michelle Spandley explained that 2015/16 plans do not currently address these issues 
and will be transferred at a later date. 
 
Paul Cox asked what the noticeable difference would be in practices after 1 April 2015.  
Innes Richens explained that not much will be noticeable on the 1 April 2015 as the 
changes will be gradual, the CCG wants to support colleagues and there have been 
discussions about how practices can work together so hopefully over time we will see 
improvements. 
 
Dr Elizabeth Fellows said there is a different approach with regards for support for 
mergers and we hope it will be supportive rather than form filling. 
 
Dr Dapo Alalade commented on conflicts of interest.  Jackie Powell said that all 
Governing Board members need to be aware of potential conflicts of interest and 
manage them in line with our policies.  Tom Morton added that we will need to be totally 
transparent and that members have embraced the need to ensure that we can achieve 
the best outcomes for the patients of Portsmouth. 
 
Innes Richens said that we will be encouraging all staff to record any conflicts of interest 
via our individual performance review processes. 
 
The Governing Board noted the update on Co-commissioning of Primary Care 
Services. 
 

11. Risk Management Framework 
 
Innes Richens presented the Risk Management Framework, which has been updated to 
reflect changes to the CCG committee structures, internal audit recommendations and 
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the use of Covalent to manage risk.  The key changes are detailed on the covering 
sheet.   
 
The Governing Board approved the updated Risk Management Framework. 
 

12. Sustainable Development Management Plan 2014 – 2020: 2014/15 Annual Report 
 
Michelle Spandley presented the 2014/15 Annual Report, which provides an update on 
the progress made against the Sustainable Development Management Plan 2014-2020.  
She said that the CCG has a responsibility to act in a sustainable way and we continue 
to raise the profile and consider issues. 
 
The Governing Board accepted the 2014/15 Annual Report. 
 

13. Better Care Fund Implementation Plan and Section 75 Agreement 
 
Jo York presented a paper, which detailed the current position around the development 
of the Portsmouth Better Care Fund (BCF) and to seek approval for ongoing support to 
the programme.  She explained that the Better Care Fund is a national initiative to join 
up resources and services in local areas.  Our Better Care Fund programme was 
approved by the Health and Wellbeing Board in September 2014.  It is a national 
requirement to ensure we have a Section 75 Agreement between Portsmouth City 
Council and the CCG to allow the BCF to be managed as a single budget and therefore 
the Governing Board is asked to approve the BCF submission and delegated authority 
for the Chief Clinical Officer to sign off the Section 75 agreement. 
 
Jo York explained that it is the intention for the Local Authority to act as overall pooled 
fund budget holder however the responsibility of the budget will need to be retained by 
the CCG and the Local Authority for some elements.  However as we move forward with 
integration we may move to a truly pooled fund. 
 
Jackie Powell asked about understanding the elements and integrated services.  Innes 
Richens explained that the condition of any Section 75 agreement is that you have a 
Project Management Group made up of officers from the Council and CCG to review 
budgets and outcomes from budgets.  The Group will report into the Clinical Executive 
Committee and Governing Board members will be updated via the Chief Clinical 
Officers Report, Finance Report and specific reports to the Governing Board. 
 
Jackie Powell asked about Lay Members involvement.  Innes Richens explained that 
discussions on strategic direction would be done via the Health and Wellbeing Board 
and it has been agreed that the Board will have Lay Member involvement.  Jo York 
added that they are looking at how to embed this into the redesign process. 
 
Dr Dapo Alalade commented that the BCF relates more to residential funding for elderly 
care.  Jo York said that currently, of the £13m of existing CCG resources, £1.2m is for 
reablement.  The £4m transfer includes a contract for community nursing and adult 
social care work and the starting point in the city is people with long term conditions and 
the elderly.  However the intention is to expand further down the line to include children 
etc. 
 
Dr Dapo Alalade asked about mental healthcare.  Jo York explained that it is not 
covered at this point and they have someone coming in to discuss how to roll forward.  
There is a Section 75 for Continuing Health Care and Social Care management budget 
and it is about how much further we can go looking at multi team agencies for children 
etc.  It is important that it is done in a sensible stepped approach. 
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The Governing Board: 
 
- Approved the Better Care Fund submission as agreed with NHS England and 

endorsed the governance role that it paces on the Health and Well-Being 
Board. 

 
Agreed delegated authority to the Chief Clinical Officer to approve the 
entering into of a Section 75 agreement between the City Council and 
Portsmouth Clinical Commissioning Group to give effect to the Better Care 
Fund plans for the city. 

Action: J Hogan 
 

14. Governing Board Assurance Framework 
 

Innes Richens presented the Governing Board Assurance Framework which was 
approved by the Audit Committee at its meeting held on 4 March 2015.  He highlighted 
the changes as detailed in red and noted the new risk added GB13 which is related to 
urgent care system capacity and the removal of GB01. 
 
The Governing Board reviewed and ratified the Governing Board Assurance 
Framework. 
 

15. Staff Survey 2015:  Results 
 
Andy Silvester presented the results of the 2015 staff survey 2015.  He noted that the 
results were very positive but there were areas identified for focus and the Clinical 
Executive, in partnership with the Staff Engagement Forum, will take these forward.  
The set of questions were diverse and any thoughts or ideas for next year would be 
gratefully received. 
 
Jackie Powell asked about a structured induction programme and how this can be taken 
forward.  Innes Richens said that all the possible responses are being discussed with 
the Staff Involvement Group and this is one of the actions they are looking to pursue this 
year. 
 
The Governing Board accepted the Staff Survey 2015 Results. 

 
16. Register of Interests 

 
Tom Morton presented the Register of Interest as declared at 10 March 2015.  It was 
agreed any revisions would be presented to the next meeting. 

Action: All 
 
17. Minutes of Other Meetings 

 
The minutes of the following meetings were presented for acceptance by the Board: 
 
• Minutes of the Clinical Strategy Committee meetings held on 7 January 2015 and 4 

February 2015. 
• Minutes of the Audit Committee meeting held on 10 December 2014. 
• Minutes of the Health and Wellbeing Board meeting held on 26 November 2014. 

 
The Governing Board accepted the minutes. 
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18. Patient Story 
 
Governing Board members were very pleased that Lisa came to share her story with the 
Board.  Lisa told us how she had suffered from post natal depression and the difficulties 
she had finding the right service to support her.  We heard about Respond Portsmouth, 
a new VCS (Voluntary and Community Sector) service funded by the CCG, and how the 
service had supported her and made a big difference to her life. 
   
The Board asked what they could do to make sure mothers with post natal depression 
get the support they need.  Lisa said: 

 
• Support needs to be timely.  Being told you have to wait 6 months is not good 

enough when you have a young baby and you are very anxious. 
• Meeting other mothers who are experiencing similar issues, in a safe environment 

has been invaluable.  This has given me a great support network. 
• I found Respond by accident; GPs need to know what services are out there. 
• There needs to be positive messages for mothers about post natal depression and 

the support that’s available.  It’s hard to admit you are struggling when everyone 
around you seems to be coping so well with motherhood. 

• Post natal depression isn’t just about being sad.  It takes many forms.  Professionals 
need to ask the right questions to mothers. 

 
It was agreed that TARGET would be utilised to raise the profile of the Respond scheme 
with practices. 

Action: E Fellows 
 
Tom Morton thanked Lisa for attending the Governing Board meeting and for sharing 
her story. 
 

19. Date of Next Meeting 
 
The next Governing Board meeting to be held in public will take place on Wednesday 20 
May 2015 at 1.00pm in the Entertainments Hall, St James’ Hospital. 
 

20. Meeting Close 
 
Tom Morton thanked everyone for attending the meeting and reminded members of the 
public that feedback and comments would be welcomed.  He declared the formal part of 
the meeting closed and explained that the Governing Board would now consider and 
respond to a number of questions from members of the public.   
 
 
 
 
 
Jayne Collis 
1 April 2015 
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REPORT FROM THE CHIEF CLINICAL OFFICER 
 
1 INTRODUCTION 
 

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

2 REVISED GOVERNANCE ARRANGEMENTS BETWEEN THE CCG AND 
PORTSMOUTH CITY COUNCIL FOR INTEGRATED COMMISSIONING 
 
The Integrated Commissioning Unit (ICU) was set up in 2010 and currently jointly 
commissions elements of care and health services on behalf of Portsmouth City Council 
and the CCG. This arrangement is formally subject to a Section 75 Agreement (s75) in 
place between PCC and the CCG. 
 
The Integrated Commissioning Board (ICB) was set up as a formal committee of the CCG 
and its main purpose was to oversee the s75 agreement of the ICU. However it also had a 
broader remit of setting the strategic direction for joint commissioning, use of resources and 
approve significant changes in approach.  
 
There have been recent discussions between the CCG and Council about the function of 
various committees and their relevance in the current governance arrangements of PCCG 
and PCC. The emergence of the Portsmouth Health and Wellbeing Board (HWB) as the 
main partnership setting strategic direction between health and social care has resulted in 
potential duplication with some of the functions of the established Integrated 
Commissioning Board.  A paper was presented to the HWB meeting on 28th January to 
recommend streamlining of the governance arrangements existing in the city and it was 
agreed to cease the ICB as its wider remit of oversight of integrated commissioning is now 
within the duties of the HWB. 
 
There is however a requirement within any s75 agreement to have in place arrangements 
for the formal oversight of the performance of the s75 agreement and any pooled funds 
associated with it; this is usually achieved via the establishment of a s75 Programme 
Management Group (PMG). The CCG and PCC have now established this PMG for 
oversight of the s75 for the Integrated Commissioning Unit. Membership is formed from 
officers from both the CCG and PCC and functions include reviewing the business plan 
delivery of the ICU and its associated pooled fund for staffing the Unit. The PMG reports 
into the CCG’s Clinical Executive. The Clinical Executive Committee commented on and 
accepted the Terms of Reference for the s75 PMG for Integrated Commissioning Unit.  
 

3 CONSTITUTION 
 
The Governing Board approved a revised Constitution to be effective from the 1 April 2015 
at its meeting of the 21 January 2015 subject to approval by NHS England. Model wording 
for inclusion in constitutions in respect of joint commissioning for primary care was 
published by NHS England in late December 2014 - this was not incorporated into the 
original proposed Constitution with the CCG using wording from the legislative reform order 
(LRO) published in October 2014.  
 
NHS England subsequently requested that the CCG adapt the wording from the model for 
inclusion in its Constitution. The CCG has done this by replacing section 8.6 in the 
Constitution considered in January with adapted wording. NHS England approved the 
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CCG’s Constitution variation request on the 12 February 2015. The revised wording can be 
found in sections 8.6 – 8.8 of the final constitution as published on our website.  
 

4 ANNUAL REPORT AND ACCOUNTS 
 
The CCG has submitted the 2014/15 Annual Report and accounts which, subject to audit 
show that we achieved our planned £3.1m surplus.  The report summarises our actions to 
date and looks forward to 2015/16 and the significant work programmes required to help 
achieve our vision.  Once the audit process is concluded the final document will be made 
available on our website.  
 
The annual report and accounts will be formally presented to the Governing Board at our 
Annual General Meeting taking place on the evening of the 15 July 2015.  
 

5 2015/16 CONTRACTS WITH MAIN PROVIDERS 
 
I am pleased to update the Governing Board that the 2015/16 contracts have been signed 
for both Solent and Portsmouth Hospitals.  This puts us in a very good position at the 
beginning of the financial year and will enable the CCG to concentrate on delivering QIPP 
plans to ensure a successful 2015/16. 
 

6 CCG ANNIVERSARY AWARDS 
 
The CCG announced the winners and those highly commended in its second Anniversary 
Awards – our local staff recognition awards – at an event on the 24 April 2015. 45 
nominations were received in our four award categories and congratulations to all those 
nominated. Our winners and highly commended for each of the four categories as follows: 
 

 
Making a 
difference 

 

Winner:                      Mike Drake, Planning & Performance 
Highly Commended:  Amanda Waller, Integrated Commissioning 

  
 

Above and 
beyond 

 

Winner:                       Sarah Malcolm, COMPACT Commissioning 
Highly Commended:   Sue Gates & Sue Sumner, Domestics  
Highly Commended:   Leigh Spurling, Primary Care Engagement 

  
 

Patient 
Champion 

 

Winner:                       Jo Hurd, Primary Care 
Highly Commended:  James Gagliardini, Integrated Commissioning 

  
 

Team of the 
year 

 

Winner:                      Quality 
Highly Commended:  Communications & Engagement 

 
The award scheme is designed to demonstrate our thanks to our staff (whether they be 
employed by us directly, working in member practices, by the CSU or our partner CCGs 
and Local Authority) who have worked so hard for the CCG over the past year and shows 
the high regard in which our staff are held by their colleagues.  
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7 OTHER KEY ACTIONS 
 
Other key actions undertaken by members of the Clinical Executive which I would like to 
report to the Governing Board include: 
 

• Agreed arrangements for the 2014/15 COMPACT wide financial risk sharing 
• Approved the opening budgets for 2015/16 
• Approved updated directorate Business Continuity Plans 
• Agreed revised governance arrangement for the management of section 75 

agreements with Portsmouth City Council 
• Reviewed progress and support to the GP clinical systems migration programme 
• Agreed updated annual work programme for the Clinical Executive Committee 
• Considered the communications and engagement forward planner and oversaw the 

launch of new format communications to member practices 
• Oversaw actions in respect of the development of the CCGs plans for 2015/16 

including adherence to the national submissions timetable and the formal 
agreement and signing of contracts 

• Oversaw transition of HR and Learning Development services from the NHS South 
CSU to the CCG and its partner Portsmouth City Council 

• Reviewed progress against internal audit recommendations and the CCGs 
organisational development work programme 

• Undertook ongoing reviews of performance and workforce reporting 
 

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

Dr Jim Hogan 
Clinical Leader and Chief Clinical Officer 
11 May 2015 
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Introduction           

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

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

Methodology and Content 

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

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

the associated outcomes 
• Ensuring high quality, safe services are being commissioned 
• Delivery of NHS constitution and mandate – Ensuring the CCG rights and pledges 

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

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

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

The 4 strategic priorities of the CCG: 

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

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

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

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

The 6 Domains of the CCG Assurance Framework: 

• Domain 1: Are patients receiving clinically commissioned high quality services? 
• Domain 2: Are patients and the public actively engaged and involved? 
• Domain 3: Are CCG plans delivering better outcomes for patients? 
• Domain 4: Does the CCG have robust governance arrangements? 
• Domain 5: Are CCGs working in partnership with others? 
• Domain 6: Does the CCG have strong and robust leadership?
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Strategic Overview 
The tables below set out the current position pertaining to progress against the delivery of the CCG’s 
strategic priorities and assurance against the domains within the national CCG assurance framework. 
This is intended to provide the Governing Board with assurance that the CCG is on track to deliver its 
long term strategy as well as overall CCG performance that defines an effective commissioner. 
 
Summary of Delivery against Strategic Priorities 
A high level view of progress against the CCG’s strategic priorities is shown below; a breakdown of the 
elements underpinning these is set out later in the report. 

  
Priority 1 We want everyone to be able to access the right health services, in the right place, as and 

when they need them.    

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

 
 

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

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

wellbeing and positive mental health.    
 

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

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

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

Strategic priorities  Domains  Projects  KPIs 

 
On track to deliver strategic 
priority 

 
 

Fully 
compliant 

 
 

Complete. Outcome 
delivered as expected 

 
 

On or above target 
level 

 
Partially on track to deliver 
strategic priority 

 
 

Partially 
compliant 

 
 

On track to deliver 
expected outcomes 

 
 

Moderately below 
target level 

 
Not on track to deliver 
strategic priority 

 
 

Not  
compliant 

 
 

May not deliver 
expected outcomes 

 
 

Significantly below 
target level 

      
 

Very unlikely to deliver 
expected outcomes 

   

      
 

Complete. Outcome not 
delivered as expected. 
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Finance Summary 
The CCG has agreed financial values and signed contracts with its largest providers of 
services. Contract information for 2015/16 will not be available until the next reporting period. 
The CCG and its Commissioning Support Unit (CSU) colleagues are working closely with its 
providers to monitor actual performance against expectations. 
 
The majority of the CCG’s £6.7m QIPP target for 2015/16 has now been identified through 
contracts and budgets. In year monitoring is in place to ensure the required level of savings 
is being delivered. 
 
The CCG had a cash balance of 5.2% (£852k) at the end of April 2015 which was slightly 
above the month end target. Extra monies had been drawn down for the month in 
anticipation of Better Care Fund (BCF) transactions which did not come to fruition in the 
month. 

 
Indicator Target Actual Variance % RAG 

Plan – year to date surplus -£0.22m -£0.24m 9%  

Plan - full year forecast surplus  -£2.67m -£2.67m 0% G 

QIPP – year to date £0.56m £0.56m 0%  

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

Plan Running costs plan v forecast (per head) £22.29 £22.29 0% G 

BPPC performance - invoices paid within Better 
Payment Practice Code - Value 95% 99% 4% G 

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

Cash Utilisation - percentage of drawdown remaining 
at month end <=1.75% 5.20% 3% R 

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

Creditors - percentage over 30 days <10% 3% -7% G 
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Summary Financial Performance

      Month 1 - April 2015   

Forecast    Annual   
Budget 

to 
Actual 

to 
Variance 

to   
  Budget   Date Date Date   Outturn Variance 
  £'m   £'m £'m £'m   £'m £'m 
Acute Commissioning: 127.6   10.6 10.6 0   127.6 0 
Mental Health Commissioning 29.8   2.5 2.5 0   29.8 0 
Community Services  27.8   2.3 2.3 0   27.8 0 
Primary Care Commissioning 34.9   2.9 2.9 0   34.9 0 
Continuing Care 15.9   1.3 1.3 0   15.9 0 
Other Commissioning 5.4   0.4 0.4 0   5.4 0 
Running Costs 4.7   0.4 0.4 0   4.7 0 
Reserves & Contingencies 18.5   1.5 1.5 0   18.5 0 
Surplus Reserve 2.7   0.2 0 -0.2   0 -2.7 
                  

Total NHS Portsmouth CCG 267.3  22.3 22.1 -0.2   264.6 -2.7 
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Priority 1 We want everyone to be able to access the right health services, in the 
right place, as and when they need them.   

      

Objective Summary Commentary 

Positive progress is being made against Priority 1. There are a number of risks associated with the 
elements mapped to this priority, hence the Amber rating. Commentary on delivery of this strategic priority 
is outlined below; this is supported by tables providing a strategic overview of the key projects, KPIs and 
risks associated with achieving this priority.  
 
Projects Delivering Strategic Priority  
Project Name Due Date Work Progress  Expected Outcome Status 

School Nursing Review 30-Nov-2014  
 To agree and sign off service specification 

for 2014/15 for the school nursing service.   

Maternity PbR 
(Payment by Result) 31-Mar-2015  

 Costs for maternity PbR tariff payments 
remain within the forecasted threshold  

Pre-birth to 5 Pathway 
Review 31-Mar-2015  

 An integrated and seamless service for 
families that is shaped to deliver the 
Healthy Child Programme.  

 

National Dementia 
Strategy & Redesign of 
OPMH services 

31-Mar-2015  

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

 

Paediatric Emergency 
Admissions Avoidance 
Overview 

31-Mar-2015  

 The focus of this programme of work is to 
undertake a clinical review of the 
emergency care model for paediatric 
admissions with an intention to identify the 
most appropriate clinical model to ensure 
the right patient is seen at the right time.  

 

Urgent Care Provision 
Programme 31-Mar-2015  

 Ensure the public are educated and 
supported to make the right choices in the 
urgent care they receive. Care is 
appropriate and delivered at the right time, 
in the right place and by the appropriate 
clinical professional.  

 

 
Project Commentary 
Two out of six projects, National Dementia Strategy & Redesign of OPMH services, and Paediatric 
Emergency Admission Avoidance delivered their expected outcomes. The Pre-Birth to 5 Pathway project 
did not deliver its outcomes as expected because part way through the year the lead organisation for the 
project changed from the CCG (Integrated Commissioning Unit) to the Public Health Team resulting in the 
focus and direction of the project changing. The Urgent Care Provision Programme and School Nursing 
Review did not achieve their expected outcome.  
  
Maternity & Child Health  
The Maternity PbR project experienced some delays during this year resulting in partial completion of its 
expected outcomes within the boundaries of the year; it is expected to be finalised early in 2015/16. The 
Paediatric Emergency Admission Avoidance project delivered its expected outcomes. The next phase of 
the project will take the redesign forward through 2015/16.  
 
National Dementia Strategy & Redesign of Older Peoples Mental Health Services  
The expected outcomes for 2014/15 were completed in year. A paper was approved by the Clinical 
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Project Commentary 
Strategy Committee in March 2015 granting an extension to the current Dementia pilots for Dementia 
Advisers and Memory Cafes/Dementia Network/Carer information & Support Programme (CrISP) training. 
The next phase of the project will take the redesign forward through 2015/16. 
  
Urgent Care Provision  
The Urgent Care Provision project did not deliver its expected outcomes. Delivery of the project plan was 
delayed due to a change in the commissioning lead alongside a focus on the operational aspects required 
from commissioners to support providers address performance issues throughout the year. A new plan has 
been developed for 2015/16 and beyond, which will pick up elements of work originally planned in this year 
and new projects including development of an urgent care strategy and reviewing provision of ambulatory 
care services.  
 
KPIs Underpinning the Delivery of Strategic Priority  
In Year KPIs Indicating Delivery  Status (YTD) 

A&E Waits (NHS Portsmouth CCG)   

Calls answered within 60 seconds (NHS 111)   

Cat A 19 Minute Response Time (SCAS)   

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

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

Diagnostic Test Waiting Times (NHS Portsmouth CCG)   

RTT: Admitted (NHS Portsmouth CCG)   

RTT: Incomplete (NHS Portsmouth CCG)   

RTT: Non-Admitted (NHS Portsmouth CCG)   
  
Annual KPIs Indicating Delivery  Status 

Patient experience of out of hours GP services  No data 
 (year-end only) 

 
KPI Commentary 
A&E  
There are continued challenges within the South East Hampshire system achieving the 95% A&E target; 
the monthly target has not been achieved throughout 2014/15 due to the pressures experienced at PHT 
(the target was last achieved for the CCG and the Trust in October 2013). The 2014/15 annual 
performance for PHT was 83.0%.  
  
An analysis into breaches is completed on a weekly basis; the majority of breaches relate to bed 
management as patients are awaiting specialty beds. Additional beds have been commissioned in the local 
system which assisted the reduction of discharge ready patients; however, patient flow throughout the 
department remains an issue.  
 
Actions to increase capacity within the department and assist with queue management include the 
increased use of the Urgent Care Centre and the expansion of the ambulatory care area. A new medical 
model of internal hospital flow has been introduced, which includes moving to a general medical model 
(rather than specialty), and direct admissions from A&E to wards.  
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KPI Commentary 
Although performance was below target at PHT in March (88.1%), there was a significant improvement 
compared to February (76.1%). However, the improvement has not continued into 2015/16, with the Trust 
achieving 81.6% in April.  
 
Ambulance response 
The three ambulance response time targets were achieved for the CCG in March. The three targets were 
also achieved at Trust level by South Central Ambulance Service (SCAS) for the month, however, the 
annual position for the Red 1 and Red 2 standards was below target. The CCG will not achieve the 
Ambulance Response measure of the Quality Premium (estimated £230k - Annex 4) due to the failure of 
the Red 1 standard by SCAS.  
 
The improvement in performance in March was contributed by a significant reduction in Ambulance 
Handover Delays at PHT; provisional data indicates there were 179 delays of more than 30 minutes in 
March compared to 863 in February.  
 
A multi-agency care task and finish group was established in February 2015 in response to system 
pressures in the South East Hampshire area. SCAS reports the group will make recommendations to the 
Urgent Care Board that will enable actions to be taken immediately as system pressures build. The Trust is 
working on 'immediate handover' procedures, specifically with PHT, to ensure minimum turnaround delays 
in A&E.  
 
Provisional data indicates the three targets were achieved in April at SCAS and CCG level.  
 
NHS 111 
The target for calls answered in 60 seconds was achieved in March, however, the 2014/15 annual position 
was below target primarily due to the underperformance experienced in December.  
 
Diagnostics  
The CCG achieved the 99% diagnostics target in March; the target has now been achieved for the seventh 
consecutive month. The majority of breaches occurred at PHT within Cystoscopy, Gastroscopy and 
Colonoscopy, although the target was also achieved by the Trust.  
 
Referral to Treatment (RTT) 
The CCG achieved all three RTT standards in March and all targets were achieved in 2014/15. 
 
There had been a significant risk to the non-achievement of the admitted standard in March due to the 
failure of the target at PHT. The Trust had predicted to fail the standard as they continued to focus on 
treating the longest waiting patients. The admitted backlog at PHT reduced from 838 at the end of 
February, to 622 at the end of March.  
 
The appointment of an additional Urology consultant at PHT in February has enabled the specialty to 
reduce the number of patients past their breach date; the Urology admitted backlog has reduced from 237 
at the end of January to 120 at week ending 26/04/15.  
 
The Trust continues to outsource T&O and General Surgery activity, as well as providing additional 
weekend operating sessions in a number of specialties including Urology and Gynaecology. Pressures 
remain within Colorectal and potential solutions continue to be explored by PHT. 
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Risk to the Delivery of Strategic Priority  
Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below.  

  
GBAF 

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

GB05 Non-alignment of NHS England (Wessex) and CCG commissioning strategies lead to 
fragmentation of services  

 9 

GB10 Failure to meet the rights and pledges under the NHS Constitution results in a 
detrimental impact on patient services and experience  

 12 

GB12 Identification and Delivery of QIPP 2015/16 - Insufficient QIPP Identified   12 

GB07 Financial sustainability of CCG and key partners impacts on service delivery and 
outcomes for patients  

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

 

      

Objective Summary Commentary 

Good progress is being made with regards to delivering the step changes required in this year to achieve 
Priority 2; this is demonstrated by the Amber rating. Commentary on delivery of this strategic priority is 
outlined below; this is supported by tables providing a strategic overview of the key projects, KPIs and risks 
associated with achieving this priority.  
 
Quality 
 

The heatmap below gives a high level summary of current quality risks and issues with a residual score of 
12 or over using the NHS Portsmouth Covalent risk and issue matrices. The vertical axis represents the 
risk score when the risk or issue was identified (level of initial concern) and the horizontal axis shows its 
current mitigated score (level of current assurance). 
 

When a risk is identified it is scored using the formula - likelihood x impact/severity. When an issue occurs 
it is scored on impact/severity only and is not weighted for likelihood (it has happened). This allows us to 
compare the two. The illustration labels risks with an “R” and issues with an “I” and the score shows the 
initial scoring/current mitigated score. The overall level of concern increases as risks or issues move from 
the bottom left hand corner (low initial concern/high current assurance) to the top right hand corner (high 
initial concern/low current assurance). 
 

All quality risks and issues were reviewed by the CCG’s Quality & Safeguarding Executive Group on 13 
May 2015. The full monthly quality report is available for Board Members on request. There have been two 
changes in March; 

• The closure of a Solent NHS Trust issue relating to staffing. A new related lower rated risk  
(score=9) associated with this has been created 

• The reduction in the score of a safeguarding risk (media interest) from 16 to 12 following the receipt 
of provider action plans. 
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Assurances received and actions taken this month for the highest scoring risks and issues: 
 
Risks with a score of 20 
PHT – 4 hour target breaches resulting in potential harm to patients and poor patient experience: System 
accountability to deliver required actions to reduce risk is in place via Urgent Care Board. Root Cause 
Analysis in progress to look at commissioner actions and lessons learned. Multi-agency task & finish group 
established to agree and implement escalation frameworks and trigger points for quality and safety issues. 
 
SCAS – Activity levels fell further than anticipated to 3.0% below plan for the month which is 0.4% below 
March last year. This reduced the year on year growth to 5.1%. Hospital handover delays reduced back 
this month but are still 35% above plan. Response times were better in the month meaning the Red 1 
target (on scene in 8 minutes) was achieved. 
 
Performance against Long wait targets across all SCAS ambulance services are as follows; 
 
 

Measure March YTD 
Actual Plan Actual Plan 

Long waits (Red – 8mins) % over 30 mins 0.4% 1.2% 0.5% 0.9% 
Long waits (Red – 19 mins)% over 30 mins 1% 1.5% 1.1% 1.3% 
Long waits (Green 30 mins)% over 1 hour 6.5% 3.8% 6.3% 2.4% 

 
SCAS continues to audit long waits each month. 
 

An action plan in response to the CQC inspection has been produced and this is being reviewed with 
commissioners at present. 
 
Risks with a score of 16 
PHT – workforce challenges: there is an improved position in NHS Staff Survey Report compared to 2013.  
Safe staffing reporting at ward level confirms planned staffing at 98.7%. 
 
  
Projects Delivering Strategic Priority  
Project Name Due Date Work Progress  Expected Outcome Status 

SEND Reforms 31-Mar-2015  

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

 

Primary Care 
Prescribing 14/15 (NHS 
Portsmouth CCG) 

31-Mar-2015  

 Reduction in the number of RED alerts.  
Increased utilisation of Eclipse.  And 
ranking in National Prescribing QIPP 
indicators. 

 

High Cost Drugs 31-Mar-2015  
 The aim is to improve access & quality of 

care for patients in line with NICE High 
Costs Medicines guidance.  

 

Primary Care CQUIN 31-Mar-2015  

 1. Incentivising action(s) to improve the 
quality of patient care  
2. Incentivising action(s) to support 
medicines optimisation within the CCG  
3. Incentivising action(s) which will facilitate 
efficient use of resources within general 
practice, primary care and within the 
broader health economy  
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Project Name Due Date Work Progress  Expected Outcome Status 
4. Incentivising engagement of GPs in 
commissioning to fully support their 
functions, responsibilities and input as 
members of their CCG.  

 
Project Commentary 
Three of the four projects mapped to this objective delivered their expected outcomes. The Special 
Education Needs and Disabilities (SEND) for people aged 0 to 25 project did not delivery its expected 
outcomes. 
  
Primary Care  
Feedback and actions from the final practice visits completed in January will help with the development of 
the 2015/16 CQUIN, again this will encompass both primary care and medicines management elements. 
This will also link with the planned care agenda and will form part of the Action on Elective Group.  
  
Medicines Management  
Delivery of the programme of work for 2014/15 is now complete. One particular achievement to highlight 
was getting all practices to be uploading data through Eclipse Live. The numbers of Care Home reviews 
have increased and a change to the Privacy Impact Assessment (PIA) now increases workflow, which will 
be realised as increased numbers of reviews and Care Homes involved.  
  
Special Education Needs and Disabilities (SEND)  
2014/15 was the first year of this three year project; which is to ensure children and young who have 
special educational needs and/or disabilities have an Education, Health and Care (EHC) plan. The project 
on the whole met the in year expected outcomes, but experienced some minor delays in the number of 
conversions of education statements to EHC plans. 
 
KPIs Underpinning the Delivery of Strategic Priority  
In Year KPIs Indicating Delivery  Status (YTD) 

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

Incidents of MRSA (NHS Portsmouth CCG)   

Incidents of C.Diff (NHS Portsmouth CCG)   

Mixed Sex Accommodation breaches (NHS Portsmouth CCG)   

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

Friends & Family Test Response Rate (Solent NHS Trust)   

Never Events (Portsmouth Hospitals NHS Trust)   

Never Events (Solent NHS Trust)   
 
Annual KPIs Indicating Delivery  Status 

Improved health-related quality of life for people with long-term conditions  No data  
(year-end only) 

Patient experience of hospital care (NHS Portsmouth CCG)  No data  
(year-end only) 

Patient experience of out of hours GP services (NHS Portsmouth CCG)  No data  
(year-end only) 
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KPI Commentary 
Healthcare Acquired Infections 
There have been two reported cases of C.diff for the CCG in March, against a target of 4; the YTD position 
of 52 has exceeded the trajectory of 39. For the year 2014/15 the community recorded 36 cases of C.diff 
both community and pre 72 hour admission. PHT recorded 16 inpatients that are Portsmouth CCG 
patients.  
 
March cases  
One case is pre 72 hours sample from a lady who has multiple co-morbidities and has spent many months 
in hospital requiring antibiotics on several occasions, although not from the GP in the last 3 months.  
 

One case is a community sample from a male who has had antibiotics on several occasions given by GP 
due to confirmed Urinary Tract Infections (UTIs).  
 

Month April May June July Aug Sept Oct 
 

Nov  
 

Dec 
 

Jan 
 

Feb 
 

March Total 

Community 2 1 4 7 4 4 3 2 2 3 2 2 36 
Acute 0 3 0 4 2 0 2 0 2 2 1 0 16 
Total 2 4 4 11 6 4 5 2 4 5 3 2 52 
Trajectory 4 3 3 3 3 3 3 3 3 3 4 4 39 
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Risk to the Delivery of Strategic Priority  
Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below.  
 
Please note – GB11 has a proposed risk score reduction from 16 to 12.  

  
GBAF 

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

GB09 
Lack of coherent and aligned plans for utilisation of Estates across commissioners 
and providers in the system impacts on quality of service, patient experience and use 
of resources  

 
9 

GB11 

A Serious Case Review (adults) has been commissioned identifying poor care across 
multiple agencies including primary care, community care and social care. This case 
is likely to identify significant quality issues to patient care and could impact on the 
reputation of organisations  

 

16 

GB13 
Urgent care system capacity pressures could result in suboptimal care including poor 
clinical outcomes; harm and patient safety risks; loss of privacy and dignity; poor 
patient and carer experiences. 

 
16 
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Priority 3 

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

 

      

Objective Summary Commentary 

Positive progress is being made against Priority 3. There are a number of risks associated with the 
elements mapped this priority, hence the Amber rating. Commentary on delivery of this strategic priority is 
outlined below; this is supported by tables providing a strategic overview of the key projects, KPIs and risks 
associated with achieving this priority.  
 
Projects Delivering Strategic Priority  
Project Name Due Date Work Progress  Expected Outcome Status 

15/16 Better Care Fund 
Programme 
(Portsmouth) 

31-Mar-2015  

 The production and delivery of plans for 
managing the safe integration of work 
activities and funds between health care, 
social care, and the local authority for 
Portsmouth.  

 

Continuing Health Care 
Programme 31-Mar-2015  

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

 

Re-commissioning of 
local services 31-Mar-2015  

 1. Existing LES agreements 
decommissioned in their current format and 
notice served  
2. New, Locally Commissioned Services 
(LCS) finalised and sent out to providers 
via the NHS Standard Contract  
3. Providers meet the performance levels 
required for delivery of an effective service  

 

Falls and Fracture 
Services 31-Mar-2015  

 Develop a new outcome based falls and 
fracture service specification.   

 
Project Commentary 
Three of the four projects mapped to this objective did not deliver their original expected outcomes; 
Continuing Healthcare (CHC), Better Care Fund (BCF) and Falls and Fracture Services. 
  
Continuing Healthcare  
The CHC project has four key work streams - to maximise the benefits of integration of Health and the 
Local Authority; implement Personal Health Budgets; process Retrospective Claims and review Funded 
Nursing Care.  
 
The Programme of work did not meet all its desired outcomes this year, in particular not making financial 
efficiencies. Work on the programme during 2015/16 will focus on reviewing the overspend and mapping 
the reasons behind this. An action plan is in place, as approved through the Programme Management 
Group (PMG), which includes trend analysis around the different categories of eligibility, review of local and 
neighbouring market rates, cost renegotiation, review of fast track processes and other areas. Portsmouth 
remains in a strong position in terms of the volume of retrospective claims reviewed and the low levels of 
retrospective eligibility granted.  
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Project Commentary 
Falls & Fracture Liaison services project  
The Falls & Fracture Liaison services project was delayed in 2014/15 but will continue into 2015/16 as part 
of the Hampshire Better Care Fund (BCF), the Falls & Fracture Liaison Services element is system wide. 
Implementation of the system was planned for January 2015; however, discussions regarding changes to 
service provision are ongoing due to the provider agreements required as part of the lead provider 
arrangement; this pushed back delivery of the project. This project is aiming to implement an entirely new 
way of working with providers, both with the lead provider arrangement and the outcome based 
specification being designed. 
 
Better Care Fund  
This is a multi-year project of which 2014/15 was the first year. On the whole, the development of project 
plans for this and future years has been completed despite the delays experienced earlier in the year. 
Because of these delays the programme of work has not be able to meet all the in-year expected 
outcomes. Although it is worth bearing in mind that it is difficult to establish in year delivery of the expected 
outcomes for this programme of work due to many of the projects and actions spanning a number of 
financial years. 
 
 
KPIs Underpinning the Delivery of Strategic Priority  
 Annual KPIs Indicating Delivery  Status 

Reducing avoidable emergency admissions (NHS Portsmouth CCG)  No data 
 (year-end only) 

 
KPI Commentary 
The annual performance indicators are not yet available.  
 
 
Risk to the Delivery of Strategic Priority  

Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below.  

  
GBAF 

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

GB03 Failure of Integrated Care Agenda   9 

GB08 Lack of coherent IT solutions that support the integrated care agenda   9 

GB04 Failure to achieve cultural change in providers necessary to achieve CCG 
commissioning intentions  

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

      

Objective Summary Commentary 

Very good progress is being made with regards to delivering the step changes required in this year to 
achieve Priority 4; this is demonstrated by the Green rating. Commentary on delivery of this strategic 
priority is outlined below; this is supported by tables providing a strategic overview of the key projects, KPIs 
and risks associated with achieving this priority.  
 
Projects Delivering Strategic Priority  
Project Name Due Date Work Progress  Expected Outcome Status 

Improving Adult Mental 
Health Services 31-Mar-2015  

 To develop an efficient and sustainable 
approach to the delivery of AMH services in 
the community that will be more recovery 
focused by working in partnership with the 
third sector.  

 

Improving Access to 
Psychological 
Therapies 

31-Mar-2015  

 The IAPT programme is a national initiative 
set up to enable the increased delivery and 
easy access of NICE-compliant 
psychological interventions and treatment 
choices to people who are experiencing 
common mental health disorders. 

 

Veterans Health 31-Mar-2015  

 Improved understanding/mapping of 
veteran population.  And increased 
awareness of issues currently faced by the 
veteran population, leading to improved 
access to services and improved transition 

 

Implementing “Fulfilling 
and Rewarding Lives” 31-Mar-2015  

 Meet the demands of the National Autism 
Strategy, and review and implement 
improvements to services for people with 
ADHD  

 

Winterbourne 
Assurance 31-Mar-2015  

 Refresh of joint strategic action plan by 
31st March 2015. Compliance with the 
recommendations within the Winterbourne 
View report. 

 

Review Speech & 
Language Therapy 
Service and develop 
new Service 
Specification 

31-Mar-2015  

 Review of services will identify any current 
and future service need(s), which will help 
to develop the commissioning strategy in 
this area  

 

Review of Looked after 
Children Assessments 
(including adoption) 

31-Mar-2015  
 New service specification agreed and in 

place  

Children's Autism 
Service Review 31-Mar-2015  

 1. Increased accurate diagnosis with a 
sustainable and efficient pathway that 
meets NICE guidance 
2. Increased parental and young person 
satisfaction 
3. Reduction in Waiting Times for Child 
Autism diagnosis 

 

Child & Adolescent 
Mental Health Service 
Redesign 

31-Mar-2015  
 This project will aim to deliver a coherent 

pathway and service model which meets 
current needs, addresses known service 
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Project Name Due Date Work Progress  Expected Outcome Status 
gaps and provides value for money.  

Care Closer to Home 
Programme 31-Mar-2015  

 Services will be redesigned with public and 
patient participation to ensure future 
services are equitable, a positive 
experience, cost effective, high quality and 
provide value for money.  

 /  

Psychiatric Liaison 
Service 31-Mar-2015  

 Agree costings, funding and lead provider 
for service   

 
Project Commentary 
The Improving Mental Health Services, Improving Access to Psychological Therapies, Veterans Health, 
Review Speech & Language Therapy Service, Review of Looked after Children Assessments, Children's 
Autism Service Review and CAMHs projects are now complete and delivered their expected outcomes. 
The Winterbourne, Care Closer to Home and Fulfilling & Rewarding Lives projects did not deliver all their 
expected outcomes. The Psychiatric Liaison project was delayed in 2014/15 and did not achieve exactly 
what was intended, despite all project actions being completed.  This project will continue into 2015/16 as 
part of the Hampshire Better Care Fund (BCF).  
  
Maternity & Child Health  
All projects within this programme of work delivered their outcomes as expected.  
  
Adult Mental Health Programme  
Projects within this programme of work are complete, with the exception of Psychiatric Liaison. Delivery of 
a system wide psychiatric liaison service did not deliver its expected outcomes this year due to delays in 
the implementation of the service; this project continues into 2015/16. 
 
Learning Disabilities Programme  
Winterbourne Assurance project made good progress this year, the final task to sign off the key 
stakeholder joint strategy remains incomplete but is expected to be signed-off in early 2015/16. The 
Implementing “Fulfilling and Rewarding Lives” project did not deliver all of its expected outcomes, this is 
due to lack of interest in the tendering for the ADHD service.  The ADHD project is being taken forward into 
2015/16.  On the contrary the Autism project sitting under Fulfilling and Rewarding Lives was successful 
and delivered its expected outcomes. 
  
Planned Care and Long Term Conditions  
The majority of the project elements that make up the Care Closer to Home programme of work were 
completed this year. The exceptions to this are the Stroke Reviews and Minor Completed Stroke Services. 
These are because the original plan was stopped when the tender process was unsuccessful. A number of 
schemes have been moved to the 2015/16 planned care and long term conditions plan such as podiatry 
and diabetes. The Treatment Centre tender is ongoing and the second half of the procurement will roll over 
in to the aforementioned plan. The Action on Elective group continues, and will continue through 2015/16.  
  
Extended Individual Funding Request (IFR) criteria were presented to the CCG in January, which was 
ratified. An audit is planned to focus on key specialities, and to ascertain how many patients were treated 
at PHT without prior approval. The Action on Elective group continues and will continue through 2015/16. 
Referrals to the Community Ophthalmology service continue to rise and commissioners are working closely 
with the service management at Care UK to review triage, pathways and onward referral rates. The impact 
of the Community Ophthalmology service is evident in Acute Outpatient First Attendances at PHT.  
  
Commissioners are working with University Hospital Southampton Foundation Trust Neuroscience to 
implement an Advice and Guidance pilot as an alternative to referral. Discussions are progressing with 
Solent to expand community Neurology services and expand current CNS model, to ensure the community 
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Project Commentary 
team are empowered to see all patients with any diagnosed neurological condition and establish specific 
services for community epilepsy adult service; transition service for paediatric patients to adult patients and 
a service to support people with neurologically unexplained symptoms.  
  
PHT has produced an action plan to address the external peer review recommendations for Stroke and 
their recent performance indicator issues, regular action plan updates are received by commissioners and 
meetings with the Trust take place to discuss progress to date. CCG clinical leads have reviewed the 
current Stroke service specifications for the 2015/16 contract and are reviewing options for a 6 month post 
review service.  
 
 
KPIs Underpinning the Delivery of Strategic Priority  
In Year KPIs Indicating Delivery  Status (YTD) 

Cancer Patients - 2 Week Waits (NHS Portsmouth CCG)   

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

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

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

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

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

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

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

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

CPA 7 Day Follow Up (NHS Portsmouth CCG)   

IAPT: People Entering Treatment (NHS Portsmouth CCG)   

Dementia Diagnosis Rate (NHS Portsmouth CCG)   

Hospital Standardised Mortality Ratio (Portsmouth Hospitals NHS Trust)   
 
Annual KPIs Indicating Delivery  Status 

Patient-reported outcome measures (PROMs) for elective procedures: groin hernia   No data 
 (year-end only) 

Patient-reported outcome measures (PROMs) for elective procedures: hip replacement   No data 
 (year-end only) 

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

 No data 
 (year-end only) 

Patient-reported outcome measures (PROMs) for elective procedures: varicose veins   No data 
 (year-end only) 

Potential years of life lost (PYLL) from causes considered amenable to healthcare   No data 
 (year-end only) 
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KPI Commentary 
Cancer  
The CCG achieved six out of eight standards in February (there was no monthly activity for ‘Cancer 
patients treated within 62 days after consultant upgrade); seven of the nine standards are achieving YTD. 
‘Cancer patients receiving surgery within 31 days’ and ‘GP referral to treatment within 62 days’ failed to 
achieve targets in February due to breaches at PHT.  
 
The Trust has continued to focus on treating the longest waiting patients and reduce the backlog, reviewing 
all patients past their breach date on a weekly basis. Colorectal remains a risk at PHT due to workforce 
constraints within the specialty and pressure on the 2 Week Wait (2WW). A Cancer improvement plan is 
under development for 2015/16 to focus on specialties where performance is not consistent.  
 
PHT is reporting the achievement of eight of the nine standards in March, failing 'GP referral to treatment 
within 62 days'. 
 
Care Programme Approach (CPA) 
The CCG remains compliant with the 95% CPA 7 day follow up target; performance in Q3 was 100%.  
 
Improving Access to Psychological Therapies (IAPT)  
The CCG narrowly failed to achieve the 3.75% IAPT target for people entering treatment in Q3 (3.6%); 
however, the YTD position remains above plan due to the over performance in Q1 and Q2 (Annex 2).  
 
Dementia Diagnosis 
The CCG remains on track to achieve the national Dementia diagnosis rate of 66.7%, with a year to 
February performance of 72.3%. The Dementia Action Plan continues to be delivered, with practices 
undertaking data harmonisation work and disseminating information from the Dementia Quality Toolkit. 
 
 
Risk to the Delivery of Strategic Priority  

Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below.  

  
GBAF 

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

GB02 Failure of member practices to engage across the full spectrum of the local health 
agenda  

 8 
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Domain 1 Are patients receiving clinically commissioned, high quality services?   
 
Supporting Commentary 
The CCG is working collaboratively across Portsmouth South Eastern Hampshire system to ensure sign up 
of safety plans. 
 
The CCG is proactively supporting nursing staff and registered managers to improve the quality of care in 
nursing homes. 
 
 
Domain 2 Are patients and the public actively engaged and involved?   
 
Supporting Commentary 
The CCG has launched “Our Pledge” (and supporting audit process) which tells the public what they can 
expect from the CCG in terms of consultation and engagement. 
 
The CCG has improved two pathways (End of life and Post-natal depression) as a result of powerful 
patient stories which featured at the CCG’s public board meetings. 
 
 
Domain 3 Are CCG plans delivering better outcomes for patients?   
 
Supporting Commentary 
The CCG’s Strategy and Operating plan that defines the CCG’s priorities and expected outcomes is in 
place.  
 
The CCG’s Operating Plan refresh is underway as part of the 2015/16 planning process and the plan has 
been shared with the Area Team. The plan sets out the major transformational change required in 2015/16 
to deliver year 2 of the CCG’s 5 year strategy. Strategy and operating plans have been reviewed to ensure 
all aspects of the planning guidance and the Five Year Forward View into action are clearly identified and 
the direction aligned. The local health need identified through Joint Strategic Needs Assessment (JSNA) 
and analysis of local and national data. 
 
A number of programmes and projects are in place to enable the major transformational change required 
to not only deliver the outcomes required, but also for them to be delivered within a financially stable 
environment. Delivery of programme and projects is governed through the CCG Planning Executive Group, 
and reported to the Governing Board via the Integrated Performance Report. 
 
Work continues across the system to ensure strategic direction is aligned and the key enabling 
programmes of work are in place. CCG and system wide plans are in place for 2015/16 to address the 
local need and deliver the transformational change required to meet these needs in the most efficient and 
effective way. Projects are driven by alignment with CCG and system strategic fit and transformation 
agenda; high quality safe and effective services; innovative; good level of stakeholder engagement; value 
for money and demonstration of links to the prevention agenda. 
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Domain 4 Does the CCG have robust governance arrangements?   
 
Supporting Commentary 
Variation to the CCG constitution has recently been approved by NHS England taking into account a 
number of changes including the ability to undertake joint and delegated commissioning. 
 
Equality and Diversity annual report was presented to the Governing Board in March 2015. Equality & 
Diversity Survey (EDS) is being undertaken in relation to staff Equality and Diversity competencies. 
 
 
Domain 5 Are CCGs working in partnership with others?   
 
Supporting Commentary 
Standards of Business Conduct Policy updated following publication of statutory guidance by NHS England 
in December 2014.  
 
Governance framework for primary care delegated commissioning in place following approval from NHS 
England in February 2015.  
 
Partnership arrangements are in place including those relating to safeguarding with local authority and also 
Isle of Wight CCG. 
 
The COMPACT Agreement has been updated following a review with the three Governing Bodies.  
 
Not for profit sector investment programme for year two is now in place. 
 
 
Domain 6 Does the CCG have strong and robust leadership?   
 
Supporting Commentary 
The Governing Board approved a revised clinical leadership talent management and succession planning 
strategy in January 2015. 
 
A new approach to staff Individual Performance Review (IPR) and Personal Development Plan (PDP) 
which focuses on maximising potential and success has been developed by the Clinical Executive. 
 
The CCG has successfully appointed to the vacant GP Clinical Executive portfolios and practice manager 
representative. 
 
An external governance review highlighted the CCG’s strong clinical executive as well as its good clinical 
engagement. 
 
The Accountable Officer (AO) has commissioned an independent review of the CCG senior capacity and 
portfolios to ensure fit for purpose. In the interim, additional senior primary care expertise has been 
engaged expertise to support safe transition of primary care. 
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Indicator March 2015 QTD (Q4) YTD (2014/15) 
Supporting Commentary 

Target Value Status Trend Value Status Value Status 

RTT: Admitted 90% 90.9%   88.8%  90.3%  Specialty fails: General Surgery, Urology & T&O. 

RTT: Non-Admitted 95% 97.1%   97.1%  97.2%  Specialty fails: General Surgery, Urology & Gynaecology. 

RTT: Incomplete 92% 95.2%   95.2%  95.2%  Specialty fails: General Surgery, Urology & Neurology. 

Patients waiting more than 52 Weeks 0 0   1  3  There were no breaches in March.  

Diagnostic Test Waiting Times 99% 99.1%   99.1%  99.1%  Diagnostic test fails: Colonoscopy, Flexi Sigmoidoscopy, Cystoscopy & Gastroscopy. 

A&E Waits  95% 87.9%   81.6%  83.9%  April 2015 CCG Performance: 83.0%. 

Cancer Patients - 2 Week Waits* 93% 97.5%   97.2%  95.9%  There were 10 breaches in February: all occurred at PHT.  

Cancer Patients - 2 Week Waits (Breast)* 93% 96.7%   97.1%  94.6%  There were four breaches in February: all occurred at PHT.  

Cancer Waits - 31 Days (All Cancers)* 96% 98.3%   97.1%  98.0%  There was one breach in February which occurred at PHT.  

Cancer Waits - 31 Days (Surgery)* 94% 92.3%   95.5%  93.2%  There was one breach in February which occurred at PHT. 

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

Cancer Waits - 31 Days (Radiotherapy)* 94% 100%   97.5%  97.8%  There were no breaches in February. 

Cancer Waits - 62 Days (GP Referral)* 85% 75.8%   79.9%  87.4%  There were eight breaches in February: all occurred at PHT. 

Cancer Waits - 62 Days (Screening)* 90% 100%   60.0%  88.0%  There were no breaches in February. 

Cancer Waits - 62 Days (Upgrade)* 86%    80.0%  93.5%  There was no monthly activity for the CCG.  

Cat A (Red 1) 8 Minute Response (SCAS) 75% 75.5%   73.9%  74.8%  CCG Performance (March): 83.7%. 

Cat A (Red 2) 8 Minute Response (SCAS) 75% 76.5%   76.2%  74.5%  CCG Performance (March): 85.7%. 

Cat A 19 Minute Response Time (SCAS) 95% 95.7%   95.9%  95.5%  CCG Performance (March): 98.6%. 

Mixed Sex Accommodation Breaches 0 0   0  5  There were no breaches in March. 

CPA  7 day follow up  95% 100%   100%  100%  There were no breaches in Q4. 

Annex 1 – Rights and Pledges  

*February data  
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 Friends & Family Test: A&E (March)     Friends & Family Test: Birth (March)   
Trust Recommended   Trust Recommended 

NHS England 87%   NHS England 97% 
Frimley Health NHS Foundation Trust 88%   Frimley Health NHS Foundation Trust 97% 
Hampshire Hospitals NHS Foundation Trust 88%   Hampshire Hospitals NHS Foundation Trust 98% 
Portsmouth Hospitals NHS Trust 96%   Portsmouth Hospitals NHS Trust 99% 
Royal Surrey County Hospital NHS Foundation Trust 86%   Royal Surrey County Hospital NHS Foundation Trust 98% 
University Hospital Southampton NHS Foundation Trust 92%   University Hospital Southampton NHS Foundation Trust 94% 
Western Sussex Hospitals NHS Foundation Trust 93%   Western Sussex Hospitals NHS Foundation Trust 98% 
 

Friends & Family Test: Inpatient (March)     Friends & Family Test: Postnatal Ward (March)   
Trust Recommended   Trust Recommended 

NHS England 95%   NHS England 93% 
Frimley Health NHS Foundation Trust 96%   Frimley Health NHS Foundation Trust 81% 
Hampshire Hospitals NHS Foundation Trust 94%   Hampshire Hospitals NHS Foundation Trust 96% 
Portsmouth Hospitals NHS Trust 38%   Portsmouth Hospitals NHS Trust 97% 
Royal Surrey County Hospital NHS Foundation Trust 94%   Royal Surrey County Hospital NHS Foundation Trust 97% 
University Hospital Southampton NHS Foundation Trust 95%   University Hospital Southampton NHS Foundation Trust 92% 
Western Sussex Hospitals NHS Foundation Trust 95%   Western Sussex Hospitals NHS Foundation Trust 95% 
 

Friends & Family Test: Maternity - Antenatal Care (March)     Friends & Family Test: Maternity – Postnatal Community (March)  
Trust Recommended   Trust Recommended 

NHS England 95%   NHS England 98% 
Frimley Health NHS Foundation Trust 99%   Frimley Health NHS Foundation Trust 98% 
Hampshire Hospitals NHS Foundation Trust 92%   Hampshire Hospitals NHS Foundation Trust - 
Portsmouth Hospitals NHS Trust 85%   Portsmouth Hospitals NHS Trust 89% 
Royal Surrey County Hospital NHS Foundation Trust 97%   Royal Surrey County Hospital NHS Foundation Trust 100% 
University Hospital Southampton NHS Foundation Trust 94%   University Hospital Southampton NHS Foundation Trust 96% 
Western Sussex Hospitals NHS Foundation Trust 97%   Western Sussex Hospitals NHS Foundation Trust 94% 
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Annual Indicators 
 

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

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

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

Estimated Dementia Diagnosis rate 64.5% 70% 72.3% (YTD Feb 2015) 

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

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

 
 
Quarterly Indicators 
 

CCG Based Indicators 
Q1 2014/15 Q2 2014/15 Q3 2014/15 Q4 2014/15 

Target Value Target Value Target Value Target Value 

Reducing avoidable emergency admissions (NHS Portsmouth CCG) 368.25 Data not yet 
available 368.25 Data not yet 

available 368.25 Data not yet 
available 368.25 Data not yet 

available 
Incidents of C.Diff (NHS Portsmouth CCG) 10 10 9 21 9 11 11 10 
Incidents of MRSA (NHS Portsmouth CCG) 0 0 0 0 0 1 0 0 
IAPT: People Entering Treatment (NHS Portsmouth CCG) 3.75% 4.2% 3.75% 4.3% 3.75% 3.6% -- - 
IAPT: People Moving to Recovery (NHS Portsmouth CCG) 50% 51.4% 50% 49.7% 50% 52.2% - - 
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National Indicator 
 

Indicator BASELINE 2013-14 Last Update Current Target Current Value RAG status 
NON-ELECTIVE ADMISSIONS: Total non-elective 
admissions into hospital (general and acute) all age per 
100,000 of population (Portsmouth) 

4,871 Q4 2014/15 4,686 4,413  

RESIDENTIAL ADMISSIONS: Permanent admissions of 
older people (aged 65 and over) to residential and nursing 
care (Portsmouth) 

747.9 2014/15 729.1 640  

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

81.8 2014/15 83.3 76.9  

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

251 Q4 2014/15 147.2 184.8  

PATIENT/SERVICE USER EXPERIENCE METRIC 
(Portsmouth) Not yet determined Not yet determined Not yet determined Not yet determined - 
 
 
Local Indicator 
 

Indicator BASELINE 2013-14 Last Update Current Target Current Value RAG status 
LOCAL METRIC: The proportion of adult social care 
users that have as much social contact as they like 
(Portsmouth) 

42 2014/15 47 Data not yet 
available 

Data not yet 
available 

 
  
 
 
 
 
 
 

Annex 3 – Better Care Fund  
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Risk 
  

Mitigation 
 

RAG 
rating 

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

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

 

Amber 

Size of QIPP challenge and pace of change. 

  

Robust monitoring to ensure QIPP on target. Historical success of 
delivering QIPP. Use of 2% non-recurring fund to support system 
reconfiguration and contingency will provide further risk mitigation if 
necessary. 

 

Amber 

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

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

 

Amber 

2015/16 Estate Costs – risk that NHS Property Services will change their 
methodology for cost allocation. 

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

 

Green 

 

Annex 4 – Financial Risk Rating  
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Measure 

Status  
% of Quality Premium Financial Value for CCG 

National Measures 

Preventing People from Dying Prematurely  15%  

Improving Access to Psychological Therapies  15%  

Avoidable Emergency Admissions  25%  

Patient Experience  15%  

Improved Reporting of Medication Safety Incidents  15%  
Local Measure    

Reducing Respiratory Non-elective Admissions  15% 
 

 

  Total  
  

 
 
 

 

NHS Constitution (Provider level) Status % of Quality Premium Financial Value for CCG 

RTT Incomplete - PHT level  25% 
 

A&E waits - PHT level  25%  

Cancer 2 week waits - PHT level  25% 
 

Red 1 Ambulance Response - SCAS level  25%  
    

  Total  

 

Annex 4 – Quality Premium  
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Introduction and Context 

Introduction 
• This presents the CCGs 

Opening Budget for 
2015/16 

 
• It sets out how the CCG 

intends to spend its 
allocation in 2015/16 
 

• Based upon 2015/16 
National Planning Guidance 

 
 

Context 
• Local Health System – 

financially challenged 
• Integrated working across 

all partner organisations 
• Compact agreement with 

local CCGs 
• Running costs to be kept 

within reduced threshold 
• Addressing Better Care 

Fund 

1 
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Budget Setting Principles 

2 

• Budgets to be as realistic as possible 
• Constructed within CCG Allocation limits 
• Expenditure on CCG running costs within target set (10% 

reduction) 
• Reflects 1% surplus and 0.5% 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 

• 2015/16 Budgets to be ‘signed-off’ 
• Subject to the CCGs Detailed Financial Policies 
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Financial Summary 
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        Financial Summary 2015/16 
  £m 
 Resources:   
  Recurrent baseline allocation 244.0 
  Running Costs allocation 4.7 
  Increase to recurrent baseline allocation 10.4 
  Non-Recurrent Allocation 1.0 
  Better Care Fund 4.1 
  Surplus repayment 3.1 
 Total Resources 267.3 
    
 Expenditure:   
  Opening recurrent baseline expenditure 240.9 
  Inflationary pressures 1.1 
  Population & demand 6.0 
  Non Recurrent Expenditure 3.3 
  Better Care Fund   
  - Carers 0.4 
  - Reablement 1.2 
  - Health & Social Care transfer from NHS England 4.1 
  - Additional Better Care Fund 3.8 
  QIPP Investments 1.0 
  Reserves & Investment 8.2 
  Contingency 1.3 
 Total Expenditure 271.3 

  QIPP (including Prescribing & Running Cost savings) 6.7 
    
 Surplus  2.7 
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2015/16 Opening Budgets  

     Annual 
    Budget 
    £'m 

Acute Commissioning 

Portsmouth Hospitals 107.3  
University Hospital Southampton FT 2.3  
Western Sussex Hospitals 0.6  
Hampshire Hospitals FT 0.2  
Salisbury Healthcare 0.1  
London Providers 1.1  
Spire Healthcare 1.0  
South Central Ambulance 6.9  
Clinical Assessment and TCs 5.3  
NCAs / OATs 1.9  
Other Acute Commissioning 1.0  

Mental Health 
Commissioning 

Solent NHS Trust (MH) 24.6  
Southern Healthcare FT (MH) 0.3  
Other Mental Health Commissioning 5.0  

Community Health 
Commissioning 

Solent NHS Trust (Community) 25.2  
Southern Healthcare FT (Community) 0.4  
Joint Equipment Store 0.8  
Ophthalmology Pilot 0.0  
Wheelchair Service 0.3  
AQP Providers 0.4  
Carers & Hospices 0.7  

Primary Care 
Commissioning 

Practice Primary Care Prescribing 32.0  
Local Enhanced Services 1.0  
111 Service 0.5  
OOH (Care UK) 1.4  

Continuing Care 
Adult Continuing Care 12.9  
CHC Children 1.2  
Funded Nursing Care 1.9  

Other Commissioning 

Reablement 1.2  
Recharges NHS Property Services Ltd 1.1  
Programme Projects 0.4  
IVF / IFR 0.1  
BCF 0.0  
Other Commissioning 2.3  

Other Commissioning 
HQ / Directorates, Agency & Assurance 3.2  
CSU Charges 1.2  
Estate Management 0.3  

Centrally Managed 
Programmes 

Commissioning Reserve 18.5  
Surplus Reserve 2.7  

  Total NHS Portsmouth CCG 267.3  
4 
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Investments and Contingencies 
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  2015/16 2015/16 2015/16 
£m £m £m 

  Committed Available Total 
Mental Health Investment 1.0 1.0 

Winter Pressures 1.2 1.2 

Investment in QIPP Schemes 0.6 0.4 1.0 

Non-Recurrent Surplus  Drawdown (not confirmed) 0.6 0.6 

BCF Investment 1.9 1.9 3.8 

1% Non-Recurrent 2.7 2.7 

Contingency (0.5% of Allocation) 1.3 1.3 

Non-Recurrent Transformation 2.2 2.2 

BCF Pass Through 4.1 4.1 

Five Year Forward View Schemes 0.6 0.6 

Total 11.8 6.7 18.5 

 
 

• The reserves shown are after making 
some allocations as part of the contract 
negotiation process for 15/16  
 

• Reserves are only available if QIPP 
delivered 
 

• The majority of the 1% Non-Recurring is 
committed, i.e. CHC risk pool contribution 
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Key Points 
Issue 
• Contracts 

 
 
 

 
• QIPP 

 
 

• Better Care 
Fund 

Progress 
• Solent  – signed  
• Portsmouth Hospitals – signed 
• South Coast Ambulance Services – still in negotiation 
• Other contracts – still in negotiation 

 
• Plans continue to be updated and assessed for robustness 

and deliverability, >90% of value identified 
 
• Planning is making good progress with relevant stakeholders 

involved.  Section 75 Agreement signed, with likely contract 
variation in June, Portsmouth City Council currently holding 
the BCF Pooled Fund    

6 
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Key Risks and Mitigation 
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Risk Mitigating Action RAG 
rating 

Better Care Fund – transition slower than required and 
achieving performance targets. 

Better Care Fund Steering group governance arrangements.  CCG 
additional funding to pump prime schemes in 2014/15 

Size of QIPP challenge & pace of change. Robust monitoring to ensure QIPP on target. Contingency will provide 
further risk mitigation if necessary. 

Legacy financial position of the South East Hampshire 
system remains challenging. 

Continue to work with neighbouring CCGs and local providers to 
ensure health system recovers any underlying issues.  Compact with 
SE Hants and F&G CCG’s.  Change in contracting approach. 

  

2015/16 Contract negotiations – not yet concluded for 
some providers (i.e. SCAS) 

CCG updated regularly on progress.  Use of reserve for emergent risk.  

Continuing HealthCare – legacy/retrospective claims not 
yet finalised.  NHS England guidance for CCGs to set aside 
future funding. 
 

CCG has set aside requested value from 1% non-recurrent reserve 
into central risk pool. 

Quality Premium milestones not achieved. Milestones to be monitored and actions taken to rectify as necessary.  
Investment against allocation to be non-recurring. 
 

  

CCG does not receive drawdown requested from 14/15 CCG would need to reduce investments accordingly 
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Recommendations 

• The Governing Board is asked to: 
• Approve the 2015/16 Opening Budgets amounting to £267.3m, 

with a planned surplus of £2.7m, and a QIPP requirement of 
£6.7m 

• Note the key points 
• Note the risks and mitigations 



 
 

 

GOVERNING BOARD 
 

Date of Meeting 20 May 2015 Agenda Item No 7 
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A proposed annual work programme has been developed for 
2015/16 for the work of the Governing Board. This has been 
contracted from the CCGs Constitution, Standing Orders and taking 
into account those matters delegated to its committees.  
 
The work programme allows the CCG to forward plan the Governing 
Board’s business and ensure that the full duties of the Governing 
Board are contained within the annual programme.  
 
Clearly it is a flexible programme and will change in order to meet 
the needs of the CCG and its business cycle.  
 
 
 

Recommendations/ 
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The Governing Board is requested to approve the proposed work 
programme. 

Author Tracy Sanders, Chief Strategic Officer 

Sponsoring 
member Dr Tim Wilkinson, Chair of the Governing Board 

Date of Paper 29 April 2015 

 



 

Governing Board Annual Work Programme 
 

Governing Board Work Programme 2015/16  

What Lead (management 
lead) 

When May Jul Sept Nov Jan Mar 
20 15 23 25 20 16 

Governing Board Work Programme Chair (CSO) Annual x      
Declarations of interest Chair Every x x x x x x 
Minutes of previous meeting * Chair (CSO) Every x x x x x x 
Minutes from AGM and PMF Chair (CSO) Annual   x    
Approved minutes:         

• Audit Committee* LM-Governance (CFO) Follows AC  x  x x  
• Remuneration Committee* LM-Workforce (CFO) Follows RC   x  x  
• Clinical Strategy Committee* CO (COO) Every x x x x x x 
• Health and Well Being Board COO Every x x x x x x 

Chief Clinical Officers Report CO (COO/CSO) Every x x x x x x 
Integrated Performance Report CFO Every x x x x x x 
Governing Board Assurance Framework 
(strategic risk) 

LM-Governance (COO) Follows AC  x  x x  

Sustainable Development Management Plan 
Annual Report 

CFO Annual      x 

Complaints Annual Report COO Annual  x     
Register of Interests CSO When changes x x x x x x 
Patient Story COO Every x x x x x x 
Commissioning Strategy – Updates or review COO Annual  x     
Operating (annual commissioning) Plan CFO Annual  x     
Urgent Care Strategy CCO (COO) As req’d  x     
Annual Report CCO (CFO) Annual  x (AGM)     
Financial Strategy and Budget Setting CFO Annual      x 
Opening 2015/16 Budgets CFO Annual x      
Commissioning Decisions & Reports* COO As req’d x x x x x x 
Guildhall Walk Intentions COO As req’d  x     
Primary Care Delegated Commissioning COO As req’d x x x x x x 



 

Governing Board Annual Work Programme 
 

What Lead (management 
lead) 

When May Jul Sept Nov Jan Mar 
20 15 23 25 20 16 

Decisions & Reports* 
Primary Care Delegation Agreement Cl Exec (EF) (COO) Annual x      
Procurements/Business Cases reserved to the 
GB* 

COO/CFO As req’d X x x x x x 

Audit Committee Annual Review LM-Governance (CFO) Annual   x    
National Stakeholder Survey Results Chair (CSO) Annual  x     
Staff Survey Results LM- Workforce (CSO) Annual      x 
Equality & Diversity Annual Report COO Annual      x 
Patient Engagement Annual Report Lay Member (PPE) 

(COO) 
Annual  x     

Organisational Development Strategy 2016 -  CO (CSO) 5 yearly      x 
Governance Arrangements and underpinning 
policies, procedures and terms of reference as 
reserved to the GB 

Chair (CSO) As req’d (none 
currently 
identified 15/16) 

      

 
* Items marked with asterisks may need to be part of part 2 business (confidential) rather than part 1 (public) 
 
TS/29.04.15 
 G:\PCCG - Meetings\Governing Board\Meetings 2015_2016\Governing Board Draft Work Programme 15.16.docx 
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1. INTRODUCTION 

1.1. The purpose of the Equality Delivery System 2 (EDS2) update is to report on progress in 
respect of delivering ED2S within the CCG since its first EDS2 report in January 2014.   
This is provided in the legislative context and process used.   
 

1.2. EDS2 is a system that helps NHS organisations review and improve their performance 
for people with characteristics protected by the Equality Act 2010. This is in respect of 
the services we provide to our local communities and to provide working environments, 
free of discrimination, for those who work for us.   EDS2 can also help NHS 
organisations to deliver on the Public Sector Equality Duty (PSED).   

 
1.3. EDS2 implementation is explicitly cited within the CCG Assurance Framework and is a 

key requirement for all NHS Clinical Commissioning Groups.  In April 2015 it became 
mandatory for provider organisations through the NHS standard contract.   

 
1.4. The EDS2 outcomes support the themes of and deliver on the NHS Outcomes 

Framework, NHS Constitution and Care Quality Commission key inspection questions 
set out in “Raising standards, putting people first – Our strategy for 2013 to 2016”.  The 
outcomes and gradings identify which national policy initiatives each outcome relates to 
and helps to deliver.   

 
2. LEGISLATIVE CONTEXT 

2.1. The Equality Act 2010 replaces previous anti-discrimination legislation (such as the 
Race Relations Act 1976 and the Disability Discrimination Act 1995).  It simplifies and 
strengthens the law, removing inconsistencies and making it easier for people and 
organisations to understand and comply with legislated equality requirements. 
 

2.2. The Equality Act 2010 extends protection to groups not previously covered under 
legislation.  The protected characteristics under the Act are:  age, disability, gender, 
gender re-assignment, race, religion or belief, marriage and civil partnership and 
pregnancy and maternity. 

 
2.3. The PSED comprises a general equality duty which is supported by specific duties.  The 

general equality duty states that public authorities must, in the exercise of their 
functions, have due regard to the need to: 

 
• Eliminate unlawful discrimination, harassment and victimisation. 
• Advance equality of opportunity between different groups. 
• Foster good relations between different groups. 

 
2.4. The specific duties require organisations with more than 150 employees to publish 

equalities information to demonstrate compliance with the general equality duty at least 
annually.  This does not apply to Portsmouth CCG as it employs less than 150 staff.   
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2.5. Under the Health and Social Care Act 2012, the CCG also has a duty to have regard to 
the need to: 

 
• Reduce inequalities between patients with respect to their ability to access health 

services; and 
• Reduce inequalities between patients with respect to the outcomes achieved for 

them by the provision of health services. 
 

3. PROCESS 

3.1. The CCG under took self-assessment of its achievements against the eighteen 
outcomes grouped under the four EDS2 goals (Appendix 1) in December 2015.  These 
were published on the CCG’s website as part of equalities information reporting in 
January 2015 in the CCG’s Equality and Diversity Report 2014/15. 
 

3.2. Review of that self-assessment Goals 1 and 2 was undertaken by a Panel of local 
people in March 2015.  Protected characteristics represented at the Panel were 
physically disabled, learning disabilities and sensory impaired.  Members of the local 
Bangladeshi community, who had also volunteered their time, were, in the event, unable 
to attend.  Although no comment was received, opportunity to do so was provided by 
submission of the CCG’s self-assessment to a meeting of a Bangladeshi community 
group. Separate feedback from a visit and discussion with people at Portsmouth’s Deaf 
Centre also informed Panel assessment.    

 
3.3. Review against Goals 3 and 4 was undertaken via internal monitoring of workforce 

profiles, CCG processes and feedback from staff surveys.  Two surveys of staff were 
conducted, a staff survey devised by the CCG’s Staff Forum, and a subsequent equality 
and diversity survey based on EDS2 criteria and, with its introduction in April 2015, the 
NHS Workforce Race Equality Standard.  Response to the staff survey was 54.9% of 
staff.  Response to the equality and diversity survey was 14% of staff.  It is recognised 
that the equality and diversity survey was circulated soon after the staff survey and that 
one survey covering all aspects of workforce issues would more likely receive a better 
response.    

 
3.4. The grading system uses red, amber, green and purple: 

 
Red = Undeveloped 
Amber = Developing 
Green = Achieving 
Purple = Excelling 
 

3.5. In line with EDS2 guidance, public and staff/internal assessment of CCG processes is 
the final grading for 2014/15 and on which equality objectives have been devised.   
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4. 2014/15 EDS2 FINDINGS 

4.1. Panel Assessment 
 

4.1..1. The Panel agreed with all but three of the CCG’s self-assessment grading against 
outcomes under Goals 1 and 2.  These were Outcomes 1.2, 1.3 and 2.2. 

 
4.1..2. Goal 1, Outcome 1.2.  The Panel was clear that individual people’s health needs are 

not assessed and met in appropriate and effective ways.  The Panel recommended 
that the CCG implemented quality checks on the services actually being 
commissioned.  This was based on the following: 
 

• Continuing Healthcare and the Better Care Programme focus on older people’s 
care and needed to be broader. 

• Learning Disability passports are not widely understood or used by either 
healthcare providers or by people with learning disabilities. 

• Deaf people are excluded from NHS 111 and it is not advertised that NHS 111 can 
be accessed by, for example, text relay.   

 
4.1..3. Goal 1, Outcome 1.3.  The Panel felt that smooth, well-informed transitions from one 

service to another for people on care pathways was developing rather than achieving. 
The Panel’s view was that there is too much reliance on paperwork for people to 
cope.  Examples given were: 
 
• Visually impaired people are directed by Eye Department staff at Queen Alexandra 

Hospital to the Eye Liaison Officer who may or may not be available and just gives 
more information. 

• People, particularly with physical and learning disabilities, need to be confident to 
cope with both the paperwork and people they are directed to.  The Macular 
Degeneration Group has tried to liaise with the hospital but with no success.   

• Hospitals and social care do not always make sure care packages are in place. 
This was explained through an example of a young man who broke his back and 
who understood a care pathway was in place.  However, for him, nothing seemed 
to happen.  He did receive a wheelchair and was housed in Portsmouth Disability 
Forum’s Rehabilitation Flat.  However, over the next few months, nothing 
happened.  This was with the exception of district nursing when pressure sores 
developed because the wheelchair was not suitable for him.   

• Wheelchair users stated that they waited long periods of time for review at 
specialist hospitals, such as Salisbury. They also stated that they are informed that 
Portsmouth does not commission specialist wheelchair cushions from the specialist 
hospitals.    

• A GP will refer a learning disabilities person to the Kestrel Centre for Learning 
Disabilities which then informs them they do not meet their criteria. 
  

4.1..4. Goal 2, Outcome 2.2.  The Panel felt that informing people and supporting them to be 
as involved as they wish to be in decisions about their care was developing rather 
than achieving.  The rationale for this decision was: 
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• Healthwatch Portsmouth, the Panel felt, was not effective. It is perceived as desk 

bound and not interested in engaging with people.  The Panel stated that physical 
and sensory impaired groups have tried to engage with Healthwatch but with no 
success.   

• Portsmouth Self Advocacy was replaced by Choices Advocacy 3 years ago. 
• Alternative formats are not available on request. For example, letters and other 

information provided in large print, Easy Read, electronically, by email. Reasons 
given were cited as no staff capacity, issues with printers and unable to send 
emails because of Data Protection Act requirements.  Two Panel members asked 
why GPs and hospitals cannot send text reminders when dentists can. 

• Visually impaired and learning disabilities people have particular problems seeing a 
GP.  The former because of the reliance on visual notification, the latter because 
they are often not identified as having a learning disability. People with learning 
disabilities, it was explained, find it difficult to understand when they are not seen at 
the exact time they are given for their appointment, and so do not wait.   

• More intervention is needed for those with sensory impairment where leaflets are 
not helpful.   
 

4.2. Internal monitoring of workforce profiles, feedback from staff surveys and CCG 
processes.   
 

4.2..1. Review against internal monitoring, feedback from staff surveys and CCG processes 
indicated a final grade different to that of self-assessment against four outcomes of 
Goals 3 and 4.  These were Outcomes 3.1, 3.2, 3.3 and 3.4. 
 

4.2..2. Goal 3, Outcome 3.1. This has been graded as developing rather than achieving. 
Workforce data at year-end provides age, gender and ethnicity profiles.  Data quality 
is low for staff disability, religion or belief and sexual orientation.  Analysed data on 
diversity of applicants, those short listed and new starters, shows recruitment 
practices slowly leading to a workforce diversity profile that may be better compared 
with the  local population, but still showing 7.5% undisclosed.  White staff are more 
likely to be short-listed (79.1%) than BME staff (13.4%). 
 

4.2..3. Goal 3, Outcome 3.2. This has been graded as achieving rather than excelling.  This 
is in view of the fact that an equal pay audit has not, as yet been conducted.  The 
CCG has taken management of the Electronic Staff Record in-house.  This, with re-
procurement of the HR function, will facilitate review with staff of information held and 
so allow conduct of an equal pay audit. 

 
4.2..4. Goal 3, Outcome 3.3.  In view of the fact that access to learning and development and 

mandatory training requirements has been reviewed during 2014/15, this is felt to be 
developing rather than achieving as new arrangements are put in place and utilised 
by staff.  Audit against the UK Core Skills Training Framework which sets out a range 
of courses all NHS staff must complete needs to take place.  This includes Equality 
and Diversity Awareness training every three years.  Evaluation through the equality 
and diversity staff survey was low.  Adequate assessment could not, therefore, be 
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gauged, as to whether training and development opportunities are taken up and 
positively evaluated by all staff.   
 

4.2..5. Goal 3, Outcome 3.4.  Whilst no cases of grievance, bulling or harassment were 
raised through HR during 2014/15, response to the staff equality and diversity survey 
was too low to adequately assess whether staff do feel free from abuse, harassment, 
bullying and violence from any source.  The low response did report one incident of 
bullying or harassment that they did not report.  Outcome 3.4 was therefore graded as 
developing rather than achieving.   

 
4.3. The full assessment covering CCG self-assessment and Panel and Internal processes 

assessment may be found at Appendix 2. 
 

5. CONCLUSIONS 
 
5.1. A great deal of progress has been made in Portsmouth CCG’s second year of operation 

to provide objective scrutiny of the CCG’s performance against the Goals and Outcomes 
set out in EDS2.  This provides a firm foundation on which to build on achievements so 
far and defines areas to take forward Equality Objectives to be achieved as part of the 
CCG’s commitment to equality, inclusion and human rights as central in the way we 
deliver healthcare services.   
 

6. NEXT STEPS 

6.1. Review of the staff survey will take place for 2015/16.  This will be against the outcomes 
of EDS2 and include questions relating to equality and diversity.  This is especially in 
view of the implementation from April 2015 of the NHS Workforce Race Equality 
Standard.   
 

6.2. The CCG’s review against the final grading determined three equality objectives to take 
forward.  These were: 

 
6.2..1. Improve staff awareness and responsiveness to needs of protected groups.  This was 

set in 2013/14.  Workforce data reports that staff have completed mandatory equality 
and diversity training.  This now needs to be extended to particular areas of work, 
including in ensuring equality impact analyses are adequately completed and 
submitted where required.   
 

6.2..2. Improving access for people with sensory loss.  This will be developed as a project to 
be led within the Quality Team and working with the providers of healthcare from 
which the CCG commissions services as well as patients and the public and their 
representative groups experiencing sensory loss.   
 

6.2..3. Seek out ways of engaging and establishing working relationships with diverse groups 
and communities to ensure the voice of protected groups is heard by and informs the 
work of the CCG.   
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Appendix : NHS Equality Delivery System Goals and Outcomes 
NHS Equality Delivery System: Goals and outcomes 

Goal Narrative  Outcome 
1. Better health 
outcomes for 
all 

The NHS should 
achieve improvements 
in patient health, 
public health and 
patient safety for all, 
based on 
comprehensive 
evidence of needs and 
results 

1.1 Services are commissioned, designed and procured to meet the 
health needs of local communities, promote well-being, and reduce 
health inequalities 
1.2 Individual patients’ health needs are assessed, and resulting 
services provided, in appropriate and effective ways 
1.3 Changes across services for individual patients are discussed 
with them, and transitions are made smoothly 
1.4 The safety of patients is prioritised and assured. In particular, 
patients are free from abuse, harassment, bullying, violence from 
other patients and staff, with redress being open and fair to all 
1.5 Public health, vaccination and screening programmes reach and 
benefit all local communities and groups 

2. Improved 
patient access 
and experience 

The NHS should 
improve accessibility 
and information, and 
deliver the right 
services that are 
targeted, useful, 
useable and used in 
order to improve 
patient experience 

2.1 Patients, carers and communities can readily access services, 
and should not be denied access on unreasonable grounds 
2.2 Patients are informed and supported to be as involved as they 
wish to be in their diagnoses and decisions about their care, and to 
exercise choice about treatments and places of treatment 
2.3 Patients and carers report positive experiences of their treatment 
and care outcomes and of being listened to and respected and of 
how their privacy and dignity is prioritised 
2.4 Patients’ & carers’ complaints about services, and subsequent 
claims for redress, should be handled respectfully and efficiently  

3. Empowered, 
engaged and 
well-supported 
staff 
 

The NHS should 
Increase the diversity 
and quality of the 
working lives of the 
paid and non-paid 
workforce, supporting 
all staff to better 
respond to patients’ 
and communities’ 
needs 

3.1 Recruitment and selection processes are fair, inclusive and 
transparent so that the workforce becomes as diverse as it can be 
within all occupations and grades 
3.2 Levels of pay and related terms and conditions are fairly 
determined for all posts, with staff doing equal work and work rated 
as of equal value being entitled to equal pay 
3.3 Through support, training, personal development &  performance 
appraisal, staff are confident and competent to do their work, so that 
services are commissioned or provided appropriately 
3.4 Staff are free from abuse, harassment, bullying, violence from 
both patients and their relatives and colleagues, with redress being 
open and fair to all 
3.5 Flexible working options are made available to all staff, 
consistent with the needs of the service, and the way that people 
lead their lives. (Flexible working may be a reasonable adjustment 
for disabled members of staff or carers.) 
3.6 The workforce is supported to remain healthy, with a focus on 
addressing major health and lifestyle issues that affect individual 
staff and the wider population 

4. Inclusive 
leadership at 
all levels 

NHS organisations 
should ensure that 
equality is everyone’s 
business, & everyone 
is expected to take an 
active part, supported 
by the work of 
specialist equality 
leaders & champions 

4.1 Boards and senior leaders conduct and plan their business so 
that equality is advanced, and good relations fostered, within their 
organisations and beyond 
4.2 Middle managers and other line managers support and motivate 
their staff to work in culturally competent ways within a work 
environment free from discrimination 
4.3 The organisation uses the “Competency Framework for Equality 
and Diversity Leadership” to recruit, develop and support strategic 
leaders to advance equality outcomes 
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Appendix 2: NHS Equality Delivery System – EDS2 
The refreshed NHS Equality Delivery System (EDS2) was launched in November 2013. It is a toolkit designed to help NHS organisations and 
staff review their performance for people with characteristics protected by the Equality Act 2010 and identify how improvements may be made. 
EDS2 also helps NHS organisations to demonstrate compliance with the public sector Equality Duty (PSED). 
 
The protected characteristics are as follows: 
 

1. Age 
2. Disability 
3. Gender re-assignment 
4. Marriage and civil partnership 
5. Pregnancy and maternity 
6. Race including nationality and ethnic origin 
7. Religion or belief 
8. Sex 
9. Sexual orientation 

EDS2 can also be applied to people from other disadvantaged groups who may experience difficulties in accessing NHS services, including 
people who are homeless or live in poverty, those who are long-term unemployed, people in stigmatised occupations, drug users, and people 
with limited family or social networks or who are geographically isolated. 
 
NHS organisations should assess and grade themselves, and engage local stakeholders in this assessment process, against 18 outcomes of 
importance to people who use, or work for, the NHS. For most outcomes there is just one key question to focus on when grading: How well do 
people from protected groups fare compared with people overall?  

There are four grades: 
 
Undeveloped  If there is no evidence one way or another for any protected group of how people fare or if 

evidence shows that the majority of people in only two or less protected groups fare well 
Developing  If evidence shows that the majority of people in three to five protected groups fare well 
Achieving  If evidence shows that the majority of people in six to eight protected groups fare well 
Excelling  If evidence shows that the majority of people in all nine protected groups fare well 
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CCG self-assessment 

The CCG has assess itself against the EDS2 outcomes, as shown below, and invites comments from stakeholders on all of these outcomes, so 
we can jointly agree grades and identify equality objectives and plans for the future.  

Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

1.1 Services are 
commissioned, 
procured, 
designed and 
delivered to 
meet the 
health needs 
of local 
communities 

Achieving Achieving The Joint Strategic Needs Assessment (JSNA) analyses the 
health needs of the City’s population to inform and guide 
commissioning of health, well-being and social care services.  
The main aim of the JSNA is to accurately assess the health 
needs of the local population in order to improve the physical 
and mental health and wellbeing of individuals and 
communities.  The JSNA informs the City’s Health and 
Wellbeing Strategy. The strategy has five strategic priorities, 
each supported by a set of work streams that specifically 
respond to health and wellbeing needs in Portsmouth that 
have been highlighted through the JSNA. 
 
The City Council’s Equality Impact Assessment (EIA) forms 
(preliminary and full) have been adopted by the CCG.  This 
provides uniform equality analysis across health and social 
care and Public Health. 
 
An audit of CCG policies, procedures and functions has been 
conducted and EIAs are being completed in each area.  Work 
is ongoing.   
 
In addition, completion of an EIA has been included in the 
annual commissioning planning process from 2015/16.  The 
planning template contains the question:  Have you engaged 
with the Equality lead to carry out an Equality Impact 
Assessment (EIA)? Yes/no.  Guidance statement to this is:   
Key Questions – This is split into four key questions, around 

JSNA explained to the 
group and the process of 
equality analysis.  It was felt 
that services were not 
meeting the needs of all 
protected groups.  
However, the approach 
described by the CCG to  
commissioning  working 
with other authorities (eg 
social care, police) as part 
of a Health and Wellbeing 
Strategy and general 
approach to commissioning 
accepted as achieving.   
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

Communications and Engagement, Equality, IG and 
Procurement, the project lead should consider and answer; 
yes or no. Actions should be taken to ensure the right 
processes are followed, depending on the answers to these 
questions. 
 
The CCG’s Chair who is an Executive Member, leads on 
public engagement for the CCG, working closely with the 
CCG’s Primary Care Engagement Team as well as member 
practices. 
 
The CCG shares a Communications and Engagement Team 
with Fareham and Gosport and South Eastern CCGs.  
Equality analysis is undertaken of that team’s strategy and 
engagement undertaken with the CCG’s population on a 
variety of health care issues to include provision of IVF and 
care of the elderly.   
 
The health and social care Integrated Commissioning Unit’s 
Service User Involvement Officer leads engagement work 
with service users and the public.  This includes those 
specifically from protected groups to include learning 
disabilities and mental health services clients and veterans.  
The Unit has established good links with local groups and 
good mechanisms for involving service users in service 
reviews. 

1.2 Individual 
people’s 
health needs 
are assessed 
and met in 
appropriate 

Developing Undeveloped The Continuing Healthcare Team is responsible for assessing 
whether an individual is eligible for NHS Continuing 
Healthcare funding. This integrated health and social care 
team carries out assessments and reviews for all individuals 
in accordance with national principles.  
 

It was felt that this was 
under-developed. The 
group recommended that 
the CCG implemented 
quality checks on the 
services actually being 
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

and effective 
ways 

The Better Care Programme was launched during 2014.  This 
is a 5-year transformational plan.  It aims to join up health and 
social care support for older or vulnerable people in 
Portsmouth.  The CCG is contributing £30 million of existing 
funds to Better Care over the next 2 years.  The City Council, 
NHS, GPs and the voluntary sector will work closely together 
to use their resources to provide the best possible support for 
each individual to live as independently as possible for as 
long as possible.   
 
The themes of Better Care are resonated in the CCG’s 5-year 
Strategic Plan, 20/20 Vision”.  This has been developed with 
local stakeholders.  It has 4 priorities which have been 
chosen to reflect the whole spectrum of health needs in the 
City and apply equally to children and adults.  
http://www.portsmouthccg.nhs.uk/search.htm 

commissioned.  This was 
based on the following: 
• The group felt that 

Continuing Healthcare 
and the Better Care 
Programme focused on 
older people’s care and 
needed to be broader. 

• Learning Disability (LD) 
Passports not widely 
known about by either 
providers or LD people.   

• Deaf people excluded 
from NHS 111 and it is 
not advertised this can 
be accessible for them 
by, for example, text 
relay. 

1.3 Transitions 
from one 
service to 
another, for 
people on care 
pathways, are 
made 
smoothly with 
everyone well-
informed 

Achieving Developing Clear care pathways are in place in most areas, with smooth 
transitions between services, in particular acute 
commissioning for the elderly, learning disabilities, maternity 
and midwifery and safeguarding children. 
 
Service specifications of provider contracts clearly set out the 
requirement for transition arrangements which are then 
monitored as part of formal contract monitoring.  These 
include transition of children to adult services, acute to 
community care, particularly of older people, and where 
routine screening at the NHS Treatment Centre shows 
complication or malignancy and the patient’s care is 
transferred to the Acute Trust.   
 

The group were clear that 
the CCG was developing 
and not achieving.  Patients 
informed of what to do next 
via paperwork.  There is too 
much paperwork to cope 
with.  For example: 
• Visually Impaired (VI) 

attending QAH directed 
to Eye Liaison Officer 
who may or may not be 
available and just gives 
more information. 

• You need to be 
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

GPs are involved in the development of care pathways and 
there are good mechanisms for sharing information including 
PIP (GP intranet) and regular GP commissioning events 
 
Pilot schemes being run under the Better Care Programme 
include establishing a voluntary sector post in joined up 
health and social care team to run a “Care Navigators” 
service in the City.  This will provide support to individuals 
and their family and carers by helping them understand the 
health and social care systems as they recover from a period 
of illness.  These advisors will help people access the right 
services to meet their needs and be confident in re-joining 
their community.  Another pilot is providing increased support 
in nursing homes and extra care accommodation for 
residents who have become more unwell so that they can get 
the right treatments without needing to transfer to hospital.   
 
Work has begun on developing a single assessment tool 
between health and social care with a pilot in the north of the 
City.  The aim is to have 3 integrated locality teams to include 
a GP, social care staff, community nursing, community 
geriatrician, older people’s mental health, therapists and 
voluntary sector.  

confident to cope with 
both the paperwork and 
the people you are 
directed to. The Macular 
Degeneration Group 
has tried to liaise with 
the hospital, but with no 
success.   

• Hospitals and social 
care don’t make sure 
care package is in 
place.   

• GP refers LD person to 
Kestrel Centre which 
then says they don’t 
meet the criteria. 

• Care pathway does 
work if you are sent to a 
specialist hospital, like 
Stoke Mandeville, but 
Portsmouth do not seem 
to have that sort of 
transition: 
o Young man is 

currently in PDF 
rehab flat.  He broke 
his back a while ago, 
could not return 
home because of 
wheelchair access 
issues.  Was told 
pathway in place, 
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

but nothing has 
happened.  He 
received a 
wheelchair that 
resulted in pressure 
sores incurring DN 
intervention which 
has gone on for 
some months.   

o Wheelchair users 
wait long periods of 
time for review at 
Salisbury and cannot 
have, for example, 
appropriate 
cushions.  This is, 
they are told, 
because Portsmouth 
will not pay for the 
service and aids. 

1.4 When people 
use NHS 
services their 
safety is 
prioritised and 
they are free 
from mistakes, 
mistreatment 
and abuse 

 

Achieving Achieving The CCG and its main providers have registered to undertake 
projects under the Government’s Sign up to Safety initiative.  
Sign up to Safety was launched on 24 June 2014 with the aim 
of establishing and delivering a single vision for the whole 
NHS to become the safest healthcare system in the world.  
This involves taking all activities and programmes that each 
organisation currently owns and aligning them with this single 
common purpose.   
 
Quality schedules of provider contracts include patient safety 
and these aspects of care are monitored on a monthly basis, 
except for the NHS Treatment Centre where monitoring is 

Agree achieving.  An 
update on Sign up to Safety 
and information about what 
this means locally was 
requested.   
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

quarterly.  Patient safety is covered under: 
• Safe recruitment and retention practices to include 

appropriate supervision and mandatory training as 
appropriate to staff roles 

• Safeguarding children 
• Safeguarding vulnerable adults 
• Serious Incident Reporting (national and local) 
• Organisational learning. 
• Infection Prevention – health care acquired infections and 

environment.   
1.5 Screening, 

vaccination 
and other 
health 
promotion 
services reach 
and benefit all 
local 
communities 

NA See comments These services are the responsibility of Public Health, NHS 
England Local Area Teams and primary care, rather than 
being commissioned by the CCG. 

Whilst not a CCG criteria, 
the Panel wished the 
following to be noted: 
• Unless elderly LD 

people have a carer 
who looks at their mail, 
they do not access the 
‘flu vaccination. 

• One wheelchair user 
received a letter about 
the ‘flu vaccination and 
when she tried to book 
this at the surgery her 
eligibility was 
questioned by the staff. 

2.1 People, carers 
and 
communities 
can readily 
access 
hospital, 
community 

Achieving Achieving The NHS Constitution clearly states that access to NHS 
services is based on clinical need, not an individual’s ability to 
pay. Everyone has a right to access services and will not be 
refused access on unreasonable grounds.  To assist in cases 
where an individual seeks treatment that is not normally 
provided by the NHS, application may be made to an 
Individual Funding Request (IFR) Panel.  

The Panel agreed to 
achieving with reservations.  
Access to health care as 
per the NHS Constitution 
and via IFR Panel was 
equitable across all 
characteristics.  However, 
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

health or 
primary care 
services and 
should not be 
denied access 
on 
unreasonable 
grounds 

  
CCG patient experience reports are analysed quarterly.  As 
part of quality monitoring of provider contracts, providers are 
required to evidence actions taken and how learning is 
embedded in the organisation.  Providers are also required to 
ensure no barriers exist to health care where English is not 
their first language and/or they have communication 
difficulties such as hearing, oral or learning disabilities.   
 
Surveys of the local population are also conducted 
periodically to elicit people’s view on access to services.  The 
results of these surveys have resulted in the publication of a 
guide to everyday health services: “What to know… and 
when to go”.  This is available in hard copy and on line and 
has been the subject of media interest.  In early 2015 a major 
campaign on accessing NHS services at the right time and in 
the right place is being launched via Wave FM which has 
been identified as the most popular radio station in the 
locality.  In addition, a series of animated videos is being 
launched this Winter depicting a character, Ed, as part of the 
local NHS’s continuing efforts to keep the Emergency 
Department for those people who most need it.  The videos 
are being produced by a local company working with a small 
group of Media Faculty students from the University of 
Portsmouth.   

The Panel had issues about 
how the CCG engages with 
communities across the 
City.  No Panel member 
was aware of “What to 
know.. and when to go”.  
Individuals said they were 
sometimes informed of 
surveys, eg an impending 
survey on wheelchairs, but 
receive no further 
information on how, when 
etc until the results are sent 
to PDF. Members felt there 
was a reliance on the 
internet.  The CCG needs to 
advertise.  Suggestions as 
to how people access 
information were: 
• Flagship 
• GP surgeries 
• Community Centres 
• Libraries 
• Post Offices 
• Disability services 

centres. 
 

2.2 People are 
informed and 
supported to 
be as involved 
as they wish to 

Achieving Developing Involving people in decisions about their care remains a top 
priority for the CCG. Community providers are being 
supported to deliver person centred care with incentive 
schemes.   
 

The Panel felt this was 
developing. Members were 
quite upset about this 
aspect of EDS: 
• Healthwatch Portsmouth 
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

be in decisions 
about their 
care 

Advocacy is available for people with learning disabilities and 
mental health and substance misuse issues such as 
Portsmouth Self Advocacy Group and Portsmouth Advocacy 
and Appropriate Adult Services.  Support and advice through 
the NHS Complaints process is also offered by Healthwatch 
Portsmouth to all people in the City.   
 
Interpreting services are available for provider services, 
including GPs, to ensure those whose first language is not 
English or who have communication difficulties are supported 
and involved as they wish in decisions about their care.   
 
Personal Health Budgets are offered to adults who are 
eligible for Continuing Health Care and children who are 
eligible for Continuing Care.  This is an amount of money to 
support a person’s identified health and wellbeing needs, 
planned and agreed between the individual and their local 
NHS.   

was “useless”, “desk 
bound” and not 
interested in engaging 
with people. Physical 
and sensory impaired 
groups had tried to 
engage with 
Healthwatch but with no 
success. 

• Portsmouth Self 
Advocacy was replaced 
by Choices Advocacy 3 
years ago. 

• Alternative formats are 
not available on request.  
Excuses include no staff 
capacity, issues with 
printers and can’t send 
emails because of the 
Data Protection Act. If 
dentists and some GPs 
can send text 
reminders, why can’t all 
GPs and hospitals? 

• VI and LD people have 
particular problems 
seeing a GP.  The 
former because of the 
reliance on visual 
notification – why can’t 
they call out your name? 
– the latter because 
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

they are often not 
identified as LD and 
their inability to wait for 
more than a few 
minutes is not 
recognised. 

• Easy Read letters are 
not provided.  (Easy 
Read letters cited as 
used by GPs in SE 
Hampshire.) 

• More intervention is 
needed for those with 
Sensory impairment 
where leaflets are 
useless. 

2.3 People report 
positive 
experiences of 
the NHS 

Developing Developing The CCG is working closely with providers to produce regular 
qualitative patient experience data.  This includes the Friends 
and Family Test which is being rolled out across the NHS 
having been initially implemented in in-patient areas and the 
Emergency Department.   
 
Quality schedules for 2014/15 provider contracts are being 
reviewed to ensure compliance with an annual audit by each 
provider with S149 of the Equality Act and S6 of the Human 
Rights Act.  This includes evidence that reasonable 
adjustments are made where service users, carers and legal 
guardians do not speak English or who have communication 
difficulties.   
 
Feedback to the CCG is encouraged via social media and the 
CCG’s website.  Links are also being forged with community 

The Panel could not really 
comment on this aspect of 
care.   
 
Visually Impaired people do 
not access social media. 

Healthwatch Portsmouth 
was not considered an 
effective organisation. 

Members were not aware of 
the Friends and Family 
Test, but will look out for it 
in GP surgeries.   

The Panel queried feedback 
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

groups such as Healthwatch Portsmouth. on positive experience, but 
acknowledged people do 
thank healthcare staff.   

2.4 People’s 
complaints 
about services 
are handled 
respectfully 
and efficiently 

Achieving Achieving All complaints are dealt with in line with NHS Regulations 
2009.  In addition, the CCG’s Complaints Policy was updated 
in 2014 to a Complaints, Concerns, Comments and 
Compliments Policy.  It includes specific guidance for all staff 
on treating people with dignity and respect, including those 
staff about whom a complaint has been made.  An EIA has 
been completed on this policy. 
 
Mandatory training for complaints staff includes safeguarding 
(children and adults).  The service seeks to ensure it 
responds and listens to complainants appropriately and 
makes services better for everyone.  An “About You –
ensuring services are improved for everyone” form was 
agreed and has been included in complainant letters since 
the Summer 2014 with a pre-paid reply envelope. It is 
anonymous and explanation acknowledges that the 
information, which covers the protected characteristics under 
the Equality Act 2010, is sensitive.  Assurance is provided as 
to confidentiality.   

The Panel wasn’t 
completely comfortable with 
“achieving”.  How to 
complain was an issue for 
all Panel members.  Also, 
who do you complain to 
about different aspects of 
care? 
 
Members wanted to know 
where to find the forms to 
complete to complain.  
When it was explained that 
this can be done verbally 
and verified with the 
individual, some members 
asked if the CCG would 
inform GP staff of this fact. 
 
It was felt that those 
mechanisms in place were 
for the knowledgeable and 
confident few.   
 

3.1 Fair NHS 
recruitment 
and selection 
processes lead 
to a more 

Achieving Developing The CCG advertises jobs and processes applications via 
NHS Jobs.  All applicants are asked equalities monitoring 
questions covering 7 of the 9 protected characteristics.  
Equalities information for successful candidates is recorded 
on an Electronic Staff Record System.  Applicants have the 

Workforce data at year-end 
provides age, gender and 
ethnicity profiles. Data 
quality is low for staff 
disability, religion or belief 
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

representative 
workforce at all 
levels 

option not to disclose equalities information.   
 
The CCG employs 78.9 whole time equivalent staff 59.6% 
described themselves as White British. This compares with 
88% of the population of Portsmouth.  27.6% of CCG staff did 
not disclose their ethnic origin.  
 
Of all staff (part and full time) the majority are female, with 
female staff outnumber male by 35%.  This compares with 
ONCS data which shows a 50/50 split in females to males in 
the City as a whole.  
 
The CCG will be requesting the possibility of analysis of 
applicants to vacant posts by protected characteristic where 
this information is available.   

and sexual orientation.   
 
Analysed data about the 
diversity of applicants, 
those short listed and new 
starters, shows recruitment 
practices slowly leading to a 
workforce diversity profile 
that may be better 
compared with the local 
population, but still showing 
7.5% undisclosed.  White 
staff are more likely to be 
short-listed (79.1%) than 
BME staff (13.4%).    
 
From April 2015 the CCG 
has re-structured its 
procurement processes and 
this will be reviewed in line 
with consistent and fair 
recruitment practices. 

3.2 The NHS is 
committed to 
equal pay for 
work of equal 
value and 
expects 
employers to 
use equal pay 
audits to help 
fulfil their legal 

Excelling Achieving CCG employee contracts are in accordance with NHS 
Agenda for Change. Agenda for Change was introduced in 
October 2004 to ensure that pay in the NHS is consistent with 
the requirements of equal pay law.  This is a national job 
evaluation scheme and complies fully with anti-discrimination 
legislation. 

During 2014 the CCG has 
reviewed its recruitment 
practices to include in-
house management of the 
Electronic Staff Record 
(ESR).  Review of ESR data 
will allow for an equal pay 
audit during 2015.   



 

       19 of 25 

Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

obligations 
3.3 Training and 

development 
opportunities 
are taken up 
and positively 
evaluated by 
all staff 

 

Achieving Developing CCG staff attend mandatory training in accordance with their 
post requirements.  In addition, individual development is 
discussed as part of annual appraisals for all staff who are 
encourage to identify and follow up training opportunities as 
well as those identified as part of ongoing development by 
their line manager.   

Access to Learning and 
Development and 
mandatory training 
requirements have been 
reviewed during 2014/15 
and re-procured through the 
Local Authority.  Audit 
against the UK Core Skills 
Training Framework which 
sets out a range of courses 
all NHS staff must complete 
needs to take place.  This 
includes Equality and 
Diversity Awareness 
training every three years.   
 
The CCG conducted an 
internal staff survey in 
2014/15.  Only 14% of staff 
responded to this question.  
Therefore, while 100% of 
responders were able to 
take up identified training, 
learning or development, 
this was not representative 
of the entire workforce.   

3.4 When at work, 
staff are free 
from abuse, 
harassment, 
bullying and 

Achieving Developing The CCG’s Grievance, Bullying and Harassment Policy sets 
out the CCG’s commitment to encourage free communication 
between employee and manager to ensure questions and 
problems arising in the course of employment can be aired 
and, where possible, resolved quickly and to everyone’s 

No cases of grievance, 
bullying or harassment were 
raised through HR during 
2014/15. 
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

violence from 
any source 

 

satisfaction. The policy sets out informal and formal 
procedures for investigating and resolving claims of 
grievance, bullying and harassment. 
 
The CCG procures Occupational Health and Wellbeing 
services from Solent NHS Trust which accepts self-referrals 
and offers stress management advice and Stress Buster 
sessions.   
 
CCG staff have access to Right Management Employee 
Assistance Programme which provides free confidential 
support, information, coaching and counselling and is 
available 24 hours a day, 365 days a year.    

The CCG conducted an 
internal staff survey during 
2014/15.  The number of 
responders was low and so 
not significant.  However, of 
those who did respond, nee 
reported having 
experienced harassment, 
bullying or abuse which 
they did not report.   
 

3.5 Flexible 
working 
options are 
available to all 
staff consistent 
with the needs 
of the service 
and the way 
people lead 
their lives 

 

Excelling Excelling The CCG is committed to providing equal opportunities for all 
staff and supports flexible working practices.   It seeks to help 
employees balance the demands of domestic and work 
responsibilities, particularly at times of urgent and unforeseen 
need, providing paid or unpaid leave as appropriate. 
 
The CCG’s Leave Policy and Flexible Working Guidance 
aims to maintain consistent management practice in 
determining fair and reasonable provision of leave.  It 
includes guidance on flexible working arrangements and the 
responsibilities of each party. 
 
 

The CCG has flexible 
working guidelines in place 
for managers and staff to 
use.  Currently individual 
staff discuss and agree 
flexible working with their 
line manager.  Information 
is not available from staff 
about how flexible working 
arrangements are 
implemented in teams.   

3.6 Staff report 
positive 
experiences of 
their 
membership of 
the workforce 

Achieving Achieving The staff survey 2013/14 achieved a 59% response rate.  In 
the main these staff reported positive experiences of their 
membership of the workforce: 
• 85% felt well informed about the activities of the CCG 
• 88% agreed that the CCG values and promotes the 

importance of staff wellbeing 

The staff survey 2014/15 
achieved a slightly lower  
response rate of 54.9%. In 
the main, positive 
experiences of membership 
of the workforce were, 
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

• 88% felt listened to 
• 90% agreed with the statement that the CCG is making a 

difference for patients 
• 92% felt the CCG was focused on the needs of patients 
• 90% felt the CCG was a challenging but fair organisation 
 
The CCG will be repeating an in-house staff survey during the 
early part of 2015. This is being developed with the a staff 
forum, membership of which comprises representatives from 
each CCG directorate teams. 

again, reported. 
 
No formal grievance was 
raised about discrimination 
during the year and no 
employees have been 
dismissed or left the 
organisation as a result of 
discrimination or other 
prohibited conduct.   
 
 
 

4.1 Boards and 
senior leaders 
routinely 
demonstrate 
their 
commitment to 
promoting 
equality within 
and beyond 
their 
organisations 

Developing Developing The CCG’s Governing Board meets in public bi-monthly and 
invites questions from the public.  Questions to the Governing 
Board have included those on wheelchair services, dementia 
care and osteoporosis services.  At 2 of its meetings, the 
Governing Board has discussed and debated a patient story.  
In July 2014 discussion and debate took place on access and 
support in the community for a frail elderly couple.  In 
September 2014 discussion and debate took place in respect 
of a frail elderly man whose failing health over a 2-year period 
had resulted in 3 emergency admissions to hospital.  This 
man had no contact or support from community health or 
social care services.  In both cases comments were invited 
from the public attending the meeting.   

The CCG is looking at ways 
in which to broaden and be 
more inclusive of protected 
groups across the City so 
that their voice is heard and 
will be the subject of an 
Equality Objective.   

4.2 Papers that 
come before 
the Board and 
other major 
Committees 
identify 

Undeveloped Undeveloped Papers that come before the Board and other major 
Committees are not currently required to identify equality-
related impacts.  The CCG is considering re-designing the 
front sheet of papers to the Board to indicate whether or not 
equality analysis has been considered and, where applicable, 
this is included.   

Commissioning plans from 
2015/16 require to be 
equality impact assessed.  
However, papers to the 
Board and other major 
committees do not currently 
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Outcome CCG Self-
Assessment 
Achieving 

Panel 
Assessment 

CCG comments Stakeholder comments 

equality-
related 
impacts 
including risks, 
and say how 
these risks are 
to be managed 

require to identify equality-
related impacts.   

4.3 Middle 
managers and 
other line 
managers 
support their 
staff to work in 
culturally 
competent 
ways within a 
work 
environment 
free from 
discrimination 

Undeveloped Undeveloped All staff have undertaken mandatory equality and diversity 
training and equality analysis is being incorporate in our daily 
practices.  Our Human Resources Framework refers to 
compliance with the Equality Act.   

One member of staff 
reported discrimination via 
the anonymous equality and 
diversity staff survey. 
 
There is no clear evidence 
of how managers support 
their staff to work in 
culturally competent ways.   
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Delegation Agreement  
 
 

1. Particulars 
 

1.1. This Agreement records the particulars of the agreement made between 
NHS England and the Clinical Commissioning Group named below. 

Area Portsmouth City 

Clinical Commissioning Group or 
CCG 

NHS Portsmouth CCG 

CCG Representative Mr Innes Richens, Chief Operating 
Officer 

CCG Address for Notices NHS Portsmouth CCG Headquarters, 
St James Hospital, Locksway Road, 
Portsmouth PO4 8LD 

 

Date of Agreement 26 March 2015 

[Note this must commence on 1 April 
2015] 

Delegation means the delegation made by NHS 
England to the CCG of certain 
functions relating to primary medical 
services under section 13Z of the NHS 
Act and effective from 1 April 2015 (as 
amended pursuant to the Delegation) 

NHS England Representative Mr Dominic Hardy, Director of 
Commissioning Operations (Wessex) 

Local NHS England Team NHS England (Wessex) 

NHS England Address for Notices Oakley Road, Southampton, 
Hampshire, SO16 4GX 
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1.2. This Agreement comprises: 

 
1.2.1. the Particulars (Clause 1); 
1.2.2. the Terms and Conditions (Clauses 2 to 24 and Schedule 1 to 

Schedule 6 and Schedule 8 to this Agreement); and 
1.2.3. the Local Terms  (Schedule 7). 

 
 

Signed by 
 

Mr Paul Baumann, Chief Financial Officer  
For and on behalf of NHS England               
 
 
 

Signed by  

 
 

Dr Tim Wilkinson, Chair of Governing Body 
For and on behalf of NHS Portsmouth Clinical 
Commissioning Group 
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Terms and Conditions 
 

A. Introduction 
 
2. Interpretation 

 
2.1. This Agreement is to be interpreted in accordance with Schedule 1 

(Definitions and Interpretation). 
 

2.2. If there is any conflict or inconsistency between the provisions of this 
Agreement and the provisions of the Delegation, the provisions of the 
Delegation will prevail.   

 
2.3. If there is any conflict or inconsistency between the provisions of this 

Agreement, that conflict or inconsistency must be resolved according to 
the following order of priority: 

 
2.3.1. the Particulars and Terms and Conditions (Clauses 1 to 24 

and, in particular, clause 8.7); 
2.3.2. Schedule 1 to Schedule 6 and Schedule 8 to this Agreement; 

and 
2.3.3. Schedule 7 (Local Terms). 

 
2.4. This Agreement and any ancillary agreements it refers to constitute the 

entire agreement and understanding between the Parties relating to the 
Delegation and supersedes all previous agreements, promises and 
understandings between them, whether written or oral, relating to its 
subject matter. 

 
3. Background 

 
3.1. NHS England has delegated the Delegated Functions to the CCG under 

section 13Z of the NHS Act and as set out in the Delegation. 
 

3.2. Arrangements made under section 13Z of the NHS Act may be made 
on such terms and conditions (including terms as to payment) as may 
be agreed between NHS England and the CCG. 
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3.3. This Agreement sets out the arrangements that apply in relation to the 
exercise of the Delegated Functions by the CCG. 

 
3.4. For the avoidance of doubt, functions relating to the commissioning of 

primary care pharmacy, dental and optical contracts are not delegated 
to the CCG under the Delegation.  The Delegation relates only to the 
delegation and reservation of primary medical services commissioning 
functions as set out in this Agreement.   

 
4. Term 

 
4.1. This Agreement has effect from the date set out in paragraph 10 of the 

Delegation and will remain in force unless terminated in accordance 
with clause 17 (Termination) below. 

 
5. Principles 

 
5.1. In performing their obligations under this Agreement, NHS England and 

the CCG must: 
 

5.1.1. at all times act in good faith towards each other; 
5.1.2. at all times exercise functions effectively, efficiently and 

economically; 
5.1.3. act in a timely manner; 
5.1.4. share information and best practice, and work collaboratively 

to identify solutions, eliminate duplication of effort, mitigate 
risk and reduce cost; 

5.1.5. at all times observe relevant statutory powers, requirements 
and best practice to ensure compliance with applicable laws 
and standards including those governing procurement, and 
Information Law; and 

5.1.6. have regard to the needs and views of the other Party and as 
far as is lawful and reasonably practicable, take such needs 
and views into account. 

 

B. Role of the CCG 
 
6. Performance of the Delegated Functions 
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6.1. The role of the CCG will be to exercise the Delegated Functions in the 
Area.  

 
6.2. The Delegated Functions are the functions set out in paragraph 12 of 

the Delegation and being: 
 

6.2.1. decisions in relation to the commissioning, procurement and 
management of Primary Medical Services Contracts, 
including but not limited to the following activities: 

 
6.2.1.1. decisions in relation to Enhanced Services; 
6.2.1.2. decisions in relation to Local Incentive Schemes 

(including the design of such schemes); 
6.2.1.3. decisions in relation to the establishment of new 

GP practices (including branch surgeries) and 
closure of GP practices;  

6.2.1.4. decisions about ‘discretionary’ payments; 
6.2.1.5. decisions about commissioning urgent care 

(including home visits as required) for out of area 
registered patients; 

 
6.2.2. the approval of practice mergers;  
6.2.3. planning primary medical care services in the Area, including 

carrying out needs assessments; 
6.2.4. undertaking reviews of primary medical care services in the 

Area; 
6.2.5. decisions in relation to the management of poorly performing 

GP practices and including, without limitation, decisions and 
liaison with the CQC where the CQC has reported non-
compliance with standards (but excluding any decisions in 
relation to the performers list); 

6.2.6. management of the Delegated Funds in the Area; 
6.2.7. Premises Costs Directions Functions;  
6.2.8. co-ordinating a common approach to the commissioning of 

primary care services with other commissioners in the Area 
where appropriate; and  

6.2.9. such other ancillary activities that are necessary in order to 
exercise the Delegated Functions. 
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6.3. Schedule 2 (Delegated Functions) sets out further detail in relation to 
the Delegated Functions and the exercise of such Delegated Functions. 

 
6.4. The CCG agrees that it must perform the Delegated Functions in 

accordance with: 
 

6.4.1. the Delegation; 
6.4.2. the terms of this Agreement;  
6.4.3. all applicable Law; 
6.4.4. the CCG’s constitution; 
6.4.5. Statutory Guidance; and 
6.4.6. Good Practice. 

 
 6.4A The CCG must have due regard to Guidance and Contractual Notices. 
 

6.5. Without prejudice to clause 6.4, the CCG agrees that it must perform 
the Delegated Functions in such a manner as to ensure NHS England’s 
compliance with NHS England’s statutory duties in respect of the 
Delegated Functions and to enable NHS England to fulfil its Reserved 
Functions. 
 

6.6. When performing the Delegated Functions, the CCG will not do 
anything, take any step or make any decision outside of its delegated 
authority as set out in the Delegation. 

 
6.7. Without prejudice to any other provision in this Agreement, the CCG 

must comply with the NHS England central finance team’s operational 
process (as such process is updated from time to time) for the reporting 
and accounting of the Delegated Funds. In particular, the CCG will be 
required to permit the NHS England central finance team to have the 
ability to process and post journals into the CCG ledger until any 
electronic interface is in place relating to NHAIS (Open Exeter) and 
NON NHAIS payments.  NHS England (acting through the Local NHS 
England Team) and the CCG will agree any accruals to be made 
including any adjustments related to the relevant 14/15 Financial Year 
expenditure to ensure no net financial impact or gain on the CCG. 

 
6.8. The decisions of the CCG in exercising the Delegated Functions will be 

binding on the CCG and NHS England. 
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7. Committee 
 

7.1. The CCG must establish a committee to exercise its Delegated 
Functions.  

 
7.2. The structure and operation of the committee must be constituted so as 

to take into account Guidance issued by NHS England including the 
updated Code of Conduct – statutory guidance for CCGs 
(http://www.england.nhs.uk/wp-content/uploads/2014/12/man-confl-int-
guid-1214.pdf). 

 
C. Functions reserved to NHS England 

 
8. Performance of the Reserved Functions 

 
8.1. The role of NHS England will be to exercise the Reserved Functions. 

 
8.2. Subject to clause 8.3, the Reserved Functions are all of NHS England’s 

functions relating to primary medical services other than the Delegated 
Functions and including those functions set out in paragraph 15 of the 
Delegation and being: 

 
8.2.1. management of the national performers list; 
8.2.2. management of the revalidation  and appraisal process;  
8.2.3. administration of payments in circumstances where a 

performer is suspended and related performers list 
management activities; 

8.2.4. Capital Expenditure Functions; 
8.2.5. Section 7A Functions; 
8.2.6. functions in relation to complaints management;  
8.2.7. decisions in relation to the Prime Minister’s Challenge Fund; 

and  
8.2.8. such other ancillary activities that are necessary in order to 

exercise the Reserved Functions. 
 

8.3. For the avoidance of doubt, the Parties acknowledge that the 
Delegation may be amended and additional functions may be delegated 

http://www.england.nhs.uk/wp-content/uploads/2014/12/man-confl-int-guid-1214.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/12/man-confl-int-guid-1214.pdf
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to the CCG, in which event consequential changes to this Agreement 
shall be agreed with the CCG pursuant to clause 22 (Variations) of this 
Agreement. 
 

8.4. Schedule 3 (Reserved Functions) sets out further detail in relation to the 
Reserved Functions. 

 
8.5. To support and assist NHS England in carrying out the Reserved 

Functions, the CCG will share information with NHS England in 
accordance with section E (Information) below. 

 
8.6. NHS England will work collaboratively with the CCG when exercising 

the Reserved Functions, including discussing with the CCG how it 
proposes to address GP performance issues. 

 
8.7. If there is any conflict or inconsistency between functions that are 

named as Delegated Functions and functions that are named as 
Reserved Functions then such functions shall be interpreted as 
Reserved Functions. 

 
8.8. The Parties acknowledge that, as at the date of this Agreement, the 

CCG shall provide administrative and management services to NHS 
England in relation to certain Reserved Functions and that such 
administrative and management services are as follows: 

 
8.8.1. the administrative and management services in relation to the 

Capital Expenditure Functions and the Capital Expenditure 
Funds as more particularly set out in clauses 13.13 to 13.16; 
and 

8.8.2. the administrative and management services in relation to the 
Section 7A Functions and Section 7A Funds as more 
particularly set out in clauses 13.17 to 13.20. 

 
8.9. The Parties further acknowledge that NHS England may ask the CCG 

to provide certain administrative and management services to NHS 
England in relation to other Reserved Functions as more particularly set 
out in clauses 13.21 to 13.23. Such administrative and management 
services shall only be provided by the CCG following agreement by the 
CCG. 
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8.10. Notwithstanding any arrangement for or provision of administrative or 
management services in respect of certain Reserved Functions, NHS 
England shall retain and be accountable for the exercise of such 
Reserved Functions. 

 
D. Commissioning 
 
9. Monitoring and Reporting – General Requirements 

 
9.1. The CCG must comply with any reporting requirements under: 

 
9.1.1. this Agreement (including, without limitation, as required by 

clause 9 (Monitoring and Reporting – General Requirements), 
clause 12 (Public Information and Access Targets), clause 13 
(Financial Provisions and Liability), clause 14 (Claims and 
Litigation) and Schedule 2 Part 1 paragraph 2 (Primary 
Medical Services Contract Management) and paragraph 5 
(Information Sharing with NHS England)); 

9.1.2. the CCG Assurance Framework; and 
9.1.3. the CCG’s constitution. 

 
9.2. NHS England shall monitor the exercise and carrying out of the 

Delegated Functions by the CCG under the terms of this Agreement 
and as part of the CCG Assurance Framework. 

 
9.3. The CCG will notify NHS England of all primary medical services 

commissioning committee meetings at least seven (7) days in advance 
of such meetings and NHS England will be entitled to attend such 
meetings at its discretion. 

 
9.4. The CCG must provide to NHS England: 

 
9.4.1. all information in relation to the exercise of the Delegated 

Functions (including in relation to the Delegation or this 
Agreement), (and in such form) as requested by NHS 
England from time to time; and 

9.4.2. all such information (and in such form), that may be relevant 
to NHS England in relation to the exercise by NHS England of 
its other duties or functions including, without limitation, the 
Reserved Functions. 



 
 

                    25/03/15                                                                                                                                                
10 

 

 
9.5. Nothing in this Agreement shall affect NHS England’s power to require 

information from the CCG under sections 14Z17, 14Z18, 14Z19 and 
14Z20 of the NHS Act. 

 
E. Information 
 
10. Information Sharing and Information Governance 

 
10.1. Schedule 4 (Further Information Sharing Provisions) makes further 

provision about information sharing and information governance.  
 

10.2. NHS England and the CCG will enter into a Personal Data Agreement 
that will govern the processing of Relevant Information that identifies 
individuals under this Agreement. A template Personal Data Agreement 
is set out in Schedule 4 (Further Information Sharing Provisions).   

 
10.3. The Personal Data Agreement: 

 
10.3.1. sets out the relevant Information Law and best practice, 

including the requirements of the HSCIC IG Toolkit; 
10.3.2. sets out how that law and best practice will be implemented, 

including responsibilities of the Parties to co-operate properly 
and fully with each other; 

10.3.3. identifies the Relevant Information that may be processed, 
including what may be shared, under this Agreement; 

10.3.4. identifies the purposes for which the Relevant Information 
may be so processed and states the legal basis for the 
processing in each case; 

10.3.5. states who is/are the data controller/s and, if appropriate, the 
data processor/s of Personal Data; 

10.3.6. sets out what will happen to the Personal Data on the 
termination of this Agreement (with due regard to clause 17 
(Termination) of the Agreement); and 

10.3.7. sets out such other provisions as are necessary for the 
sharing of Relevant Information to be fair, lawful and meet 
best practice. 

 
10.4. NHS England and the CCG will share all Non-Personal Data in 

accordance with Information Law and their statutory powers as set out 
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in section 13Z3 (for NHS England) and section 14Z23 (for the CCG) of 
the NHS Act. 

 
10.5. The Parties agree that, in relation to information sharing and the 

processing of Relevant Information under the Delegation and this 
Agreement, they must comply with: 

 
10.5.1. all relevant Information Law requirements including the 

common law duty of confidence (unless disapplied by statute) 
and other legal obligations in relation to information sharing 
including those set out in the NHS Act and the Human Rights 
Act 1998; 

10.5.2. Good Practice; and 
10.5.3. relevant guidance (including guidance given by the 

Information Commissioner, the Caldicott Principles, the 
requirements of the NHS Information Governance Toolkit to 
level 2, and guidance issued further to sections 263 and 265 
of the HSCA) and consistent with guidance issued under 
section 13S of the NHS Act to providers.  

 
11. IT inter-operability 
 

11.1. NHS England and the CCG will work together to ensure that all relevant 
IT systems operated by NHS England and the CCG in respect of the 
Delegated Functions and the Reserved Functions are inter-operable 
and that data may be transferred between systems securely, easily and 
efficiently.  

 
11.2. The Parties will use their respective reasonable endeavours to help 

develop initiatives to further this aim. 
 
12. Public Information and Access Targets 
 

12.1. The CCG must promptly make available to NHS England such 
information as is required in respect of the Delegated Functions to 
ensure NHS England’s discharge of its statutory duties. 
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12.2. The CCG must ensure that all new Primary Medical Services Contracts 
contain appropriate provisions such that the CCG is able to discharge 
its obligations in clause 12.1. 

 
12.3. The CCG must ensure that any information provided under this 

Agreement complies with all relevant national data sets issued by NHS 
England and the HSCIC.  

 

F. General 
 
13. Financial Provisions and Liability 

 
Notification of the Delegated Funds and Adjustments to the Delegated Funds 

 
13.1. NHS England will, in respect of each Financial Year, notify the CCG of 

the proportion of the funds allocated to NHS England by the Secretary 
of State pursuant to Chapter 6 of the NHS Act and which are to be paid 
to the CCG for the purpose of meeting expenditure in respect of the 
Delegated Functions for that Financial Year (the “Delegated Funds”). 

 
13.2. Except in relation to pooled funds and subject to the terms of this clause 

13 (Financial Provisions and Liability) and, in particular, clause 13.4, the 
CCG must use the Delegated Funds to meet expenditure in respect of 
the exercise of the Delegated Functions. Without prejudice to the 
generality of the foregoing, the CCG must make: 

 
13.2.1. all payments in relation to the Primary Medical Services 

Contracts including payments in relation to QOF and 
implementing financial adjustments or sanctions (including in 
relation to breaches of provider obligations); and 

13.2.2. all payments under the Premises Costs Directions. 
 

13.3. NHS England may, in any Financial Year by sending a notice to the 
CCG of such increase or decrease, increase or reduce the Delegated 
Funds: 

 
13.3.1. in order to take into account any monthly adjustments or 

corrections to the Delegated Funds that NHS England 
considers appropriate (following discussions with the CCG), 
including without limitation adjustments following any changes 
to the Delegation or Delegated Functions (including changes 
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pursuant to paragraph 11 or paragraph 30 of the Delegation), 
changes in allocations, changes in contracts or otherwise; 

13.3.2. in order to comply with a change in the amount allocated to 
NHS England by the Secretary of State pursuant to section 
223B of the NHS Act;  

13.3.3. to take into account any Losses arising under clause 13.35;  
13.3.4. to take into account any Claim Losses; 
13.3.5. to take into account any adjustments that NHS England 

considers appropriate (including without limitation in order to 
make corrections or otherwise to reflect notional budgets) to 
reflect funds transferred (or that should have been 
transferred) to the CCG in respect of the Delegated Funds 
and/or funds transferred (or that should have been 
transferred) to the CCG and in respect of which the CCG has 
management or administrative responsibility under clauses 
13.13 to 13.23 of this Agreement; or 

13.3.6. in order to ensure compliance by NHS England of its 
obligations under the NHS Act (including without limitation, 
Chapter 6 of the NHS Act) or the HSCA or any action taken or 
direction made by the Secretary of State under the NHS Act 
or the HSCA. 
 

13.3A NHS England acknowledges that the intention of clause 13.3 is to 
reflect genuine corrections and adjustments to the Delegated Funds 
and may not be used to change the allocation of the Delegated Funds 
unless there are significant or exceptional circumstances that would 
require such corrections or adjustments (including but not limited to a 
change in the mandate published by the Department of Health or other 
external factors).  

 
13.4. The CCG acknowledges that it must comply with its statutory financial 

duties, including those under sections 223H and 223I of the NHS Act to 
the extent that these sections apply in relation to the receipt of the 
Delegated Funds. 

 
13.5. The CCG acknowledges its duty under section 14S of the NHS Act to 

assist and support NHS England in discharging its duty under section 
13E so far as relating to securing continuous improvement in the quality 
of primary medical services and agrees that it shall take this duty into 
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account in relation to the exercise of the Delegated Functions and the 
use of the Delegated Funds. 

 
13.6. The CCG must ensure that it uses the Delegated Funds in such a way 

as to ensure that NHS England is able to fulfil its functions, including 
without limitation the Reserved Functions, effectively and efficiently in 
accordance with this Agreement. 

 
13.7. NHS England may in respect of the Delegated Funds: 

 
13.7.1. notify the CCG of the capital resource limit and revenue 

resource limit that will apply in any Financial Year; 
13.7.2. notify the CCG regarding the payment of sums by the CCG to 

NHS England in respect of charges referable to the valuation 
or disposal of assets and such conditions as to records, 
certificates or otherwise; 

13.7.3. by notice, require the CCG to take such action or step in 
respect of the Delegated Funds, in order to ensure 
compliance by NHS England of its duties or functions under 
the NHS Act or the HSCA (including without limitation, 
Chapter 6 of the NHS Act) or any action taken or direction 
made by the Secretary of State under the NHS Act or the 
HSCA (including, without limitation, Chapter 6 of the NHS 
Act). 

 
13.8. Schedule 5 (Financial Provisions and Decision Making Limits) sets out 

further financial provisions in respect of the exercise of the Delegated 
Functions and, in particular, Table 1 in Schedule 5 (Financial Provisions 
and Decision Making Limits) sets out certain financial limits and 
approvals required in relation to the exercise of the Delegated 
Functions. NHS England’s Standing Financial Instructions shall be 
updated accordingly. 

 
Payment and Transfer 

 
13.9. The CCG acknowledges that the Delegated Funds do not form part of 

and are separate to the funds allocated annually under section 223G of 
the NHS Act (the “Annual Allocation”). 
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13.10. NHS England will pay the Delegated Funds to the CCG monthly using 
the same revenue transfer process as used for the Annual Allocation or 
using such other process as notified to the CCG from time to time. 

 
13.11. Without prejudice to any other obligation upon the CCG, the CCG 

agrees that it must deal with the Delegated Funds in accordance with:  
 

13.11.1. the terms and conditions of this Agreement; 
13.11.2. the business rules as set out in NHS England’s planning 

guidance or such other documents issued by NHS England 
from time to time; 

13.11.3. any Capital Investment Guidance or Primary Medical Care 
Infrastructure Guidance; 

13.11.4. any Guidance or Contractual Notice issued by NHS England 
from time to time in relation to the Delegated Funds (including 
in relation to the form or contents of any accounts in relation 
to the Delegated Funds); and 

13.11.5. the HM Treasury guidance Managing Public Money (dated 
July 2013 and found 
at https://www.gov.uk/government/uploads/system/uploads/at
tachment_data/file/212123/Managing_Public_Money_AA_v2_
-_chapters_annex_web.pdf). 

 
13.12. Without prejudice to any other obligation upon the CCG, the CCG 

agrees that it must provide all information, assistance and support to 
NHS England in relation to the audit and/or investigation (whether 
internal or external and whether under Law or otherwise) in relation to 
the use of or payment of the Delegated Funds and the discharge of the 
Delegated Functions. 

 
Administrative and/or Management Services and Funds in relation to the Capital 
Expenditure Functions 
 

13.13. The Parties acknowledge that the Capital Expenditure Functions are a 
Reserved Function. 
 

13.14. The Parties further acknowledge that: 
13.14.1. accordingly, the Delegated Funds do not include any funds in 

respect of amounts payable in relation to the Capital 
Expenditure Functions (“Capital Expenditure Funds”); and 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/212123/Managing_Public_Money_AA_v2_-_chapters_annex_web.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/212123/Managing_Public_Money_AA_v2_-_chapters_annex_web.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/212123/Managing_Public_Money_AA_v2_-_chapters_annex_web.pdf
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13.14.2. NHS England remains responsible and accountable for the 
discharge of the Capital Expenditure Functions and nothing in 
clauses 13.13 to 13.16 shall be construed as a divestment or 
delegation of NHS England’s Capital Expenditure Functions. 
 

13.15. Without prejudice to clause 13.14 above, the CCG will comply with any 
Guidance issued in relation to the Capital Expenditure Functions and 
shall (on request from NHS England) provide the following 
administrative services to NHS England in respect of the Capital 
Expenditure Funds: 
13.15.1. the administration and payment of sums that NHS England 

has approved as payable in relation to the Capital 
Expenditure Functions; 

13.15.2. if requested by NHS England and taking into account (i) any 
other support or services provided to NHS England by NHS 
Property Services Limited or otherwise and (ii) any Guidance 
issued in respect of the Capital Expenditure Functions, the 
provision of advice and/or recommendations to NHS England 
in respect of expenditure to be made under the Capital 
Expenditure Functions; and 

13.15.3. such other support or administrative assistance to NHS 
England that NHS England may reasonably request in order 
to facilitate the discharge by NHS England of its 
responsibilities under or in respect of the Capital Expenditure 
Functions. 
 

13.16. NHS England may, at the same time as it transfers the Delegated 
Funds to the CCG under clause 13.10, transfer to the CCG such 
amounts as are necessary to enable the discharge of the CCG’s 
obligations under this clause 13 (Financial Provisions and Liability) in 
respect of the Capital Expenditure Functions. 

 
Administrative and/or Management Services and Funds in relation to Section 
7A Functions  

 
13.17. The Parties acknowledge that the Section 7A Functions are part of the 

Reserved Functions. 
 

13.18. The Parties further acknowledge that: 
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13.18.1. accordingly, the Delegated Funds do not include any funds in 

respect of amounts payable in relation to the Section 7A 
Functions (whether such arrangements are included in or 
under Primary Medical Services Contracts or not) (“Section 
7A Funds”); and 

13.18.2. NHS England remains responsible and accountable for the 
discharge of the Section 7A Functions and nothing in this 
clause 13 (Financial Provisions and Liability) shall be 
construed as a divestment or delegation of the Section 7A 
Functions. 

 
13.19. The CCG will provide the following services to NHS England in respect 

of the Section 7A Funds: 
 

13.19.1. the administration and payment of sums that NHS England 
has approved as payable under or in respect of arrangements 
for the Section 7A Functions; and  

13.19.2. such other support or administrative assistance to NHS 
England that NHS England may reasonably request in order 
to facilitate the discharge by NHS England of its 
responsibilities under or in respect of the Section 7A Funds. 

 
13.20. NHS England shall, at the same time as it transfers the Delegated 

Funds to the CCG under clause 13.10, transfer to the CCG such 
amounts as are necessary to enable the discharge of the CCG’s 
obligations under this clause 13 (Financial Provisions and Liability) in 
respect of the Section 7A Funds. 

 
Administrative and/or Management Services and Funds in relation to other 
Reserved Functions 

 
13.21. NHS England may ask the CCG to provide certain management and/or 

administrative services to NHS England (from a date to be notified by 
NHS England to the CCG) in relation to: 
 
13.21.1. the carrying out of any of the Reserved Functions; and/or 
13.21.2. without prejudice to the generality of clause 13.21.1, the 

handling and consideration of complaints. 
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13.22. If NHS England makes such a request to the CCG, then the CCG will, 

but only if the CCG agrees to provide such services, from the date 
requested by NHS England, comply with: 
 
13.22.1. provisions equivalent to those set out above in relation to the 

Capital Expenditure Functions (clauses 13.13 to 13.16) and 
the Section 7A Functions (clauses 13.17 to 13.20) including in 
relation to the administration of any funds for such functions 
but only to the extent that such provisions are relevant to the 
management or administrative services to be provided; and 

13.22.2. such other provisions in respect of  the carrying out of such 
management and administrative services as agreed between 
NHS England and the CCG. 

 
13.23. If NHS England asks the CCG to provide certain management and 

administrative services in relation to the handling and consideration of 
complaints and if the CCG agrees to provide such management and 
administrative services (with such agreement to be recorded as a 
variation pursuant to clause 22 (Variations)) then: 
 
13.23.1. NHS England may, in any Contractual Notice issued by NHS 

England in respect of such service (and as referred to in 
clause 13.22.2), specify  procedures  and responsibilities of 
the CCG and NHS England in relation to such 
complaints  under the Complaints Regulations and all other 
Law; and 

13.23.2. such Contractual Notice may specify procedures in relation to 
the provision of an annual report to the Chief Executive of 
NHS England, procedures in relation to the approval of 
decisions in relation to complaints and/or the appointment of 
a responsible person by NHS England pursuant to the 
Complaints Regulations;  

13.23.3. such services shall be arrangements made under the 
provisions of Regulation 3 of the Complaints Regulations; and 

13.23.4. provided that any Contractual Notice issued pursuant to this 
clause shall be discussed and agreed with the CCG prior to 
the issue of the Contractual Notice by NHS England. 
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Pooled Funds 
 

13.24. The CCG may, for the purposes of exercising the Delegated Functions 
under this Agreement, establish and maintain a pooled fund in respect 
of any part of the Delegated Funds with NHS England in accordance 
with section 13V of the NHS Act except that the CCG may only do so if 
NHS England (at its absolute discretion) consents in writing to the 
establishment of the pooled fund (including any terms as to the 
governance and payments out of such pooled fund). 

 
13.25. At the date of this agreement, details of the pooled funds (including any 

terms as to the governance and payments out of such pooled fund) of 
NHS England and the CCG are set out in the Local Terms. 

 
Business Plan, Commissioning Plan and Annual Report 

 
13.26. Within two (2) months of the date of the Delegation and thereafter three 

(3) months before the start of each Financial Year, the CCG must 
prepare a plan setting out how it proposes to exercise the Delegated 
Functions in that Financial Year and in each of the next two (2) 
Financial Years (or over such longer period as NHS England may 
require).  

 
13.27. The plan must, in particular, explain how the CCG proposes to ensure 

NHS England’s compliance with its duties in relation to the Delegated 
Functions under the NHS Act, including without limitation: 

 
13.27.1. sections 223C (expenditure), 223D (controls on total resource 

use) and 223E (additional controls on resource use) of the 
NHS Act; and 

13.27.2. sections 13E (duty as to improvement in quality of services), 
13G (duty as to reducing inequalities) and 13Q (public 
involvement and consultation) of the NHS Act. 

 
13.28. The plan must include the following: 

 
13.28.1. details of how the CCG proposes to exercise the Delegated 

Functions in that Financial Year and in each of the next two 
(2) Financial Years; and 
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13.28.2. details of how the CCG proposes to ensure NHS England’s 
compliance with its duties to achieve any objectives and 
requirements relating to the Delegated Functions which are 
specified in the mandate published by the Department of 
Health to NHS England for the first Financial Year to which 
the plan relates; and 

13.28.3. any other information or detail that NHS England considers 
necessary to ensure NHS England’s compliance with its 
obligations under section 13T of the NHS Act or any other 
provision of the NHS Act or other Law.  

 
13.29. The CCG must revise the plan at the request of NHS England and 

submit a revised plan to NHS England before the date specified by NHS 
England from time to time.   

  
13.30. As soon as practicable after the end of each Financial Year (and in any 

event within two (2) months of the end of each Financial Year or such 
longer period as NHS England may specify), the CCG must provide to 
NHS England a report on how the CCG has exercised the Delegated 
Functions during the previous Financial Year. 

 
13.31. The report referred to in clause 13.30 above must include sufficient 

detail to ensure NHS England’s compliance with its statutory obligations 
under section 13U of the NHS Act. 

 
13.32. Following receipt of the report referred to in clause 13.30 above, NHS 

England may (at its absolute discretion) require such further information 
from the CCG as NHS England considers necessary to ensure NHS 
England’s compliance with its obligations under section 13U of the NHS 
Act. 

 
13.33. The CCG shall comply with any Contractual Notices issued from time to 

time by NHS England in relation to the inclusion of information in 
relation to the Delegated Functions in any plan prepared by the CCG 
under section 14Z11 of the NHS Act or in any report prepared under 
section 14Z15 of the NHS Act.  

 
Risk sharing 
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13.34. In accordance with section 13Z(6) of the NHS Act, NHS England retains 
liability in relation to the exercise of the Delegated Functions and 
nothing in this Agreement affects the liability of NHS England in relation 
to the Delegated Functions. 
 

13.34A For the avoidance of doubt, NHS England retains liability in respect of 
any Losses arising in respect of NHS England’s negligence, fraud, 
recklessness or deliberate breach in respect of the Delegated Functions 
and, if the CCG suffers any Losses in respect of such actions by NHS 
England, NHS England shall make such adjustments to the Delegated 
Funds (or other amounts payable to the CCG) in order to reflect any 
Losses suffered by the CCG (except to the extent that the CCG is liable 
for such Loss pursuant to clause 13.35). 

 
13.35. The CCG is liable (and shall pay) to NHS England for any Losses 

suffered by NHS England that result from or arise out of the CCG’s 
negligence, fraud, recklessness or deliberate breach of the Delegation 
(including any actions that are taken that exceed the authority conferred 
by the Delegation) or this Agreement and, in respect of such Losses, 
NHS England may, at its discretion and without prejudice to any other 
rights, either require payment from the CCG or make such adjustments 
to the Delegated Funds pursuant to clause 13.3. The CCG shall not be 
liable to the extent that the Losses arose prior to the date of this 
Agreement. 

 
13.36. Nothing in this clause 13 (Financial Provisions and Liability) or this 

Agreement shall affect or prejudice NHS England’s right to exercise its 
rights (whether arising under administrative law, common law or statute) 
in relation to actions or steps of the CCG, including any actions or steps 
that exceed the authority conferred by the Delegation or are a breach of 
the terms and conditions of this Agreement. 

 
14. Claims and Litigation 

 
14.1. Schedule 2 (Delegated Functions) sets out further detail in relation to 

the performance management of the Primary Medical Services 
Contracts. 
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14.2. Nothing in this clause 14 (Claims and Litigation) shall be interpreted as 
affecting the reservation to NHS England of the Reserved Functions 
(including the reservation to NHS England of all functions in relation to 
the performers list activities). 

 
14.3. Except in the circumstances set out in clause 14.7 and subject always 

to compliance with this clause 14 (Claims and Litigation), the CCG shall 
be responsible for and shall retain the conduct of any Claim.  

 
14.4. The CCG must: 

 
14.4.1. comply with any policy issued by NHS England from time to 

time in relation to the conduct of or avoidance of Claims 
and/or the pro-active management of Claims; 

14.4.2. without prejudice to clause 14.4.1, in respect of legal advice 
or assistance in relation to a Claim, comply with any 
requirements of NHS England from time to time (whether set 
out in a policy issued pursuant to clause 14.4.1 or otherwise) 
in relation to the use of solicitors or barristers and, at the date 
of this Agreement, NHS England’s requirement is that a CCG 
must obtain prior approval from NHS England in respect of 
the firm of solicitors instructed to provide legal advice or 
assistance in relation to a Claim; 

14.4.3. if it receives any correspondence, issue of proceedings, claim 
document or other document concerning any Claim or 
potential Claim, immediately notify NHS England and send to 
NHS England all copies of such correspondence; 

14.4.4. co-operate fully with NHS England in relation to such Claim 
and the conduct of such Claim;  

14.4.5. provide, at its own cost, to NHS England all documentation 
and other correspondence that NHS England requires for the 
purposes of considering and/or resisting such Claim; and/or 

14.4.6. at the request of NHS England, take such action or step or 
provide such assistance as may in NHS England’s discretion 
be necessary or desirable having regard to the nature of the 
Claim and the existence of any time limit in relation to 
avoiding, disputing, defending, resisting, appealing, seeking a 
review or compromising such Claim or to comply with the 
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requirements of the NHSLA or any insurer in relation to such 
Claim. 

 
14.5. NHS England shall use its reasonable endeavours to keep the CCG 

informed in respect of the conduct and/or outcome of the Claim except 
that NHS England shall have no obligation to do so due to any 
administrative or regulatory requirement, the requirement of any insurer 
or the NHSLA or for any other reason that NHS England may consider 
necessary or appropriate, at its absolute discretion, in relation to the 
conduct of that Claim or related matter. 

 
14.6. Subject to clause 14.4 and Schedule 5 (Financial Provisions and 

Decision Making Limits) the CCG is entitled to conduct the Claim in the 
manner it considers appropriate and is also entitled to pay or settle any 
Claim on such terms as it thinks fit. 

 
NHS England Stepping into Claims 

 
14.7. NHS England may, at any time following discussion with the CCG, send 

a notice to the CCG stating that NHS England will take over the conduct 
of the Claim and the CCG must immediately take all steps necessary to 
transfer the conduct of such Claim to NHS England. In such cases, 
NHS England shall be entitled to conduct the Claim in the manner it 
considers appropriate and is also entitled to pay or settle any Claim on 
such terms as it thinks fit. 

 
 NHS England Stepping out of Claims 
 

14.8. NHS England may, at any time after it has exercised its rights set out in 
clause 14.7 above and following discussion with the CCG, send a notice 
to the CCG stating that the CCG will be required to take over the 
conduct of the Claim from NHS England and NHS England must 
immediately take all steps necessary to transfer the conduct of such 
Claim to the CCG. In such cases, the CCG shall be entitled to conduct 
the Claim in the manner it considers appropriate in accordance with its 
obligations under this clause 14 (Claims and Litigation) and subject to 
Schedule 4 (Further Information Sharing Provisions) and Schedule 5 
(Financial Provisions and Decision Making Limits). 

 
 Claim Losses 
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14.9. The CCG and NHS England shall notify each other within a reasonable 

time period of becoming aware of any Claim Losses.  
 

14.10. If the CCG considers that, as a result of a Claim Loss, the Delegated 
Funds will be insufficient to meet the Claim Loss as well as discharge 
the Delegated Functions, then the CCG shall immediately notify NHS 
England and the Parties shall meet to discuss and agree any 
adjustment that may be needed pursuant to clause 13.3 (and taking into 
account any funds, provisions or other resources retained by NHS 
England in respect of such Claim Losses). 

 
14.11. The CCG acknowledges that NHS England will pay to the CCG the 

funds that are attributable to the Delegated Functions. Accordingly, the 
CCG acknowledges that the Delegated Funds are required to be used 
to discharge and/or pay any Claim Losses. NHS England may, in 
respect of any Claim Losses, at its discretion and without prejudice to 
any other rights, either require payment from the CCG for such Claim 
Losses or pursuant to clause 13.3 make such adjustments to the 
Delegated Funds to take into account the amount of any Claim Losses 
(other than any Claim Losses in respect of which NHS England has 
retained any funds, provisions or other resources to discharge such 
Claim Losses). For the avoidance of doubt, in circumstances where 
NHS England suffers any Claim Losses, then NHS England shall be 
entitled to recoup such Claim Losses pursuant to clause 13.3. If and to 
the extent that NHS England has retained any funds, provisions or other 
resources to discharge such Claim Losses, then NHS England may 
either use such funds to discharge the Claim Loss or make an upward 
adjustment to the amounts paid to the CCG pursuant to clause 13.3. 

 
15. Breach 

 
15.1. If the CCG does not comply with the Delegation or the terms of this 

Agreement, then NHS England may: 
15.1.1. exercise its rights under this Agreement; and/or 
15.1.2. take such steps as it considers appropriate under the CCG 

Assurance Framework. 
 



 
 

                    25/03/15                                                                                                                                                
25 

 

15.2. Without prejudice to clause 15.1, if the CCG does not comply with the 
Delegation or the terms of this Agreement (including if the CCG 
exceeds its delegated authority under the Delegation), NHS England 
may (at its sole discretion): 

 
15.2.1. waive such non-compliance in accordance with clause 15.3 

and the Delegation; 
15.2.2. ratify any decision in accordance with paragraph 29 of  the 

Delegation; 
15.2.3. revoke the Delegation and terminate this Agreement in 

accordance with clause 17 (Termination) below;  
15.2.4. exercise the Escalation Rights in accordance with clause 16 

(Escalation Rights); and/or 
15.2.5. exercise its rights under common law. 

 
15.3. NHS England may waive any non-compliance by the CCG with the 

terms of this Agreement provided that the CCG provides a written report 
to NHS England pursuant to clause 15.4 and, after considering the 
CCG’s written report, NHS England is satisfied that the waiver is 
justified. 

 
15.4. If:  

 
15.4.1. the CCG does not comply (or the CCG considers that it may 

not be able to comply) with this Agreement and/or the 
Delegation; or 

15.4.2. NHS England notifies the CCG that it considers the CCG has 
not complied, or may not be able to comply with, this 
Agreement and/or the Delegation,  

 
then the CCG must provide a written report to NHS England within ten 
(10) days of the non-compliance (or the date on which the CCG 
considers that it may not be able to comply with this Agreement) or such 
notification pursuant to clause 15.4.2 setting out: 
 
15.4.3. details of and reasons for the non-compliance (or likely  non-

compliance) with the Agreement and/or the Delegation; and 
15.4.4. a plan for how the CCG proposes to remedy the non-

compliance. 
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16. Escalation Rights 

 
16.1. If the CCG does not comply with this Agreement and/or the Delegation, 

NHS England may exercise the following Escalation Rights: 
 

16.1.1. NHS England may require a suitably senior representative of 
the CCG to attend a review meeting within ten (10) days of 
NHS England becoming aware of the non-compliance; and 

16.1.2. NHS England may require the CCG to prepare an action plan 
and report within twenty (20) days of the review meeting (to 
include details of the non-compliance and a plan for how the 
CCG proposes to remedy the non-compliance). 

 
16.2. Nothing in clause 16 (Escalation Rights) will affect NHS England’s right 

to revoke the Delegation and/or terminate this Agreement in accordance 
with clause 17 (Termination) below. 

 
17. Termination 

 
17.1. The CCG may: 

 
17.1.1. notify NHS England that it requires NHS England to revoke 

the Delegation; and 
17.1.2. terminate this Agreement  

 
with effect from midnight on 31 March in any calendar year, provided 
that: 

 
17.1.3. on or before 30 September of the previous calendar year, the 

CCG sends written notice to NHS England of its requirement 
that NHS England revoke the Delegation and intention to 
terminate this Agreement; and 

17.1.4. the CCG meets with NHS England within ten (10) Operational 
Days of NHS England receiving the notice set out at clause 
17.1.3 above to discuss arrangements for termination and 
transition of the Delegated Functions to a successor 
commissioner, 
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in which case NHS England shall revoke the Delegation and this 
Agreement shall terminate with effect from midnight on 31 March in the 
next calendar year. 

 
17.2. NHS England may revoke the Delegation at midnight on 31 March in 

any year, provided that it gives notice to the CCG of its intention to 
terminate the Delegation on or before 30 September in the year prior to 
the year in which the Delegation will terminate, and in which case 
clause 17.4 will apply. 

 
17.3. The Delegation may be revoked and this Agreement may be terminated 

by NHS England at any time, including in (but not limited to) the 
following circumstances: 

 
17.3.1. the CCG acts outside of the scope of its delegated authority; 
17.3.2. the CCG fails to perform any material obligation of the CCG 

owed to NHS England under the Delegation or this 
Agreement; 

17.3.3. the CCG persistently commits non-material breaches of the 
Delegation or this Agreement; 

17.3.4. NHS England is satisfied that its intervention powers under 
section 14Z21 of the NHS Act apply;  

17.3.5. to give effect to legislative changes;  
17.3.6. failure to agree to a National Variation in accordance with 

clause 22 (Variations);  
17.3.7. NHS England and the CCG agree in writing that the 

Delegation shall be revoked and this Agreement shall 
terminate on such date as is agreed; and/or 

17.3.8. the CCG merges with another CCG or other body. 
 

17.4. This Agreement will terminate immediately upon revocation or 
termination of the Delegation (including revocation and termination in 
accordance with this clause 17 (Termination)) except that the Survival 
Clauses will continue in full force and effect. This Agreement shall not 
terminate immediately if the Delegation is amended by a revocation and 
re-issue of an amended Delegation. 
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17.5. Upon revocation or termination of the Delegation and this Agreement 
(including revocation and termination in accordance with this clause  17 
(Termination)), the Parties must: 

 
17.5.1. agree a plan for the transition of the Delegated Functions 

from the CCG to the successor commissioner, including 
details of the transition, the Parties’ responsibilities in relation 
to the transition, the Parties’ arrangements in respect of those 
staff engaged in the Delegated Functions and the date on 
which the successor commissioner will take responsibility for 
the Delegated Functions; 

17.5.2. implement and comply with their respective obligations under 
the plan for transition agreed in accordance with clause 
17.5.1 above; and 

17.5.3. use all reasonable endeavours to minimise any 
inconvenience or disruption to the commissioning of 
healthcare in the Area. 

 
17.6. Without prejudice to clause 15.3 and for the avoidance of doubt, NHS 

England may waive any right to terminate this Agreement under this 
clause 17 (Termination). 

 
18. Staffing 

 
18.1. The Parties acknowledge and agree that the CCG may only engage 

staff to undertake the Delegated Functions under one of the following 
three staffing models: 
 
18.1.1. “Model 1 – Assignment” under the terms of which the staff of 

NHS England remain in their current roles and locations and 
provide services to the CCG under a service level agreement; 

18.1.2. “Model 2 – Secondment” under the terms of which certain 
staff of NHS England are seconded to the CCG (and, for the 
avoidance of doubt, such secondments will terminate on 
revocation or termination of the Delegation); or 

18.1.3. “Model 3 – Employment” under the terms of which the CCG 
may create new posts within the CCG to undertake the 
Delegated Functions provided that the CCG may only do so if 
it first offers to existing staff of NHS England an opportunity to 



 
 

                    25/03/15                                                                                                                                                
29 

 

apply for such posts and such staff must be appointed if they 
are deemed appointable, 

 
together, the “Staffing Models”. 

 
18.2. The CCG and NHS England, must within six (6) months of the date of 

this Agreement, agree which of the Staffing Models (set out at clauses 
18.1.1 to 18.1.3 above) will be adopted by the CCG and the date on 
which such Staffing Model shall take effect. 
 

18.3. In the absence of any agreement under clause 18.2, and up until such 
date as the CCG’s preferred Staffing Model shall take effect (as referred 
to in clause 18.2 above), Model 1 described in clause 18.1.1 above will 
apply.  The terms on which Model 1 will apply are set out in Schedule 8 
(Assignment of NHS England Staff to the CCG). 

 
18.4. The CCG must comply with any Guidance issued by NHS England from 

time to time in relation to the Staffing Models and such Guidance may 
make changes to the Staffing Models from time to time. 

 
18.5. For the avoidance of doubt, any breach by the CCG of the terms of this 

clause 18 (Staffing), including any breach of the Guidance issued in 
accordance with clause 18.4 above, will be a breach of the terms and 
conditions of this Agreement for the purposes of clauses 13.3 and 
13.35. 

 
18.6. Without prejudice to clause 18.7, it is the understanding of the Parties 

that the provisions of the Transfer Regulations will not operate to 
transfer the employment of any staff of NHS England or any other party 
to the CCG on the commencement of the Delegation and this 
Agreement. 

 
18.7. The Parties acknowledge that if at any time before or after the 

revocation or termination of the Delegation and this Agreement the 
Transfer Regulations do apply, the Parties must co-operate and comply 
with their obligations under the Transfer Regulations. 

 
19. Disputes 
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19.1. This clause does not affect NHS England’s right to take action under the 
CCG Assurance Framework. 

 
19.2. If a dispute arises out of or in connection with this Agreement or the 

Delegation (“Dispute”) then the Parties must follow the procedure set 
out in this clause: 

 
19.2.1. either Party must give to the other written notice of the 

Dispute, setting out its nature and full particulars (“Dispute 
Notice”), together with relevant supporting documents. On 
service of the Dispute Notice, the Agreement Representatives 
must attempt in good faith to resolve the Dispute; 

 
19.2.2. if the Agreement Representatives are, for any reason, unable 

to resolve the Dispute within twenty (20) days of service of 
the Dispute Notice, the Dispute must be referred to the 
Accountable Officer (or equivalent person) of the CCG and a 
director of or other person nominated by NHS England (and 
who has authority from NHS England to settle the Dispute) 
who must attempt in good faith to resolve it; and 

 
19.2.3. if the people referred to in clause 19.2.2 are for any reason 

unable to resolve the Dispute within twenty (20) days of it 
being referred to them, the Parties may attempt to settle it by 
mediation in accordance with the CEDR model mediation 
procedure. Unless otherwise agreed between the Parties, the 
mediator must be nominated by CEDR Solve. To initiate the 
mediation, a Party must serve notice in writing (“ADR 
notice”) to the other Party to the Dispute, requesting a 
mediation. A copy of the ADR notice should be sent to CEDR 
Solve. The mediation will start not later than ten (10) days 
after the date of the ADR notice. 

 
19.3. If the Dispute is not resolved within thirty (30) days after service of the 

ADR notice, or either Party fails to participate or to continue to 
participate in the mediation before the expiration of the period of thirty 
(30) days, or the mediation terminates before the expiration of the 
period of thirty (30) days, the Dispute must be referred to the Secretary 
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of State, who shall resolve the matter and whose decision shall be 
binding upon the Parties.  

 
20. Freedom of Information 

 
20.1. Each Party acknowledges that the other is a public authority for the 

purposes of the Freedom of Information Act 2000 (“FOIA”) and the 
Environmental Information Regulations 2004 (“EIR”). 

 
20.2. Each Party may be statutorily required to disclose further information 

about the Agreement and the Relevant Information in response to a 
specific request under FOIA or EIR, in which case: 

 
20.2.1. each Party shall provide the other with all reasonable 

assistance and co-operation to enable them to comply with 
their obligations under FOIA or EIR; 

20.2.2. each Party shall consult the other regarding the possible 
application of exemptions in relation to the information 
requested; and 

20.2.3. subject only to clause 14 (Claims and Litigation), each Party 
acknowledges that the final decision as to the form or content 
of the response to any request is a matter for the Party to 
whom the request is addressed. 

 
20.3. NHS England may, from time to time, issue a FOIA or EIR protocol or 

update a protocol previously issued relating to the dealing with and 
responding to of FOIA or EIR requests in relation to the Delegated 
Functions. The CCG shall comply with such FOIA or EIR protocols. 

 
21. Conflicts of Interest 

 
21.1. The CCG must comply with its statutory duties set out in: 

 
21.1.1. Chapter A2 of the NHS Act (including those statutory duties 

relating to the management of conflicts of interest as set out 
at section 14O of the NHS Act);  

21.1.2. the National Health Service (Procurement, Patient Choice 
and Competition) (No. 2) Regulations 2013/500; and 

21.1.3. Regulation 24 of the Public Contracts Regulations 2015/102, 
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and must perform its obligations under this Agreement in such a way as 
to ensure NHS England’s compliance with its statutory duties in relation 
to conflicts of interest. 
 

21.2. The CCG must have regard to all relevant guidance published by NHS 
England in relation to conflicts of interest in the co-commissioning 
context. 

 
22. Variations 

 
22.1. The Parties acknowledge that, under paragraph 30 of the Delegation, 

the Delegation may be reviewed and amended from time to time and 
that such amendments may be effected by a revocation and re-issue of 
an amended Delegation. 
 

22.2. The Parties acknowledge that, under paragraph 11 of the Delegation, 
certain additional functions may be delegated from time to time by NHS 
England to the CCG on a date or dates to be notified to the CCG by 
NHS England in accordance with clause 8.3.  If NHS England amends 
the Delegation and/or delegates additional functions to the CCG, then 
NHS England and the CCG shall agree such consequential changes to 
this Agreement pursuant to this clause 22 (Variations). 

 
22.3. Subject to clauses 22.4 to 22.10 below, a variation of this Agreement 

will only be effective if: 
 

22.3.1. it is materially in the form of the template variation agreement 
set out at Schedule 6 (Template Variation Agreement); and  

22.3.2. it is signed by NHS England and the CCG (by their 
Agreement Representatives or other duly authorised 
representatives). 

 
22.4. The Parties may not vary any provision of this Agreement if the 

purported variation would contradict or conflict with the Delegation. 
 

22.5. NHS England may notify the CCG of any proposed National Variation 
by issuing a National Variation Proposal by whatever means NHS 
England may consider appropriate from time to time. 
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22.6. The CCG will be deemed to have received a National Variation 

Proposal on the date that it is issued by NHS England. 
 

22.7. The National Variation Proposal will set out the National Variation 
proposed and the date on which NHS England requires the National 
Variation to take effect. 

 
22.8. The CCG must respond to a National Variation Proposal within thirty 

(30) Operational Days following the date that it is issued by serving a 
written notice on NHS England confirming either: 

 
22.8.1. that it accepts the National Variation Proposal; or 
22.8.2. that it refuses to accept the National Variation Proposal, and 

setting out reasonable grounds for that refusal. 
 

22.9. If the CCG accepts the National Variation Proposal in accordance with 
clause 22.8.1, the CCG agrees (without delay) to take all necessary 
steps (including executing a variation agreement) in order to give effect 
to any National Variation by the date on which the proposed National 
Variation takes effect as set out in the National Variation Proposal. 

 
22.10. If the CCG refuses to accept the National Variation Proposal in 

accordance with clause 22.8.2 or to take such steps as set out in clause 
22.9, NHS England may terminate this Agreement and revoke the 
Delegation in accordance with clause 17.3.6. 

 
23. Counterparts 

 
23.1. This Agreement may be executed in counterparts, each of which shall 

be regarded as an original, but all of which together shall constitute one 
agreement binding on both of the Parties. 

 
24. Notices 

 
24.1. Any notices given under this Agreement must be in writing, must be 

marked for the appropriate department or person and must be served 
by hand, post or email to the following address: 

 
24.1.1. in the case of NHS England, to NHS England’s address for 

notices set out in the Particulars; or 
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24.1.2. in the case of the CCG, to the CCG’s address for notices set 
out in the Particulars.     

 
24.2. Notices sent: 

   
24.2.1. by hand will be effective upon delivery; 
24.2.2. by post will be effective upon the earlier of actual receipt or 

five (5) working days after mailing; or 
24.2.3. by email will be effective when sent (subject to no automated 

response being received). 
 

24.3. NHS England may, at its discretion, issue Contractual Notices from time 
to time relating to the manner in which the Delegated Functions should 
be exercised by the CCG. 
 

24.4. NHS England may, at its discretion, issue Guidance from time to time, 
including any protocol, policy, guidance or manual relating to the 
exercise of the Delegated Functions under this Agreement.  NHS 
England acknowledges that in considering the need and/or content of 
new Guidance it will engage appropriately with CCGs. 
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Schedule 1 
Definitions and Interpretation 

 
In this Agreement, the following words and phrases will bear the following meanings: 
 

Agreement means this agreement between NHS England and the 
CCG comprising the Particulars, the Terms and 
Conditions and the Schedules; 

Agreement 
Representatives 

means the CCG Representative and the NHS England 
Representative as set out in the Particulars; 

APMS Contract means an agreement made in accordance with section 
92 of the NHS Act; 

Assigned Staff means those NHS England staff as agreed between 
NHS England and the CCG from time to time; 

Caldicott Principles means the patient confidentiality principles set out in the 
report of the Caldicott Committee (December 1997 as 
amended by the 2013 Report, The Information 
Governance Review – “To Share or Not to Share?”) and 
now included in the NHS Confidentiality Code of 
Practice, as may be amended from time to time; 

Capital shall have the meaning set out in the Capital Investment 
Guidance or such other replacement Guidance as 
issued by NHS England from time to time;  

Capital Expenditure 
Functions 

means those functions of NHS England in relation to the 
use and expenditure of Capital funds (but excluding the 
Premises Costs Directions Functions); 

Capital Investment 
Guidance 

means any Guidance issued by NHS England from time 
to time in relation to the development, assurance and 
approvals process for proposals in relation to: 

• the expenditure of Capital, or investment in 
property, infrastructure or information and 
technology; or  

• the revenue consequences for commissioners or 
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third parties making such investment; 

CCG Assurance 
Framework 

means the assurance framework that applies to CCGs 
pursuant to the NHS Act; 

Claims means, for or in relation to the Primary Medical Services 
Contracts (a)  any litigation or administrative, mediation, 
arbitration or other proceedings, or any claims, actions 
or hearings before any court, tribunal or any 
governmental, regulatory or similar body, or any 
department, board or agency or (b) any dispute with, or 
any investigation, inquiry or enforcement proceedings 
by, any governmental, regulatory or similar body or 
agency; 

Claim Losses means all Losses arising in relation to any Claim; 

Complaints Regulations means the Local Authority Social Services and National 
Health Service Complaints (England) Regulations 
2009/309; 

Contractual Notice means a contractual notice issued by NHS England to 
the CCG or all CCGs (as the case may be) from time to 
time and relating to the manner in which the Delegated 
Functions should be exercised by the CCG, in 
accordance with clause 24.3; 

CQC means the Care Quality Commission; 

Data Controller shall have the same meaning as set out in the DPA; 

Data Subject shall have the same meaning as set out in the DPA; 

Delegated Functions means the functions delegated by NHS England to the 
CCG under the Delegation and as set out in detail in this 
Agreement; 

Delegated Funds shall have the meaning in clause 13.1;  

DPA means the Data Protection Act 1998; 
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Enhanced Services means the nationally defined enhanced services, as set 
out in the Primary Medical Services (Directed Enhanced 
Services) Directions 2014 or as amended from time to 
time, and any other enhanced services schemes locally 
developed by the CCG in the exercise of its Delegated 
Functions (and excluding, for the avoidance of doubt, 
any enhanced services arranged or provided pursuant 
to the Section 7A Functions); 

Escalation Rights means the escalation rights as defined in clause 16 
(Escalation Rights); 

Financial Year shall bear the same meaning as in section 275 of the 
NHS Act; 

GMS Contract means a general medical services contract made under 
section 84(1) of the NHS Act; 

Good Practice means using standards, practices, methods and 
procedures conforming to the law, reflecting up-to-date 
published evidence and exercising that degree of skill 
and care, diligence, prudence and foresight which would 
reasonably and ordinarily be expected from a skilled, 
efficient and experienced commissioner; 

Guidance means any protocol, policy, guidance or manual (issued 
by NHS England whether under this Agreement or 
otherwise) and/or any policy or guidance relating to the 
exercise of the Delegated Functions issued by NHS 
England from time to time, in accordance with clause 
24.4; 

HSCA means the Health and Social Care Act 2012; 

HSCIC means the Health and Social Care Information Centre; 

Information Law the DPA, the EU Data Protection Directive 95/46/EC; 
regulations and guidance made under section 13S and 
section 251 of the NHS Act; guidance made or given 
under sections 263 and 265 of the HSCA; the Freedom 
of Information Act 2000; the common law duty of 
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confidentiality; the Human Rights Act 1998 and all other 
applicable laws and regulations relating to processing of 
Personal Data and privacy; 

Law means any applicable law, statute, bye-law, regulation, 
direction, order, regulatory policy, guidance or code, rule 
of court or directives or requirements of any regulatory 
body, delegated or subordinate legislation or notice of 
any regulatory body (including, for the avoidance of 
doubt, the Premises Costs Directions, the Statement of 
Financial Entitlements Directions and the Primary 
Medical Services (Directed Enhanced Services) 
Directions 2014 as amended from time to time); 

Local Incentive 
Schemes 

means an incentive scheme developed by the CCG in 
the exercise of its Delegated Functions including 
(without limitation) as an alternative to QOF;  

Local Terms  means the terms set out in Schedule 7 (Local Terms); 

Losses means all damages, loss, liabilities, claims, actions, 
costs, expenses (including the cost of legal and/or 
professional services) proceedings, demands and 
charges;  

National Variation an addition, deletion or amendment to the provisions of 
this Agreement mandated by NHS England (whether in 
respect of the CCG or all or some of other Clinical 
Commissioning Groups) including any addition, deletion 
or amendment to reflect changes to the Delegation, 
changes in Law, changes in policy and notified to the 
CCG in accordance with clause 22 (Variations); 

National Variation 
Proposal 

a written proposal for a National Variation, which 
complies with the requirements of clause 22.7; 

Need to Know has the meaning set out in paragraph 6.2 of Schedule 4 
(Further Information Sharing Provisions); 

NHS Act means the National Health Service Act 2006 (as 
amended by the Health and Social Care Act 2012 or 
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other legislation from time to time); 

NHS England means the National Health Service Commissioning 
Board established by section 1H of the NHS Act, also 
known as NHS England; 

Non-Personal Data means data which is not Personal Data; 

Operational Days a day other than a Saturday, Sunday or bank holiday in 
England; 

Particulars  means the Particulars of this Agreement as set out in 
clause 1 (Particulars); 

Party/Parties means a party or both parties to this Agreement; 

Personal Data shall have the same meaning as set out in the DPA and 
shall include references to Sensitive Personal Data 
where appropriate; 

Personal Data 
Agreement 

means the agreement governing Information Law issues 
completed further to Schedule 4 (Further Information 
Sharing Provisions); 

Personnel means the Parties’ employees, officers, elected 
members, directors, voluntary staff, consultants, and 
other contractors and sub-contractors acting on behalf 
of either Party (whether or not the arrangements with 
such contractors and sub-contractors are subject to 
legally binding contracts) and such contractors’ and their 
sub-contractors’ personnel; 

PMS Contract means an arrangement or contract for the provision of 
primary medical services made under section 83(2) of 
the NHS Act (including any arrangements which are 
made in reliance on a combination of that section and 
other powers to arrange for primary medical services); 

Premises Agreements means tenancies, leases and other arrangements in 
relation to the occupation of land for the delivery of 
services under the Primary Medical Services Contracts; 
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Premises Costs 
Directions 

means the National Health Service (General Medical 
Services Premises Costs) Directions 2013, as amended; 

Premises Costs 
Directions Functions 

means NHS England’s functions in relation to the 
Premises Costs Directions;  

Primary Medical Care 
Infrastructure Guidance 

means any Guidance issued by NHS England from time 
to time in relation to the procurement, development and 
management of primary medical care infrastructure and 
which may include principles of best practice;  

Primary Medical 
Services Contracts 

means: 

• PMS Contracts; 

• GMS Contracts; and  

• APMS Contracts, 

in each case as amended or replaced from time to time 
and including all ancillary or related agreements directly 
relating to the subject matter of such agreements, 
contracts or arrangements but excluding any Premises 
Agreements; 

Prime Minister’s 
Challenge Fund 

means the Prime Minister’s challenge fund announced 
in October 2013 to help improve access to general 
practice and stimulate innovative ways of providing 
primary care services; 

Principles of Best 
Practice 

means the Guidance in relation to property and 
investment which is to be published either before or 
after the date of this Agreement; 

QOF means the quality and outcomes framework; 

Relevant Information means the Personal Data and Non-Personal Data 
processed under the Delegation and this Agreement, 
and includes, where appropriate, “confidential patient 
information” (as defined under section 251 of the NHS 
Act), and “patient confidential information” as defined in 
the 2013 Report, The Information Governance Review – 
“To Share or Not to Share?”); 
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Reserved Functions means the functions relating to the commissioning of 
primary medical services which are reserved to NHS 
England (and are therefore not delegated to the CCG 
under the Delegation) and as set out in detail in clause 
8.2 and Schedule 3 (Reserved Functions) of this 
Agreement; 

Secretary of State means the Secretary of State for Health from time to 
time; 

Section 7A Functions means those functions of NHS England exercised 
pursuant to section 7A of the NHS Act relating to 
primary medical services;  

Section 7A Funds shall have the meaning in clause 13.18.1; 

Sensitive Personal Data shall have the same meaning as in the DPA; 

Specified Purpose means the purpose for which the Relevant Information is 
shared and processed, being to facilitate the exercise of 
the CCG’s Delegated Functions and NHS England’s 
Reserved Functions as specified in paragraph 2.1 of 
Schedule 4 (Further Information Sharing Provisions) to 
this Agreement; 

Statement of Financial 
Entitlements Directions 

means the General Medical Services Statement of 
Financial Entitlements Directions 2013, as amended or 
updated from time to time; 

Statutory Guidance means any applicable health and social care guidance, 
guidelines, direction or determination, framework, 
standard or requirement to which the CCG and/or NHS 
England have a duty to have regard, to the extent that 
the same are published and publicly available or the 
existence or contents of them have been notified to the 
CCG by NHS England from time to time; 

Survival Clauses means clauses 10 (Information Sharing and Information 
Governance), 13 (Financial Provisions and Liability), 14 
(Claims and Litigation) 17 (Termination), 18 (Staffing), 
19 (Disputes) and 20 (Freedom of Information), together 
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with such other provisions as are required to interpret 
these clauses (including the Schedules to this 
Agreement); and 

Transfer Regulations means the Transfer of Undertakings (Protection of 
Employment) Regulations 2006, as amended. 
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Schedule 2 
Delegated Functions 

 
Part 1: Delegated Functions: Specific Obligations 
 
1. Introduction 

 
1.1. This Part 1 of Schedule 2 (Delegated Functions) sets out further 

provision regarding the carrying out of each of the Delegated Functions. 
 

2. Primary Medical Services Contract Management 
 

2.1. The CCG must: 
 

2.1.1. manage the Primary Medical Services Contracts on behalf of 
NHS England and perform all of NHS England’s obligations 
under each of the Primary Medical Services Contracts in 
accordance with the terms of the Primary Medical Services 
Contracts as if it were named in the contract in place of NHS 
England; 

2.1.2. actively manage the performance of the counter-party to the 
Primary Medical Services Contracts in order to secure the 
needs of people who use the services, improve the quality of 
services and improve efficiency in the provision of the services 
including by taking timely action to enforce contractual 
breaches and serve notice; 

2.1.3. ensure that it obtains value for money under the Primary 
Medical Services Contracts on behalf of NHS England and 
avoids making any double payments under any Primary 
Medical Services Contracts; 

2.1.4. comply with all current and future relevant national Guidance 
regarding PMS reviews and the management of practices 
receiving Minimum Practice Income Guarantee (MPIG) 
(including without limitation the Framework for Personal 
Medical Services (PMS) Contracts Review guidance published 
by NHS England in September 2014 
(http://www.england.nhs.uk/wp-content/uploads/2014/09/pms-
review-guidance-sept14.pdf)); 

http://www.england.nhs.uk/wp-content/uploads/2014/09/pms-review-guidance-sept14.pdf
http://www.england.nhs.uk/wp-content/uploads/2014/09/pms-review-guidance-sept14.pdf


 
 

                    25/03/15                                                                                                                                                
44 

 

2.1.5. notify NHS England immediately (or in any event within two (2) 
Operational Days) of any breach by the CCG of its obligations 
to perform any of NHS England’s obligations under the Primary 
Medical Services Contracts; 

2.1.6. keep a record of all of the Primary Medical Services Contracts 
that the CCG manages on behalf of NHS England setting out 
the following details in relation to each Primary Medical 
Services Contract: 

 
2.1.6.1. name of counter-party; 
2.1.6.2. location of provision of services; and 
2.1.6.3. amounts payable under the contract (if a contract 

sum is payable) or amount payable in respect of 
each patient (if there is no contract sum). 

 
2.2. For the avoidance of doubt, all Primary Medical Services Contracts will 

be in the name of NHS England. 
 

2.3. The CCG must comply with any Guidance in relation to the issuing and 
signing of Primary Medical Services Contracts in the name of NHS 
England.  

 
2.4. Without prejudice to clause 13 (Financial Provisions and Liability) or 

paragraph 2.1 above, the CCG must actively manage each of the 
relevant Primary Medical Services Contracts including by: 

 
2.4.1. managing the relevant Primary Medical Services Contract, 

including in respect of quality standards, incentives and the 
QOF, observance of service specifications, and monitoring of 
activity and finance; 

2.4.2. assessing quality and outcomes (including clinical 
effectiveness, patient experience and patient safety);  

2.4.3. managing variations to the relevant Primary Medical Services 
Contract or services in accordance with national policy, service 
user needs and clinical developments; 

2.4.4. agreeing information and reporting requirements and managing 
information breaches (which will include use of the HSCIC IG 
Toolkit SIRI system); 
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2.4.5. agreeing local prices, managing agreements or proposals for 
local variations and local modifications; 

2.4.6. conducting review meetings and undertaking contract 
management including the issuing of contract queries and 
agreeing any remedial action plan or related contract 
management processes; and 

2.4.7. complying with and implementing any relevant Guidance 
issued from time to time.  

 
Enhanced Services 

 
2.5. The CCG must manage the design and commissioning of Enhanced 

Services, including re-commissioning these services annually where 
appropriate. 

 
2.6. The CCG must ensure that it complies with any Guidance in relation to 

the design and commissioning of Enhanced Services. 
 

2.7. When commissioning newly designed Enhanced Services, the CCG 
must: 

 
2.7.1. consider the needs of the local population in the Area; 
2.7.2. support Data Controllers in providing ‘fair processing’ 

information as required by the DPA; 
2.7.3. develop the necessary specifications and templates for the 

Enhanced Services, as required to meet the needs of the local 
population in the Area; 

2.7.4. when developing the necessary specifications and templates 
for the Enhanced Services, ensure that value for money will be 
obtained; 

2.7.5. consult with Local Medical Committees, each relevant Health 
and Wellbeing Board and other stakeholders in accordance 
with the duty of public involvement and consultation under 
section 14Z2 of the NHS Act; 

2.7.6. obtain the appropriate read codes, to be maintained by the 
HSCIC;  

2.7.7. liaise with system providers and representative bodies to 
ensure that the system in relation to the Enhanced Services will 
be functional and secure; and 
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2.7.8. support GPs in entering into data processing agreements with 
data processors in the terms required by the DPA. 

 
Design of Local Incentive Schemes 

 
2.8. The CCG may design and offer Local Incentive Schemes for GP 

practices, sensitive to the needs of their particular communities, in 
addition to or as an alternative to the national framework (including as 
an alternative to QOF or directed Enhanced Services), provided that 
such schemes are voluntary and the CCG continues to offer the 
national schemes.   

 
2.9. There is no formal approvals process that the CCG must follow to 

develop a Local Incentive Scheme, although any proposed new Local 
Incentive Scheme: 

 
2.9.1. is subject to consultation with the Local Medical Committee;  
2.9.2. must be able to demonstrate improved outcomes, reduced 

inequalities and value for money; and 
2.9.3. must reflect the changes agreed as part of the national PMS 

reviews. 
 

2.10. The ongoing assurance of any new Local Incentive Schemes will form 
part of the CCG’s assurance process under the CCG Assurance 
Framework. 

 
2.11. Any new Local Incentive Scheme must be implemented without 

prejudice to the right of GP practices operating under a GMS Contract 
to obtain their entitlements which are negotiated and set nationally.   
 

2.12. NHS England will continue to set national standing rules, to be reviewed 
annually, and the CCG must comply with these rules which shall for the 
purposes of this Agreement be Guidance. 

 
Making Decisions on Discretionary Payments 

   
2.13. The CCG must manage and make decisions in relation to the 

discretionary payments to be made to GP practices in a consistent, 
open and transparent way.   
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2.14. The CCG must exercise its discretion to determine the level of payment 
to GP practices of discretionary payments, in accordance with the 
Statement of Financial Entitlements Directions. 

 
Making Decisions about Commissioning Urgent Care for Out of Area 
Registered Patients 

 
2.15. The CCG must manage the design and commissioning of urgent care 

services (including home visits as required) for its patients registered 
out of area (including re-commissioning these services annually where 
appropriate). 
 

2.16. The CCG must ensure that it complies with any Guidance in relation to 
the design and commissioning of these services. 

 
3. Planning the Provider Landscape 

 
3.1. The CCG must plan the primary medical services provider landscape in 

the Area, including considering and taking decisions in relation to: 
 

3.1.1. establishing new GP practices in the Area; 
3.1.2. managing GP practices providing inadequate standards of 

patient care; 
3.1.3. the procurement of new Primary Medical Services Contracts (in 

accordance with any procurement protocol issued by NHS 
England from time to time); 

3.1.4. closure of practices and branch surgeries; 
3.1.5. dispersing the lists of GP practices; 
3.1.6. agreeing variations to the boundaries of GP practices; and 
3.1.7. coordinating and carrying out the process of list cleansing in 

relation to GP practices, according to any policy or Guidance 
issued by NHS England from time to time. 

 
3.2. In relation to any new Primary Medical Services Contract to be entered 

into, the CCG must, without prejudice to any obligation in Schedule 2, 
Part 2, paragraph 3 (Procurement and New Contracts) and Schedule 2, 
Part 1, paragraph 2.3: 
 
3.2.1. consider and use the form of Primary Medical Services 

Contract that will ensure compliance with NHS England’s 
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obligations under Law including the Public Contracts 
Regulations 2015/102 and the National Health Service 
(Procurement, Patient Choice and Competition) (No. 2) 
Regulations 2013/500 taking into account the persons to whom 
such Primary Medical Services Contracts may be awarded; 

3.2.2. provide to NHS England confirmation as required from time to 
time that it has considered and complied with its obligations 
under this Agreement and the Law; and 

3.2.3. for the avoidance of doubt, Schedule 5 (Financial Provisions 
and Decision Making Limits) deals with the sign off 
requirements for Primary Medical Services Contracts. 

 
4. Approving GP Practice Mergers and Closures  

 
4.1. The CCG is responsible for approving GP practice mergers and GP 

practice closures in the Area. 
 

4.2. The CCG must undertake all necessary consultation when taking any 
decision in relation to GP practice mergers or GP practice closures in 
the Area, including those set out under section 14Z2 of the NHS Act 
(duty for public involvement and consultation).  The consultation 
undertaken must be appropriate and proportionate in the circumstances 
and should include consulting with the Local Medical Committee. 

 
4.3. Prior to making any decision in accordance with this paragraph 4 

(Approving GP Practice Mergers and Closures), the CCG must be able 
to clearly demonstrate the grounds for such a decision and must have 
fully considered any impact on the GP practice’s registered population 
and that of surrounding practices.   The CCG must be able to clearly 
demonstrate that it has considered other options and has entered into 
dialogue with the GP contractor as to how any closure or merger will be 
managed. 

 
4.4. In making any decisions pursuant to paragraph 4 (Approving GP 

Practice Mergers and Closures), the CCG shall also take account of its 
obligations as set out in Schedule 2, part 2, paragraph 3 (Procurement 
and New Contracts), where applicable.  
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5. Information Sharing with NHS England in relation to the Delegated 
Functions 

 
5.1. This paragraph 5 (Information Sharing with NHS England) is without 

prejudice to clause 9.4 or any other provision in this Agreement. The 
CCG must provide NHS England with: 

 
5.1.1. such information relating to individual GP practices in the Area 

as NHS England may reasonably request, to ensure that NHS 
England is able to continue to gather national data regarding 
the performances of GP practices;  

5.1.2. such data/data sets as required by NHS England to ensure 
population of the primary medical services dashboard; 

5.1.3. any other data/data sets as required by NHS England; and 
5.1.4. the CCG shall procure that providers accurately record and 

report information so as to allow NHS England and other 
agencies to discharge their functions. 
 

5.2. The CCG must use the NHS England approved primary medical 
services dashboard, as updated from time to time, for the collection and 
dissemination of information relating to GP practices. 

 
5.3. The CCG must (where appropriate) use the NHS England approved GP 

exception reporting service (as notified to the CCGs by NHS England 
from time to time). 

 
5.4. The CCG must provide any other information, and in any such form, as 

NHS England considers necessary and relevant. 
 

5.5. NHS England reserves the right to set national standing rules (which 
may be considered Guidance for the purpose of this Agreement), as 
needed, to be reviewed annually.  NHS England will work with CCGs to 
agree rules for, without limitation, areas such as the collection of data 
for national data sets and IT intra-operability.  Such national standing 
rules set from time to time shall be deemed to be part of this 
Agreement.   
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6. Making Decisions in relation to Management of Poorly Performing GP 
Practices 
 
6.1. The CCG must make decisions in relation to the management of poorly 

performing GP practices and including, without limitation, decisions and 
liaison with the CQC where the CQC has reported non-compliance with 
standards (but excluding any decisions in relation to the performers list). 
 

6.2. In accordance with paragraph 6.1 above, the CCG must: 
 
6.2.1. ensure regular and effective collaboration with the CQC to 

ensure that information on general practice is shared and 
discussed in an appropriate and timely manner; 

6.2.2. ensure that any risks identified are managed and escalated 
where necessary; 

6.2.3. respond to CQC assessments of GP practices where 
improvement is required; 

6.2.4. where a GP practice is placed into special measures, lead a 
quality summit to ensure the development and monitoring of an 
appropriate improvement plan (including a communications 
plan and actions to manage primary care resilience in the 
locality); and 

6.2.5. take appropriate contractual action in response to CQC 
findings. 
 

7. Premises Costs Directions Functions 
 

7.1. The CCG must comply with the Premises Costs Directions and will be 
responsible for making decisions in relation to the Premises Costs 
Directions Functions. 

 
7.2. In particular, but without limiting the generality of paragraph 7.1, the 

CCG shall make decisions concerning: 
 

7.2.1. applications for new payments under the Premises Costs 
Directions (whether such payments are to be made by way of 
grants or in respect of recurring premises costs); and 

7.2.2. revisions to existing payments being made under the Premises 
Costs Directions. 
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7.3. The CCG must comply with any decision-making limits set out in 
Schedule 5 (Financial Provisions and Decision Making Limits) when 
taking decisions in relation to the Premises Costs Directions Functions. 

 
7.4. The CCG will comply with any guidance issued by the Secretary of 

State or NHS England in relation to the Premises Costs Directions, 
including the Principles of Best Practice, and any other Guidance in 
relation to the Premises Costs Directions. 

 
7.5. The CCG must work cooperatively with other CCGs to manage 

premises and strategic estates planning. 
 

7.6. The CCG must liaise where appropriate with NHS Property Services 
Limited and Community Health Partnerships Limited in relation to the 
Premises Costs Directions Functions. 
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Schedule 2 
Part 2 – Delegated Functions: General Obligations 

 
1. Introduction 

 
1.1. This Part 2 of Schedule 2 (Delegated Functions) sets out general 

provisions regarding the carrying out of the Delegated Functions. 
 
2. Planning and reviews 

 
2.1. The CCG is responsible for planning the commissioning of primary 

medical services. 
 

2.2. The role of the CCG includes: 
 

2.2.1. carrying out primary medical health needs assessments (to be 
developed by the CCG) to help determine the needs of the local 
population in the Area; 

2.2.2. recommending and implementing changes to meet any unmet 
primary medical services needs; and 

2.2.3. undertaking regular reviews of the primary medical health needs 
of the local population in the Area. 
 

3. Procurement and New Contracts 
 

3.1. The CCG will make procurement decisions relevant to the exercise of the 
Delegated Functions and in accordance with the detailed arrangements 
regarding procurement set out in the procurement protocol issued and 
updated by NHS England from time to time. 
 

3.2. In discharging its responsibilities set out in clause 6 (Performance of the 
Delegated Functions) of this Agreement and paragraph 1 of this 
Schedule 2 (Delegated Functions), the CCG must comply at all times with 
Law including its obligations set out in the National Health Service 
(Procurement, Patient Choice and Competition) (No. 2) Regulations 
2013/500 and any other relevant statutory provisions.  The CCG must 
have regard to any relevant guidance, particularly Monitor’s guidance 
Substantive guidance on the Procurement, Patient Choice and 
Competition Regulations 
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(https://www.gov.uk/government/uploads/system/uploads/attachment_dat
a/file/283505/SubstantiveGuidanceDec2013_0.pdf).  
 

3.3. Where the CCG wishes to develop and offer a locally designed contract, 
it must ensure that it has consulted with its Local Medical Committee in 
relation to the proposal and that it can demonstrate that the scheme will: 

 
3.3.1. improve outcomes; 
3.3.2. reduce inequalities; and  
3.3.3. provide value for money.  
 

4. Integrated working 
 

4.1. The CCG must take an integrated approach to working and co-ordinating 
with stakeholders including NHS England, Local Professional Networks, 
local authorities, Healthwatch, acute and community providers, the Local 
Medical Committee, Public Health England and other stakeholders.  
 

4.2. The CCG must work with NHS England and other CCGs to co-ordinate a 
common approach to the commissioning of primary medical services 
generally. 

 
4.3. The CCG and NHS England will work together to coordinate the exercise 

of their respective performance management functions.  
 

5. Resourcing 
 

5.1. NHS England may, at its discretion provide support or staff to the CCG. 
NHS England may, when exercising such discretion, take into account, 
any relevant factors (including without limitation the size of the CCG, the 
number of Primary Medical Services Contracts held and the need for the 
Local NHS England Team to continue to deliver the Reserved Functions). 
 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/283505/SubstantiveGuidanceDec2013_0.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/283505/SubstantiveGuidanceDec2013_0.pdf
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Schedule 3 
Reserved Functions 

 
1. Introduction 

 
1.1. This Schedule 3 (Reserved Functions) sets out further provision 

regarding the carrying out of the Reserved Functions. 
 

1.2. The CCG will work collaboratively with NHS England and will support and 
assist NHS England to carry out the Reserved Functions. 

 
2. Management of the national performers list 

 
2.1. NHS England will continue to perform its primary medical care functions 

under the National Health Service (Performers Lists) (England) 
Regulations 2013. 
 

2.2. NHS England’s functions in relation to the management of the national 
performers list include: 

 
2.2.1. considering applications and decision-making in relation to 

inclusion on the national performers list, inclusion with 
conditions and refusals; 

2.2.2. identifying, managing and supporting primary care performers 
where concerns arise; and 

2.2.3. managing suspension, imposition of conditions and removal 
from the national performers list. 

 
2.3. NHS England may hold local Performance Advisory Group (“PAG”) 

meetings to consider all complaints or concerns that are reported to 
NHS England in relation to a named performer and NHS England will 
determine whether an initial investigation is to be carried out. 
 

2.4. NHS England may notify the CCG of all relevant PAG meetings at least 
seven (7) days in advance of such meetings.  NHS England may 
require a representative of the CCG to attend such meetings to discuss 
any performer concerns and/or quality issues that may impact on 
individual performer cases. 
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2.5. The CCG must develop a mechanism to ensure that all complaints 
regarding any named performer are escalated to the Local NHS 
England Team for review.  The CCG will comply with any Guidance 
issued by NHS England in relation to the escalation of complaints about 
a named performer. 

 
3. Management of the revalidation and appraisal process 

 
3.1. NHS England will continue to perform its functions under the Medical 

Profession (Responsible Officers) Regulations 2010 (as amended by 
the Medical Profession (Responsible Officers) (Amendment) 
Regulations 2013). 
 

3.2. All functions in relation to GP appraisal and revalidation will remain the 
responsibility of NHS England, including: 

 
3.2.1. the funding of GP appraisers;  
3.2.2. quality assurance of the GP appraisal process; and 
3.2.3. the responsible officer network. 

 
3.3. Funding to support the GP appraisal is incorporated within the global 

sum payment to GP practices.  
 

3.4. The CCG must not remove or restrict the payments made to GP 
practices in respect of GP appraisal. 

 
 

4. Administration of payments and related performers list management 
activities 
 
4.1. NHS England reserves its functions in relation to the administration of 

payments to individual performers and related performers list 
management activities under the National Health Service (Performers 
Lists) (England) Regulations 2013 and other relevant legislation. 
 

4.2. NHS England may continue to pay GPs who are suspended from the 
national performers list under the Secretary of State’s Determination: 
Payments to Medical Practitioners Suspended from the Medical 
Performers List (1 April 2013). 
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4.3. For the avoidance of doubt, the CCG is responsible for any ad hoc or 
discretionary payments to GP practices (including those under section 
96 of the NHS Act) in accordance with clause 6.2.1.4 and Schedule 2 
(Delegated Functions) Part 1 paragraphs 2.13 and 2.14 of this 
Agreement, including where such payments may be considered a 
consequence of actions taken under the National Health Service 
(Performers Lists) (England) Regulations 2013. 

 
5. Section 7A Functions 

 
5.1. In accordance with clauses 13.17 to 13.20, NHS England retains the 

Section 7A Functions and will be responsible for taking decisions in 
relation to the Section 7A Functions. 

 
5.2. In accordance with clauses 13.17 to 13.20, the CCG will provide certain 

management and/or administrative services to NHS England in relation 
to the Section 7A Functions. 

 
6. Capital Expenditure Functions 

 
6.1. In accordance with clauses 13.13 to 13.16, NHS England retains the 

Capital Expenditure Functions and will be responsible for taking 
decisions in relation to the Capital Expenditure Functions. 
 

7. Functions in relation to complaints management 
 
7.1. NHS England retains its functions in relation to complaints management 

and will be responsible for taking decisions in relation to the 
management of complaints.  Such complaints include (but are not 
limited to): 
 
7.1.1. complaints about GP practices and individual named 

performers; 
7.1.2. controlled drugs; and 
7.1.3. whistleblowing in relation to a GP practice or individual 

performer. 
 

7.2. The CCG must immediately notify the Local NHS England Team of all 
complaints received by or notified to the CCG and must send to the 
Local NHS England Team copies of any relevant correspondence.   
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7.3. The CCG must co-operate fully with NHS England in relation to any 

complaint and any response to such complaint. 
 

7.4. In accordance with clauses 13.21 to 13.23, NHS England may ask the 
CCG to provide certain management and/or administrative services to 
NHS England (from a date to be notified by NHS England to the CCG) 
in relation to the handling and consideration of complaints. 
 

8. Such other ancillary activities that are necessary in order to exercise the 
Reserved Functions 
 
8.1. NHS England will carry out such other ancillary activities that are 

necessary in order for NHS England to exercise the Reserved 
Functions. 
 

8.2. NHS England will continue to comply with its obligations under the 
Controlled Drugs (Supervision of Management and Use) Regulations 
2013. 

 
8.3. The CCG must assist NHS England’s controlled drug accountable 

officer (“CDAO”) to carry out its functions under the Controlled Drugs 
(Supervision of Management and Use) Regulations 2013. 

 
8.4. The CCG must nominate a relevant senior individual within the CCG 

(the “CCG CD Lead”) to liaise with and assist NHS England to carry 
out its functions under the Controlled Drugs (Supervision of 
Management and Use) Regulations 2013. 

 
8.5. The CCG CD Lead must, in relation to the Delegated Functions: 

 
8.5.1. on request provide NHS England’s CDAO with all reasonable 

assistance in any investigation involving primary medical care 
services; 

8.5.2. report all complaints involving controlled drugs to NHS 
England’s CDAO; 

8.5.3. report all incidents or other concerns involving the safe use and 
management of controlled drugs to NHS England’s CDAO; 

8.5.4. analyse the controlled drug prescribing data available; and 
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8.5.5. on request supply (or ensure organisations from whom the 
CCG commissions services involving the regular use of 
controlled drugs supply)  periodic self–declaration and/or self-
assessments to NHS England’s CDAO. 
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Schedule 4 
Further Information Sharing Provisions 

 
1. Introduction 

 
1.1. The purpose of this Schedule 4 (Further Information Sharing 

Provisions) and the associated Personal Data Agreement is to set out 
the scope for the secure and confidential sharing of information 
between the Parties on a Need To Know basis between individual 
Personnel in order to enable the Parties to exercise their primary 
medical care commissioning functions in accordance with the law. This 
Schedule and the associated Personal Data Agreement is designed 
to:  

 
1.1.1. inform about the reasons why Relevant Information may 

need to be shared and how this will be managed and 
controlled by the organisations involved; 

1.1.2. describe the purposes for which the Parties have agreed to 
share Relevant Information; 

1.1.3. set out the lawful basis for the sharing of information 
between the Parties, and the principles that underpin the 
exchange of Relevant Information; 

1.1.4. describe roles and structures to support the exchange of 
Relevant Information between the Parties; 

1.1.5. apply to the sharing of Relevant Information relating to GPs 
where necessary; 

1.1.6. apply to the sharing of Relevant Information whatever the 
medium in which it is held and however it is transmitted; 

1.1.7. ensure that Data Subjects are, where appropriate, informed 
of the reasons why Personal Data about them may need to 
be shared and how this sharing will be managed;  

1.1.8. apply to the activities of the Parties’ Personnel; and 
1.1.9. describe how complaints relating to Personal Data sharing 

between the Parties will be investigated and resolved, and 
how the information sharing will be monitored and reviewed. 

 
2. Purpose 
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2.1. The Specified Purpose(s) of the data sharing initiative is to facilitate 
the exercise of the CCG’s Delegated Functions and NHS England’s 
Reserved  Functions:  

 
2.1.1. the management of the primary medical service performers’ 

list in accordance with section 91 of the NHS Act;  
2.1.2. management of GP revalidation and appraisal; 
2.1.3. administration of payments and related performers list 

management activities; 
2.1.4. planning and delivering the provision of appropriate care 

services; 
2.1.5. improving the health of the local population; 
2.1.6. performance management of GP providers; 
2.1.7. investigating and responding to incidents and complaints; 

and 
2.1.8. reducing risk to individuals, service providers and the public 

as a whole. 
 

2.2. Specific and detailed purposes are set out in the Personal Data 
Agreement appended to this Schedule. 

 
3. Benefits of information sharing 

 
3.1. The benefits of sharing information are the achievement of the 

Specified Purposes set out above, with benefits for service users and 
other stakeholders in terms of the improved local delivery of primary 
healthcare services. 

 
4. Legal basis for Sharing 

 
4.1. Each Party shall comply with all relevant Information Law 

requirements and good practice in relation to the processing of 
Relevant Information shared further to this Agreement.  
 

4.2. The Parties shall identify the lawful basis for sharing Relevant 
Information for each purpose and data flow, and document these in 
the attached Personal Data Agreement.  
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5. Relevant Information to be shared  
 

5.1. The Relevant Information to be shared is set out in the attached 
Personal Data Agreement. 

 
6. Restrictions on use of the Shared Information 

 
6.1. Each Party shall only process the Relevant Information as is 

necessary to achieve the Specified Purpose, and, in particular, shall 
not use or process Relevant Information for any other purpose unless 
agreed in writing by the Data Controller that released the information 
to the other. There shall be no other use or onward transmission of the 
Relevant Information to any third party without a lawful basis first being 
determined, and the originating Data Controller being notified.  

 
6.2. Access to, and processing of, the Relevant Information provided by a 

Party must be the minimum necessary to achieve the Specified 
Purpose.  Information and Sensitive Personal Data will be handled at 
all times on a restricted basis, in compliance with Information Law 
requirements, and Personnel should only have access to Personal 
Data on a justifiable Need to Know basis for the purpose of 
performing their duties in connection with the services they are there 
to deliver. The Need to Know requirement means that the Data 
Controllers’ Personnel will only have access to Personal Data or 
Sensitive Personal Data if it is lawful for such Personnel to have 
access to such data for the Specified Purpose and the function they 
are required to fulfil at that particular time, in relation to the Specified 
Purpose, cannot be achieved without access to the Personal Data or 
Sensitive Personal Data specified. 

 
6.3. Having this Agreement in place does not give licence for unrestricted 

access to data that the other Data Controller may hold. It lays the 
parameters for the safe and secure sharing and processing of 
information for a justifiable Need to Know purpose. 

 
6.4. Neither Party shall subcontract any processing of the Relevant 

Information without the prior written consent of the other Party. Where 
a Party subcontracts its obligations, it shall do so only by way of a 
written agreement with the sub-contractor which imposes the same 
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obligations as are imposed on the Data Controllers under this 
Agreement. 

 
6.5. Neither Party shall cause or allow Data to be transferred to any 

territory outside the European Economic Area without the prior written 
permission of the responsible Data Controller. 

 
6.6. Any particular restrictions on use of certain Relevant Information are 

included in the attached Personal Data Agreement. 
 

7. Ensuring fairness to the Data Subject 
 

7.1. In addition to having a lawful basis for sharing information, the DPA 
generally requires that the sharing must be fair. In order to achieve 
fairness to the Data Subjects, the Parties will put in place the following 
arrangements: 
 
7.1.1. amendment of internal guidance to improve awareness and 

understanding among Personnel; 
7.1.2. amendment of privacy notices and policies; and 
7.1.3. consideration given to further activities to promote public 

understanding where appropriate. 
 

7.2. Each Party shall procure that its notification to the Information 
Commissioner’s Office reflects the flows of information under this 
Agreement. 

 
7.3. Further provision in relation to specific data flows is included in the 

attached Personal Data Agreement.  
 

8. Governance: Personnel  
 

8.1. Each Party must take reasonable steps to ensure the suitability, 
reliability, training and competence, of any Personnel who have 
access to the Personal Data (and Sensitive Personal Data) including 
reasonable background checks and evidence of completeness should 
be available on request by each Party. 
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8.2. The Parties agree to treat all Relevant Information as confidential and 
imparted in confidence and must safeguard it accordingly. Where the 
Personnel are not healthcare professionals (for the purposes of the 
DPA) the employing Parties must procure that its Personnel operate 
under a duty of confidentiality which is equivalent to that which would 
arise if that person were a health professional. 

 
8.3. Each Party shall ensure that all Personnel required to access the 

Personal Data (including Sensitive Personal Data) are informed of the 
confidential nature of the Personal Data and each Party shall include 
appropriate confidentiality clauses in employment/service contracts of 
all Personnel that have any access whatsoever to the Relevant 
Information, including details of sanctions against any employee acting 
in a deliberate or reckless manner that may breach the confidentiality 
or the non-disclosure provisions of Information Law requirements, or 
causes damage to or loss of the Relevant Information. 

 
8.4. Each Party shall provide evidence (further to any reasonable request) 

that all Personnel that have any access to the Relevant Information 
whatsoever are adequately and appropriately trained to comply with 
their responsibilities under Information Law and this Agreement. 

 
8.5. Each Party shall ensure that: 

 
8.5.1. only those employees involved in delivery of the Agreement 

use or have access to the Relevant Information; and 
8.5.2. that such access is granted on a strict Need to Know basis 

and shall implement appropriate access controls to ensure 
this requirement is satisfied and audited. Evidence of audit 
should be made freely available on request by the 
originating Data Controller. These access controls are set 
out in the attached Personal Data Agreement; and 

8.5.3. specific limitations on the Personnel who may have access 
to the Information are set out in the attached Personal Data 
Agreement. 

 
9. Governance: Protection of Personal Data 
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9.1. At all times, the Parties shall have regard to the requirements of 
Information Law and the rights of Data Subjects. 

 
9.2. Wherever possible (in descending order of preference), only 

anonymised information, or strongly or weakly pseudonymised 
information will be shared and processed by Parties, without the need 
to share easily identifiable Personal Data. The Parties shall cooperate 
in exploring alternative strategies to avoid the use of Personal Data in 
order to achieve the Specified Purpose. However, it is accepted that 
some Relevant Information shared further to this Agreement may be 
Personal Data/Sensitive Personal Data. 

 
9.3. Processing of any Personal Data or Sensitive Personal Data shall be 

to the minimum extent necessary to achieve the Specified Purpose, 
and on a Need to Know basis. If either Party:  

 
9.3.1. becomes aware of any unauthorised or unlawful processing 

of any Relevant Information or that any Relevant Information 
is lost or destroyed or has become damaged, corrupted or 
unusable; or 

9.3.2. becomes aware of any security breach, 

in respect of the Relevant Information it shall promptly notify the other 
Party. The Parties shall fully cooperate with one another to remedy the 
issue as soon as reasonably practicable. 

9.4. In processing any Relevant Information further to this Agreement, 
each Party shall: 

 
9.4.1. process the Personal Data (including Sensitive Personal 

Data) only in accordance with the terms of this Agreement 
and otherwise only in accordance with written instructions 
from the originating Data Controller in respect of its Relevant 
Information; 

9.4.2. process the Personal Data (including Sensitive Personal 
Data) only to the extent as is necessary for the provision of 
the Specified Purpose or as is required by law or any 
regulatory body; 

9.4.3. process the Personal Data (including Sensitive Personal 
Data) only in accordance with Information Law requirements 
and shall not perform its obligations under this Agreement in 
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such a way as to cause any other Data Controller to breach 
any of their applicable obligations under Information Law; 
and 

9.4.4. process the Personal Data in accordance with the eight data 
protection principles (the “Data Protection Principles”) in 
Schedule 1 to the DPA. 

 
9.5. Each Party shall act generally in accordance with the Seventh Data 

Protection Principle, and in particular shall implement and maintain 
appropriate technical and organisational measures to protect the 
Personal Data (and Sensitive Personal Data) against unauthorised or 
unlawful processing and against accidental loss, destruction, damage, 
alteration or disclosure. These measures shall be appropriate to the 
harm which might result from any unauthorised or unlawful processing, 
accidental loss, destruction or damage to the Personal Data (and 
Sensitive Personal Data) and having regard to the nature of the 
Personal Data (and Sensitive Personal Data) which is to be protected. 
In particular, each Data Controller shall: 
 
9.5.1. ensure that only Personnel authorised under this Agreement 

have access to the Personal Data (and Sensitive Personal 
Data); 

9.5.2. ensure that the Relevant Information is kept secure and in 
an encrypted form, and shall use all reasonable security 
practices and systems applicable to the use of the Relevant 
Information to prevent and to take prompt and proper 
remedial action against, unauthorised access, copying, 
modification, storage, reproduction, display or distribution, of 
the Relevant Information; 

9.5.3. obtain prior written consent from the originating Data 
Controller in order to transfer the Relevant Information to 
any third party; 

9.5.4. permit the other Data Controllers or the Data Controllers’ 
representatives (subject to reasonable and appropriate 
confidentiality undertakings), to inspect and audit the data 
processing activities carried out further to this Agreement 
(and/or those of its agents, successors or assigns) and 
comply with all reasonable requests or directions to enable 
the Data Controllers to verify and/or procure that the other 
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Data Controller is in full compliance with its obligations 
under this Agreement; and 

9.5.5. if requested, provide a written description of the technical 
and organisational methods and security measures 
employed in processing Personal Data. 

9.5.6. Specific requirements as to information security are set out 
in the Schedule. 

9.5.7. Each Party shall use best endeavours to achieve and 
adhere to the requirements of the NHS Information 
Governance Toolkit, particularly in relation to Confidentiality 
and Data Protection Assurance, Information Security 
Assurance and Clinical Information Assurance. 

9.5.8. The Parties’ Single Points of Contact (“SPoC”) set out in 
paragraph 14 (Governance: Single Points of Contact) below 
will be the persons who, in the first instance, will have 
oversight of third party security measures. 

 
10. Governance: Transmission of Information between the Parties 

 
10.1. This paragraph supplements paragraph 9 (Governance: Protection of 

Personal Data) of this Schedule. 
 

10.2. Transfer of Personal Data between the Parties shall be done through 
secure mechanisms including use of the N3 network, encryption, and 
approved secure (NHS.net / gcsx) email.  

 
10.3. Faxes shall only be used to transmit Personal Data in an emergency. 

 
10.4. Wherever possible, Personal Data should be transmitted in 

pseudonymised form, with only reference to the NHS number in 'clear' 
transmissions. Where there are significant consequences for the care 
of the patient, then additional data items, such as the postcode, date 
of birth and/or other identifiers should also be transmitted, in 
accordance with good information governance and clinical safety 
practice, so as to ensure that the correct patient record / data is 
identified. 
 

10.5. Any other special measures relating to security of transfer are 
specified in the attached Personal Data Agreement. 
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10.6. Each Party shall keep an audit log of Relevant Information transmitted 

and received in the course of this Agreement. 
 

10.7. The Parties’ Single Point of Contact notified pursuant to paragraph 14 
(Governance: Single Points of Contact) will be the persons who, in the 
first instance, will have oversight of the transmission of information 
between the Parties. 

 
11. Governance: Quality of Information 

 
11.1. The Parties will take steps to ensure the quality of the Relevant 

Information and to comply with the fourth Data Protection Principle. 
 

11.2. Special measures relating to ensuring quality are set out in the 
attached Personal Data Agreement. 

 
12. Governance: Retention and Disposal of Shared Information 

 
12.1. The non-originating Party shall securely destroy or return the Relevant 

Information once the need to use it has passed or, if later, upon the 
termination of this Agreement, howsoever determined.  Where 
Relevant Information is held electronically the Relevant Information will 
be deleted and formal notice of the deletion sent to the Party that 
shared the Relevant Information.  Once paper information is no longer 
required, paper records will be securely destroyed or securely returned 
to the Party they came from. 

 
12.2. Each Party shall provide an explanation of the processes used to 

securely destroy or return the information, or verify such destruction or 
return, if requested by the other Party and shall comply with any 
request of the Data Controllers to dispose of data in accordance with 
specified standards or criteria. 

 
12.3. If either Party is required by any law, regulation, or government or 

regulatory body to retain any documents or materials that it would 
otherwise be required to return or destroy under this paragraph 12 
(Governance: Retention and Disposal of Shared Information), it shall 
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notify the other Party in writing of that retention, giving details of the 
documents or materials that it must retain.   
 

12.4. Retention of any data shall comply with the Fifth Data Protection 
Principle and with all good practice including the Records 
Management NHS Code of Practice, as updated or amended from 
time to time. 
 

12.5. Any special retention periods are set out in attached Personal Data 
Agreement. 
 

12.6. Each Party shall ensure that Relevant Information held in paper form 
is held in secure files, and, when it is no-longer needed, destroyed 
using a cross cut shredder or subcontracted to a confidential waste 
company that complies with European Standard EN15713. 
 

12.7. Each Party shall ensure that, when no longer required, electronic 
storage media used to hold or process Personal Data are destroyed or 
overwritten to current policy requirements. 
 

12.8. Electronic records will be considered for deletion once the relevant 
retention period has ended. 

 
12.9. In the event of any bad or unusable sectors of electronic storage 

media that cannot be overwritten, the Party shall ensure complete and 
irretrievable destruction of the media itself in accordance with policy 
requirements. 
 

13. Governance: Complaints and Access to Personal Data 
 

13.1. Each Party shall assist the other in responding to any request made 
under Information Law made by persons who wish to access copies of 
information held about them (“Subject Access Requests”).  
 

13.2. Complaints about information sharing shall be routed through each 
Party’s own complaints procedure but reported to the Single Points of 
Contact set out in paragraph 14 (Governance: Single Points of 
Contact) below. 
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13.3. The Parties shall use all reasonable endeavours to work together to 
resolve any dispute or complaint arising under this Agreement or any 
data processing carried out further to it. 
 

13.4. Basic details of the Agreement shall be included in the appropriate log 
under each Party’s Publication Scheme.  
 

14. Governance: Single Points of Contact  
 

14.1. The Parties each shall appoint a single point of contact to whom all 
queries relating to the particular information sharing should be directed 
in the first instance. Details of the single points of contact shall be set 
out in the attached Personal Data Agreement.  
 

15. Monitoring and review 
 

15.1. The Parties shall monitor and review on an ongoing basis the sharing 
of Relevant Information to ensure compliance with Information Law 
and best practice. Specific monitoring requirements are set out in the 
attached Personal Data Agreement. 
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Template Personal Data Agreement 
Data flow : [Description] 
 
Description of information flow and single points of contact for parties 
involved 
Originating Data 

Controller 
[Insert:] 

Contact details 
for single point of 

contact for 
Originating Data 

Controller 

Name of 
point of 
contact 

Title Contact 
(email) 

Contact 
(phone) 

    

Recipient Data 
Controller 

[Insert:] 

Contact details 
for single point of 

contact of 
Recipient Data 

Controller 

Name of 
point of 
contact 

Title Contact 
(email) 

Contact 
(phone) 

    

 
Description of information to be shared 

 
Comprehensive 
description of 

Relevant 
Information to be 

shared 

[Insert:] 

Anonymised / not 
information about 

individual 
persons 

Yes  /   No 

Strongly 
pseudonyimsed 

Yes  /   No 

Weakly 
pseudonymised 

Yes  /  No 

Person -
identifiable data 

Yes    /   No 

Justification for [Insert or N/A:] 
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the level of 
identifiability 

required  
 
 Legal basis for disclosure and use 
 
DPA Schedule 2 
condition/s 

[Insert or N/A:] 

DPA Schedule 3 
condition/s  
 

[Insert or N/A:] 

Confidentiality Explicit consent  Yes  /  No  
[If yes, how documented?:] 
 
 
 

Implied Consent  Yes   /   No 
[If yes, how have you implied 
consent?:] 
 
 
 

Statutory required/permitted 
disclosure 

[Insert statutory basis:] 
 
 
 

Public interest disclosure [Insert how the public interest 
favours use/disclosure of the 
information:] 
 
 
 

Other legal basis [Insert:] 
s. 13Z3 / 14Z23 
NHS Act 2006 
justification 

S. 13Z3 condition(s) to 
permit disclosure 

[Insert:] 

S. 14Z23 condition(s) to 
permit disclosure 

[Insert:] 

Other specific 
legal 

 



 
 

                    25/03/15                                                                                                                                                
72 

 

considerations  
 
Restrictions on use of information  
[Insert:] 
 
 
 
 
Governance arrangements 
 
Specific measures to 
ensure fairness to the 
Data Subject, including 
privacy impact 
assessments undertaken  

[Insert:] 

Access controls on use 
of information 

[Insert:] 

Specific limitations on 
Personnel who may 
access information 

[Insert:] 

Other specific security 
requirements 
(transmission) 

[Insert:] 

Other specific security 
requirements (general) 

[Insert:] 

Specific requirements as 
to ensuring quality of 
information 

[Insert:] 

Specific requirements for 
retention and destruction 
of information 

[Insert:] 

Specific monitoring and 
review arrangements  

[Insert:] 
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Schedule 5 
Financial Provisions and Decision Making Limits 

 
Financial Limits and Approvals 

 
1. The  CCG shall ensure that any decisions in respect of the Delegated 

Functions and which exceed the financial limits set out below are only taken: 
 

1.1. by the following persons and/or individuals set out in column 2 of Table 
1 below; and 

1.2. following the approval of NHS England (if any) as set out  in column 3 of 
the Table 1 below. 

 
2. NHS England may, from time to time, update Table 1 by sending a notice to the 

CCG of amendments to Table 1. 
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Table 1 – Financial Limits 

Decision Person/Individual NHS England Approval 

General   

Taking any step or action in relation to 
the settlement of a Claim, where the 
value of the settlement exceeds 
£100,000 

CCG Accountable Officer or Chief 
Finance Officer or Chair 

NHS England Head of Legal Services 

and 

Local NHS England Team Director or 
Director of Finance 

Any matter in relation to the Delegated 
Functions which is novel, contentious or 
repercussive  

CCG Accountable Officer or Chief 
Finance Officer or Chair 

Local NHS England Team Director or 
Director of Finance or 

NHS England Region Director or 
Director of Finance or 

NHS England Chief Executive or Chief 
Financial Officer 

Revenue Contracts 

The entering into of any Primary 
Medical Services Contract which has or 
is capable of having a term which 
exceeds five (5) years 

CCG Accountable Officer or Chief 
Finance Officer or Chair 

Local NHS England Team Director or 
Director of Finance 
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Capital 

Note:   As at the date of this Agreement, the CCG will not have delegated or directed responsibility for decisions in relation to 
Capital expenditure (and these decisions are retained by NHS England) but the CCG may be required to carry out 
certain administrative services in relation to Capital expenditure under clause 13 (Financial Provisions and Liability).  
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Schedule 6 

Template Variation Agreement 
 

 
Variation Reference:   [insert reference] 
 
Proposed by: [insert party] [Note – only NHS England may 

propose National Variations] 
 
Date of Proposal:  [insert date] 
 
Date of Variation Agreement: [insert date] 
 
Capitalised words and phrases in this Variation Agreement have the meanings given 
to them in the Agreement referred to above. 
 
1. The Parties have agreed the [National] Variation summarised below: 

 
 
 
 
 
 
 
 
2. The [National] Variation is reflected in the attached Schedule and the Parties 

agree that the Agreement is varied accordingly. 
 
3. The Variation takes effect on [insert date]. 

 
IN WITNESS OF WHICH the Parties have signed this Variation Agreement on 
the date(s) shown below 

 
 

Signed by 
 

NHS England 
[Insert name of Authorised Signatory] [for and on 
behalf of] [                   ] 
 
 
 

Signed by 
 
 

[Insert name] Clinical Commissioning Group 
[Insert name of Authorised Signatory] [for and on 
behalf of] [                   ] 
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Schedule to Variation Agreement 
 

[Insert details of variation] 
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Schedule 7 
Local Terms 

 
[Note – Local terms may only be agreed between the CCG and NHS England on an 
exceptional basis and must not derogate from the terms and conditions of this 
Agreement.  Please note that Local Terms may include: 

• details of any pooled funds of NHS England and the CCG;   
• resourcing arrangements between NHS England and the CCG; and 
• details of any particular services that the Assigned Staff will provide to the 

CCG under Schedule 8. 
If there are no Local Terms, state “There are no Local Terms” in this Schedule 7.] 
 
There are no local terms in Schedule 7. 
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Schedule 8 
Assignment of NHS England Staff to the CCG 

 
1. Introduction 

 
1.1. The purpose of this Schedule 8 (Assignment of NHS England Staff to 

the CCG) is to give clarity to the CCG and NHS England, in 
circumstances where NHS England staff are assigned to the CCG 
under Model 1 of the Staffing Models. 
 

1.2. In accordance with clause 18 of this Agreement, the Parties have 
agreed that the CCG may only engage staff to undertake the Delegated 
Functions under one of the three Staffing Models referred to in that 
clause.   
 

1.3. The Parties agree and acknowledge that until such time as the CCG’s 
preferred Staffing Model takes effect, the engagement of staff to 
undertake the Delegated Functions shall be in accordance with the 
terms of this Schedule 8 (Assignment of NHS England Staff to the 
CCG) (the “Arrangements”). 

 
2. Duration 

 
2.1. The Arrangements shall commence on the date of this Agreement and 

shall continue until the date on which the Parties agree which of the 
Staffing Models (set out at clauses 18.1.1 to 18.1.3) will be adopted by 
the CCG and the date on which such Staffing Model shall take effect. 
 

3. Services 
 
3.1. NHS England agrees to make available the Assigned Staff to the CCG 

to perform administrative and management support services together 
with such other services specified in Schedule 7 (Local Terms) (the 
“Services”) so as to facilitate the CCG in undertaking the Delegated 
Functions pursuant to the terms of this Agreement. 
 

3.2. NHS England shall take all reasonable steps to ensure that the 
Assigned Staff shall: 
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3.2.1. faithfully and diligently perform duties and exercise such 
powers as may from time to time be reasonably assigned to 
or vested in them; and 

3.2.2. perform all duties assigned to them pursuant to this Schedule 
8 (Assignment of NHS England Staff to the CCG). 
 

3.3. The CCG shall notify NHS England if the CCG becomes aware of any 
act or omission by any Assigned Staff which may have a material 
adverse impact on the provision of the Services or constitute a material 
breach of the terms and conditions of employment of the Assigned 
Staff. 
 

3.4. NHS England shall be released from its obligations to make the 
Assigned Staff available for the purposes of this Schedule 8 
(Assignment of NHS England Staff to the CCG) whilst the Assigned 
Staff are absent: 

 
3.4.1. by reason of industrial action taken in contemplation of a 

trade dispute; 
3.4.2. as a result of the suspension or exclusion of employment or 

secondment of any Assigned Staff by NHS England; 
3.4.3. in accordance with the Assigned Staff’s respective terms and 

conditions of employment and policies, including, but not 
limited to, by reason of training, holidays, sickness, injury, 
trade union duties, paternity leave or maternity or where 
absence is permitted by Law; 

3.4.4. if making the Assigned Staff available would breach or 
contravene any Law; 

3.4.5. as a result of the cessation of employment of any individual 
Assigned Staff; and/or 

3.4.6. at such other times as may be agreed between NHS England 
and the CCG. 
 

4. Employment of the Assigned Staff 
 
4.1. NHS England shall employ the Assigned Staff and shall be responsible 

for the employment of the Assigned Staff at all times on whatever terms 
and conditions as NHS England and the Assigned Staff may agree from 
time to time. 
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4.2. NHS England shall pay the Assigned Staff their salaries and benefits 
and make any deductions for income tax liability and national insurance 
or similar contributions it is required to make from the Assigned Staff’s 
salaries and other payments. 

 
4.3. The Assigned Staff shall carry out the Services from NHS England’s 

places of work and may be required to attend the offices of the CCG 
from time to time in the course of carrying out the Services. Nothing in 
this Schedule 8 (Assignment of NHS England Staff to the CCG) shall be 
construed or have effect as constituting any relationship of employer 
and employee between the CCG and the Assigned Staff. 

 
4.4. NHS England shall not, and shall procure that the Assigned Staff shall 

not, hold themselves out as employees of the CCG. 
 

5.  Management 
 
5.1. NHS England shall have day-to-day control of the activities of the 

Assigned Staff and deal with any management issues concerning the 
Assigned Staff including, without limitation, performance appraisal, 
discipline and leave requests. 
 

5.2. The CCG agrees to provide all such assistance and co-operation that 
NHS England may reasonably request from time to time to resolve 
grievances raised by Assigned Staff and to deal with any disciplinary 
allegations made against Assigned Staff arising out of or in connection 
with the provision of the Services which shall include, without limitation, 
supplying NHS England with all information and the provision of access 
to all documentation and personnel as NHS England requires for the 
purposes of considering and dealing with such issues and participating 
promptly in any action which may be necessary. 

 
6. Conduct of Claims 

 
6.1. If the CCG becomes aware of any matter that may give rise to a claim 

by or against a member of Assigned Staff, notice of that fact shall be 
given as soon as possible to NHS England. NHS England and the CCG 
shall co-operate in relation to the investigation and resolution of any 
such claims or potential claims. 
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6.2. No admission of liability shall be made by or on behalf of the CCG and 
any such claim shall not be compromised, disposed of or settled without 
the consent of NHS England. 

 
7. Confidential Information and Property 

 
7.1. For the avoidance of doubt, this paragraph 8 (Confidential Information 

and Property) is without prejudice to any other provision of this 
Agreement in relation to confidential information. 
 

7.2. It is acknowledged that to enable the Assigned Staff to provide the 
Services, the Parties may share information of a highly confidential 
nature being information or material which is the property of NHS 
England or the CCG or which NHS England or the CCG are obliged to 
hold confidential including, without limitation, all official secrets, 
information relating to the working of any project carried on or used by 
the relevant Party, research projects, strategy documents, tenders, 
financial information, reports, ideas and know-how, employee 
confidential information and patient confidential information and any 
proprietary party information (any and all of the foregoing being 
“Confidential Information”). 

 
7.3. The Parties agree to adopt all such procedures as the other party may 

reasonably require and to keep confidential all Confidential Information 
and that the Parties shall not (save as required by law) disclose the 
Confidential Information in whole or in part to anyone and agree not to 
disclose the Confidential Information other than in connection with the 
provision of the Services. 

 
7.4. The obligations under this Agreement apply to all and any Confidential 

Information whether the Confidential Information was in or comes into 
the possession of the relevant person prior to or following this 
Agreement and such obligations shall continue at all times following the 
termination of the Arrangements but shall cease to apply to information 
which may come into the public domain otherwise than through 
unauthorised disclosure by NHS England or the CCG, as the case may 
be. 
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8. Intellectual Property 
 
8.1. All Intellectual Property (meaning any invention, idea, improvement, 

discovery, development, innovation, patent, writing, concept design 
made, process information discovered, copyright work, trademark, trade 
name and/or domain name) made, written, designed, discovered or 
originated by the Assigned Staff shall be the property of NHS England 
to the fullest extent permitted by law and NHS England shall be the 
absolute beneficial owner of the copyright in any such Intellectual 
Property. 
 

 



Annex A: Delegation agreement queries  
 
 
Timeline for returning the delegation agreement  
 
We have heard from CCGs that the timeframe for reviewing and returning the 
delegation agreement is challenging and we recognise this. Delegation agreements 
need to be signed by NHS England by the 31 March, in order to enable financial 
allocations to be made on 1 April. We have extended the deadline for returning the 
agreement to midnight on Thursday 26 March. We are sorry that we are not able 
to extend this deadline further but where CCGs have outstanding questions, please 
email england.co-commissioning@nhs.net.  
 
After CCGs have signed the agreement we will continue to work with you to support 
implementation and will keep the arrangements under review.  
 
Termination clause  
 
A query was raised as to whether CCGs can withdraw from the agreement without 
NHS England’s consent. We will clarify through the addendum that CCGs can 
terminate a delegated arrangement, but must give notice by 30 September for the 
termination to take effect from the following 1 April. In these circumstances, we 
agree there is no need to consent to this termination if the notice provisions are 
complied with. However, outside of these notice provisions, it would highly 
problematical to terminate an arrangement mid-year, due to the allocations process 
and the workforce implications. If CCGs are considering this we would encourage 
them to have an early conversation with NHS England.  
 
Amendments to the delegation agreement  
 
A concern has been raised that NHS England has the ability to change what is 
expected of CCGs with delegated responsibilities, without prior agreement. It is not 
our intention to request CCGs to assume additional functions or management 
responsibilities without prior discussion and agreement. Changes to the delegation 
agreement must be agreed with CCGs through a consensual variation process.  
A specific concern has been raised in relation to changing NHS England’s primary 
care policies and imposing these changes on CCGs. We can reassure CCGs that 
they will have been engaged in this process first. We can clarify this in the delegation 
agreement.  
 
Changes to the Delegated Funds  
 
NHS England acknowledges that CCGs need budget certainty so will clarify that this 
is limited to specific circumstances for example, where there has been an error or 
where its own Mandate funds have been adjusted in this area. In particular, NHS 
England will clarify that none of the specific circumstances  
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provide a discretion to change the allocations to cover cost pressures in the areas of 
its business. This will be clarified in the delegation agreement.  
 
Liabilities for Losses  
 
The Delegation Agreement sets out some limited circumstances where CCGs will be 
responsible for losses suffered (for example, where the CCG has acted 
unreasonably, fraudulently or deliberately ignored the terms of the Agreement). No 
reciprocal indemnity has been included because under the NHS Act, NHS England 
retains statutory liability for the exercise of the Delegated Functions. This means that 
any liability and losses in relation to the Delegated Functions will be retained by NHS 
England. Because of this statutory position, it is very unlikely that the CCG will 
actually suffer any loss. We acknowledge this concern however and will make this 
clearer in the delegation agreement by including a reciprocal obligation on NHS 
England to cover these occasions.  
 
NHS England is transferring its budget for the delegated functions to CCGs and this 
money should be used to meet claims that arise in relation to the delegated 
functions. If there are claims that relate to those functions, then the funds which are 
attributable to the functions must be used to discharge those claims. The delegation 
agreement simply confirms this usual position (i.e. that the funds that a statutory 
body receives must discharge all the liabilities for its functions). However, we 
understand the concerns here and have included a new provision that allows the 
CCG to notify NHS England if it thinks that the delegated funds are not enough to 
cover the delegated functions and for the parties to meet to agree any adjustments 
that may be needed. Likewise this process of agreement will be followed if there are 
cases where NHS England has retained any funds or provisions, or has contributed 
to the loss.  
 
Legal claims  
 
Due to the fact that NHS England remains liable for the delegated functions under 
the NHS Act, and that legal proceedings may raise repercussive issues e.g. a 
particular interpretation of a national contract term, there are provisions permitting 
NHS England to “step-in” to a pre-litigious or litigious matter to ensure its interests 
are best protected. It is hoped that with co-operative oversight between legal teams 
this is unlikely to be needed. To address concerns, we agree that this step-in should 
only be used where we have first discussed the matter with CCGs. This will be 
incorporated into the agreement.  
 
Monitoring  
 
We acknowledge concerns about burdensome obligations to provide copies of 
various documents and the agreement will be amended to reflect the fact that NHS 
England will seek to rely on its routine assurance framework to obtain information it 
requires. 
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NATIONAL STAKEHOLDER SURVEY 
 
1 INTRODUCTION 
 
As previously reported to the Governing Board as part of the Chief Clinical Officers Report at its 
March 2015 meeting - NHS England announced that they would be repeating the national 
stakeholder survey for all CCGs in the country and that this again would be independently and 
nationally administered by IPSOS Mori. The survey is stated to serve two purposes: 
 

• Feed into the assurance conversations between NHS England and CCGs 
• Provide data to help CCGs with their ongoing organisational development 

 
The survey took place during March and April with the results reported to the CCG on the 8th May 
2015 (with verbatim comments provided on the 11th May).  
 
2 RESPONSE RATES 
 
The CCGs final response rate was 73%; this was an improvement on the previous year’s response 
rate of 68%. It was also higher than the overall response rate across all CCGs with the England 
national average of 62% (which dropped from 67% achieved in 2014).  
 
A breakdown of responses received is set out below. The numbers invited were in line with the 
requirements of the national framework.  
 
Stakeholder Group No. 

invited 
No. 
Responded 

% 
response 

Change from 2014 

Member Practices 25 19 76% +3% 
Health & Wellbeing Board 2 2 100% +100% 
Local healthwatch/ patient groups 3 2 67% - 
NHS Providers 5 3 60% -15% 
Other CCGs 2 1 50% - 
Local Authority 3 2 67% - 
OVERALL 40 29 73% +5% 

 
There were responses received in each stakeholder group. Given the CCG had less than 30 
stakeholders answering IPSOS Mori strongly recommends looking at the number of stakeholders 
responding rather than focusing on the % as this can be misleading with such a small sample size. 
 
3 SUMMARY FEEDBACK 
 
The full stakeholder survey results are reported to us in two parts from IPSOS MORI: 
 

• A full report (132 pages) including a summary 
• The verbatim comments provided  

 
A summary of the results is provided at Appendix one. This shows the CCG results compared 
with: 
 

- The CCGs results from the previous survey in 2014 
- The 2015 average across all CCGs in the CCG’s cluster* 
- National CCG average in 2015 
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* CCG Cluster was used this year instead of using the Wessex Area. The CCG Cluster is a 
comparison to a cluster of the 20 other CCGs to which the CCG is considered most similar based 
on a number of variables: 
 
Index of Multiple Deprivation averages  Ratio of registered population to the overall population  
Ethnicity Population registered with practices 
Population density Age of population 
 
The following CCGs form the cluster for Portsmouth CCG: 
 
Southampton CCG Norwich CCG Sunderland CCG 
Hull CCG North Durham CCG Sheffield 
Brighton & Hove CCG Salford CCG South Sefton CCG 
Bristol CCG Canterbury and Coastal CCG West Leicestershire CCG 
Greater Huddersfield CCG Greater Preston CCG North East Lincolnshire CCG 
Lincolnshire West CCG Stoke on Trent CCG Leeds West CCG 
South Manchester CCG South Tyneside CCG  
 
From these results we were pleased to note generally positive feedback from the survey. Some 
key headlines from the results are: 
 

• Our response rate was 11% higher than the national average and 5% improvement from 
the previous year 

• All our results at summary level were either in the top third (93%) or middle (7%) of 
results compared with the national CCG average. We had no results in the bottom third of 
CCGs.  

• All our results at summary level were either in the top third (79%) or middle (21%) of 
results compared with our CCG Cluster. We had no results in the bottom third of CCGs. 

• Whilst the majority of our summary level results show either maintenance or improvement 
of position compared to the 2014 survey there are number of areas (7 areas 29%) where 
the response has deteriorated by more than 5% (see analysis below).  

• In 21 out of 28 summary level areas the CCG scored greater than 75% (22 respondents) 
positive feedback 

• Most notable improvement in the opinion of respondents as to the extent that the CG has 
listened to views when provided (90% agreed with this statement compared to 73% in 
2014) 

 
A breakdown of the 7 areas where results had dropped by more than 5% is set out below: 
 

• Satisfaction with engagement by the CCG in the last 12 months has dropped by 7% (2 
respondents) to 90% (3%- 1 respondent (local authority) rated this as fairly dissatisfied) 

• Change in working relationship with CCG in the last 12 months (41% stated had got 
better versus 55% in 2014 – however it should be noted that the remaining 59% noted the 
relationship had stayed about the same and 93% rated the working relationship with the 
CCG as good with the remaining 7% (2 respondents) rating it as neither good nor poor) 

• A 7% (2 respondents) reduction down to 76% in satisfaction with the extent to which the 
CCG engages the right individuals/organisation when making commissioning decisions 
(7% (2) stated then tended to disagree – 1 from member practice & 1 from local authority) 

• Confidence in the CCG to commissioning high quality services dropped by 7% (2) as 
well (but only 3% 1 respondent from a member practice stated they tended to disagree with 
this statement) 

• Confidence in the CCG to act on feedback it receives about the quality of services has 
dropped by 7% to 76% (2 members tended to disagree with this statement) 



    
 
 
 

5 
Stakeholder Survey Results - Report to the Governing Board May 2015 

 

• There has been an 8% drop to 72% of those in agreement that the CCGs plans and 
priorities are the right ones (3% - 1 member practice respondent – tend to disagree) 

• A 7%  drop to 83% with agreement with the statement there is clear and visible clinical 
leadership of the CCG (the remaining 5 respondents (17%) neither agreed nor disagreed) 

 
4 VERBATIM COMMENTS AND SUGGESTIONS FOR IMPROVEMENTS 
 
We received some great positive comments and examples cited of perceived good work along 
with ideas for improvement. Some suggestions, made by individuals who elected to comment, for 
improvements for us to consider include: 
 

• Whilst very positive about the CCG listening and engaging some proposed that this was 
then not reflected in decisions or individuals felt uninvolved in final decision making. 
Better feedback on decisions and actions taken and explanations as to why.  

• GP capacity to get involved in commissioning and clinical leadership is limited due to 
demands in practices and also perceived remuneration issues 

• the CCG has been too ‘bogged down’ by operational matters in the hospital such as A&E  
 
5 DETAILED RESULTS 
 
The Clinical Executive will consider, more fully, the details results from the survey as well as the 
verbatim comments and agree priority areas for action. Those areas were the CCG received less 
than 75% positive feedback will be considered in particular and came be summarised as follows 
(noting that for some questions the numbers surveyed are very low): 
 

• Arrangements for member practices involvement in decision making 
• Engagement with seldom heard groups 
• Member practice familiarisation with the financial position of the CCG and involvement in 

discussions regarding the CCGs finances 
• Member practice understanding of the impact on financial, service improvement, referral 

and activity implications of the CCGs plans, as well their understanding of the  CCGs plans 
to reduce health inequalities 

• Involvement of members in discussions about plans for primary care co-commissioning 
 
6 CONCLUSION AND NEXT STEPS 
 
The survey results have again been broadly positive for the CCG but of course there are always 
areas for improvement. The survey this year whilst demonstrating high performance against the 
national average and our CCG Cluster does show in some areas deterioration from the previous 
year’s feedback which needs further consideration.  
 
The Governing Board are requested to consider the summary level findings of the survey as set 
out within this paper and to identify possible areas for action which the Clinical Executive will then 
consider further. The Clinical Executive will consider the detailed results more closely and will 
incorporate priorities for action within its communications and engagement work programme and 
its organisational development plan as appropriate. .   

 
Dr Tim Wilkinson 
Clinical Executive and Chair of Governing Board 
12 May 2015 
 
TS.12.05.15 G:\PCCG - Business Development\Organisational Development\Surveys\Stakeholder Survey National 2015\Front Sheet & 
Stakeholder Survey Results GB20.05.15.docx 
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Appendix One 
Summary of Results 

 
The information presented below sets out the CCGs results in 2015 and compares these to: 
 

• CCGs results in 2014 – an arrow indicates if the CCG results in 2015 was an improvement 
(green up arrow) or decrease (red down arrow) from the 2014 survey (if movement was 
less than 5% in either direction then this is indicated as no change (grey)) 

• CCG Cluster average – green indicates the CCG’s 2015 results is in the top third of the 
comparator groups, amber the middle third and red the bottom third 

• All CCGs in England - green indicates the CCG’s 2015 results is in the top third of the 
national performance, amber the middle third and red the bottom third 

 
Question CCG in 2015 CCG in 2014 CCG Cluster All CCGs 
Base (unless stated) 29 30 802 8472 
OVERALL ENGAGEMENT AND RELATIONSHIP SUMMARY 

Extent of engagement by CCG in last 12 months 
(% a great deal/a fair amount) 

97% 100%   

Satisfaction with engagement by CCG in last 12 months * 
(%very/fairly satisfied) 

90% 97%   

Extent that the CCG has listened to views when provided 
(%strongly/tend to agree) 

90% 73%   

Extent that the CCG has taken on board suggestions when 
provided (%strongly/tend to agree) 

66% 60%   

Overall rating of working relationship with CCG 
(%very/fairly good) 

93% 97%   

Change in working relationship with CCG in last 12 months ** 
(%got much better/got a little better) 

41% 55%   

COMMISSIONING DECISIONS AND CONTRIBUTIONS TO WIDER DISCUSSIONS 

Extent to which the CCG engages the right 
individuals/organisations when making commissioning 
decisions (%strongly/tend to agree) 

76% 83%   

Confidence in the CCG to commission high quality services 
(%strongly/tend to agree) 

86% 93%   

Understanding of the reasons behind commissioning 
decisions (%strongly/tend to agree) 

76% 67%   

Effectiveness of CCG’s communication about commissioning 
decisions (£strongly/tend to agree) 

79% 80%   

Confidence that the CCG’s plans will deliver continuous 
improvement in quality (%strongly/tend to agree) 

62% 67%   

Extent to which the CCG has contributed to wider 
discussions in local health economy (%a great deal/a fair 
amount) 

90% Not 
comparable 

  

MONITORING THE QUALITY OF SERVICES 

Confidence that CCG effectively monitors the quality of 
services it commissions (%strongly agree/tend to agree) 

79% 70%   

Feel able to raise concerns about the quality of local services 
with the CCG (%strongly agree/tend to agree) 

93% 97%   

Confidence in the CCG to act on feedback it receives about 
the quality of services 

76% 83%   
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Stakeholder Survey Results - Report to the Governing Board May 2015 

 

Question CCG in 2015 CCG in 2014 CCG Cluster All CCGs 
Base (unless stated) 29 30 802 8472 
PLANS AND PRIORITIES 

Knowledge of CCG’s plans and priorities 
(% a great deal/a fair amount) 

90% 83%   

Have had the opportunity to influence the CCG’s plans and 
priorities (% strongly/tend to agree) 

76% 77%   

Comments on the CCG’s plans and priorities have been 
taken on board (% strongly/tend to agree) 

59% 60%   

The CCG effectively communicated its plans and priorities 
(% strongly/tend to agree) 

86% Not 
comparable 

  

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

72% 80%   

Improving patient outcomes is a core focus for the CCG 
(% strongly/tend to agree) 

97% Not asked   

OVERALL LEADERSHIP 

The leadership of the CCG has the necessary blend of skills 
and experience (%strongly/tend to agree) 

86% 73%   

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

93% 90%   

Confidence in the leadership of the CCG is delivering 
continued quality improvements (%strongly/tend to agree) 

83% 80%   

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

79% 70%   

CLINICAL LEADERSHIP 

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

83% 90%   

Confidence in the clinical leadership of the CCG to deliver its 
plans and priorities (% strongly/tend to agree) 

83% 87%   

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

72% 70%   

The clinical leadership of the CCG is delivering continued 
improvements to reduce local health inequalities  
(%strongly/tend to agree) 

66% Not asked   

 
 

Changes to base figures as follows: 
Key CCG in 2015 CCG in 2014 CCG Cluster All CCGs 
* 29 30 786 8320 
** 29 30 790 8363 
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Unscheduled Paediatric Care Review 
 

1. Purpose 

The purpose of this paper is to brief the Governing body on the background and 
developments of the unscheduled paediatric care review project at PHT (Portsmouth 
Hospitals Trust). 

2. Introduction 

Portsmouth, Fareham & Gosport and South East Hampshire CCGs together with 
Portsmouth Hospitals Trust and external clinical expertise have reviewed paediatric 
patient pathways within QA hospital. The aim of the review was to further improve the 
existing pathways and to maximise the staff mix and skills as well as the patient and 
staff experience. 

3.         Review Recommendations 

Several key issues were highlighted and will be taken forward with recommended 
actions, some of which include:  

• CCGs and Acute to work together to ensure optimal patient pathway. 
• Identify clinical champions to lead the development of OPFLO (optimal patient 

flow option) as part of establishing one paediatric service. 
• Establish a task and finish operations group. 
• Optimise nursing staff skills across the service by extending the rotation system 

between CAU, PED, the Observation area, COAST and inpatient facilities.  
• Progress the development and investment in the non-medical clinical workforce.  
• A common dashboard is developed across the facilities to display throughput 

and related governance measures.  
• A single leadership team is established across the service to include corporate 

and clinical governance responsibilities.  

4.           Progress to Date 

Currently, clinical champions are being identified to lead the development of the optimal 
patient flow while task and finish operations groups have been established, with the first 
meetings due at the end of April.  

Project managers have been established for both PHT and the CCG, and an overall 
system programme lead is being considered, to enable program system objectives. 

5.           Board are asked to: 

i. Note the update 

ii. Receive regular updates on progress of implementation. 
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NAME INTERESTS DECLARED: 
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Member of Governing Board 
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• Associate Hospital Manager for Solent Healthcare 
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Foundation Trust 
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• Counsellor at Portsmouth Counselling Services 

DR JONATHAN PRICE 
CLINICAL COMMISSIONING LEAD 
 
GP practising from The Osborne Practice, Southsea, Portsmouth 
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• Partner of Osborne Practice 
• Part-owner of Surgery premises 
• Occasional work for EADS Astrium, ANA (drug & alcohol 

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

integrated care (currently in partnership with Solent) 

MR INNES RICHENS 
CHIEF OPERATING OFFICER 
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• GP Partner at Lake Road Practice Portsmouth.  Lake Road 
Practice is also the contract provider for John Pounds Medical 
Centre. 
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Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 4 March 2015 

at 1.00pm 3.00pm in the Committee Room, CCG Headquarters,  
St James’ Hospital 

 
Summary of Actions 

 
Agenda 
Item Action Who By 

3, (4.2.14) 
Alex Berry to clarify what communications are to go out to 
Practices re the changes to AQP for MSK and Adult Hearing 
Services 

A Berry Next 
meeting 

7, (4.2.14) Alex Berry to pick up with the Planned Care Team on the 
Long Term Conditions Project Plans. Plans for pathway 
redesign to be broken down to a lower level for prioritisation. 

A Berry Next 
meeting 

8, (4.2.14) Michelle Spandley to ask Jo Gooch for an update on the 
Systems Transformation presentation to STaR Board 

M Spandley Next 
meeting 

4 Mary Shek to provide a report to the CSC meeting in July on 
the Somerstown Pilot. 

M Shek July 15 

4 Mary Shek to provide a summary of key service changes to 
Katie Hovenden to circulate to member practices along with 
the invitations to the April workshop 

M Shek Immediate 

6 Alan Knobel to pursue contributions from other sources 
towards funding the Safe Space project. 

A Knobel On-going 

7 Kerry Pearson to come back to the CSC with a plan for the 
new pathway which it is anticipated will start in January 2016. 

K Pearson ASAP 

8 There was a discussion around whether we should be asking 
Solent to be providing this service within their current 
contract, and whether they should be providing the full 
pathway as part of their current pathway as part of the current 
service.  Stuart McDowell to consider. 

S McDowell Immediate 

8 Michelle Spandley to clarify existing sources of funding. M Spandley Next 
meeting 

9 The Committee queried whether these were new savings or 
whether they were part of  
Solent QIPP for 1516. 
Emma Fawell and Preeti Sheth to confirm and respond. 

E Fawell/ 
P Sheth 

Next 
meeting 

9 Michelle Spandley and Preeti Sheth to discuss savings. MSpandley/ 
P Sheth 

Next 
meeting 

10 Jo Gooch to provide information on monthly payment for GP 
practices. 

J Gooch Next 
meeting 

11 The Committee asked for a harder push on savings for this 
scheme, and for the savings values to be increased. 
The Committee asked for assurance that there would be no 
reduction in the quality of the service that Portsmouth 
currently receives from Solent. 
Alex Berry to take forward the above. 

A Berry Immediate 

 
Present: 
 
Dr Linda Collie - Clinical Executive Member 
Dr Elizabeth Fellows - Clinical Executive Member 
Dr Jim Hogan - Clinical Leader/Chief Clinical Officer (Chair)  
Janice Matthews - Practice Manager Representative   
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Dr Jonathan Price - Clinical Commissioning Lead 
Innes Richens  - Chief Operating Officer  
Michelle Spandley - Chief Finance Officer 
Dr Kevin Vernon - Clinical Commissioning Lead 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive Member   
 
In Attendance 
 
Alex Berry - Chief Commissioning Officer 
Michael Drake - Director of Planning and Performance  
Linda Foster - Executive Assistant (Minutes) 
Katie Hovenden - Director of Professional and Clinical Development 
Suzannah Rosenberg - Director of Quality & Commissioning 
Preeti Sheth - Head of Integrated Commissioning 
Dr Matthew Smith - Consultant, Public Health, Portsmouth City Council 
Dr Jurgita Cekanaviciene -  Observer 
  
   
 
1. Apologies and Welcome 

 
Dr Jim Hogan welcomed everyone to the meeting and introductions were made for the 
benefit of Dr Jurgita Cekanaviciene, GP from Guildhall Walk Healthcare Centre who joined 
the meeting as an observer.  
 
Apologies were received from Dr Dapo Alalade and Jane Cole. 
 

2. Declarations of Interest 
 
Declarations of interest were noted for all GP’s relating to 2015/16 Project Plans.  
 

3. Minutes of Previous Meeting 
 

The minutes of the Clinical Commissioning Committee held on Wednesday 4 
February 2015 were approved as an accurate record.   
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 4 
February 2015 were discussed and reviewed as follows: 
 
Agenda 
Item Action Who By Progress 

3 
(6.3.12.14) 

Katie Hovenden to liaise with 
LDC re antibiotic prescribing by 
dentists 

K Hovenden Next 
meeting 

Completed. 

3 Dr T Wilkinson awaiting F&G 
CCG’s decision regarding AQP 
for MSK and Adult Hearing 
Service. 

T Wilkinson Next 
meeting 

Decision received: 
same as 
Portsmouth CCG 
Completed. 

3 Communication letter to 
practices & providers regarding 
changes to MSK and Adult 
Hearing Services. 
 

A Berry ASAP Alex Berry to 
clarify the 
communications 
that go out to 
Practices. 

5 Mike Drake to review the 
dementia trajectory for 15/16 
and feedback. 

M Drake Next 
meeting 

In line - 
Completed. 



3 

Agenda 
Item Action Who By Progress 

6 Task & Finish Group to review 
the scoring of all existing plans. 

Mike Drake Next 
meeting 

Completed 

6 Prioritisation Framework to be 
updated and finalised 
framework to go to Governing 
Board in June 2015. 

M Drake June 15 Updated – any 
comments to Mike 
Drake. 
 

7 Planned Care Long Term 
Conditions Project Plans. 
Plans for pathway redesign to 
be broken down to a lower 
level for prioritisation. 

A Berry ASAP Alex Berry to pick 
up with Planned 
Care Team. 

8 2015/16 Strategic Approach to 
Contracting  
System Transformation 
presentation.  

Michelle 
Spandley 

Next 
meeting 

Michelle Spandley 
to ask Jo Gooch 
for an update on 
the Systems 
Transformation 
presentation to 
STaR Board. 

10 Preeti Sheth to provide an 
update on access to mental 
health beds and an update on 
Solent bed utilisation. 

Preeti Sheth Next 
meeting 

To be put on April 
1st Agenda. 
 

 
 

4. Public Health proposed Integrated Wellbeing Service 
 
Mary Shek attended the meeting to present an overview of the proposed new Integrated 
Wellbeing Service in Portsmouth and its plans to work with primary and secondary care to 
enhance the service. 
 
Mary Shek explained there is a pilot already running in Somers Town which is funded by 
the CCG.  The new service will run from October 2015. 
 
Portsmouth City Council has the aspiration to work with individuals, families and 
communities to build on their own self-reliance and resilience, to help reduce un-healthy 
behaviours, such as: smoking, alcohol misuse, poor diet, lack of exercise, mental 
wellbeing.  Additionally they will offer support or arrange for additional support on wider 
issues like debt, housing and unemployment from within the service or other services, 
through partnership or separate commissioning arrangements. 
 
The Service will provide a team of 37 staff that will be placed across the city in three 
localities with some providing city wide expertise, outreaching to areas that have the 
highest need.  Key staff in the service will be the ‘Wellbeing Worker’ who will give tailored 
one-to-one support and work holistically and flexibly with individuals and families 
depending on their needs. As part of core service provision front line staff, volunteers and 
members of the community will be trained to ‘Make Every Contact Count’ round key health 
and wellbeing and where to go for additional help. 
 
Mary Shek highlighted the implications and benefits for GPs in Portsmouth; GPs will be 
able to refer patients who have one or more behaviour change and other wider issues such 
as debt, to one service. This will reduce the time to refer to multiple agencies. 
The Wellbeing Worker will develop rapport with local communities and will be able to 
identify residents who are at risk more quickly and refer to GPs and other agencies. 
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Mary Shek explained that using a similar service model, Public Health Portsmouth wants to 
align the existing Local Commissioned Services (LCS) currently delivered by GP and 
community pharmacies to enhance the capacity of the wellbeing service as well as provide 
a more diverse and specialist service to residents. 
 
The current LCS contract is due to expire on 31 March 2015, however it has been agreed 
to extend existing contracts for 12 months in order to allow engagement and redesign as 
well as time to complete the tendering process of the new model.  Public Health 
Portsmouth is keen to engage with GP colleagues regarding the implications. 
 
Mary Shek advised of two workshops being held on 22nd and 23rd April 2015, which 
colleagues across health are encouraged to attend to hear more about the proposed 
services. 
 
Dr Kevin Vernon highlighted that he had received positive messages from patients 
regarding the existing services they currently used, and asked if services would be reduced 
if the ‘workers’ had to cover all of the different aspects.  Mary Shek replied that the service 
would recruit the best staff from all of the services with enhanced specialisms within the 
teams. 
 
Dr Jim Hogan questioned whether clients could opt for one behaviour change service at a 
time. Dr Matthew Smith advised that clients could ‘tackle’ one change at a time, and that 
this often leads to another. 
 
Dr Elizabeth Fellows questioned if the service would be able to manage complex needs, 
and if the service would have enough expertise.  Mary Shek replied that it would be part of 
the review to ensure Safety and Quality of practice.   
 
Dr Matthew Smith added that the service links with many other services across health and 
social care including housing, which is a key partner.   
 
Dr Jim Hogan requested that a report on the Somers Town Pilot is brought to the Clinical 
Strategy Committee in July. 

Action: M Shek 
 
Mary Shek to provide a summary of key service changes to Katie Hovenden to circulate to 
Member Practices along with the invitations to the April workshops. 

Action: M Shek 
 

The Clinical Strategy Committee noted Public Health proposed Integrated Wellbeing 
Service and requested an update report is brought to the July Committee Meeting. 
 

5. Prioritisation of CCG Projects  
 
Mike Drake informed the committee members that a meeting had been held to review the 
scoring and prioritisation of current Project Plans.  The reviewed scores will be circulated to 
this group. 
 
Going forward, all projects will be scored to ensure they align with the CCGs priorities, 
plans and finances before they are brought to the Clinical Strategy Committee. 
 
Mike Drake will meet with Richard Samuel to ensure that South Eastern and Fareham & 
Gosport CCG’s prioritisation process is the same as Portsmouth’s for projects that cover 
the three CCGs.  
 
Innes Richens queried if there would be an issue if one CCG wished to take forward a 
project but the other CCGs did not.  Mike Drake responded that the projects would be 
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consistently reviewed for any issues.  Alex Berry commented that there were no such 
issues at present.  
 

6. Review of Project Plan – Alcohol Harm Reduction – Safe Space 
 

Alan Knobel attended the meeting to present the Alcohol Harm Reduction; Safe Space 
project plan and confirm agreement to continue the project. Alan was accompanied by 
John Cross from South Coast Ambulance Service. 
 
Alan Knobel gave an overview of the current service which is funded by Public Health 
Portsmouth until 31 March 2015.  Safe Space is a minor injuries, drunkenness and respite 
centre, which is operated in the Guildhall Walk area of Portsmouth on Friday and Saturday 
nights from 11 pm to 3 am. Currently delivered by SCAS; Safe Space is staffed by two 
paramedics/technicians, dealing with both medical and domestic issues occurring in the 
area. 80% of the people are discharged from Safe Space ready to go home, others are 
sent to hospital or a call is made to an emergency care practitioner for treatment. 
 
Alan Knobel highlighted that it is estimated that Safe Space prevents 384 ambulance 
calls/ED attendances per year.   When funding is withdrawn at the end of March 15, there 
will be additional pressure on the police and ambulance services and increased 
attendances to ED. 
 
Alan Knobel advised the project requires approximately £50,000 per year to run.  He added 
that contributions were being sought from other stakeholders, which includes Portsmouth 
University and the alcohol industry.   
 
It was noted that the Street Pastors are an important link and resource to Safe Space. 
 
Alan Knobel to pursue contributions from other sources towards funding for this project. 

Action: A Knobel 
 

Innes Richens informed that Portsmouth CCG and the Safer Partnership Board are 
supportive of this project and would want it to continue. 

 
The Clinical Strategy Committee was supportive of the scheme, and agreed to a 
contribution towards funding. Funding levels will be informed early April 2015.  

 
7. Review of Project Plan – Dementia Pilot 

 
Kerry Pearson attended the meeting to present the Dementia Pilots project plan, and to 
confirm agreement to continue with the projects. 
 
Kerry Pearson gave some background information around the current Pilot service projects 
already commissioned: Memory Cafés, Dementia Network, Dementia Adviser Service and 
training. The current funding is due to cease on 30th April 15, which would leave a 
significant gap in service support and provision for vulnerable cohort of people with 
dementia.  
 
In 2014 the CCG funded a Dementia pathway review by the University of East London, 
which was carried out in partnership with Healthwatch Portsmouth. The aim of the report 
was to enable service user feedback in support of commissioners understanding of the way 
forward for a longer term service. 
 
The project would require a maximum of £160,000 to enable continuation of the pilots until 
December 2015. However commissioners are clear this would be the maximum funding 
level required, and that work would be undertaken during the next month, if agreement is 
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given, on how this could be further reduced, and to avoid any duplication of effort identified 
by the review were removed. 
 
To enable the newly redesigned pathway to be costed and procured, commissioners would 
work with the 3rd Sector to evolve the service and to continue provision until the new 
service has been procured. The new pathway would streamline the services into one 
organisation. 
 
Alex Berry asked how the commissioners know what that the outcomes and benefits are. 
Kerry Pearson responded that the plans are regularly monitored and reviewed (quarterly) 
for this information and that this information could be reflected in the project plan. 
 
The Clinical Strategy Committee discussed whether non-recurrent reablement money 
might be available. 
 
It was agreed that Kerry Pearson to come back to the CSC meeting with a plan for the new 
pathway,  to take the scheme forward following the end of the pilots, which it is anticipated 
will start in January 2016. 

Action:  K Pearson 
 

The Clinical Strategy Committee was supportive of the scheme.   
The project will be built into the appropriate work programme for 15/16. 
 

8. Review of Project Plan – IAPT Employment Service 
 
Stuart McDowell attended the meeting to present the IAPT Employment Service project 
plan, and to confirm agreement to continue with the project. 
 
Stuart McDowell explained that the project is seeking funding for Solent Mind to continue to 
deliver an employment support service to people using the Talking Change services. The 
service supports people who are experiencing work-related difficulties as a result of mental 
health issues and supports them to return to work.   
 
Solent Mind received funding for the past two years as part of a national initiative as non-
recurrent funding. There was a query as to where this funding is coming from.  In order to 
continue the project would require funding of £50,000 per year for three years. 
 
The Clinical Strategy Committee discussed where funds might be obtained from, and 
whether Solent AMH might partner us for this project. 
 
There was a discussion around whether we should be asking Solent to be providing this 
service within their current contract, and whether they should be providing the full pathway 
as part of their current pathway as part of the current service.  Stuart McDowell to consider. 

Action: S McDowell 
 
Michelle Spandley agreed to clarify existing sources of funding. 

Action:  M Spandley 
 

The Clinical Strategy Committee was unable to commit to the project plan at this 
stage.  Alternative sources of funding are required to be investigated and reported 
back to the Committee, upon which a final decision will then be made.    
 
 
 
 

9. Review of Project Plan – Children’s Continuing Healthcare and Personal Health 
Budgets 
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Emma Fawell attended the meeting to present the Children’s Continuing Healthcare (CHC) 
& Personal Health Budgets (PHB) project plan, and to confirm agreement to continue with 
the project.  
 
Emma Fawell gave an overview of CHC and PHB project which will give support to 
families.  There are eight children in the community that are eligible for CHC in Portsmouth 
and their families will be offered a Personal Health Budget, giving the responsibility of 
managing the fund to the families and Independent Lives for the patient.   
 
Emma Fawell advised that one child had already demonstrated the benefits of having a 
PHB which can be evidenced.   
 
Commissioners want to: 

• Tender the contract for an approved provider that can provide children’s nursing 
care and provision of clinical governance and training 

• Have a part block/part spot purchase contract arrangement which offers better 
value for money and better outcomes for children 

• Champion and commission Independent Lives as a user-led organisation. 
 

Emma Fawell advised that the project requires £10,000 across 2 years.  Preeti Sheth 
highlighted there has been £140,000 overspend for the current service (Solent NHS Trust). 
Benchmarking has shown that block contracts are far more costly than spot purchase, 
therefore there would be savings using the new service.   
 
The Committee queried whether these were new savings or whether they were part of  
Solent QIPP for 1516.  Emma Fawell and Preeti Sheth to confirm and respond. 

Action: E Fawell/ P Sheth 
 

Michelle Spandley and Preeti Sheth to discuss savings. 
Action:  M Spandley/P Sheth 

 
Emma Fawell informed that commissioners will work collaboratively with colleagues to help 
bring down costs for those children in the community, with continuing healthcare needs. 
 
With regard to the £10,000 investment, it was assumed that this would come out of the 
current budget and therefore no new monies were being requested. 
 
The Clinical Strategy Committee was content with the direction of the project. 
The project will be built into the appropriate work programme for 15/16. 

 
 

10. Review of Project Plan – Clinical Systems Migration 
 
Jo Gooch attended the meeting to present the 15/16 Clinical Systems Integration project 
plan, and to confirm agreement to continue with the project.  
 
Jo Gooch explained the focus of this project is to link primary, community, mental health 
and social care information.  There is an opportunity for primary care to use the same IT 
system as Solent’s community and mental health system: TPP System 1. This is also a 
possibility for Social Care. The project is in place to oversee deployment of the migration.   
 
So far 6 GP practices are using TPP system, 13 have requested migration by September 
and 6 have declined to make a decision yet.   
 
Jo Gooch advised £75,000 funding is requested for training and backfill for Portsmouth GP 
practices, which would be delivered by the CSU.  
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Dr Matthew Smith commented that this is a significant and positive step and how the 
system information could be used at a summary level to help plan services. 
  
Jo Gooch advised that this project should not be confused with the Interoperability System 
system-wide project.   
 
Katie Hovenden commented that without investment, GP practices would struggle to 
complete the training.  Funding would be required to support training/cover backfill. 
 
The Clinical Strategy Committee requested that Jo Gooch provides information on the 
monthly payment for GP practices. 

Action: J Gooch 
 

The Clinical Strategy Committee was supportive of the scheme. 
The project will be built into the appropriate work programme for 15/16.  
 

11. Review of Project Plan – Falls & Fracture Lead Provider 
 
Alex Berry presented the 15/16 Project Plan for Hampshire BCF.   
 
The Falls & Fracture Lead Provider project is to commission a revised Falls and Fracture 
Reduction Service. The three existing providers will be invited to develop a new integrated 
service covering the 3 CCG areas with one clear pathway and adopt a single management 
approach with one lead provider.  Funding of £68,000 is requested for Solent NHS Trust to 
take on Lead Provider role. The funding would be shared across the 3 CCGs.   
 
Katie Hovenden queried what savings this new service would achieve.   
Alex Berry responded that Commissioners would need to work with Solent to see what is 
achievable for 15/16, adding that Solent has a good track record. It was noted there would 
be challenges ahead from PHT and Southern (currently also providers of the service). 
 
The Committee asked for a harder push on savings for this scheme, and for the savings 
values to be increased. 
 
The Committee asked for assurance that there would be no reduction in the quality of the 
service that Portsmouth currently receives from Solent. 
 
Alex Berry to take forward the above. 

Action:  A Berry 
 
The Clinical Strategy Committee was supportive of the scheme. 
The project will be built into the appropriate work programme for 15/16.  
 

12. Review of Project Plan – Psychiatric Liaison 
 
The aim of the project is to develop a seven day a week, ageless Psychiatric Liaison 
Service which covers both A&E/MAU and In-patients at Queen Alexandra Hospital. Also to 
offer training and development for the acute hospital workforce on mental health needs. 
 
Alex Berry informed the Committee that NHS Guidance is that Acute Trusts are required to 
fund In-patient element of the Psychiatric Liaison service.  CCG Commissioners have 
written to Portsmouth Hospitals NHS Trust (PHT) to request this element is picked up and 
they are working together on this.  Commissioners are also looking at the Southampton 
model and comparing it with Portsmouth’s, both of which are run by Solent NHS Trust.  
Interestingly, there is a £150,000 difference, Portsmouth is more. 
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The Committee discussed the risks involved:  
(a) If PHT does not agree to fund in-patient service from existing tariff which results in a 
funding gap for in-patient services.   
(b) If Solent does not agree front door (ED/MAU) provision resulting in a lack of ageless 
services for the front door of QAH. 
 
Alex Berry advised that no funding is requested for the service, and it may be possible to 
make savings. 
 
The Clinical Strategy Committee was supportive of the scheme. 
The project will be built into the appropriate work programme for 15/16.  
  

13. Planning Update 
 
Mike Drake presented a detailed paper to provide committee members with an update on 
planning and QIPP focussing on 15/16 and beyond. 
 
Mike Drake informed that the 15/16 National Planning timelines have shifted and that final 
plans are now expected by 14th May.  The first draft of the Plan has been submitted to NHS 
England. 
 
15/16 QIPP  

• Current QIPP required is £6.7m 
• The level of identified QIPP is £4.7m 
• New Projects: £1.503m 
• Full Year Effect from 14/15 initiatives: £0.105m 
• Rough Order of Magnitude (estimated): £2.128m 
• The level of Unidentified QIPP remaining is circa £2m 

 
The Clinical Strategy Committee: 

• Noted the current QIPP position and the risks identified regarding delivery of 
2015/16 plans. 

• Agreed to provide strong clinical and executive support to work up plans to 
enable the full delivery of QIPP required. 

• Agreed to share any QIPP ideas and/or suggestions for review, research and, 
potentially, work up into project plans to help address the QIPP challenge. 
 

 
14. Access to Nalmefene in Portsmouth  

 
Katie Hovenden presented the Access to Nalmefene in Portsmouth paper, to brief 
Committee members on the new drug Nalmefene which was approved by NICE in 
November 2014.  The drug is an option for reducing alcohol consumption, for people with 
mild alcohol dependence. Commissioners are the required to ensure this drug is available 
to patients within 90 days of this publication date.  
 
This drug has been considered by the Area Prescribing Committee and in line with NICE 
guidance it is considered suitable for prescribing in primary care, provided it is in 
association with the psycho-social support. The pathway was considered and supported by 
the CCG Clinical Executive Team. 
 
Katie Hovenden advised that like the smoking cessation service (Pompey Quit), a GP has 
to agree for the drug to be prescribed.  If the patient drops out of the support sessions with 
the Alcohol Interventions Team (AIT), feedback is given to the GP to stop prescribing.  It 
was noted that Portsmouth has a higher number of eligible people than the national 
average.   
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Katie Hovenden recommended the CCG absorbs the costs of prescribing within the 
prescribing budget, and advised the local Authority will be funding the psycho-social 
support.  The CCG Prescribing Team will monitor spend, and review and justify 
accordingly. 
 
The Clinical Strategy Committee noted the agreed pathway and approved the 
funding of the drug costs of Nalmefene when prescribed by GPs as part of the 
overall prescribing allocation. 
 

15. Minutes of Other Meetings – for noting 
 

The following were presented for noting: 
• Minutes of the SHIP 8 Priorities Committee held on 25 September 2015 

 
The Clinical Strategy Committee accepted the above minutes. 
 

16. Any Other Business 
 

Dr Jim Hogan wished to acknowledge that Jan Matthews was stepping down from her role 
as Practice Manager representative and that this would be her last meeting.  Dr Hogan 
thanked Jan on behalf of the CCG, for all of the hard work and commitment she has given 
over the past 3 years, and wished her well in her new position working with the Alliance. 
 
Dr Jim Hogan informed the committee members on the results of the recent Practice 
Manager elections: 
- Paul Cox has been re-elected as PM Rep for the CCG Governing Board 
- Carly Darwin has been elected as PM Rep for the Clinical Strategic Committee. 
 

17. Date of Next Meeting 
 
The next meeting will be held on Wednesday 1 April 2015 at 1:00 pm in the CCG 
Committee Room, St James’ Hospital. 

Lin Foster 
10/3/15 
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Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 1 April 2015 at 

1.00pm 3.00pm in the Committee Room, CCG Headquarters,  
St James’ Hospital 

 
Summary of Actions 

 
Agenda 
Item Action Who By 

3,(4.2.15) MSK & Adult Hearing Services. Commissioners are still 
waiting for feedback from the Providers, and once received 
the information will be communicated to member practices. 

A Berry ASAP 

3, (4.3.15) Kerry Pearson to come back to the next Clinical Strategy 
Committee Meeting with the Dementia Pathway. 

K Pearson May 
meeting - 
Deferred 
to June  

4 Access to Mental Health Beds 
Katie Hovenden to work with Barry Dickinson to prepare a 
brief based on this paper to be shared with practices.  Also, to 
include a factual update on Baytrees and reference to the 
Dual Diagnosis Service. 

K 
Hovenden/
B Dickinson 

ASAP 

5 The Committee discussed whether the moderated scores 
were feedback so that they could accept or challenge the 
decision.  Mike Drake to feedback to teams the result of the 
CSC Sub-committee moderation. 

M Drake Next 
meeting 

5 Dr Linda Collie noted that the MST plan was not on the 
priorities list. 
Mike Drake to check the status of the MST scheme 
previously brought to CSC by James Hill. 

M Drake Next 
meeting 

6 d) Alcohol Specialist Nurse Service  
Michelle Spandley to approach the commissioners regarding 
increasing their contribution to the Alcohol Specialist Nurse 
Service to enable an extension to the service at Weekends. 

M Spandley Next 
meeting 

7 Planning update 
Katie Hovenden to ask Mark Compton to link with Mike Drake 
to map GP Clinical Leads to project and work programmes. 

K 
Hovenden 

Next 
meeting 

7 Katie Hovenden to work with Nick Brooks (Comms) regarding 
dissemination of key CSC decisions. 

K 
Hovenden 

Next 
meeting 

9 AOB 
Suzannah Rosenberg to be asked to bring the CQC PHT 
Action Plan to a CSC meeting when available. 

I Richens/S 
Rosenberg 

Future 
meeting 

9 Katie Hovenden to ask Kerry Pearson for an update on 
discussions with GPs regarding sexual health services and 
for assurance. 

K 
Hovenden 

Next 
meeting 

9 Innes Richens to ensure that concerns regarding the quality 
of reports from NHS 111 is raised with the appropriate 
commissioning manager. 

I Richens Next 
meeting 

9 Innes Richens to discuss with Janet Maxwell bringing the 
Public Health Strategy ‘Plan on a Page’ to CSC. 

I Richens Future 
Meeting 

9 The BCF Prevention Scheme to be on the CSC Agenda in 
the near future. 

I Richens Future 
meeting 
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Present: 
 
Dr Dapo Alalade          - Clinical Executive Member 
Dr Linda Collie - Clinical Executive Member 
Carly Darwin - Practice Manager Representative 
Dr Elizabeth Fellows - Clinical Executive Member (Chair) 
Dr Jonathan Price - Clinical Commissioning Lead 
Innes Richens  - Chief Operating Officer  
Michelle Spandley - Chief Finance Officer 
Dr Kevin Vernon - Clinical Commissioning Lead 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive Member   
 
In Attendance 
 
Lyn Darby - Deputy Chief Commissioning Officer 
Linda Foster - Executive Assistant (Minutes) 
Katie Hovenden - Director of Professional and Clinical Development 
Preeti Sheth - Head of Integrated Commissioning 
Dr Matthew Smith - Consultant, Public Health, Portsmouth City Council 
  
   
 
1. Apologies and Welcome 

 
 
Apologies were received from Dr Jim Hogan, Alex Berry, Michael Drake, Jane Cole, and 
Suzannah Rosenberg 
 

2. Declarations of Interest 
 
Nil. 
 

3. Minutes of Previous Meeting 
 

The minutes of the Clinical Commissioning Committee held on Wednesday 4 March 
2015 were approved as an accurate record.   
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 4 
March 2015 were discussed and reviewed as follows: 
 
Agenda 
Item Action Who By Progress 

3,(4.2.15) Alex Berry to clarify what 
communications are to go out 
to Practices re the changes to 
AQP for MSK and Adult 
Hearing Services 

A Berry April 
meeting 

*see below 

7,(4.2.15) Alex Berry to pick up with the 
Planned Care Team on the 
Long Term Conditions Project 
Plans. Plans for pathway 
redesign to be broken down to 
a lower level for prioritisation. 

A Berry April 
meeting 

Sarah Malcolm 
and Mike Drake 
met to complete 
this action.  

8, (4.2.15) Michelle Spandley to ask Jo 
Gooch for an update on 
Systems Transformation 

M Spandley April 
meeting 

Systems 
Transformation 
paper’s used as 
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Agenda 
Item Action Who By Progress 

forward approach 
to PHT managed 
contract. 

4 Mary Shek to provide a 
summary of key service 
changes to Katie Hovenden for 
circulation to member practices 
and information regarding the 
April workshops. 

M Shek/K 
Hovenden 

April Completed 

6 Alan Knobel to pursue 
contributions from other 
sources towards funding Safe 
Space Project 

A Knobel  Ongoing work. 

7 Kerry Pearson to come back to 
the CSC with the dementia 
pathway 

K Pearson June 
meeting 

Action – K 
Pearson to attend 
May CSC  

8 IAPT employment service 
project plan. S McDowell to 
discuss with M Drake. 

S McDowell/ 
M Drake 

April 
meeting 

Meeting held – 
service pathway 
and funding 
discussed. 
Completed. 

9 Children’s Continuing 
Healthcare and Personal 
Health Budgets project plan. 
The Committee queried 
whether these were new 
savings or whether part of 
Solent QIPP for 15/16. 
EF/PS/MS to confirm/discuss. 

E Fawell/ 
P Sheth/  
M Spandley 

April 
meeting 

Agreed new 
savings as 
opposed to Solent 
QIPP.  
 
Completed. 

10 Clincal Systems Migration 
project plan. Jo Gooch to 
provide information on monthly 
payment for GP practices. 

J Gooch April 
meeting 

To go to Clincal 
Executive 
Committee 
meeting in April. 
Completed. 

11 Falls & Fracture Lead Provider 
project plan.  The Committee 
asked for a harder push on 
savings for this scheme and for 
the savings values to be 
increased. The Committee 
asked for assurance that there 
would be no reduction in the 
quality of the service that 
Portsmouth currently receives 
from Solent. Alex Berry to take 
forward the above. 

A Berry  ** see below 

 
 

* MSK and Adult Hearing Services (Audiology)  
Commissioners are still waiting for feedback from the Providers, and once received the information 
will be communicated to member practices. 
 
** Falls & Fracture Lead Provider project plan 
Lyn Darby advised the project plan has been revisited; it is not clear if it will result in savings. 
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Lyn Darby gave assurance that the current good service provided by Solent will remain and in 
addition will include the falls service provided by Southern Health. 
 
 
4. Update on Access to Mental Health Beds 

 
Barry Dickenson attended the meeting to present an overview of the current adult mental 
health service provision, and in particular for inpatient beds.   
 
Barry Dickenson advised that specialist AMH services are provided by a multi-disciplinary 
team led by NHS Solent but incorporating Portsmouth City Council Social Care staff 
seconded under the Section 75 agreement.  Barry informed the committee on the different 
referral access routes to the services provided. 
 
It was noted that NHS Portsmouth has a relatively low number of occupied in-patient beds 
and a slightly higher number of patients placed in out of area placements, compared to 
comparative CCG areas in a benchmarking report undertaken in January 2015.  
 
Dr Jon Price commented that although local services are good, for in-patients residing in 
out-lying areas, this can cause problems for their families. Dr Price asked what type of 
patients are placed out of area.  Barry Dickenson informed that placements are primarily in 
Hampshire and the surrounding counties to minimise distance and problems for families. 
For patients with specific or complex needs such as: court mandated requirements to live 
outside of Portsmouth, complex disorders such as Asperger’s, or Psycho/Schizo-affective 
disorders they may be placed further away. 
 
A question was raised regarding aftercare for those patients who were in individually 
purchased residential placements that are commissioned under Section 117 of the Mental 
Health Act, in that could these patients be repatriated.  Barry Dickenson responded that as 
a step-down it is possible to be placed in a residential placement which has improved 
facilities, and that there are quite a number of such residential facilities in Portsmouth. 
External assessments of ECR placements are undertaken. It was noted that some patients 
become institutionalised and for them repatriation may not be an option.   
 
Dr Elizabeth Fellows asked if in the light of the Winterbourne Review, were there similar 
concerns for patients with mental health needs. Barry Dickenson replied that there is 
potential but that Quality and Safety is paramount when moving patients on.   
 
The issue of repatriation is being looked at by the mental health commissioning team to 
work towards an agreement so that patients can be repatriated back to the patient’s area, 
which may result in savings. Future placements will be monitored, it was noted that patient 
care is of the highest importance. 
 
Katie Hovenden raised a question regarding the community model. Patients accessing 
specialist services with higher or urgent need are referred via the Single Point of Access 
route and those with lesser need can be referred via their GP or self-refer to Talking 
Change, but what happens to those patients who fall between the two.  Barry Dickinson 
advised that more work is needed between the two teams as this has not been evidenced. 
Barry suggested that primary care may help and to provide feedback to him. 
 
Katie Hovenden to work with Barry Dickinson to prepare a brief based on this paper to be 
shared with practices.  Also, to include a factual update on Baytrees and reference to the 
Dual Diagnosis Service. 

Action:  K Hovenden/B Dickinson 
  
5. Priorities list 
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Michelle Spandley presented the prioritisation scoring of 2015/16 Projects.   
 
Michelle explained that the scores had been reviewed and moderated by the Clinical 
Strategy Committee sub-committee and ranked by score (highest to lowest) in order of 
priority. The moderation is applied to ensure triangulation and consistency. The list also 
showed the plans that had not yet been moderated; these plans would be brought to the 
Clinical Strategy Committee in due course.  Michelle Spandley explained that some 
schemes were national and were mandatory and required funding. The schemes are 
prioritised within the context of delivering the strategic aims and vision of the CCG as well 
as on affordability and available resources of the CCG.  
 
Michelle Spandley informed that the savings figures shown were slightly out of date and 
that some additions had been made.  Currently £6.2 million savings have been identified 
against a £6.7 million target.  
 
It was noted that plans should be debated at each meeting and re-prioritised as 
appropriate.  The Priorities List will be a constant Agenda item for future meetings. 
   
Dr Jonathan Price requested that the list is projected onto the whiteboard at meetings for 
ease of reading when discussing this agenda item.  Innes Richens confirmed this was the 
intention going forward. It was also suggested that the list is updated with changes 
(perhaps colour-coding) to ease of recognition of changes for committee members. 
 
The committee discussed whether the moderated scores were fedback to the teams so that 
they could accept or challenge the decision.   
Mike Drake to feedback to teams the result of the CSC Sub-committee moderation. 

Action:  M Drake 
 
Dr Linda Collie noted that the MST plan was not on the priorities list.   
Mike Drake to check the status of MST scheme previously brought to CSC by James Hill. 

Action: M Drake 
 
The Clinical Strategy Committee accepted the Priorities List and is supportive of the 
prioritisation process and moderation scoring by the Clinical Strategy Committee 
Sub-committee. 
 

6. Project Plans for Review: 
 
a) Review of Project Plan – Urgent Care Strategy 
 
Lyn Darby presented the Urgent Care Strategy Project Plan for review by the Clinical 
Strategy Committee. 
 
Lyn Darby explained the primary purpose of the strategy is to ensure that by 2016 a 
comprehensive unscheduled, urgent and emergency care service is in place.  Currently, 
unscheduled care throughout Portsmouth and SE Hampshire is delivered by various 
organisations; the urgent care strategy aims to bring these services all together for ease of 
public access. 
 
The Urgent Care Centre at Queen Alexandra Hospital, (PHT) is open 7 days per week, but 
not 24 hours a day yet.  Contract discussions are taking place with PHT colleagues to 
agree the Urgent Care Strategy.   
 
Alex Berry, CCG Chief Commissioning Officer is writing the Strategy, which will be 
completed by the end of May.  The strategy will be presented to the Urgent Care Board.  
Financial issues and challenges are being worked through.  
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Katie Hovenden asked about the repeat prescription options for NHS 111 Out of Hours and 
if commissioners are considering commissioning community pharmacies to provide 
emergency repeat prescriptions.  
 
Lyn Darby advised that this project plan is still work in progress and it is not yet at the 
required finished standard.  More work is required on the scoring which would move the 
project up the priorities list.  
 
The Clinical Strategy Committee noted the Project Plan for Urgent Care Strategy and 
agreed it should be brought back to the May Clinical Strategy Committee for an 
update and further review. 
 
 
b) Review of Project Plan – Stroke 
 
Lyn Darby presented the Stroke Project Plan for review by the Clinical Strategy Committee. 
 
Lyn Darby informed the committee that the Stroke plan comprised of two main parts; those 
being to commission high quality planned care services, and to deliver the best outcomes 
for stroke survivors.   
 
The National Stroke Strategy outlines the requirements to create effective stroke services 
in England, recognising the potential benefits for all patients providing effective early 
treatment with fast rapid access to acute and rehabilitation stroke specialist services.   
 
PHT provides an end to end stroke pathway for adults within Portsmouth & S.E. 
Hampshire.    There is currently no agreed model of care therefore funding is not yet 
identified  
 
Lyn Darby informed that a Future of Stroke Services meeting will be held on 8th April, 
where there will be a discussion regarding the implementation of 6 month stroke reviews.  
The reviews will lead to an improvement in the patient’s quality of life for patients who have 
suffered a stroke.  This is likely to be more expensive than the service currently, but this 
would be shared across the three CCGs.  Commissioners are seeking bidders for the 
service. 
 
There was a discussion around measuring success and whether PHT were meeting 
targets, it was noted that some of the KPIs were not being achieved and that the 
commissioners and PHT colleagues were in discussions regarding this.   
 
Lyn Darby informed that the project plan was still a work in progress and that by getting the 
pathway right, it would help get the right service.  Lyn Darby informed that there would be 
more detailed QIPP plans and a high level summary included the project plan. 
 
Dr Linda Collie asked how it would be possible to ensure that this project plan is prioritised 
higher on the list than it currently is. Lyn Darby responded that the score would go up once 
the quality elements had been included in the plan. 
 
Michelle Spandley asked whether Portsmouth CCG could proceed with the Stoke project 
plan if it was unaffordable for the other two CCGs.   Lyn Darby responded that it should be 
possible to work around. 
 
The Clinical Strategy Committee noted the Project Plan for Stroke and agreed it 
should be brought back to a future Clinical Strategy Committee for further review. 
 
c) Review of Project Plan – Ambulatory Care 
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Lyn Darby presented the Ambulatory Care Project Plan for review by the Clinical Strategy 
Committee. 
 
Lyn Darby informed the committee that PHT currently provide the Ambulatory Care service 
seven days a week, and that the biggest volume of activity is DVTs via GP referrals.   
Lyn Darby explained that the QIPP scheme will be re-written.  
 
This project plan aims to ensure the pathways currently in use are preventing conversion to 
outpatient and/or inpatient activity, and in doing so whether the pathways are cost- 
effective.  
     
 The focus of the review will be on the following key areas: 
 
• Pathway review and re-design: use of community facilities, hubs, oral anti-

coagulants,   direct access to radiology 
• Discussions and review of the PE pathway 
• Cardiology – chest pain and headache (neurology) will be reviewed in due course 
• Telephone line for GPs to access advice from speciality consultants – Cardiology, 

respiratory, neurology  
• NULL activity – identifying correct coding via audit/review and follow up 

contractually 
 
A commissioning options paper is currently being written to explore what the activity might 
look like based on 40% of all DVT patients not going through PHT.  
 
There were discussions around ‘Hot Clinics’ and that the commissioners were keen that 
PHT would provide this.  It was noted that Southern Health is keen to provide a service in 
the Hubs. 
 
Lyn Darby explained that the project plan is still a work in progress but that the 
commissioners were confident there would be substantial QIPP savings.  Funding figures 
are to be confirmed as the plan progresses. 
 
The Clinical Strategy Committee noted the Project Plan for Ambulatory Care and 
agreed it should be brought back to a future Clinical Strategy Committee for further 
review. 
 
d) Review of Project Plan – Alcohol Nurse Specialist 
 
Alan Knobel, Programme Lead for Alcohol Harm Reduction and Sue Atkins, Alcohol 
Specialist Nurse at Queen Alexandra Hospital (PHT) attended the meeting to present the 
Alcohol Specialist Nurse Service Project Plan. 
 
Alan Knobel informed the Committee that Portsmouth City Council (PCC) funds the Alcohol 
Specialist Nurse Service based in the Medical Assessment Unit (MAU) seven days per 
week; PCC also fund one specialist nurse for enhanced cover at weekends.  Using 
underspending funds from last year a second nurse was being trialled.  This Project Plan is 
requesting funding to allow the additional nurse to continue.   
 
Sue Atkins explained how the additional nurse at weekends had proved valuable in 
preventing admissions to hospital and in speeding up discharges (safely), meaning that 
they can continue the same process at the weekends as in the week.  Sue gave some 
examples of safe discharges, and informed that admissions to hospital were prevented by 
the specialist nurses team being provided at weekends.  
 
The funding requested for this project is £20,000 per year.  It was noted that Portsmouth 
commissioners pay a higher contribution than Hampshire. The Clinical Strategy Committee 
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agreed that this service was a hugely beneficial and valued service.  It was agreed this 
scheme should be moved up the list of the priorities scoring list (to priority score 4). 
 
Michelle Spandley to approach the commissioners regarding increasing their contribution to 
the Alcohol Specialist Nurse Service to enable an extension of the service at weekends. 

Action:  M Spandley 
 
The Clinical Strategy Committee was supportive of the scheme; funding levels will 
be dependent on contributions sought from the other CCG’s Commissioners. 

 
7. Planning Update 

 
Michelle Spandley presented the Planning Update paper on behalf of Michael Drake.  The 
paper provides a detailed update on planning and QIPP focussing on 15/16 and beyond.   
The final submission of the CCG’s Plan is required to be sent to NHS England on the 7th 
April 2015.  
 
Michelle Spandley informed the committee that the QIPP summary figures were out of date 
as a result of some good work over the last couple of weeks.  A Commissioning Planning 
session on 31st March had gone very well focussing on the medium and long-term planning 
for the future. 
It was noted that Covalent training and demonstrations for staff were almost complete.  
Covalent will be the monitoring system used going forward. 
 
In discussions it was highlighted that Commissioners should be made aware they can ask 
the Clinical Executive for support with their project plans. Also, that if any plans coming to 
the Clinical Strategy Committee are not clear, they should be returned to the project lead to 
articulate what the plan is trying to achieve.  The Committee suggested it was timely to re-
align clinical reps to project plans. 
 
Katie Hovenden to ask Mark Compton to link with Mike Drake to map GP Clinical Leads to 
project and work programmes. 

Action: K Hovenden 
 

There was a discussion around how primary care and commissioners can be kept informed 
on project plans that are approved by this committee, and whether this could be via the 
Weekly Update.  
 
Katie Hovenden to work with Nick Brooks (Communications team) regarding dissemination 
of key Clinical Strategy Committee decisions. 

Action: K Hovenden 
The Clinical Strategy Committee: 

• Noted  the current QIPP position and the risks identified regarding delivery of 
the 2015/16 plans 

• Agreed to provide strong clinical and executive support to work up plans to 
enable the full delivery of QIPP required 

• Agreed to share any QIPP ideas and/or suggestions for review, research, and 
potentially, work up into project plans to help address the QIPP challenge  

 
8. Minutes of Other Meetings 

 
The following were presented for noting: 
• Minutes of the Clinical Executive Committee Meeting held on the 28th January 15. 
 
The Clinical Strategy Committee accepted the above minutes. 
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9. Any Other Business 
 

1. Dr Jonathan Price asked if the CQC Report on PHT had been received by the CCG 
yet.  Innes Richens responded that it had not yet been received, but that once received it 
would be shared.  Informal feedback is that the report will come out at the CQC summit.  
  
Suzannah Rosenberg to be asked to bring the CQC PHT Action Plan to a Clinical Strategy 
Committee meeting when available. 

Action:  I Richens/S Rosenberg 
 
2. Dr Tim Wilkinson queried the situation regarding services for the Mirena coil for 
menorrhagia.  It was noted that Solent NHS Trust are not funded by contract for providing 
this service. A letter has been sent to GPs regarding Sexual Health/Coil fitting training. 
Katie Hovenden to ask Kerry Pearson for an update on discussions with GPs regarding 
sexual health services and for assurance. 

Action: K Hovenden 
 
3. Dr Jonathan Price commented that the reports received from NHS 111 were not 
very useful to GPs. 
Innes Richens to ensure that concerns regarding the quality of these reports is raised with 
the appropriate commissioning manager. 

Action: I Richens 
 
4. Dr Matt Smith raised a request arising from discussions between Dr Janet Maxwell 
and Innes Richens; to communicate the public health vision by having the Public Health 
Strategy ‘Plan on a page’ and the BCF Prevention Scheme as agenda items in the near 
future. Innes Richens to discuss with Janet Maxwell the logistics of how and when these 
two items are brought to the Clinical Strategy Committee.  

Action: Innes Richens 
 

5. Dr Elizabeth Fellows asked Dr Kevin Vernon for an update on HHR and TPP. 
Dr Vernon explained there had been issues with ‘Graphnet’ and the TPP system.  
Dr Vernon explained that Pharmacists at PHT are the significant users of the HHR system. 
He added that the data could not always be guaranteed as some of the data was 2 years 
out of date, this poses potential quality and risk issues.  Pressure needs to be applied to 
PHT to roll out the SCR to enable medicines reconciliation as per the contract. 
 
Mark W Smith from NHS South CSU is working on Interoperability with outside 
organisations and trying to get a picture of when this will happen. Dr Vernon advised this is 
likely to be June.   

 It was noted that the re-procurement of GP IT Support has been put ‘on hold’. 

10. Date of Next Meeting 
 
The next meeting will be held on Wednesday 6 May 2015 at 1:00 pm in the CCG 
Committee Room, St James’ Hospital. 
 
Lin Foster – 7/4/15 
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WHAT DOES GOOD PRIMARY CARE FOR END OF LIFE PATIENTS LOOK LIKE? 

Most of us have learnt how to care for patients who are coming to the end of their life by a 
combination of normal (i.e. occasional and patchy) post graduate education and from learning from 
the successes and mistakes we and close colleagues have made over the years. Good end of life care 
(EOLC) requires subtle and skilled communication techniques (as well as the inevitable IT tasks) that 
take time to acquire and need regular practice to master. No GP can or should avoid EOLC as it really 
is a central part of our day to day work. 

Specialist Palliative care teams help look after our more complicated EOLC patients (maybe about a 
quarter of them) and are extremely helpful in up-skilling us and our community nurse colleagues. 
However most EOLC patients really only require non-complex straightforward care and will be 
managed entirely by GPs, community nurses, care home staff and social carers.  

So what does good basic Primary care led EOLC look like? Here are 2 examples one fairly good, one 
fairly bad (but neither absolutely white nor black) of real cases that have occurred in Portsmouth in 
the last few months. The first resulted in an unspectacular, peaceful natural death in the person’s 
usual place of residence – and a grateful family. The second – despite being an expected death – 
delay in treatment of symptoms, poor communication with OOHs, trauma for the patient and her 
family, and a complaint to the OOH service, daytime GP and CCG.  

Case A 

Male 93yrs, cerebrovascular disease, AF, IHD (2006) and vascular dementia (2009) died 11/14  

2012 moved to NH as wife and family couldn’t cope any longer. Poor mobility and frequent chest 
infections 
 
9/2012 
EOL counselling with pt then wife and daughter 
Agreed that palliative care was appropriate and that all wanted to avoid future admissions and 
intervention unless there was great distress 
 
DNACPR done 
Advance Care Plan (Say it once) done 
EOL LR form sent to OOH (this was before the electronic CFCR was available) 
 
9/2013  
Added to electronic CFCR. Information updated 
Chest infections treated at home 
 
7/2014  
Acute syncope and collapse when transferring – admitted for ED for 24hrs. Assessed for pacemaker 
as in heart block – thought inappropriate so discharged to NH.  
 
10/2014  
Chest infection. Admitted to QAH for a week after NH staff had consulted with wife, daughter and 
OOH GP. Treated and worst of symptoms resolved 
On discharge it was agreed that further admissions would be inappropriate 
 



4/11/14 
Deteriorating.  
GP writes up anticipatory meds for pain, agitation and respiratory secretions so they are ready at the 
NH should they be needed in the next few weeks. White cards written up and left with NH 
 
7/11/14 (Friday night) 
Deteriorates further and appears distressed 
Stat doses of morphine and Hyoscine are given over the weekend by NH staff 
 
10/11/14 
Now Cheyne Stoking and appears uncomfortable most of the time 
GP explains to family and staff that he is now actively dying.  
Syringe driver for Morphine, Midazolam and Hyoscine started. Drugs and white card already at NH 
 
11/11/14 
OOH GP consulted on the phone re dosage of Midazolam. No need to visit – just advise. Enough 
drugs at NH for next few days 
 
14/11/14 
Dies peacefully. Family present. Comfortable peaceful and dignified. No DOLS in place so GP write 
death certificate 
Family later write a thank you letter to NH staff and GP practice 

 

 

 

 

 

 

 

 

 

 

 

Case B 

Female 59, metastatic ovarian cancer, lives with fit husband, aware of life limiting nature of her 
illness. Known to the Rowans, but no active involvement at the moment. No Advanced care plan 
documents, not on CFCR or any other communication to OOH and SCAS, no anticipatory medication 
at home. 

Lessons learnt 
• Starting conversations about EOL issues once patients become frail and 

debilitated (and need daily nursing care or residential care) helps prepare the 
patient, their family and the staff who look after them for common events at 
the end of life 

• A written advance care plan crystallises thought and makes the process more 
real and preparations better 

• Communicating the key issues about how and where an individual is cared for to 
OOH is critical for good continuity of care 

• Anticipatory prescribing can save the patient and their family great distress, and 
the OOH and ambulance service time and frustration,  and make their difficult 
job easier 

• Some admissions in the last months of life may be inappropriate. Discussion in 
advance with patient, carers and family may help avoid some. 

• Contributing to good EOLC is very satisfying as a GP  

 



Saturday 15/11/14 
1300 hours Started to feel unwell short of breath, pain, anxious, distressed 
 
1342 hours 999 paramedics called – uncertain what to do- suggested taking her to ED (the default). 
Patient wanted to avoid admission and asked for her symptoms to be treated at home if possible 
 
1400 hours Contacted Rowans and Specialist Palliative care nurses visited. They thought she needed 
strong pain relief. 
No anticipatory medicines or white card at home (otherwise they would have administered 
something themselves straight away).,so had to contact OOH GP.  
 
1900 hours – still no visit from OOH. Various messages to OOH. They had no record of if this lady on 
the CFCR or otherwise. Told a GP would visit within the next 3 hours. Husband and nurses concerned 
that the local pharmacists would be closed by then, and that he couldn’t leave her to drive to pick up 
medication as easily as OOHs though possible 
 
2100 hours OOH GP arrives and gives patient subcutaneous injection of morphine which settles the 
symptoms 
 
 Later the patient’s husband complained to the OOH service, GP and CCG – wanting us all to learn 
from their experience. In particular that there was an unacceptable wait for treatment, that there 
was a lack of clear communication that was frustrating and led to erroneous advice from the OOH 
service, that the care was not patient centred – just reactive fire fighting 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
The two cases are different in some ways – but both are common examples of what we face in 
general practice and community nursing. It is clear that doing some relatively simple tasks 
proactively, in daylight, before the crisis can often make it much easier for those involved to manage 
the patient promptly, compassionately and to respect the individual’s preferences.  
 
 
 

Lessons learnt 
 

• Lack of advance care planning meant that some fairly predictable problems had 
not been anticipated and solutions considered and put in place 

• Lack of communication with OOH and SCAS about this lady who was clearly known 
to be dying hampered the ability of the paramedic, 111 operator and OOH GP to 
act with appropriate speed and compassion 

• Lack of anticipatory medication and administration white card led to a 7 hour delay 
in standard treatment of distressing symptoms 

• Some basic proactive work by her daytime GP could have solved all of the above. 
• 111 and the OOH GP service are far from perfect – but can provide much better 

support for EOL patients if the daytime GP have done their part. Complaints about 
poor EOLC are one of the most common for the OOH service 

• The CCG has to continue working to solve some the systemic problems with 
promoting better continuity of care for our patients. These are graphically 
illustrated by EOL cases  

 



 
Clearly even the best laid plans don’t always work out, but the evidence shows that if we do some 
work in advance for our EOL patients – they are much more likely to have a peaceful, symptom free 
natural death in the place they prefer 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
There are plenty of useful resources to help good EOL care on the End of Life page of PIP. 
 
Here is a new one I like (it’s short and to the point) from the North West of England. It’s well worth a 
quick read  
 
As a GP now for nearly 25 years I have made most of the mistakes one can make in looking after (or 
not) my patients. I know that in the past I tried to avoid getting involved with EOL patients as I didn’t 
really understand what was needed and was afraid of the emotional burden. As a result, if a patient 
and their family received good EOL care from me it was more due to luck and good nursing than 
anything I had done. In recent years I have tried to learn from my mistakes and from examples of 
good care delivered by others – and I think my patients are now getting a better service. I think all of 
us learn best from our mistakes – but also from seeing examples of unspectacular achievable good 
care. And one day it will be us and our family who is on the receiving end. 
 
Dr Jon Price 
 

 

 

 

 

Key task for GPs to improve EOL Care 

• Early identification of those approaching the end of life 
• Have a conversation with those patients and their families about what is 

important to them about their care at this time 
• Do some advance care planning with them and record their preferences – so 

that should they loose mental capacity in the future, we will be aware of their 
wishes 

• Communicate the key information with the OOH and ambulance service. 
Currently the best way is via the Adastra Coordinating Future Care Register 
(CFCR). Later this year a new version of this will go live and we expect be even 
easier to use and access 

• Prescribe a small supply of Anticipatory medicines – before they are needed in 
an emergency! Write up the administration white cards (downloadable from 
PIP). Refresh your knowledge about using the common drugs. 

• Tell your community nurse colleagues about patients who are likely to need 
them in the near future so they can anticipate equipment and care needs. Use 
the Specialist Palliative care team for the complex cases. 

 



                                                                                                

      
The North West End of Life Care Model 

Supporting the people of the North West to live well before dying with peace and dignity 
in the place of their choice 

 

End of life care  
 

 Is about the individual and those important  to them 
 Is about meeting the supportive and palliative care needs for all those with an advanced 

progressive incurable illness or frailty, to live as well as possible until they die’. 
 Support may be needed in the last years, months or days of life. 
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The North West End of Life Care Model 

Death 

Increasing 

decline 

Weeks 

Advancing 

Disease 
 

It should include: 

 

 

 Care which is coordinated 

 

 

 

Key recommended 
Training for health and 
care staff: 
Communication skills 
Holistic assessment 
Symptom control 
Advance care planning 
Caring for carers 
Priorities for care of the 
dying person 
Bereavement support 
Mental Capacity Act   
 
 
 
 

 

The model supports the assessment and planning process for patients from the diagnosis of a life 
limiting illness or those who may be frail. The model comprises 5 phases and the Good Practice 
Guide (overleaf) identifies key elements of practice within each phase. 
 



     
 
 

 

 

 

 

 

 

   

   

 

End of Life Care Good Practice Guide 
 

LAST YEAR OF LIFE 

Year/s 

INCREASING DECLINE 

Months/Weeks 

 

LAST DAYS OF LIFE 

Days 

 

CARE AFTER DEATH 

1 year/s 

 

 Patient identified as 
deteriorating despite 
effective management of 
underlying medical 
condition(s) 

 
 Clear, sensitive 

communication with patient 
and those identified as 
important to them 

 
 Person and agreed others 

are involved in decisions 
about treatment and care as 
they want 

 Needs of those identified as 
important are explored, 
respected and met as far as 
possible 

 Patient included on 
Supportive Care Record /GP 
Gold Standards Framework  
register and their care 
reviewed regularly 

 
 Request consent to share 

information and create 
EPACCS record 

 
 Holistic needs assessment  

 
 Keyworker identified 

 
 Identify when there is an 

opportunity to offer an 
Advance Care Planning 
discussion and/or refer on. 
ADRT/PPC/MCA/ 
DNACPR/making a will  

 
 Benefits review  of patient 

and carer including 
Grants/prescription 
exemption 

 
 Provide information on Blue 

Badge (disabled parking) 
scheme 

 
 Agree on-going monitoring 

and support to avert crisis 
 

 Referral to other services 
e.g. Specialist Palliative 
Care 
 

 OOH/NWAS updated 
including Advance Care 
Plan/DNACPR 

 
 ICD discussion if applicable 

 

 
 
 

 
 

 
 

 interventions 
 

 Out of Hours updated-DNAR 
status, PPC,   

 

 

 Medical review 
  

 All reversible causes of 
deterioration explored 

 Clear, sensitive communication 
with patient and  those 
identified as important to them 
 

 Person and agreed others are 
involved in decisions about 
treatment and care as they 
want 

 Needs of those identified as 
important are explored, 
respected and met as far as 
possible 

 Prioritised as appropriate at 
Gold Standards Framework 
meeting 
 

 On-going District  Nurse 
support 

 
 Agree on-going monitoring and 

support to avert crisis  

 
 Holistic needs assessment 

 
 Ongoing communication with 

Keyworker  

 
 Review  or offer advance care 

plan, share information with 
patients consent 
 

 Consider Continuing Health 
Care funding/DS1500 

 
 Equipment assessment 

 
 Anticipatory medication 

prescribed and available 
 

 DNACPR considered,  
outcome documented, 
information shared 
appropriately including 
ambulance service 

 
 Out of Hours/NWAS updated  

including DNACPR status and  
Advance Care Plan 

 
 Referral to other services e.g. 

Specialist Palliative Care 
 

 Update EPaCCS Record as 
and when necessary 

 
 ICD discussion and 

deactivation  
  
 
 
 

 

 

 

 

 

 

 Medical  review  

 All reversible causes of 
deterioration explored 

 Multidisciplinary Team agree 
patient is in the last days of life 

 Clear, sensitive 
communication with  patient 
and those identified as 
important to them 

 Dying person and agreed 
others are involved in 
decisions about treatment and 
care as they want 

 Agree on-going monitoring and 
support to avert crisis  
 

 Advance Care Planning 
discussion offered or reviewed 

 On-going District  Nurse 
support 

 ICD discussion and 
deactivation if not previously 
initiated 

 Decisions made are regularly 
reviewed and revised 
accordingly 

 Individual plan of care for the 
dying person including holistic 
assessment, review  of 
hydration and nutrition, 
symptom control  etc. is 
agreed, coordinated and 
delivered with compassion 

 Anticipatory medication 
prescribed and available 
to prevent a crisis 

 Needs of  those identified as 
important are explored, 
respected and met as far as 
possible 

 OOH/NWAS updated 

 Update EPaCCS Record as 
and when necessary 

 Review package of care if 
necessary 
 

 Referral to other services e.g. 
Specialist palliative care  

 

 

 

 

   

   

 

 Nurse verification of 
death where 
indicated 

 
 Certification of death 

 
 Clear sensitive 

communication 

 
 Relatives supported 

 
 Department  for 

Work & Pensions  
011 Booklet; What to 
do after a death or 
similar 

 
 Post death 

Significant event 
analysis 

  
 Update Supportive 

Care Record/ Gold 
Standards 
Framework 
Register/EPaCCS 
with date and place 
of  death  

 
 Inform all relevant 

agencies ; social 
care, Allied Health 
Professional, 
ambulance service, 
OOH, Specialist 
Palliative Care 
Team, equipment 
store 

 
 Funeral attendance 

if  able and to 
include carer 
permission if 
appropriate or 
applicable 

 
 Follow up 

bereavement 
assessment to those 
identified as 
important  

 
 Referral of those 

identified as 
important to 
bereavement 
counselling services 
as required 

 
 Staff supported 

 

 

 

ADRT  - Advance Decision to Refuse Treatment    

DNACPR  - Do Not Attempt Cardio Pulmonary Resuscitation  

EPaCCS  - Electronic Palliative Care Coordinating System  

GP  - General Practitioner  

 

 

ICD  - Implantable Cardioverter Defibrillator 

NWAS – North West Ambulance Service 

OOH – Out of Hours   

PPC -  Preferred Priorities of  Care     

      Jan 2015 
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	Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 4 March 2015 at 1.00pm 3.00pm in the Committee Room, CCG Headquarters,
	St James’ Hospital
	Summary of Actions
	Present:
	1. Apologies and Welcome
	Dr Jim Hogan welcomed everyone to the meeting and introductions were made for the benefit of Dr Jurgita Cekanaviciene, GP from Guildhall Walk Healthcare Centre who joined the meeting as an observer.
	Apologies were received from Dr Dapo Alalade and Jane Cole.
	2. Declarations of Interest
	3. Minutes of Previous Meeting
	4. Public Health proposed Integrated Wellbeing Service
	Mary Shek attended the meeting to present an overview of the proposed new Integrated Wellbeing Service in Portsmouth and its plans to work with primary and secondary care to enhance the service.
	Mary Shek explained there is a pilot already running in Somers Town which is funded by the CCG.  The new service will run from October 2015.
	Portsmouth City Council has the aspiration to work with individuals, families and communities to build on their own self-reliance and resilience, to help reduce un-healthy behaviours, such as: smoking, alcohol misuse, poor diet, lack of exercise, ment...
	The Service will provide a team of 37 staff that will be placed across the city in three localities with some providing city wide expertise, outreaching to areas that have the highest need.  Key staff in the service will be the ‘Wellbeing Worker’ who ...
	Mary Shek highlighted the implications and benefits for GPs in Portsmouth; GPs will be able to refer patients who have one or more behaviour change and other wider issues such as debt, to one service. This will reduce the time to refer to multiple age...
	The Wellbeing Worker will develop rapport with local communities and will be able to identify residents who are at risk more quickly and refer to GPs and other agencies.
	Mary Shek explained that using a similar service model, Public Health Portsmouth wants to align the existing Local Commissioned Services (LCS) currently delivered by GP and community pharmacies to enhance the capacity of the wellbeing service as well ...
	The current LCS contract is due to expire on 31 March 2015, however it has been agreed to extend existing contracts for 12 months in order to allow engagement and redesign as well as time to complete the tendering process of the new model.  Public Hea...
	Mary Shek advised of two workshops being held on 22PndP and 23PrdP April 2015, which colleagues across health are encouraged to attend to hear more about the proposed services.
	Dr Kevin Vernon highlighted that he had received positive messages from patients regarding the existing services they currently used, and asked if services would be reduced if the ‘workers’ had to cover all of the different aspects.  Mary Shek replied...
	Dr Jim Hogan questioned whether clients could opt for one behaviour change service at a time. Dr Matthew Smith advised that clients could ‘tackle’ one change at a time, and that this often leads to another.
	Dr Elizabeth Fellows questioned if the service would be able to manage complex needs, and if the service would have enough expertise.  Mary Shek replied that it would be part of the review to ensure Safety and Quality of practice.
	Dr Matthew Smith added that the service links with many other services across health and social care including housing, which is a key partner.
	Dr Jim Hogan requested that a report on the Somers Town Pilot is brought to the Clinical Strategy Committee in July.
	Action: M Shek
	Mary Shek to provide a summary of key service changes to Katie Hovenden to circulate to Member Practices along with the invitations to the April workshops.
	Action: M Shek
	The Clinical Strategy Committee noted Public Health proposed Integrated Wellbeing Service and requested an update report is brought to the July Committee Meeting.
	5. Prioritisation of CCG Projects
	Mike Drake informed the committee members that a meeting had been held to review the scoring and prioritisation of current Project Plans.  The reviewed scores will be circulated to this group.
	Going forward, all projects will be scored to ensure they align with the CCGs priorities, plans and finances before they are brought to the Clinical Strategy Committee.
	Mike Drake will meet with Richard Samuel to ensure that South Eastern and Fareham & Gosport CCG’s prioritisation process is the same as Portsmouth’s for projects that cover the three CCGs.
	Innes Richens queried if there would be an issue if one CCG wished to take forward a project but the other CCGs did not.  Mike Drake responded that the projects would be consistently reviewed for any issues.  Alex Berry commented that there were no su...
	6. Review of Project Plan – Alcohol Harm Reduction – Safe Space
	Alan Knobel attended the meeting to present the Alcohol Harm Reduction; Safe Space project plan and confirm agreement to continue the project. Alan was accompanied by John Cross from South Coast Ambulance Service.
	Alan Knobel gave an overview of the current service which is funded by Public Health Portsmouth until 31 March 2015.  Safe Space is a minor injuries, drunkenness and respite centre, which is operated in the Guildhall Walk area of Portsmouth on Friday ...
	Alan Knobel highlighted that it is estimated that Safe Space prevents 384 ambulance calls/ED attendances per year.   When funding is withdrawn at the end of March 15, there will be additional pressure on the police and ambulance services and increased...
	Alan Knobel advised the project requires approximately £50,000 per year to run.  He added that contributions were being sought from other stakeholders, which includes Portsmouth University and the alcohol industry.
	It was noted that the Street Pastors are an important link and resource to Safe Space.
	Alan Knobel to pursue contributions from other sources towards funding for this project.
	Action: A Knobel
	Innes Richens informed that Portsmouth CCG and the Safer Partnership Board are supportive of this project and would want it to continue.

	AI13 Mins of Other Mtgs CSC Mins 010415 GB200515
	Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 1 April 2015 at 1.00pm 3.00pm in the Committee Room, CCG Headquarters,
	St James’ Hospital
	Summary of Actions
	Present:
	Dr Dapo Alalade          - Clinical Executive Member
	1. Apologies and Welcome
	Apologies were received from Dr Jim Hogan, Alex Berry, Michael Drake, Jane Cole, and Suzannah Rosenberg
	2. Declarations of Interest
	3. Minutes of Previous Meeting
	* MSK and Adult Hearing Services (Audiology)
	Commissioners are still waiting for feedback from the Providers, and once received the information will be communicated to member practices.
	** Falls & Fracture Lead Provider project plan
	Lyn Darby advised the project plan has been revisited; it is not clear if it will result in savings.
	Lyn Darby gave assurance that the current good service provided by Solent will remain and in addition will include the falls service provided by Southern Health.
	4. Update on Access to Mental Health Beds
	Barry Dickenson attended the meeting to present an overview of the current adult mental health service provision, and in particular for inpatient beds.
	Barry Dickenson advised that specialist AMH services are provided by a multi-disciplinary team led by NHS Solent but incorporating Portsmouth City Council Social Care staff seconded under the Section 75 agreement.  Barry informed the committee on the ...
	It was noted that NHS Portsmouth has a relatively low number of occupied in-patient beds and a slightly higher number of patients placed in out of area placements, compared to comparative CCG areas in a benchmarking report undertaken in January 2015.
	Dr Jon Price commented that although local services are good, for in-patients residing in out-lying areas, this can cause problems for their families. Dr Price asked what type of patients are placed out of area.  Barry Dickenson informed that placemen...
	A question was raised regarding aftercare for those patients who were in individually purchased residential placements that are commissioned under Section 117 of the Mental Health Act, in that could these patients be repatriated.  Barry Dickenson resp...
	Dr Elizabeth Fellows asked if in the light of the Winterbourne Review, were there similar concerns for patients with mental health needs. Barry Dickenson replied that there is potential but that Quality and Safety is paramount when moving patients on.
	The issue of repatriation is being looked at by the mental health commissioning team to work towards an agreement so that patients can be repatriated back to the patient’s area, which may result in savings. Future placements will be monitored, it was ...
	Katie Hovenden raised a question regarding the community model. Patients accessing specialist services with higher or urgent need are referred via the Single Point of Access route and those with lesser need can be referred via their GP or self-refer t...
	Katie Hovenden to work with Barry Dickinson to prepare a brief based on this paper to be shared with practices.  Also, to include a factual update on Baytrees and reference to the Dual Diagnosis Service.
	Action:  K Hovenden/B Dickinson
	5. Priorities list
	Michelle Spandley presented the prioritisation scoring of 2015/16 Projects.
	Michelle explained that the scores had been reviewed and moderated by the Clinical Strategy Committee sub-committee and ranked by score (highest to lowest) in order of priority. The moderation is applied to ensure triangulation and consistency. The li...
	Michelle Spandley informed that the savings figures shown were slightly out of date and that some additions had been made.  Currently £6.2 million savings have been identified against a £6.7 million target.
	It was noted that plans should be debated at each meeting and re-prioritised as appropriate.  The Priorities List will be a constant Agenda item for future meetings.
	Dr Jonathan Price requested that the list is projected onto the whiteboard at meetings for ease of reading when discussing this agenda item.  Innes Richens confirmed this was the intention going forward. It was also suggested that the list is updated ...
	The committee discussed whether the moderated scores were fedback to the teams so that they could accept or challenge the decision.
	Mike Drake to feedback to teams the result of the CSC Sub-committee moderation.
	Action:  M Drake
	Dr Linda Collie noted that the MST plan was not on the priorities list.
	Mike Drake to check the status of MST scheme previously brought to CSC by James Hill.
	Action: M Drake
	The Clinical Strategy Committee accepted the Priorities List and is supportive of the prioritisation process and moderation scoring by the Clinical Strategy Committee Sub-committee.
	6. Project Plans for Review:
	a) Review of Project Plan – Urgent Care Strategy
	Lyn Darby presented the Urgent Care Strategy Project Plan for review by the Clinical Strategy Committee.
	Lyn Darby explained the primary purpose of the strategy is to ensure that by 2016 a comprehensive unscheduled, urgent and emergency care service is in place.  Currently, unscheduled care throughout Portsmouth and SE Hampshire is delivered by various o...
	The Urgent Care Centre at Queen Alexandra Hospital, (PHT) is open 7 days per week, but not 24 hours a day yet.  Contract discussions are taking place with PHT colleagues to agree the Urgent Care Strategy.
	Alex Berry, CCG Chief Commissioning Officer is writing the Strategy, which will be completed by the end of May.  The strategy will be presented to the Urgent Care Board.  Financial issues and challenges are being worked through.
	Katie Hovenden asked about the repeat prescription options for NHS 111 Out of Hours and if commissioners are considering commissioning community pharmacies to provide emergency repeat prescriptions.
	Lyn Darby advised that this project plan is still work in progress and it is not yet at the required finished standard.  More work is required on the scoring which would move the project up the priorities list.
	The Clinical Strategy Committee noted the Project Plan for Urgent Care Strategy and agreed it should be brought back to the May Clinical Strategy Committee for an update and further review.
	b) Review of Project Plan – Stroke
	Lyn Darby presented the Stroke Project Plan for review by the Clinical Strategy Committee.
	Lyn Darby informed the committee that the Stroke plan comprised of two main parts; those being to commission high quality planned care services, and to deliver the best outcomes for stroke survivors.
	The National Stroke Strategy outlines the requirements to create effective stroke services in England, recognising the potential benefits for all patients providing effective early treatment with fast rapid access to acute and rehabilitation stroke sp...
	PHT provides an end to end stroke pathway for adults within Portsmouth & S.E. Hampshire.    There is currently no agreed model of care therefore funding is not yet identified
	Lyn Darby informed that a Future of Stroke Services meeting will be held on 8th April, where there will be a discussion regarding the implementation of 6 month stroke reviews.  The reviews will lead to an improvement in the patient’s quality of life f...
	There was a discussion around measuring success and whether PHT were meeting targets, it was noted that some of the KPIs were not being achieved and that the commissioners and PHT colleagues were in discussions regarding this.
	Lyn Darby informed that the project plan was still a work in progress and that by getting the pathway right, it would help get the right service.  Lyn Darby informed that there would be more detailed QIPP plans and a high level summary included the pr...
	Dr Linda Collie asked how it would be possible to ensure that this project plan is prioritised higher on the list than it currently is. Lyn Darby responded that the score would go up once the quality elements had been included in the plan.
	Michelle Spandley asked whether Portsmouth CCG could proceed with the Stoke project plan if it was unaffordable for the other two CCGs.   Lyn Darby responded that it should be possible to work around.
	The Clinical Strategy Committee noted the Project Plan for Stroke and agreed it should be brought back to a future Clinical Strategy Committee for further review.
	c) Review of Project Plan – Ambulatory Care
	Lyn Darby presented the Ambulatory Care Project Plan for review by the Clinical Strategy Committee.
	Lyn Darby informed the committee that PHT currently provide the Ambulatory Care service seven days a week, and that the biggest volume of activity is DVTs via GP referrals.
	Lyn Darby explained that the QIPP scheme will be re-written.
	This project plan aims to ensure the pathways currently in use are preventing conversion to outpatient and/or inpatient activity, and in doing so whether the pathways are cost- effective.
	The focus of the review will be on the following key areas:
	• Pathway review and re-design: use of community facilities, hubs, oral anti-coagulants,   direct access to radiology
	• Discussions and review of the PE pathway
	• Cardiology – chest pain and headache (neurology) will be reviewed in due course
	• Telephone line for GPs to access advice from speciality consultants – Cardiology, respiratory, neurology
	• NULL activity – identifying correct coding via audit/review and follow up contractually
	A commissioning options paper is currently being written to explore what the activity might look like based on 40% of all DVT patients not going through PHT.
	There were discussions around ‘Hot Clinics’ and that the commissioners were keen that PHT would provide this.  It was noted that Southern Health is keen to provide a service in the Hubs.
	Lyn Darby explained that the project plan is still a work in progress but that the commissioners were confident there would be substantial QIPP savings.  Funding figures are to be confirmed as the plan progresses.
	The Clinical Strategy Committee noted the Project Plan for Ambulatory Care and agreed it should be brought back to a future Clinical Strategy Committee for further review.
	d) Review of Project Plan – Alcohol Nurse Specialist
	Alan Knobel, Programme Lead for Alcohol Harm Reduction and Sue Atkins, Alcohol Specialist Nurse at Queen Alexandra Hospital (PHT) attended the meeting to present the Alcohol Specialist Nurse Service Project Plan.
	Alan Knobel informed the Committee that Portsmouth City Council (PCC) funds the Alcohol Specialist Nurse Service based in the Medical Assessment Unit (MAU) seven days per week; PCC also fund one specialist nurse for enhanced cover at weekends.  Using ...
	Sue Atkins explained how the additional nurse at weekends had proved valuable in preventing admissions to hospital and in speeding up discharges (safely), meaning that they can continue the same process at the weekends as in the week.  Sue gave some e...
	The funding requested for this project is £20,000 per year.  It was noted that Portsmouth commissioners pay a higher contribution than Hampshire. The Clinical Strategy Committee agreed that this service was a hugely beneficial and valued service.  It ...
	Michelle Spandley to approach the commissioners regarding increasing their contribution to the Alcohol Specialist Nurse Service to enable an extension of the service at weekends.
	Action:  M Spandley
	The Clinical Strategy Committee was supportive of the scheme; funding levels will be dependent on contributions sought from the other CCG’s Commissioners.
	 Agreed to provide strong clinical and executive support to work up plans to enable the full delivery of QIPP required
	 Agreed to share any QIPP ideas and/or suggestions for review, research, and potentially, work up into project plans to help address the QIPP challenge
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