
  
 
 
 

St James’ Hospital 
Locksway Road 

Portsmouth  PO4 8LD 

Governing Board 
 

A meeting will be held from 1.00pm – 3.30pm on Wednesday 23 September 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 3.30pm until 4.00pm 
   

AGENDA 
 

 Subject Lead Attachment 
 

1.  Apologies for Absence and Welcome 
 
Apologies received from Dr Linda Collie, Dr Julie Cullen and 
Dr Elizabeth Fellows. 
 

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 15 July 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.  A Blueprint for Health and Care in Portsmouth 
 

Dr Jim Hogan Cream 

7.  Draft Emergency and Urgent Care: Strategic Framework 
 

Dr J Hogan Yellow 

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

Primary Care Commissioning Business (Items 8 - 11) 
 

The CCG undertakes primary care co-commissioning under delegated powers from NHS 
England.  As a GP membership organisation we are open and transparent in how we handle 
perceived or potential conflicts of interest in all aspects of our business.  In line with our 
policies the chairing of this meeting transfers at this point to our Deputy Chair who is a lay 
member representative.  Where Governing Board members are felt to have a direct potential 
conflict of interest they will be excluded from our discussions as well as decision making.  
 
8.  Guildhall Walk Healthcare Centre Options Appraisal 

 
Mr I Richens White 

9.  Proposal for Urgent Care Triage Hub 
 

Mr I Richens Salmon 



 Subject Lead Attachment 
 

10.  Update on PMS Contract Reviews 
 

Mr I Richens Lilac 

11.  Update on Practice Mergers and Relocations 
 

Mr I Richens Green 

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

12.  Listening to our Patients – 2014/15 Report 
 

Innes Richens/ 
Jackie Powell 
 

Cream 

13.  Governing Board Assurance Framework 
 

Mr I Richens White 

14.  Standing Orders 
 

Dr T Wilkinson Pink 

15.  Minutes for Approval 
 

 NHS Portsmouth CCG Annual General Meeting 
 

Dr T Wilkinson Green 

16.  Minutes of Other Meetings 
 

 Clinical Strategy Committee 

 Audit Committee 
 

 
 
Dr J Hogan 
Mr T Morton 
 

 
 
Yellow 
Lilac 

17.  Patient Story – Safeguarding Adults Review – Mr A 
 

 Blue 

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

19.  Meeting Close 
 
 
Distribution: 
    
 

Voting Members 
 

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

Non-Voting Members/In Attendance 
 

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



 
 
 

 

GOVERNING BOARD 
 

 
Date of Meeting 23 September 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 15 July 2015. 
 
 
 

 
Recommendations/ 
Actions requested 
 

 
Approve 

Potential Conflicts 
of Interests for 
Board Members 

 
None 

 
Author 
 

 
Jayne Collis 

 
Sponsoring 
member 
 

 
Dr Tim Wilkinson 

 
Date of Paper 
 

 
11 September 2015 
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DRAFT 

 
Minutes of the NHS Portsmouth Clinical Commissioning Group Governing Board meeting 
held on Wednesday 15 July 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 15 July 2015 

 
 

Agenda 
Item 

Action Who By 

5 Integrated Performance Report – Month 3 finance 
information to be circulated to board members. 

M Spandley 31 Jul 15 

5 Integrated Performance Report – Include available 
relevant information regarding Solent Friends and Family 
test in future reports. 

M Spandley 23 Sept 15 

5 Integrated Performance Report – Confirm the planned 
financial deficits for PHT and Solent. 

M Spandley 23 Sep 15 

6 Urgent Care: What people locally are telling us – Share 
the feedback formally with providers if not already done for 
them to consider. 

I Richens 31 Jul 15 

7 Urgent Care Strategy – Share plan on a page with 
Governing Board members after the meeting. 

J Hogan 31 Jul15 

7 Urgent Care Strategy - Bring Strategy to next meeting for 
approval. 

J Hogan 23 Sep 15 

7 Urgent Care Strategy – Provide answer in writing to 
question from Rosy Bremer. 

T Wilkinson 31 Jul 15 

8 Guildhall Walk Health Care Centre – Briefing Update – 
Full options appraisal to be presented to the next meeting. 

I Richens 23 Sep 15 

12 Proposal to Extend the Copnor Road Branch Surgery – 
Confirm if the practice has discussed with planning at the 
local authority the change in use of the property from a 
dwelling. 

I Richens 23 Sep 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 
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer 
Tom Morton - Lay Member 
Jackie Powell - Lay Member 
Innes Richens - Chief Operating Officer 
Andy Silvester - Lay Member 
Michelle Spandley - Chief Finance Officer  
Dr Tahwinder Upile - Secondary Care Specialist Doctor 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive 
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In Attendance 
 
Jayne Collis - Business Development Manager 
Dr Janet Maxwell - Director of Public Health, Portsmouth City Council (from 1.20pm) 
David Williams - Chief Executive, Portsmouth City Council (from 1.15pm) 
 

 
1. Apologies and Welcome 
 

No apologies were received. 
 
Dr Tim Wilkinson welcomed everyone to the NHS Portsmouth Clinical Commissioning 
Group (CCG) Governing Board meeting held in public.  He reminded those present that 
although the meeting was being held in public it was not a public meeting and therefore 
during the CCGs formal business members of the audience would not be invited to 
participate.    He explained that the NHS Portsmouth Clinical Commissioning Group Annual 
General Meeting would follow the Governing Board meeting at 3.30pm and as such 
unfortunately there would be no question and answer session at today’s meeting.  Also 
unfortunately there would be no patient story at today’s meeting as the person due to 
attend was ill. 
 
Dr Tim Wilkinson further explained that this was the first meeting of the Governing Board to 
contain specific primary care commissioning business since we were approved to take on 
primary care commissioning under delegated arrangements from NHS England.  Therefore 
in line with our agreed governance arrangements, at the appropriate point in the meeting 
he would be transferring chairing of the meeting to Tom Morton as the current designated 
lay member to do this. 
 

2. Declarations of Interest 
 

Dr Dapo Alalade, Dr Linda Collie, Paul Cox, Dr Elizabeth Fellows, Dr Jim Hogan, Dr Tim 
Wilkinson declared a possible conflict of interest relating to Items 8 – 12 on the agenda.  
Andy Silvester declared a possible conflict of interest relating to Item 11 on the agenda. 
 

3. Minutes of Previous Meeting 
 
The minutes of the Governing Board meeting held on Wednesday 20 May 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 

2 Declaration of Interests – GP 
members and Paul Cox to 
formally notify Jayne Collis of 
their role and membership with 
the Portsmouth Primary Care 
Alliance Limited for inclusion in a 
future version of the Register of 
Interests. 

GP 
Members/ 
P Cox 

July 15 On agenda.  Complete. 

4 Chief Clinical Officers Report 
– Communications and 
Engagement Programme 
summary to be circulated to 
Governing Board members. 

I Richens July 15 Complete. 
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Agenda 
Item 

Action Who By Progress 

5 Integrated Performance 
Report – Figure quoted for the 
Family and Friends Inpatient 
Test for March for Portsmouth 
Hospitals Trust to be checked. 

M 
Spandley 

July 15 Post meeting note included 
in minutes.  Complete. 

6 2015/16 Opening Budgets – 
Further updates to be included 
in the Integrated Performance 
Report. 

M 
Spandley 

July 15 Complete. 

6 2015/16 Opening Budgets – 
Discussions to take place 
regarding “commissioning for 
value”. 

M 
Spandley/ 
T 
Wilkinson 

July 15 This was discussed at the 
recent staff event.  
Complete. 

11 Unscheduled Paediatric Care 
Review – Future updates on the 
progress of the implementation 
of a single point of access to be 
presented as appropriate.  

L Collie July 15 No update at present.  
Future updates will be 
presented to the 
Governing Board in due 
course as appropriate. 

13 Minutes of Other Meetings – 
Minutes of Clinical Strategy 
Committee held on 4 March 
2015 – Somers Town Pilot to be 
discussed further.  

J Powell/ 
J Maxwell 

July 15 This was discussed at a 
recent Health and 
Wellbeing Board meeting.  
Complete. 

 
4. Chief Clinical Officer’s Report 

 
Dr Jim Hogan presented a paper which set out the key decisions and actions undertaken 
by the Clinical Executive under his leadership on behalf of the Governing Board since the 
previous meeting.  He highlighted the main areas of the report: 
 
Your Health, Your NHS 
 
NHS Portsmouth CCG hosted its first major public engagement event on Wednesday 10 
June 2015 at Portsmouth Guildhall Square.  There were a total of 50 stalls and the event 
was well attended with over 200 adults and 100 children being interviewed on the day to 
gain their views.  Survey’s included questions on access to primary care and a full report 
will be presented to the Governing Board at a later date. 
 
Portsmouth Hospitals NHS Trust Care Quality Commissioning (CQC) Quality Report 
 
The CQC inspection of PHT took place between 10-13 February 2015 with follow up visits 
in February and March.  The CQC has given the Trust an overall rating of requires 
improvement.  Across the 5 inspection domains, PHT were rated as outstanding for care, 
good for effectiveness and requires improvement for safe, responsive and well-led.  The 
CQC presented their report and the Trust gave its response at a meeting with stakeholders 
on 2 July 2015.  There were 6 key areas for improvement: 
 

 Unscheduled care and the need to improve at pace 

 End of life care 

 Surgical ward leadership 

 Medicine 

 Variation and inconsistency across the clinical areas 

 Governance and assurance 
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Over the next few weeks the Trust will be working with system partners to put together its 
action plan to address these issues which is required to be submitted to CQC by 8 August 
2015. 
 
CCG Financial Plan 
 
Formal notification from NHS England of their approval of our financial plans for 2015/16 
has now been received.  Any amendment to the plan will need to be agreed with NHS 
England during the course of the year. 
 
Updated Urgent Care Accountability Framework 
 
The revised draft of the Urgent Care accountability framework is attached at Appendix A 
and the Governing Board noted the changes.   

 
David Williams arrived at 1.15pm. 
 

Section 75 Agreements 
 
Work is progressing by the clinical executive to update the agreement with the local 
authority in respect of the Better Care Fund to make it more locally appropriate and to 
reduce the number of administrative transactions in managing the pooled funds.  In 
addition, updated agreements were being developed in respect of Continuing Health Care 
to continue the existing integrated model which has been evaluated as successful and 
effective to meet the needs of local people.  
 
Jackie Powell asked for clarification regarding surgical ward leadership at Portsmouth 
Hospitals Trust which was an area for improvement from the CQC report.  Dr Jim Hogan 
said that there are pockets of excellence within the Trust that need to be adopted 
throughout the organisation and they are trying to apply the methodology throughout the 
Trust.  
 
Jackie Powell asked about the Section 75 pooling of budgets and asked if this was to 
prevent crossover and confusion.  Michelle Spandley explained that the addendum to the 
Section 75 is to make it clear for 2015/16 and beyond to make the best use of funds and to 
ensure people understand responsibilities.  
 
Jackie Powell asked if Continuing Health Care expenditure was rising.  Michelle Spandley 
explained that there was an overspend last year in particular around free nursing care.  We 
have ensured there is the appropriate level of growth in the budget and this is on track at 
the moment. 
 
Dr Dapo Alalade commented on the public engagement event held on the 10 June 2015 at 
Portsmouth Guildhall Square and the percentage of participants who felt they had a poor or 
very poor experience.  He commented that although this was only 4%, it equated to 8 out 
of 204 people which seemed high in his opinion and proposed perhaps we need to look at 
the reasons more closely.  Dr Jim Hogan said that he took Dr Alalade’s point and the idea 
of the day was not just to celebrate success but look at where lessons can be learned. 
 
Dr Jim Hogan reported that with regards to the CQC visit to PHT, since the report was 
written the CCG has visited the Emergency Department and would like to reassure board 
members that it is a safe place to be and a range of changes have happened. 

 
The Governing Board accepted the Chief Clinical Officer’s Report. 
 

Dr Janet Maxwell arrived at 1.20pm. 
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5. Integrated Performance Report 
 
Michelle Spandley presented the Integrated Performance Report and explained that it 
provides an update on the financial position, progress against our strategic priorities as well 
as our assessment of our performance against the domains set out in the CCG assurance 
framework.  The CCG is achieving well against most areas. In summary we are on track to 
deliver priorities 2 and 4 (noting improvements in priority 2). Priorities 1 and 3 remain 
partially on track to deliver.  
 
The following areas were highlighted: 
 

 Finance 
 

The financial information detailed in the report relates to the month 2 figures as month 
3 figures were not available at the time of printing because the Governing Board 
meeting is scheduled for earlier in the month.  Month 3 data is now available and 
remains on track to meet its surplus position of £3.1m.  Cash utilisation is less than 
expected and the team are working to ensure this improves for quarter 2. 
 
Finances are based on 2 months of activity data and activity has exceeded the plan for 
the Portsmouth Hospitals contract and the CCG is forecasting a potential overspend 
and will work with PHT to understand what is driving the over-performance.  It was 
agreed that the month 3 financial information would be circulated to Board members 
after the meeting. 

Action:  M Spandley 
 

 Priority 1 
 
There are 20 projects mapped to this objective and achievement of milestones has 
improved in the majority of projects.  The Urgent Care Strategy Project is delayed in 
part due to the operational pressures that are ongoing. 
 
The A&E 4 hour wait target was not achieved in April or May for the CCG and PHT.  
Performance in June was 85.6% for PHT and 86.4% for the CCG and performance for 
PHT in Q1 was 82.2% against the 81% trajectory. 
 
There has been an improvement in ambulance response times with targets achieved in 
April and May for the CCG and SCAS (South Central Ambulance Service).  Provisional 
data for June indicates targets are also achieved. 
 
Diagnostics targets were achieved by the CCG in April and May. 
 
All three RTT (Referral to Treatment) targets were achieved for the CCG in April and 
provisional data indicates all three targets were achieved for the CCG in May.  The 
RTT targets are changing nationally with the focus on “incomplete target”.  This will 
ensure patients are treated in turn rather than having more than one queue, which is 
what we have currently with 3 targets.  We will be monitoring the 3 targets locally and 
are working with PHT to understand how these changes affect the activity profile going 
forward. 
 
NHS 111 are doing well and have achieved the 95% target for calls answered within 60 
seconds for April and May.  Provisional data for June indicates the target was 
achieved. 
 

 Priority 2 
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There are 5 projects mapped to this objective and progress has been made on 
milestones within the majority of projects. Performance areas within this priority are 
showing as achieved.  There were 2 reported cases of C. Diff in May against a 
threshold of 4 and the year to date position of 7 cases is within the trajectory of 8.  
There were no reported cases of MRSA for the CCG in May. 
 
There is more information in the report this time on Quality and areas with a higher risk 
score and that are detailed in the report are: 
 
- Out of hours service – we are working with the provider to improve key performance 

indicators. 
- Millbrook - relates to backlogs inherited as well as great referrals than expected. 
- PHT – a few areas are being monitored including A&E 4 hour wait target and the 

potential impact on patient safety an experience, outliers, staffing challenges and 
ensuring that discharge summaries are improved. 

- Solent – nursing level vacancies, which has improved but has recently become an 
issue again. 

- South Coast Ambulance Service – long waiting is still being monitored. 
 

Dr Julie Cullen reported that she had promised to report on a particular issue each 
month relating to the quality group which she chairs.  The issue around vacancies in 
Solent registered nurse community team has been around for a while.  It is a concern 
and is being looked at and addressed.  There has been a recruitment drive but there 
are still issues and a meeting is scheduled with Solent to address how the issues are 
managed in both the short and longer term. 
 

 Priority 3 
 
There are 11 projects mapped to this objective with 2 projects showing risk of not 
delivering expected outcomes.  Falls and fractures reduction project is progressing but 
is taking longer than expected.  The risk stratification project has been delayed whilst 
information governance issues were agreed, which has a knock on effect to the 
timescales of the whole project. 
 

 Priority 4 
 
There are 5 projects mapped to this objective with 1 project at risk of not delivering 
expected outcomes.  The Prevention Project is at risk of not delivering expected 
outcomes and the next steps is to hold a workshop with stakeholders to develop the 
plan. 
 
Dr Janet Maxwell commented that the first meeting of the Living Well Group has been 
held.  It’s focus will be looking at long term conditions with particular work on early 
identification and self-management and focus on diabetes etc. 
 
The CCG achieved 7 of the 9 Cancer standards in April and May failing “breast patients 
seen within 2 weeks” and “radiotherapy within 31 days”.  PHT are expected standards 
to improve but are highlighting breast as they have seen a rise in demand and a task 
and finish group has been established. 
 
The report shows the quarter 4 achievement in 2014/15 for IAPT (Improved Access for 
Psychological Therapies).  The CCG has also achieved the new IAPT waiting time 
measures in April and May: 
 
- Treated within 6 weeks (75% target):  97% achieved in April and 95% achieved in 

May. 
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- Treated within 18 weeks (95% target): 100% achieved in April and 100% achieved 
in May. 

 

 Domains 
 
Pages 30 – 36 of the report relate to the CCG assurance domains reported via the local 
area team.  The ratings of the domains remain as before with domain 3 off track as a 
result of the 4 hour A&E target underperformance. 

 
Dr Elizabeth Fellows asked about the IAPT target for people moving to recovery.  Innes 
Richens explained that the target was close to being achieved and that we are working with 
providers to rectify. 
 
Dr Janet Maxwell commented on the CAMHS project detailed in Priority 1 and said that 
there is an opportunity to bid for money and that this area is a key priority for the Health 
and Wellbeing Board and they are looking to make a joint application to access the national 
fund. 

 
Tom Morton asked about the Millbrook Healthcare Wheelchair Service as detailed in 
Priority 2 and asked how confident the CCG is that the waiting list can be reduced.  
Michelle Spandley explained that the CCGs have collectively agreed that when we agreed 
the new contract for the service the level of referrals included in the modelling was not 
right.  We have agreed to uplift the contract as we have received better information from 
Millbrook about the situation and we will be able to reset the contract as we go forward.  
Innes Richens said that we are waiting for NHS England to confirm if further resources will 
be available from them for services they commission -  if not it will take longer to clear the 
backlog.  Dr Julie Cullen commented that we need to remember that the backlog was 
inherited and not caused by Millbrook Healthcare.  Michelle Spandley commented that with 
the high level of referrals it is taking longer to clear than initially forecast. 
 
Paul Cox asked how the A&E Friends and Family Test could be at 96% when the 4 hour 
wait target was not being achieved.  Innes Richens said that he was not sure that he could 
explain this but that they were two independent measures of A&E however they were pretty 
consistent results and he is informed that PHT make the survey available to everyone in all 
departments.  
 
Jackie Powell asked about Solent’s Friends and Family Test.  Michelle Spandley agreed to 
look at how we can include information regarding this area in future reports.  Innes Richens 
commented that the Quality and Safeguarding Group do look at Solent and no issues have 
been detected that require to be reported to the Governing Board. 

Action:  M Spandley  
 
Jackie Powell asked about baseline financial positions for our local providers.  Michelle 
Spandley explained that providers financial positions are a key part of our overall local 
system sustainability and that as a CCG we are working together to ensure sustainability 
but we are in increasingly difficult times.  It was agreed that the planned financial deficits 
for PHT and Solent would be confirmed. 

Action:  M Spandley  
 

Dr Elizabeth Fellows asked about the Friends and Family Test for Primary Care.  Innes 
Richens explained that this is being worked on and we will start to incorporate it into the 
report. 

 
The Governing Board accepted the contents of the Performance report.  
 

6. Urgent Care:  What people locally are telling us 
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Innes Richens presented a report which pulled together feedback the CCG has received on 
urgent care services from undertaking 3 specific pieces of survey work.  Led by the 
communications team a variety of difference approaches have been used to seek peoples 
views.  The CCG has done this for a number of reasons; 
 

- To inform our urgent care strategy and our thinking about urgent care and walk in 
services for the future in Portsmouth; 

- To monitor the quality of urgent care services in the city; 
- To inform people about alternatives to the ED department at the same time as 

seeking their views about these alternatives. 
 
The report presents the key pieces of engagement work that has been conducted and the 
messages people are giving us about our local services.  Page 10 of the report details the 
key messages and page 11 details what people tell us about how we could improve urgent 
care. 
 
We use this feedback continuously by incorporating it into our forthcoming urgent care 
strategy, by using it to shape our thinking about future walk-in service provision in the City, 
and by using it to inform our thinking behind commissioning the GP led urgent care centre 
at QA in the Emergency Department.  It is a continuous programme of engagement and we 
plan to continue with these activities as an ongoing piece of work. 
 
Dr Julie Cullen commented that when the information is presented as a report it brings in 
the reality of the situation but that it is no surprise.  Dr Julie Cullen questions how can the 
CCG put the information in front of those whose need it when they need it in a way that is 
understandable and useable as in reality people do not really absorb the information until 
they need it.  Jackie Powell said that she agreed and it is about simplifying the system.  
Would there be enough capacity if all patients interested in same day appointments took up 
the offer. 
 
Dr Jim Hogan said that some of it is about how we transform services and how we build a 
system and align incentives.  Dr Linda Collie commented that it is about doing things 
differently and proactively managing patients.  Dr Dapo Alalade commented that it was a 
good report and asked if it will be shared with providers.  Innes Richens said that he would 
check that it had been done. 

Action:  I Richens 
 
Jackie Powell asked about variation in GP access.  Innes Richens explained that we have 
plans to work with practices to audit the range of schemes available and what works well 
and if there can be any learning from that.  The first step is to look at same day access and 
any learning. 
 
The Governing Board noted the report and thanked the Communications Team and 
patients and members of the public for providing information. 
 

7. Urgent Care Strategy 
 

Dr Jim Hogan apologised that unfortunately the Urgent Care Strategy was not yet 
available.  He provided an update on the strategy explaining that part of the problem locally 
is that we have had to be reactive as commissioners, always reacting to operational short 
term matters and not thinking about tomorrow.  Most of the focus is on the improvement 
plan for urgent care and what is expected of parties in system.  Our emerging strategy will 
include a number of programmes around enabling patients to self-manage and self-care, 
urgent out of hospital services, urgent care units, integration and ways of managing flow 
and demand.  Flow within the system does not work and attendances are going down so it 
should be achievable and we need the system to work together. 
 



9 
 

Dr Jim Hogan agreed to circulate the draft summary plan on a page to members after the 
meeting and said that he would also leave some copies out so people can see the direction 
of travel.  The strategy will be presented to the next Governing Board meeting.   

Action:  J Hogan 
 
Innes Richens drew attention to the question that had been received in advance of the 
meeting regarding urgent care and the CCGs strategy that had been received from Rosy 
Bremer. It was felt Dr Hogan’s update had covered the points raised and it was agreed a 
written personal response would also be provided after the meeting. 

Action:  T Wilkinson 
 
PRIMARY CARE COMMISSIONING BUSINESS (ITEMS 8 – 12) 
 
Dr Tim Wilkinson said that as previously mentioned this is the first meeting of the Governing Board 
to contain specific primary care commissioning business since we were approved to take on 
primary care commissioning under delegated arrangements from NHS England.  He said that in 
line with our agreed governance arrangements he is now transferring chairing of the meeting to 
Tom Morton as the current designated lay member who will lead us through items 8 to 12 on the 
agenda. 
 
Tom Morton took over chairing the meeting. 
 
Tom Morton said that Governing Board members will recall they updated their Standards of 
Business Conduct policy which set out how we manage potential conflicts of interest.  Therefore 
for each specific item of primary care business we will agree handling of potential conflicts of 
interest before getting into the item itself.  
 
8. Guildhall Walk Health Care Centre – Briefing Update 

 
Tom Morton explained that although this is for information only, it will lead to a decision 
having to be made by the Governing Board from which those governing board 
representatives who are from member practices will need to be excluded from. In order to 
ensure transparency and openness it is therefore proposed that the five clinical executives 
and the practice manager representative be excluded from this item today and they are 
invited to sit in the audience whilst remaining Governing Board members consider this 
item. 
 

Dr Dapo Alalade, Dr Linda Collie, Dr Elizabeth Fellows, Dr Jim Hogan, Dr Tim Wilkinson and Paul 
Cox left the meeting and sat in the audience due to a conflict of interest relating to this item. 

 
Innes Richens presented a paper which provided background to the commissioning of the 
services at Guildhall Walk Healthcare Centre and the current provision of urgent care in the 
city.  He gave a detailed explanation of the background and context of the service that is 
provided and set out where the CCG is in the process of review and consultation. 
 
The current consultation and engagement with the public and stakeholders will continue 
until 31 August 2015 and a full options appraisal will be presented to the September 
Governing Board meeting for consideration.  Governing Board members are asked to 
consider what further information they may need before being asked to make a formal 
decision. 
 
Dr Tahwinder Upile asked if a GP survey had been undertaken.  Innes Richens said that 
informal discussions had taken place with practices in the locality and a range of replies 
had been received.  Some think they could take on some of the patients and some say 
they could take on all of the patients if necessary.  We have also talked to GP 
commissioning leads. 
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Dr Tahwinder Upile commented that we need to ensure that those whose health outcomes 
can be influenced early get support.  We also need to factor in whether St Mary’s 
Treatment Centre will be able to cope with the increased activity and whether car parking 
will be an issue as access is important.  Innes Richens said that St Mary’s Treatment 
Centre are able to take the demand if the walk in service was moved there.  There would 
be increased activity but it would not be an issue.  Access arrangements including car 
parking is being looked at. 
 
Dr Tahwinder Upile asked in respect of the specific services provided for the homeless and 
whether it was possible to co-locate any revised services alongside other facilities for the 
homeless.  Innes Richens said that it would be possible and would be considered.  Dr 
Janet Maxwell commented that as part of the Health Needs Assessment for the homeless 
we are looking to do a review on best practice, needs assessment, demography and 
complex health issues to ensure services are joined up and commissioned as effectively as 
possible to meet the needs of this group. 
 
Jackie Powell asked about the average size of practices in the City and how this 
compared.  Innes Richens explained that it is at the smaller end of the scale. 
 
David Williams asked about the success of the existing facilities and how it rated to the 
original expectations when the centre was first set up and said that more information on 
that would be useful.  Also the University’s views and the issues around the homeless and 
support. 

 
Tom Morton reminded Board members that the paper was to inform members and asked 
them to approve the request to present the full options appraisal to the Board in 
September.  It was agreed the full options appraisal would be presented to the next 
meeting. 

Action:  I Richens 
 
The Governing Board considered the information provided in the paper and 
approved the request to present the full options appraisal to the Governing Board in 
September. 
 

Tom invited all Governing Board members to rejoin the meeting. 
 
Dr Dapo Alalade, Dr Linda Collie, Dr Jim Hogan, Dr Tim Wilkinson and Paul Cox rejoined the 
meeting.   

 
9. Update on Practice Relocations 

 
Dr Elizabeth Fellows remained in the audience for Item 9 due to a conflict of interest as her 
practice was included in the update. 
 
Innes Richens explained that with the new delegated commissioning functions for primary 
care commissioning comes responsibility for approval of practice relocations.  This paper is 
for information only and provides an update on practice relocations. 
 
The paper summaries the current status of 2 GP practice relocations in Portsmouth that 
are in progress. 
 
Dr Janet Maxwell asked about the potential void space in the Somerstown Hub and if there 
was potential to increase primary care services in there such as sexual health services as it 
would be an ideal location and expressed her desire to be part of any conversations. 
 
The Governing Board noted the update on practice relocations. 
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Dr Elizabeth Fellows rejoined the meeting. 
 

10. Update on Primary Care Co-Commissioning Transition 
 
Innes Richens presented a paper for information which provided an update on activity 
relating to the implementation of co-commissioning at both Wessex and CCG level. 
 
Dr Janet Maxwell commented that it would be helpful to have public health involvement in 
the Primary Care Co-commissioning Reference Group. 
 
The Governing Board noted the Update on Primary Care Co-Commissioning 
Transition. 
 

11. Proposed Merger of Drayton Surgery and Wootton Street Surgery 
 

Innes Richens presented a paper which set out the background to the proposed merger of 
Drayton Surgery and Wootton Street Surgery which has been under discussion for some 
time.  The merger application was discussed at the Primary Care Co-Commissioning 
Reference Group meeting on 10 June 2015 where it was agreed to recommend to the 
Governing Board that the merger be approved. 
 
Dr Tim Wilkinson commented that this was a very positive and efficient use of resources 
and he fully supports it. 
 
The Governing Board approved the merger of Drayton Surgery and Wootton Street 
Surgery with effect from 1 October 2015. 
 

12. Proposal to Extend the Copnor Road Branch Surgery 
 
Tom Morton noted that Dr Tim Wilkinson was a partner at this practice and he should be 
excluded from discussions on this item. 

 
Dr Tim Wilkinson left the meeting and sat in the audience. 

 
Innes Richens presented a paper which detailed an outline case for the development of the 
branch surgery of the Derby Road practice located at 358 Copnor Road. 
 
Innes Richens explained the proposal in detail highlighting that the cost for the CCG would 
increase from £10,350 per annum to approximately £24,500 per annum depending on final 
valuation and size of the extended property. 
 
Michelle Spandley said that she understands why the costs have gone up and is the CCG 
satisfied that we need the extra space at Copnor Road.  Innes Richens explained that at 
the moment it has taken into account the bigger whole space and he can obtain the 
information.  Tom Morton asked if Michelle Spandley felt comfortable from a finance point 
of view with the increase.  Michelle Spandley said that she was. 
 
Paul Cox said that he was confused about the comment relating to key risks that suggest 
the surgery will close and the patients can be accommodated at Derby Road.  Innes 
Richens explained that this would be temporary and the practice would have to make short 
term revised arrangements and compromises while it managed the proposed works.  In the 
longer term it will give greater choice and improved facilities to the practice population in 
the future. 
 
Tom Morton commented that discussions regarding the need for improvements or 
relocation of this surgery had been going on for some time and it was important a solution 
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was found.  Dr Jim Hogan commented that the north east of the City has little provision of 
GP surgeries. 
 
Andy Silvester commented on page 8 of the project plan and asked if the change of use of 
the property from a dwelling had been discussed with planning at the local authority.  Innes 
Richens said that he did not know but would find out. 

Action:  I Richens 
 

Dr Tahwinder Upile commented that better access is good and this is a good opportunity to 
improve primary care space. 
 
David Williams commented that with regards to planning, the architect would have probably 
discussed the change of use with the planning department. 
 
The Governing Board approved in principle, an increase in the GMS reimbursable 
space which will arise from the practice purchasing and developing the property 
adjacent to 358 Copnor Road. 

 
Dr Tim Wilkinson rejoined the meeting. 
 
Tom Morton handed the Chair role back to Dr Tim Wilkinson. 
 
Dr Tim Wilkinson asked Governing Board members how they thought the primary care business 
part of the meeting went and if a representative from the practice were to attend would it be 
helpful.  Michelle Spandley commented that it is similar for other issues and sometimes we do and 
sometimes we don’t.  David Williams said that he felt he had access to sufficient information.  
Andy Silvester said that it might be a good idea but it could present a positive and a negative view. 
 
13. Governing Board Assurance Framework 

 
Innes Richens presented the Governing Board Assurance Framework which was approved 
by the Audit Committee at its meeting held on 27 May 2015. 
 
The residual risk scores for GB03 and GB05 have been amended from 9 to 8 to accurately 
reflect that the key controls affect the likelihood rather than the impact. 

 
It is proposed that GB12 is closed as the CCG financial position for 15/16 has been 
agreed. 
 
David Williams highlighted the specific nature of GB11 which he felt was at odds with the 
more generalist nature of the other strategic risks identified and therefore whether it should 
be made more general as well.  Innes Richens responded that the other risks were 
strategic risks identified from the CCGs strategic objectives and priorities.  Risk GB11 was 
an example of where operational team risk registers have escalated a specific risk which 
needs to be included, hence why it was so specific.  It will be removed once the specific 
matter is completed or managed.  
 
The Governing Board reviewed and ratified the Governing Board Assurance 
Framework. 
 

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

Action: All 
 
 The Governing Board accepted the Register of Interests as declared at 1 July 2015. 
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15. 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 6 May 2015 and 3 June 

2015. 
• Minutes of the Audit Committee held on 4 March 2015. 
• Minutes of the Health and Wellbeing Board meeting held on 25 February 2015. 

 
Dr Janet Maxwell commented on the Clinical Strategy Committee meeting minutes from 6 
May 2015 relating to Item 5g (services for tongue tie babies) and asked if the project was 
taken forward.  Michelle Spandley explained that the project was approved and this had 
been notified to Andrea Havey who would be taking it forward. Michelle noted however it 
may have been held up as it needed approval from other CCGs as well as Portsmouth. 

 
The Governing Board accepted the minutes. 
 

16. Patient Story 
 
This item was deferred to the next meeting as the presenter was unable to attend the 
meeting due to illness. 
 

17. Date of Next Meeting 
 
The next Governing Board meeting to be held in public will take place on Wednesday 23 
September, 1.00pm – 3.30pm in the Entertainments Hall, St James’ Hospital.  This will be 
followed by a Question and Answer session from 3.30pm – 4.00pm. 
 

18. Meeting Close 
 
Dr Tim Wilkinson thanked everyone for attending the meeting and reminded members of 
the public that feedback and comments would be welcomed.  He declared the formal part 
of the meeting closed and explained there would be a short break after which the NHS 
Portsmouth Clinical Commissioning Group Annual General Meeting would be held from 
3.30pm – 5.00pm. 
 
 
 
 
Jayne Collis 
31 July 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 July 2015.  
 

2 EMERGENCY CARE IMPROVEMENT PROGRAMME (ECIP) 
 
In September a joint Emergency Care Improvement Programme (ECIP) between Monitor, 

NHS TDA and NHS England, together with the Department of Health was launched. This is 

a clinically led programme that aims to offer practical help and support to the 27 urgent and 

emergency care systems across England that are considered to be under the most 

pressure.  Its focus is to support rapid and sustained improvements in quality, safety and 

patient flow. The programme aims to help improve care for patients, with a particular focus 

on improving system performance across the winter months, when emergency 

departments are working under additional pressure. 

The Portsmouth and South East Hampshire Health and Social Care System has been 
selected as one of the 27 systems to be part of the programme. This has been based upon 
the local systems performance against the emergency care 4 hour standard in 2014/15 and 
in quarter one of 2015/16.  
 
The support offered through programme will consist of four main elements:  
 

 Support from an expanded ECIST team. This team will include experts from both health 
and social care and will help you diagnose (or confirm your own diagnosis) of the 
challenges in your system and help you implement change.  

 Collaboratives that will bring you together into a cluster with other systems. We are 
organising events where you will be able to discuss the elements of running an 
emergency care system and how to overcome the challenges you are facing.  

 Opportunities to develop buddying arrangements with other systems. Where possible 
we will also help you identify and develop bilateral and flexible arrangements between 
your system and another should this be helpful for you.  

 Dedicated programme management support and advice to deliver your local 
programmes. We will set up a national programme support unit and, where needed, 
bespoke experienced support to local systems.  

 
In addition to this, online resources will be created including webinars, newsletters and 

case studies to provide local clinical staff and staff elsewhere with information to help 

improve services for patients.  

 

The intended timeline is as follows:  

 August/September 2015 - programme design and recruitment, initial engagement with 

systems affected, wider stakeholder engagement.  

 October-December 2015 – Deep Dives on most challenged systems, identification of 

risks and initial interventions, first set of collaborative events.  
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 January-March – further learning collaborative events, continued on-site support, 

development of tools and resources for the wider sector.  

 April 2016 – programme evaluation and decision on future work.  

 
3 LOCAL DIGITAL ROADMAPS 

 
The Five Year Forward View identified harnessing the information revolution as a key 

enabler to securing a sustainable NHS and made a commitment that, by 2020, all 

electronic health records would be fully interoperable so that patient records are paperless. 

This vision was supported by the establishment of the National Information Board and its 

ambition to transform the health and care digital landscape outlined in Personalised Health 

and Care 2020 – A Framework for Action. 

 

A key proposal outlined in this document, and later adopted as government policy, was to 

invite local areas to produce digital roadmaps detailing the steps they will take, and when, 

in their progress towards a fully interoperable way of working. Local digital roadmaps will 

generate momentum across a local health economy, inform local investment prioritization 

and support local benefit realization strategies. 

 

By April 2016, every local area is expected to submit their local digital roadmap detailing 

how they will achieve the ambition of being paper-free at the point of care by 2020. In the 

first concrete step towards this goal, CCGs are required to establish the ‘footprint’ of their 

local digital roadmap. The footprint for a roadmap will cover either a single CCG area or 

multiple CCG areas. This means that individual CCGs will be able to decide whether or not 

to cluster together with neighbouring CCGs – resulting in Lead and Partner CCGs – in the 

development of a single roadmap. 

 

Detailed guidance – produced by the National Information Board, and endorsed by the Five 

Year Forward View members – has been published to support CCGs with the development 

of their roadmaps. Each and every CCG is required to complete and return a footprint and 

governance template by 30 October 2015. These are split into two distinct categories 

 
4 SYSTEMS AND PROCESSES FOR CONFLICTS OF INTEREST, GIFTS AND 

HOSPITALITY 
 
Following allegation in the media regarding the conduct of individuals in the NHS and their 
working relations with the pharmaceutical industry NHS England asked all CCGs to review 
their systems and processes and provide assurance to them of their appropriateness or 
actions to be taken. The CCG provided its assurance to NHS England by the due deadline 
of the 28 August stating it met the requirements laid out. The Audit Committee of the CCG 
subsequently at its meeting in early September has reviewed the basis of this assessment 
on behalf of the Governing Board with no significant actions identified.  
 

5 SAMPLE AUDIT OF CONFLICTS OF INTEREST MANAGEMENT IN PRIMARY CARE 
CO-COMMISSIONING ARRANGEMENTS 
 
NHS England have decided to undertake a sample audit of conflicts of interest 
management in primary care co-commissioning arrangements. The audit is developmental 
in focus, with an aim of identifying and sharing good practice and learning. It is not a 

https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
https://www.gov.uk/government/publications/personalised-health-and-care-2020
https://www.gov.uk/government/publications/personalised-health-and-care-2020
http://www.england.nhs.uk/digitaltechnology/wp-content/uploads/sites/31/2015/09/digi-roadmaps-guid.pdf
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performance management exercise and does not form part of the CCG assurance process. 
The sample audit is in recognition that primary care co-commissioning arrangements are 
likely to increase the number of real and perceived conflicts of interest for CCGs and their 
governing body members. Ten sites have been chosen to participate in the audit (7 
delegated and 3 joint arrangements). NHS Portsmouth CCG has been nominated by our 
regional Director of Commissioning Operations at NHS England to participate.  
 
The audit will be undertaken Deloitte LLP and will include: 
 

 Review of relevant documentation 

 Undertake interviews with a range of pre-defined stakeholders  
 

The audit will take place between September and October 2015 and each CCG taking part 
will get an individual report on the findings. NHS England will also receive the report as well 
as a summary report highlighting key themes, learning and any examples of good practice. 
Final reports are due to be completed by the end of November. The audit is being 
managed by our Chief Strategic Officer in the CCG as the key point of contact.  
 

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

 Reviewed commissioning support services performance 

 Considered freedom of information activities for the final quarter of 2014/15 

 Reviewed the GBAF and team risk registers 

 Considered information about the performance of the Wessex Excess Treatment 
Cost pooled fund and agreed to its continuation in 2015/16 

 Agreed arrangements for CCG and primary care nurse revalidation and noted 
arrangements for other providers 

 Oversee communications and engagement activities and forward plan 

 Oversaw progress of the roll out of TPP IT system across member practices 

 Agreed future arrangements in respect of the electronic sharing of care plans 

 Agreed variation to the BCF Section 75 agreement and the continuation of the 
integrated arrangement for Continuing Health Care as delegated to it by the 
Governing Board 

 Concluded its CCG Headquarters accommodation review with a recommendation 
to relocate to the Civic Offices by the end of March 2016. A project group has been 
established to take this forward.  

 Developed a centralised register of interest for our staff 

 Undertook ongoing reviews of performance and workforce reporting 
 

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

Dr Jim Hogan 
Clinical Leader and Chief Clinical Officer 
11 September 2015 



 

 
 

 

 

 

GOVERNING BOARD 
 

Date of Meeting 23 September 2015 

 

Agenda Item No  
 

5 

Title Integrated Performance Report 

Purpose of Paper 

 
To inform the Governing Board of the Performance position. 
 
 
 
 
 
 

Recommendations/ 
Actions Requested 

The Governing Board is asked to: 
 

 Accept the contents of the Performance Report. 

Potential Conflicts 
of Interests for 
Board Members 

None 

Author 
Michael Drake 
Director of Planning and Performance 
 

Sponsoring 
Member 

Michelle Spandley 
Chief Finance Officer 

Date of Paper 14 September 2015 

 



 

 

 

 

 

 

 

Portsmouth CCG  

Governing Board Meeting 

23
rd

 September 2015 

 

Integrated Performance Report 

 

 

Improving health services… 



 

 

 

 

Contents  
 

 

Introduction, methodology and content       3 

 

Strategic overview           4 

Finance            6 

Priority 1            8 

Priority 2           14 

Priority 3           26 

Priority 4           30 

 

CCG Assurance Framework 

Domain 1           34 

Domain 2           35 

Domain 3           36 

Domain 4           38 

Domain 5           39 

 

 

Annex 1 – Rights & Pledges        40 

 

Annex 2 – Quality & Outcomes        41 

 

Annex 3 – Better Care Fund        43 

 

Annex 4 – Financial             44 

 

 

 

 

 



 

 

 

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 5 Domains of the CCG Assurance Framework: 

 Domain 1: Well Led Organisation 

 Domain 2: Delegated Functions 

 Domain 3: Finance 

 Domain 4: Performance 

 Domain 5: Planning 
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Strategic Overview 

The tables below set out the current position pertaining to progress against the delivery of the CCG’s 
strategic priorities. This is intended to provide the Governing Board with assurance that the CCG is on 
track to deliver its long term strategy as well as overall CCG performance that defines an effective 
commissioner. 

 

Summary of Delivery against Strategic Priorities 

A high level view of progress against the CCG’s strategic priorities is shown below; a breakdown of the 
elements underpinning these is set out later in the report. 

 
 

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

 

Priority 2 

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

 

 

Priority 3 

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

 

 

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

 
  

 
Summary of Delivery against CCG Assurance Framework 

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 Well Led Organisation   

Domain 2 Delegated Functions   

Domain 3 Finance   

Domain 4 Performance   

Domain 5 Planning    
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Key 
The table below provides a key of the symbols relating to the strategic priorities, projects and Key 
Performance Indicators (KPIs) used throughout the document. 

 
 

Strategic priorities   Projects  KPIs 

 
On track to deliver 
strategic priority 

  
 

On track to deliver 
expected outcomes 

 
 

On or above target 
level 

 

Partially on track to 
deliver strategic 
priority 

  

 
May not deliver 
expected outcomes 

 

 
Moderately below 
target level 

 

Not on track to 
deliver strategic 
priority 

  

 

Very unlikely to 
deliver expected 
outcomes 

 

 
Significantly below 
target level 

 

 

Projects Milestones (M’Stone) 

 On track to deliver expected outcomes 

 May not deliver expected outcomes 

 
Very unlikely to deliver expected 
outcomes 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Domains 

 Outstanding  

 Good 

 Limited assurance 

 Not assured 
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Finance Summary 

As at month 5 the CCG remains on track to meet its surplus position of £3.1m, through the 
use of its reserves. 
 
Month 4 data has shown a slowing of the increase in activity within the acute setting, work is 
ongoing with stakeholders in the system to understand and manage the drivers of the 
current levels of growth. 
 
Prescribing data continues to show higher than anticipated levels of dispensing. Initial 
investigations have attributed parts of the pressure to newly National Institute for health and 
Care Excellence (NICE) approved drugs however further analysis continues to investigate 
the current trends. 
 
All debtors over 90 days during August. 
 
The CCG closing cash balance was in line with national targets at the end of August. 
 
The CCG allocation has increased by £116k in the month in relation to national Mental 
Health initiatives. 

 

 

Indicator Target Actual 
Variance 

% 
RAG 

Plan – year to date surplus (£m) (£1.30m) (£1.30m) 0% G 

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

QIPP – year to date (£m) £2.57m £2.57m 0% G 

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

Plan Running costs plan v forecast (per head) £21.27m £21.27m 0% G 

BPPC performance - invoices paid within Better 
Payment Practice Code - Value 

95% 98% 3% G 

BPPC performance - invoices paid within Better 
Payment Practice Code - Volume 

95% 97% 2% G 

 
Cash Utilisation - percentage of drawdown 
remaining at month end (£m) 
 

<= 1.25% 

£0.20m 

1.00% 

£0.15m 

-1% G 

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

Creditors - percentage over 30 days < 10% 0% -10% G 
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Summary Financial Performance 

 

      Month 5 – August 2015   

Forecast    Annual   

Budget 

to 

Actual 

to 

Variance 

to   

  Budget   Date Date Date   Outturn Variance 

  £'m   £'m £'m £'m   £'m £'m 

Acute Commissioning: 128.5  
 

53.6  54.4  0.8  
 

129.8  1.3  

Mental Health Commissioning 30.4  
 

12.7  12.9  0.2  
 

30.8  0.4  

Community Services  27.5  
 

11.6  11.4  -0.2  
 

27.3  -0.2  

Primary Care Commissioning 61.0  
 

25.0  25.1  0.1  
 

61.1  0.1  

Continuing Care 15.9  
 

6.6  6.5  -0.1  
 

15.8  -0.1  

Other Commissioning 13.1  
 

6.4  6.4  0.0  
 

13.0  -0.1  

Running Costs 4.7  
 

2.0  1.9  -0.1  
 

4.7  0.0  

Reserves & Contingencies 9.3  
 

3.0  2.3  -0.7  
 

7.9  -1.4  

Surplus Reserve 3.1  
 

1.3  0  -1.3  
 

0 -3.1  

    
       

Total NHS Portsmouth CCG  293.5  
 

122.2  120.9  -1.3  
 

290.4  -3.1  
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Priority 1 
We want everyone to be able to access the right health services, in the 
right place, as and when they need them.   

      

Objective Summary Commentary 

Positive progress is being made against Priority 1. There are a number of risks associated with the 
elements mapped to this priority. Also, there are continuing challenges in achieving the A&E 4 hour waits 
target, hence the Amber rating.  
 
Commentary on delivery of this strategic priority is outlined below; this is supported by tables providing a 
strategic overview of the key projects, KPIs and risks associated with achieving this priority. 

 

Projects Delivering Strategic Priority  

Project Name Due Date 
M'stones 

(YTD) 
 

Expected Outcome Status 

Stroke Community 
Rehab 

31-Mar-2016   

 Implementation of stroke reviews will lead to an 
improvement in the quality of life for individuals who have 
suffered a stroke. Longer term outcomes will be a reduction 
in long-term disabilities related to stroke.   

 

Carers Project 31-Mar-2016  

 Improved capacity and quality of existing joint assessment & 
breaks service, increased identification of adult carers in 
health settings and increased and quicker access to breaks 
for adult carers identified in health settings. 

 

Elective 
Contracting Project 

31-Mar-2016  

 The project covers the additional monitoring arrangements 
and contractual process being implemented throughout the 
year in addition to the expiration of contracts as part of 
changes to services. (QIPP savings identified) 

 

Long Term 
Conditions Project 

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

the implementation of changes to existing services where 
required.  

 

Musculoskeletal 
Service Project 

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

existing services, within the timeframes planned.  (QIPP 
savings identified) 

 

Treatment Centre 
Procurements 
Project 

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

timeframes in the procurement timetables. (QIPP savings 
identified) 

 

Community 
Equipment 
Services Project 

31-Mar-2016   

 Greater collaboration across Portsmouth health and social 
care Greater consistency for service users across 
Portsmouth/Southampton for CES/CAT, Greater flexibility for 
prescribers in obtaining equipment Support of the 
personalisation agenda Supporting VCS agenda  

 

Wheelchair 
Services Project 

31-Jul-2015   
 A reduction in the level of backlog cases and a reduction in 

the length of delay for service users receiving their chairs  

Transforming 
Mental Health 
Services Project 
(Cross 
Organisational) 

31-Mar-2016   

 Short term increase in clinical capacity to ensure appropriate 
medical reviews and resolve backlog. This will be followed 
by design and implementation of new service models across 
acute and community settings. (QIPP savings identified) 

 

Tongue Tie Project 31-Mar-2016  

 A midwife led tongue tie service that improves breastfeeding 
rates, reduces the number of babies attending Children 
Assessment Unit (CAU with feeding difficulties reducing 
costs to the CCG.  (QIPP savings identified) 
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Project Name Due Date 
M'stones 

(YTD) 
 

Expected Outcome Status 

Autism Waiting List 
Project 

31-Jul-2015   
 The provision of a time-limited assessment and diagnosis 

service to clear the existing autism assessment waiting list.  

Neonatal Jaundice 
Project 

31-Mar-2016  
 A new pathway for babies with prolonged jaundice; this will 

be an outpatient based pathway, which will reduce 
admissions to the CAU. (QIPP savings identified) 

 

Continuing Care & 
PHB's Project 

30-Apr-2016   

 To develop the marketplace and seek interest from qualified 
providers who can deliver Children’s nursing care. (QIPP 
savings identified) 

 

Unscheduled Care 
Project (Reducing 
Inappropriate 
Admissions Of 
Children Into 
Hospital) 

31-Mar-2016  

 Understanding and where appropriate challenge variation in 
the management of children with acute childhood infections 
by GP practice, look at developing some incentives for GP 
practices to offer a within 4 hour appointment for unwell 
children.  

 

Paediatric 
Pathways Into 
PHT Project 

31-Mar-2016  

 Work alongside PHT to remodel the current pathways for 
children accessing emergency care within the Trust. The 
model will reflect the recommendations of the review.  (QIPP 
savings identified) 

 

Autism Pilot 
Project 

31-Mar-2016   

 Single point of access in place and working effectively.  
Children being assessed in timely manner using appropriate 
assessment tool.  
Workforce developed to meet future need.  
Gaps in provision identified.  
Co-produce model of delivery identified for 16/17.  

 

Children and 
Adolescent Mental 
Health Services 
Project (CAMHS) 
SPA 

06-Oct-2015   

 

Implementation of recommendations and outcomes following 
review in 2014/15.  

Phlebotomy Tariff 
Review Project 

31-Mar-2016  
 A revised tariff agreed, resulting in patients aged 12 and 

above not being charged at the enhanced tariff. (QIPP 
savings identified)  

 

OPMH 
Transformation 
Project 

31-Mar-2016   

 Short term increase in clinical capacity to ensure appropriate 
medical reviews and resolve backlog. This will be followed 
by design and implementation of new service models across 
acute and community settings. 

 

Dementia Pathway 
Project 

31-Mar-2016   

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

 

Ambulatory Care 
Project 

31-Mar-2016   
 Achievement will be measured with confirmation that AEC 

pathways are cost effective by supporting admission 
avoidance. 

 

Urgent Care 
Centre/Prime Hub 
Project 

31-Mar-2016   

 Completion of this strategy will provide an overarching 
longer term 3 year strategy for unscheduled care including 
all services. (QIPP savings identified) 
  
UCC will be included in a tender plan.  

 

Urgent Care 
Strategy Project 

31-Mar-2016   

 Completion of this strategy will provide an overarching 
longer term 3 year strategy for unscheduled care including 
all services.  
   
UCC will be included in a tender plan.  
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Project Commentary 

The Musculoskeletal (MSK) and Wheelchair projects are complete and have delivered outcomes as 
expected. The Elective Contracting, Treatment Centre Procurement, Neonatal Jaundice, Reducing 
Inappropriate Admissions of Children into Hospital, Paediatric Pathways at PHT, Paediatric Phlebotomy, 
Urgent Care Centre Prime Hubs and Urgent Care Strategy projects are at risk of not achieving their 
outcomes. All other projects mapped to this objective are on track to achieve their expected outcomes. 
Highlights from projects mapped to this objective include: 
 
Unscheduled Care - Reducing inappropriate admissions of children into hospital Project 
The current paediatric acute clinical model does not meet national best practice guidelines. Non elective 
paediatric activity at Portsmouth Hospitals is above planned levels. There has been no progress in terms of 
project delivery since May, when this project plan was presented to Clinical Strategy Committee (CSC). 
  
Paediatric Pathways into PHT  
The position reported in the last IPR has not moved on for this project. Progress has slowed due to lack of 
engagement and buy in with the provider, particularly in relation to capital investment for the planned 
observation bay as part of the Single Point of Access work recommended by the independent review. This 
means that many of the recommendations involving Children Assessment Unit (CAU) directly are being 
delayed. This is being escalated. 
 
Treatment Centre Procurement 
The Treatment Centre ratification document has been signed off by the Governing Bodies. Care UK has 
been announced as the successful bidder. Mobilisation meetings have been set up and will commence in 
September. Delivery against the milestones within the project plan is currently on track. The Community 
Ophthalmology element of this plan is not currently achieving the planned QIPP, activity at PHT is above 
plan and referrals are not reducing as expected. The CCG is not achieving the QIPP to date (Community 
Ophthalmology). The majority of the planned QIPP is due to commence in January, in line with the 
procurement timetable. 
 
Elective Contracting Project 
Commissioners have been leading on the Action on Elective programme and have finalised the actions 
designed to challenge over performances in PHT. This month commissioners have:  

 Redesigned the way that contract queries are sent to PHT to ensure greater traction and timely 
responses  

 Arranged for Primary Care teams to obtain feedback from practices on the validity of referrals 
coded as GP practice and any particular areas of high activity  

 Conducted an audit of Orthopaedic Trauma patients within a sub group of patients  
 Issued contract queries on a number of different specialties  

   
Final details around the 2015/16 Commissioning for Quality and Innovation (CQUIN) schemes for Care 
Closer to Home have not been agreed by PHT; commissioners are working with the CSU contracts team to 
work through the outstanding issues. The CCGs and PHT are in negotiation regarding the achievement of 
Quarter 1 CQUIN as a whole. As part of the diagnostics CQUIN Commissioners have received returned 
diagnostics data for month 2 and are working with the Business Intelligence team to understand the impact 
of the diagnostic referral pathways.  
 
There has been some slippage in the QIPP achievement for this project, notably Hip & Knee Follow Ups 
(due to a change in the clinical criteria) and Lucentis (due to contract negotiations). 
 
Tongue Tie 
At a recent Heads of Midwifery meeting, all local Trusts agreed the same pathway for tongue tie 
procedures. Discussions are ongoing in regards to agreeing a common tariff. QIPP delivery is on track for 
this project. 
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Project Commentary 

Neonatal Jaundice 
The changed pathway was recently re-issued to GPs, as it had been highlighted that not all GPs were 
aware of the new pathway. Although the pathway was agreed in April/May, activity is still coming through 
as non-elective admissions; therefore the QIPP savings planned to date are not being achieved. This is 
being flagged to the project lead. 
 
Phlebotomy Tariff Review 
Agreement for the non-payment of the enhanced tariff was reached in principle in June, however PHT have 
not yet shared the service specification. Commissioners are working with PHT to resolve this. Currently the 
planned QIPP is not being achieved. 
 
Ambulatory Care 
An options paper is due to be presented at a forthcoming CSC; this will inform the way forward for this 
project for future years. 
 
Continuing Care & PHB's 
The project overall is on target and the tender documentation is nearly complete in its final draft form. 
Commissioners have amended the tender timeline to allow for consultation with the market in regard to the 
cost model for third party management. This has not impacted on the overall timeline for award and start 
date. The first stage of the procurement approval process has been completed.  
 
OPMH Transformation 
An updated project plan is being drafted, however, commissioners are aware that Solent wish to increase 
the pace of progress given their need for financial recovery. Finance teams have met to agree initial 
aspects of funding levels, commissioners can now meet to agree with the service to ensure funding 
matches activity. 
 
Urgent Care Strategy 
The strategy has not yet been signed off. Meetings are taking place, led by the Chief Commissioning 
Officer, to gather stakeholder feedback. 
 
Urgent Care Centre Prime Hub 
The planned QIPP for this project is not being achieved; this is due to ongoing issues with the number of 
attendances going through the Urgent Care Centre. 

 

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)  
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KPI Commentary 

A&E  
The A&E underperformance at PHT has continued throughout July, with the 95% target only being 
achieved for one day in the month. Performance at the Trust in July was 82.2% compared to 83.5% in 
June.  
 
The Urgent Care Improvement Group continues to engage with partners across the South East Hampshire 
system with a current focus on improving the quality of handover, admission, and discharge and transfer, 
as patients move between provider organisations. Discharge targets have been agreed, with the aim to 
increase bed capacity and reduce breaches relating to bed availability in the hospital, as well as reduce the 
numbers of medically fit patients awaiting packages of care.  
 
Performance has shown improvement in August, with the Trust reporting a performance of 87.0% for the 
month. However, the planned trajectory of 90% in Q2 will not be achieved, with the quarter to date 
performance of 84.5% at the end of August.  
 
Despite the challenges at PHT achieving the 95% A&E 4 hour wait target, the Trust remains in the top 
quartile nationally with regards to patient feedback from the Friends and Family Test (FFT); 94% of 
patients who responded to the FFT in July would recommend the service, compared to the national 
average of 88% (Annex 2). 
 
Ambulance Response  
The CCG is assessed on the performance of South Central Ambulance Service (SCAS) as a Trust, which 
failed all three targets in July. The year to date position for all three standards is now below target. The 
annual Red 1 performance for SCAS contributes to the CCG Quality Premium, with an estimated value of 
£218k. Based on recent performance this has now been assumed not to be achieved. The CCG achieved 
the Red 2 and Red 19 targets in July, failing the Red 1 standard.  
 
Staff retention and recruitment has been reported as an issue for SCAS, with new rotas expected to be 
implemented by the end of August; this is expected to have a positive impact on performance.  
 
NHS 111  
The 111 service remains compliant with the 95% target for calls answered within 60 seconds in July 
(96.3%) and the abandoned calls threshold of 5% was not exceeded (0.4%). However, the proportion of 
calls transferred to 999 for ambulance dispatch exceeded the national average of 10% in July (10.5%).  
 
Diagnostics  
The CCG achieved the 99% diagnostics target in July (99.0%). The majority of breaches occurred at PHT 
and were related to Endoscopy (mainly Colonoscopy).  
 

The Trust continues to outsource activity to St Mary's Treatment Centre (SMTC) to assist in the reduction 
of the backlog, as well as providing additional internal sessions to increase capacity. Actions to improve 
demand management include introducing regular reviews of the advice and guidance provided to GPs with 
regards to referral pathways.  
 
Referral to Treatment (RTT)  
The CCG failed to achieve the admitted and non-admitted targets in July due to the failure of the standards 
at PHT, however, NHS England confirmed the admitted and non-admitted operational standards are being 
removed. The incomplete standard is now the sole measure of patients’ constitutional right to start 
treatment within 18 weeks. 
 
The CCG achieved the 92% incomplete target in July (92.2%), although the target was not achieved for all 
specialties, primarily due to the underperformance at PHT in Gastroenterology, Urology and General 
Surgery. Recovery plans have been developed for each specialty and PHT reports performance is in line 
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KPI Commentary 

with the improvement trajectories, with the exception of Gastroenterology and Urology. Additional 
Gastroenterology capacity is being sought through internal sessions and the outsourcing of activity to 
SMTC. An additional Trust locum is due to start in October. The focus on booking the longest waiting 
patients continues. 
 
A recovery plan was also developed at PHT for Trauma & Orthopaedics, with the July performance of 
92.2% exceeding the planned trajectory of 91%, however, spinal capacity remains a significant risk within 
the specialty. 
 
 

Risk to the Delivery of Strategic Priority  

Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below. These risks have helped inform 
the Amber rating for the achievement of this priority.  

 

 

GBAF 
Ref 

List of the risks to the Delivery of Strategic Priority 
 Risk 

Score 

GB05 
IF NHS England (Wessex) and CCG commissioning strategies are not aligned in 
relation to specialised commissioning THEN this may result in fragmentation of 
services  

 
6 

GB10 
IF the CCG does not meet the rights and pledges under the NHS Constitution THEN 
this may result in a detrimental impact on patient services and experience  

 
12 

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

 
16 
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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 

Favourable progress is being made with regards to delivering the step changes required to achieve Priority 
2. Due to the good progress of the projects, KPIs and risks this priority has been rated as Green.  
 

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 on the following page gives a high level summary of current quality risks and issues with a 
residual score of 12 or over using the NHS Portsmouth Covalent risk and issue matrices. The vertical axis 
represents the risk score when the risk or issue was identified (level of initial concern) and the horizontal 
axis shows its current 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). 
 
Data period: July/August 2015 
There is currently no movement across risks or issues scoring 12 or over. 
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Portsmouth Health Limited (PHL) GP Out of Hours Service  
(Hampshire Doctors on Call Service – HDocs) 
 
Issue:  I.Ports. QUA11 

Failure to meet assessment and home visit timeframe targets which has resulted in poorly timed 

care and negative patient experience and staff whistle-blowing 

Score (3 months to current) 
May June July   

15 15 15   
Current position  

13,329 cases were received system wide for the month of July. Demand was 95.35% against the baseline 
contracted activity volumes. Agency use was up to 8.4%. HDOCs reported another challenging month 
advising that the poor performance this month has been primarily influenced by a lack of GP resource, 
both SEMPs (self-employed) and Locums. 
 

PHL have offered to increase rates to locum agencies and increased the hourly rate to the existing SEMP 
resource. There is a recruitment plan in place which is now taking priority. 
 

44 GP registrars joined the service in July and while this is welcomed, consultation times may be longer 
over the next few months. 

 

Portsmouth compact area (PSEH) 
 

Portsmouth Compact 
Mar-
15 

Var
1
 

Apr-
15 

Var
1
 

May-
15 

Var
1
 

Jun-
15 

Var
1
 Mov

2
 

NQR 9                      
Definitive 
Clinical 

Assessment 
(DCA) 

Urgent (within 15 
mins) 

95.2% -0.6% 97.3% 0.1% 93.9% -0.7% 95.7% 0.0% ↑ 
Non urgent (within 1 

hr) 
92.1% 0.5% 91.3% 0.6% 91.3% 0.6% 87.8% -0.9% ↓ 

Non urgent (within 2 
hrs) 

92.7% -0.1% 91.3% 0.3% 88.7% 0.1% 85.7% 0.6% ↓ 
Non urgent (within 3 

hrs) 
93.8% 0.9% 92.1% 0.5% 93.4% 1.6% 85.4% -0.9% ↓ 

NQR 12                        
Primary 

Care Centre 
(PCC) 

Emergency (within 
1 hr) 

100% 0.0% 100% 0.0% 100% 0.0% 100% 0.0% ↔ 
Urgent (within 2 

hrs) 
96.6% -1.3% 93.3% -0.7% 96.4% -0.2% 98.1% -0.8% ↑ 

Routine (within 6 
hrs) 

98.1% 2.2% 96.7% 1.2% 99.4% 0.6% 99.9% 0.7% ↑ 

NQR 12                            
Home Visits 

(HV) 

Emergency (within 
1 hr) 

100% 0.0% 100% 0.0% 100% 0.0% 100% 0.0% ↔ 
Urgent (within 2 

hrs) 95.4% 2.3% 95.9% 0.9% 86.3% -4.7% 88.5% -0.6% ↑ 
Routine (within 6 

hrs) 
88.8% -3.7% 83.5% -5.6% 86.8% -4.8% 86.3% -2.6% ↓ 

1
 Variance from the system-wide performance across all 5 CCGS 

2
 Compact Movement/Direction of travel since last month 

Compliance = 95-100%, Part compliance = 90-94.99%, Non-compliance = less than 90% 

 

KPIs 
5 non-compliant 
5 compliant 
 

Urgent and home visits fell short of compliance. The average <2 hr visit breach was 32 minutes and the 
average < 6hrs was 2 hrs 11 minutes. PHL will report further on long waits at the September Clinical 
Quality Review Meeting (CQRM). 
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Actions required in the next month 

 Quality schedule to be varied into contract –awaiting Commissioning Support Unit (CSU) 

 Final report on whistle-blow to be published by mid-September 

 PHL to continue long waits audit and to provide clinical incident data quarterly 

 Independent whistle blowing review underway with report due in September 2015 
CCG assurance statement 

 Monitoring continues through monthly contract review meetings and Remedial Action Plan (RAP) 

 Long waits audit undertaken monthly with lessons learned articulated 

 Two new posts have been created – A GP clinical lead role dedicated to clinical performance 
management and an Operational Manager to provide real time operational support 

 Recruitment plan in place 

Millbrook Healthcare Wheelchair Service 
 

Issue:  I.Ports. QUA03: Solent NHS Trust has transferred the wheelchair service to Millbrook 
Healthcare with a significant backlog which has been risk assessed but could result in distress or 
harm to patients as a result of extended waiting periods and the higher than expected referrals 
into the service which continues to put pressure on the service resources 

Score (3 months to current) 
May June July  

15 12 12  

Current position  

Pressure remains in balancing the reduction in the backlog (waiting list pre- April 1 2014) and the increase 
in new referrals into the service (waiting list post-1 April 2015).  
 

The recurrent and non-recurrent funding provision has been delayed subject to decision on the 
procurement risk as a consequence of increasing the contract value.  As a result this has impacted on the 
ability for the service to source specialist equipment orders.  The decision is being progressed through 
CSU and a decision is expected imminently.  
 
Waiting list (July) 

 

Total referral YTD is 77% higher than expected with a 1059 referrals to an expected referral rate of 644. A 
total of 235 cases were closed in July. 
 
Category 1 urgent referrals: 86% were assessed within 10 days target 95%. 
Category 2 and 3 standard referrals: 24% were assessed within 15 days target 95%. 
Commissioners are monitoring the KPI's at monthly review meetings. As the agreed additional funding is 
made available to the service this will enable Millbrook to revise the trajectory to reflect the decision by 
NHSE not to fund their element of the non-recurrent funding. This KPI will improve in-line with a revised 
trajectory to clear backlog. 
 

 

 CCG 
New 

Referrals  

Waiting List - Children Waiting List - Adults 

Total Routine Complex Total Routine Complex 

Fareham & Gosport 29 34 28 6 95 74 21 

Portsmouth 35 16 13 3 100 84 16 

South Eastern 
Hampshire 34 29 24 5 127 95 32 

Southampton 69 25 21 4 120 93 27 

West Hampshire 118 34 28 6 297 250 47 

Totals 285 122 103 19 739 596 143 
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Average wait times (July) 
 

Waiting List By CCG 
Ave Waiting Time In Weeks 

Adults Children 

Portsmouth City CCG 30 34 

West Hampshire CCG 21 19 

Southampton City CCG 23 23 

Fareham & Gosport CCG 35 33 

South Eastern Hampshire CCG 32 34 

   
 

Actions required in the next month 

 Workshop scheduled 23/09 to consider the suitability and clarity of the eligibility criteria. 

CCG assurance statement 

 Commissioners will work with Millbrook healthcare to manage the service within the current financial 
constraints 

 Evidence to show that the backlog is reducing with the additional investment. On-going monitoring of 
trajectory 

 Priority is given based on clinical need 

 Temporary wheelchairs for urgent cases are provided within the prescribed timeframe (5 days to aid 
discharge from hospital or for people with a progressive disorder/ 24 hours for people receiving end of 
life care) in 100% of cases 

Portsmouth Hospitals NHS Trust 
 

Urgent Care: There is ongoing concern that the urgent care system remains under pressure and 
this is impacting on the timeliness of assessment and management of patients requiring 
emergency department intervention.  There is also overcrowding in the department and queueing. 
This also impacts on patient experience and has potential to affect safety and outcomes and 
delivery of the NHS constitution performance targets. 

There is ongoing concern that the urgent care system remains under pressure and this is 

impacting on the timeliness of assessment and management of patients requiring emergency 

department intervention.  There is also overcrowding in the department and queueing. This also 

impacts on patient experience and has potential to affect safety and outcomes and delivery of the 

NHS constitution performance targets. 

Severity score 
APR 15 MAY 15 JUNE 15    APR 15 MAY  

15 

JUNE 15 

20 20 20 

Current position 

 The 4 hour time to admission/discharge/transfer ED target has improved in June to 85.31% (May - 
78.9%) 

 ED FFT positive responses has decreased to 91.4% (May 94.8%).  

 Evidence of improvement with the 15 minute triage by a RN for June 2015 (94%). 

 In July (at peak times) concerns were raised that ambulances were held at ED and there were 
insufficient staff to manage the queue/handover from ambulance to ED staff 

 Reduction in patient experiencing ambulance handover delays over 30 minutes (n175 – May = n 314)  

 Care Quality Commission report published in August 2015 rated urgent and emergency care as 
“requires improvement”  

Actions/controls: 

 There is a monthly review of urgent care performance and quality measures at the Quality Task & 
Finish Group, which is a sub group of the Urgent Care Board 

 Monthly review of  enhanced quality metrics into the CQRM 

CCG Assurance  statement: 

There is evidence that improvements have been made to the management of the ED queue.  In addition 
the CQC has lifted the performance notices but categorised the service as requiring improvement.  There 
is enhanced monitoring of quality and processes established to enable whole system review.  However, 
there are insufficient sustained improvements to reduce the current severity score of 20 (high risk).  



 

 

18 

Staffing 
and 
Workforce 
Challenges 

There is insufficient staffing numbers and skill mix and this poses a risk of 
negatively affecting the quality of care delivery and the well-being of staff.   

Severity score 
 APR 15 MAY 15 JUNE 15 

16 16 16 

Current position 

 An increase in staffing incidents has been reported in quarter 1 (n185) - low and no harm categories.  
This is a new requirement to identify red flags (NICE Safer Staffing Guidelines).  105 of these have 
been reported in MOPRs. 

 229 RN vacancies (medicine, surgery & cancer & MOPRS) 

 Consultant vacancies in histopathology, radiotherapy, spinal surgery, colorectal services. Vacancies in 
urology, physiotherapy and pathology. Long waits noted in spinal, colorectal and gastro services. 
Primary care feedback on long waits for histopathology. 

 NQB safer staffing levels reported as 100.3% against planned requirements 

 Skill mix of RN/HCSW is lower than plan (actual = 64%/35% against planned 70%/30%) 

Actions/controls: 

 CQRM monthly review of  workforce data (including use of temporary staff) 

 Safer staffing compliance reviewed monthly. 

 Trust recruitment drive both international and national  with an estimated 150 new starters in October 
2015 

 Additional HCSW utilised to supplement staffing 

 Locum cover for consultant posts 

 Monitoring of CQC actin plan “quality elements” to be fed into CQRM 

CCG Assurance  statement: 

 There is insufficient assurance, coupled with the operational pressures of urgent care, financial pressures,   
national staff shortages and significant challenges in local recruitment, discrepancy in skill mix from plan to 
actual  to indicate that this risk is fully mitigated.  

 

Issue of 
discharge 
summaries 

Discharge Summaries:  Discharge summaries are not consistently issued in a timely 
manner to primary care and mandatory fields are not completed. This leads to 
increased risk in respect of continuity of care.    

Severity score 
APR 15 MAY 15 JUNE 15 

15 15 15 

Current position 

 Electronic discharge summaries (EDS) have rolled out to 4 surgical wards and 88 % of local GP 
surgeries have received an EDS.  

 PHT report they are on track to deliver the full implementation by September 2015. 

 PHT confirmed they are receiving notifications if the EDS has not been delivered. 

 Healthcare professional (HCP) feedback on late/incomplete discharge summaries in Q1 = 14. 

 HCP feedback also received in relation to out- patient department letters 

Actions/controls: 

 CQRM monthly review of  EDS progress – full implementation due September 2015 

 Full briefing due in September CQRM 

 CCG attendance at EDS project board 

 HCP feedback is reviewed and investigated where there appears to be a safety risk 

CCG Assurance  statement: 

There is continued evidence to indicate that some discharge summaries are issued late, missed and/or are 
incomplete.  However, PHT report good progress with the full implementation of EDS and this will 
therefore reduce this risk.  Delivery of full roll out is planned for September 2015 and reported to be on 
track.  Assurance to be reviewed at September 2015 CQRM.  
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Solent NHS Trust 
Risk; R.Ports.QUA.05   Solent has recently experienced a high number of registered nursing 
vacancies within the community nursing team and has undergone a significant recruitment 
process. This is ongoing and vacancies remain to date. IF these posts are not recruited to 
effectively and efficiently, with the additional impact of a high number of new staff in post, THEN 
the quality of patient care delivered maybe compromised with the potential for care to be 
prioritised reactively as opposed to proactively. 

Date opened: 01/05/14 Score (3 months to current) 
July Aug Sept 

16 20 20 
Current position  

Significant concern remains around the provision of community nursing services with sustained failure to 
recruit and high numbers of resignations. The impact of which has meant that the service has not been 
able to visit allocated patients on a daily basis.  This is likely to impact on the service’s ability to respond to 
the winter surge in demand and the challenges of the system. The rectification action plan submitted by 
Solent in response to the issued Contract Performance Notice has now been signed off by the CCG and 
will be monitored accordingly. Furthermore in consultation with NHS England and the Trust Development 
Authority the CCG has offered Solent a package of support which has been accepted by Solent. 

Actions required in the next month 

CCG 

1. The CCG have written to Solent to offer support focussing on 3 key areas;  

 Management Support; to resource an interim clinical turnaround senior manager to provide 
additional operational capacity and resilience for the service. 

 Communication; The CCG will manage communications with primary care colleagues to ensure 
there are clear, appropriate and timely communications to primary care about what the service can 
deliver 

 Capacity; The CCG will lead the discussion between the Trust and Primary Care on the 
opportunities to create efficiencies and free up more home visiting 

2.  Clearly set out defined expectations for Solent which includes the immediate notification to the CCG 

should there be deterioration in the current position and if there are increased risks to patient safety which 

cannot be mitigated by the collective actions. 

Solent 

3. Solent continues to provide the CCG with weekly performance dashboard which include; 

• Staffing levels, Safety incidents and caseload 
• Daily monitoring of unachieved AM and PM visits  
• Patients are being contacted if their visits are delayed or postponed 

4. Active Recruitment; 

• HR support to maximise bank and agency filling of vacant posts 
• Applications are being  fast tracked from initial application to interview 
• Redeployment of staff from other services/localities where possible 

5. Review caseloads and operationalise ‘discharge criteria’ 

6. Continue to work on rectification action plan 
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CCG Assurance Statement 

The CCG is working closely with Solent to provide the support required to reach a satisfactory outcome.  

There are clear lines of communication in place that allow for open and honest discussions. Solent is 

aware of the CCG’s expectation to ensure effective communication which includes early escalation of 

issues which may compromise the situation further. Solent appears to be fully engaged with the suggested 

interventions. In conjunction with ongoing monitoring the CCG is assured that all efforts are being made to 

ensure appropriate, timely action is being taken in order to address the current position.  

South Central Ambulance Service NHS Foundation Trust 999 
 

Long waits: There is concern regarding the number of long waits and the impact on patients not receiving 
a timely response. As well as a delay potentially having a clinical impact on patients it can also have a 
negative affect a patient experience.  
OPENED 01/04/14 APR 

15 
MAY 

15 
JUNE 

15 
JULY 
15 

AUG 
15 

SEPT 
15 

OCT 
15 

NOV 
15 

DEC 
15 

JAN 
16 

FEB 
15 

MA
R 

15 

SEVERITY SCORE 20 20 20          

Current position 

 Long waits have increased across all categories 

 Green long waits have increased from 9.7% to 14.3% 

 There has been a reduction in performance in the south but Red 1 and 2 contractual performance 
measures have been met   

 Red 19 and green call performance was not achieved 
 Sickness levels have increased slightly 

 

Actions 

 SCAS to provide agreed data requirements 

 SCAS to continue with long waits audits  

 Continue monitoring at CQRM 

 Performance being discussed at CRM  
 

Information/controls in place 

 If a non-emergency patient has been waiting longer than expected the CSD will look at using the HCP 
route for safe, appropriate transportation and consider the clinical risk. The transport is provided by an 
ECA crew and the CSD triage by urgency of highest clinical need. The posts are not fully recruited to 
and currently private providers are filling gaps. Additional training has been given regarding 
deteriorating patients  

 SCASFT confirmed that they would not be providing a trajectory for improvement but that they were 
working on improving the distribution curve and provided reassurance that “long waits” was a key 
metric with robust review mechanisms 

 Learning is extracted from the long waits audits and is key to making improvements 

 SCAS advised they believed dispatchers are making the right decisions and CSD intervention is 
making an impact  

 Each long wait is reviewed for safeguarding 

 Activity has remained below plan for the first 3 months of this year and further drop from last month is 
noted  

 Hospital handover delays reduced in June 

 “Hear & Treat” performance improved and is tracking just above trajectory.  
 “See & Treat” performance has improved slightly leading to improved performance for non-conveyance 
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CCG assurance statement 

Commissioners remain concerned that despite demand being below plan and assurance that staff are 
being allocated according to plan that long waits are increasing. Concern is further heightened by the 
acknowledgement that for July both SHIP and the organisation as a whole that Red 1, Red 2 and Red 19 
performance were all below the contracted performance requirement. Recruitment and retention of staff 
continue to be a challenge and will continue to impact on performance.  Commissioners are not assured 
that long waits will cease to cause concern going forward in the immediate future. 

 
Recruitment challenges: If workforce recruitment challenges continue this will impact on capacity within 

SCAS and could subsequently lead to poor patient outcomes and experience from delayed responses. 

OPENED 01/05/14 

APR 

15 

MAY 

15 

JUNE 

15 

JULY 

15 

AUG 

15 

SEPT 

15 

OCT 

15 

NOV 

15 

DEC 

15 

JAN 

16 

FEB 

15 

MAR 

15 

12 12 16          

Current position 

 Frontline recruitment has increased from 34.6 to 70.6 but is below the plan of 99  

 Frontline attrition has increased from 29.9 to 42.1 but there has been a decrease in the rate of attrition 
from 13.3% to 12.5% 

 EOC workforce remains broadly in line with last year at 255.6 but is 110 below plan.   

 Sickness levels in the south have increases slightly from 6.3% to 6.4% and remain above the plan of 
5.8%.  

 Appraisal rates for the south have further improved from 69.2% to 72.9% and SCAS anticipate that this 
will be an upward trend through the year 

 Statutory and mandatory training all recording achievement below target, although an improvement 
against last month’s figures is noted, with the exception of information governance and infection control 

 Safeguarding training continues to remain a concern for both adults and children but there has been an 
increase on compliance from May’s position 
 

Actions 

 SCAS advised the HCAI face to face training has not yet been completed as it is a 2 day course and the 
2nd day has not yet been delivered 

 SCAS advised 40 new staff are finishing the final weeks of training and are going to be deployed in the 
North, where there is a greater need  

 It was agreed a deep dive into workforce would be given at September CQRM 
 

 Information/controls in place in place 

 Commissioners noted the training compliance, with 24.7% for HCAI and 30% for safeguarding at 
quarter 1  

 The performance is shown as the current positon with the trajectory to be fulfilled by the end of the 
contractual year 

 Training compliance to be discussed at CQRM the end of Q2 

 Commissioners acknowledge the plan in place regarding changes to the meal break policy, utilisation of 
hours and recruitment plans  

 Private providers are utilised to mitigate workforce risk 

 It was noted that SCAS intend to invest in EOC to maximise hear and treat 
  

CCG assurance statement 

Commissioners are concerned regarding workforce issues but acknowledge staff shortages are a national 
problem and that discussions at this level are taking place. Workforce numbers are below plan and attrition 
continues to be high, particularly in the north; however sickness levels are considerably higher in the south. 
As a result commissioners are increasing the risk for workforce planning and human resources to 16 but 
are aware that this is an area of focus for SCAS internally. The allocation of workforce from South to 
Northern areas will require ongoing monitoring. 
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South Central Ambulance Service NHS Foundation Trust Non-Emergency Patient 
Transport Service 
Delays & aborted journeys: Patients are experiencing delays in transport arrival times and aborted 
journeys, resulting in missed transfers and appointments.  Patient treatment plans will be affected and the 
impact on the clinical outcomes for patients may be compromised 

 
Severity score 

APR 
15 

MAY 
15 

JUNE 
15 

JULY 
15 

AUG 
15 

SEPT 
15 

OCT 
15 

NOV 
15 

DEC 
15 

JAN 
16 

FEB 
15 

MAR 
15 

15 15 15          

Current position 

 Workforce challenges with 80% of planned fill 

 Key Performance metrics not being met for calls transferred to answerphone, calls answered within 
60 seconds, patients arriving nor more than 30 minutes before appointment time, patients not being 
collected  within 30 minutes of scheduled time  

 Key theme of complaints, concerns and HCP feedback is delays  

 High proportion of ineligible patients are being referred to the call centre.  

Actions/Controls 

 Estimated time of arrival line in operation  

 Instant messaging function is being rolled out and received well 

 Aborted journey analysis with action plans to improve scheduling 

 Progress reported against the CQC action plan 

 Long wait analysis report to be provided at September CRM 

 Safeguarding analysis report has been outstanding for several months and is expected on 28th August 
2015. 

 Patient experience monitoring via FFT and surveys in place 

 Stakeholder meetings and engagement programme in place 

CCG assurance statement 

There has been improvement in the quality analysis of intelligence. Concerns remain around poor 
performance of KPIs.  This needs to be considered against increased activity.  A continuing theme of 
concerns is around delays and missed appointments.  The CCG are reassured that work is progressing to 
improve delays both through internal changes and working with partners to improve the effectivity of 
communication.  However, there is insufficient evidence to assure the CCG that the required 
improvements are imminent and that the resilience is sufficient to meet demand.  

 
Projects Delivering Strategic Priority 
 

Project Name Due Date 
M'stones 

(YTD) 
 

Expected Outcome Status 

Continence 
Review / 
Transformation 
Project 

31-Mar-2016   

 The completed review to provide clarity regarding the current 
level of service provision across the city. This will identify 
gaps and issues with the current service delivery model. 
Research and best practice models will support 
understanding needs for the new service going forward. The 
revised service specification may be agreed with the current 
provider or may necessitate a new provider, who would be 
better placed to demonstrate value for money and improved 
outcomes for service users. 

 

ADHD Project 31-Mar-2016   
 Revised Commissioning Plan for ADHD diagnosis and 

support service.  Procurement actions to be developed.  

Provision Of 
Adolescent 136 
Suite Project 
(Place Of Safety) 

31-Mar-2016   

 Successful provision of an Adolescent 136 Suite ' Place of 
Safety' will improve clinical outcomes and improve patient 
experience for young people. 
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Project Name Due Date 
M'stones 

(YTD) 
 

Expected Outcome Status 

15/16 Primary 
Care Prescribing 
Project 

31-Mar-2016  

 Support to prescribers in optimising prescribing quality and 
medicines management outcomes, including participating in 
quality audits on specific areas of most benefit to patients 
and maintain growth to within agreed parameters.  (QIPP 
savings identified) 

 

Primary Care 
CQUIN Project 

31-Mar-2016  

 Savings will be realised across various work programmes - 
Prescribing, planned care, urgent care as a result of reducing 
unwarranted variations and commitment to reshaping health 
services. Outcome measures will be developed as part of the 
CQUIN relating to improvements in quality and where 
appropriate reduction in costs/activity.  

 

 

Project Commentary 

The ADHD and Continence Review/Transformation Projects are at risk of not delivering the expected 
outcomes; all other projects mapped to this priority are on track to achieve or have achieved expected 
outcomes based on progress against milestones, activity and financial data. Highlights from projects 
mapped to this priority include: 
 
ADHD Project 
No further progress has been reported since the last Integrated Performance Report (IPR). The 
Commissioning lead met with the Hampshire Commissioning lead in August to discuss possible 
procurement options. These are being explored and will be presented for approval. 
 
Continence Review/Transformation Project  
Solent completed, and shared, the latest service review report in August. This was due to be presented at 
a recent Contract Review Meeting (CRM); however, the service manager and transformation manager 
were unable to attend. Commissioners have expressed their displeasure with progress made to date. 
Commissioners are currently pulling a report together using the service report, the quality report and the 
service users report to identify the issues, present recommendations and next steps. ICU Commissioners 
have met with the acute commissioners to update them with the current background, and have asked to be 
kept in the loop regarding any issues raised with PHT.  

 
Primary Care Prescribing Project 
The program of work is progressing well with savings and polypharmacy reviews continuing to be ahead of 
projected timelines. However, the 12 month rolling growth has now increased above the agreed 4% target 
level for prescribing growth. A review of the growth areas has identified further savings opportunities that 
are being added into the savings work stream mid-year. 
 
It is expected that the generic salmeterol/fluticasone switch will start to be implemented in September and 
an initial meeting to review the cost pressure associated with infant formula with dietetics to scope any 
possible intervention is due in early September. A review of the rebate schemes with a positive PrescQIPP 
assessment may provide additional offset to the current cost pressures. 
 
The resignation of a team member will delay the implementation of some of the projects with the 
programme but the actions put in place prior to the post falling vacant and a temporary realignment of the 
Medicines Management team should keep any impact to a minimum. The post will be reappointed to with 
the expectation of this being accomplished by January 2016. 
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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 Combined Response Rate (Solent NHS Trust)  
 

Never Events (Portsmouth Hospitals NHS Trust)  
 

 

Annual KPIs Indicating Delivery  Status 

Patient experience of hospital care (NHS Portsmouth CCG)  No data available 

Patient experience of out of hours GP services (NHS Portsmouth CCG)  
 

 

KPI Commentary 

Incidents of C.Diff 
The YTD (July) C.diff is 22 cases against a trajectory of 17. Recent Root Cause Analyses (RCA) did not 
show common cause between the cases. However, the CCG continues to work with its providers to ensure 
that all protocols are rigorously adhered to. Additionally the CCG is currently updating its infections control 
strategy in order to strengthen it. 
 
 

Risk to the Delivery of Strategic Priority  

Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below. These risks have helped inform 
the Green rating for the achievement of this priority.  

 
 
 
 

GBAF 
Ref 

List of the risks to the Delivery of Strategic Priority 
 Risk 

Score 

GB09 
IF plans for the utilisation of Estates across commissioners and providers in the 
system is not aligned or coherent, THEN this would impact on the quality of service, 
patient experience and use of resources  

 
9 

GB11 

A Serious Case Review (adults) has been commissioned identifying poor care across 
multiple agencies including primary care, community care & social care IF there is 
significant media interest in the review when published THEN it could result in 
reputational damage to the CCG and other NHS organisations.  

 

12 
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GBAF 
Ref 

List of the risks to the Delivery of Strategic Priority 
 Risk 

Score 

GB13 

IF urgent care system capacity pressures continue THEN this could result in sub 
optimal care including  
• Poor clinical outcomes  
• Harm and patient safety risks  
• Loss of privacy and dignity • Poor patient and carer experiences  

 

16 
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Priority 3 

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

 

      

Objective Summary Commentary 

Positive progress is being made against Priority 3. Project milestone slippage is occurring in four of the 
projects and there are a number of risks associated with the delivery of the projects outcomes mapped to 
this priority, hence the Amber rating.  
 
Commentary on delivery of this strategic priority is outlined below; this is supported by tables providing a 
strategic overview of the key projects, KPIs and risks associated with achieving this priority. 

 

Projects Delivering Strategic Priority  

Project Name Due Date 
M'stones 

(YTD) 
 

Expected Outcome Status 

Falls and 
Fractures 
Reduction Service 
Project 

31-Mar-2016   

 Successful delivery would see a Lead Provider Model for the 
delivery of the Falls and Fracture Reduction Service for all 3 
CCGs. The savings from this revised service would be 
realised through less people falling and requiring an acute 
admission. (QIPP savings identified) 

 

Integrated 
Localities Project 

31-Mar-2016  

 Phase 1 will be successful if: during 2015/16, we are able to 
establish three co-located locality teams, with a single 
management structure, based on the agreed scope. For 
2016/17, the aim will be to implement an integrated delivery 
model, to include the elements set out in sections 2 and 7 
above. From 2017 onwards, the integrated model should 
have its own performance framework to measure outcomes 
in a steady state environment. (QIPP savings identified) 

 

Bed Based Review 
Project 

31-Mar-2016  
 This project looks at mapping community bed provision need 

and demand, identifying new ways of delivering this need, 
and links to bed based provision across the city. 

 

Reablement And 
Rehabilitation 
Project 

31-Mar-2016  

 Successful delivery of the first phase of this project will lead 
to the following;  1) New PRRT service specification 
developed following data analysis and review, service user 
feedback and benchmarking 2) Recommissioned 
reablement services following evaluation of pilot schemes.  
Longer term, the changes introduced at the end of the first 
phase is aimed at reducing costs at a number of PODs. 
(QIPP savings identified) 

 

Portsmouth Living 
Well Project (Age 
Uk) 

31-Mar-2016  

 The pilot will be successful if the following outcomes are 
achieved, 
Improved Health and Wellbeing 
Improved Delivery of Care and Support 
Reduced need to use Primary and Secondary services 
Reduced cost of Care & Support 

 

Review And 
Redesign Of 
Clinical Support 
Delivered In To 
Care Homes 
Project 

31-Mar-2016  

 

To review and redesign the levels of clinical support 
delivered to care homes (including nursing and residential 
care) and extra care in Portsmouth. 
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Project Name Due Date 
M'stones 

(YTD) 
 

Expected Outcome Status 

Need And Demand 
Profiling And Risk 
Stratification 
Project 

31-Mar-2016  

 Delivery of appropriate data and intelligence to the 4 
schemes that supports development of high quality and 
effective integrated and health and social care services that 
are subsequently shown to be effective and fit for purpose. 
Need to ensure objectives from project leads are clear to 
ensure desired outcomes are met 

 

15/16 Continuing 
Health Care 
Programme 

31-Mar-2016   

 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. (QIPP savings identified)  

 

SEND Reforms 
Project 

31-Mar-2016  

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

 

Psychiatric Liaison 
Service Project 

31-Mar-2016   

 The aim of the project is to develop a seven day a week, 
ageless Psychiatric Liaison Service which covers A&E/ MAU 
and in-patient at Queen Alexandra Hospital, while also 
offering training and development for the acute hospital 
workforce on mental health needs. (QIPP savings identified)  

 

Locally 
Commissioned 
Services Project 

31-Mar-2016  

 The overall success criteria is that the CCG commissions 
services that are equitable and accessible across 
Portsmouth, offering a good service to patients and good 
value for money with savings made where possible. (QIPP 
savings identified) 

 

Clinical Systems 
Integration Project 

30-Nov-2015  
 To improve the sharing of information across providers in 

health and social care, with the aim to support integration of 
services and improved patient care.  

 

 

 

Project Commentary 

The Falls and Fractures Reduction Service and Clinical Systems Integration Projects are at risk of not 
delivering expected outcomes; the Review And Redesign Of Clinical Support Delivered Into Care Homes 
(BCF), Need And Demand Profiling And Risk Stratification (BCF) projects have amber milestones; all other 
projects mapped to this objective are on track to achieve expected outcomes based on progress against 
milestones, activity and financial data. Highlights from projects mapped to this objective include:  
 
Falls and Fractures Reduction Service Project 
The CCGs escalated concerns regarding the pace of change with Solent, a meeting was held in August to 
discuss these concerns and agree a way forward. An updated action plan has been requested to provide 
assurance for future development. There are two elements to this workstream; the lead provider 
arrangement and pathway development. The pathway development work is progressing; with a 
benchmarking exercise carried out and pathway discussions with other providers taking place. The lead 
provider work is the element that is at risk of not being achieved within planned timescales; discussions are 
ongoing with the main providers involved – Solent, Southern and PHT – to ensure all are signed up to 
agreement. 
 
Clinical Systems Integration Project 
During August, two practices were due to deploy TPP. Issues with the Emergency Care Intensive Support 
Team (EMIS) data extraction meant that one of these was unable to complete the migration, and this has 
now been put on hold until later in the year. The other practice migrated as planned. Total number of 
practices on TPP now 14 (61% of practices). 
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Project Commentary 

EMIS have advised that the data extraction issues will not be corrected until September (date to be 
confirmed) putting 3 September migrations at risk. CCG has written to HSCIC to request support to resolve 
this issue. Three EMIS practices are due to migrate in September; given the EMIS data extraction issues 
each practice has been given the choice whether to proceed or not. One practice has so far opted to 
continue with the migration. 
 
The Flagship article has been finalised for the September issue. Arrangements are being made for a 
patient letter to be sent out in September/October regarding information sharing arrangements. A User 
Group is being confirmed for September. 
 
Review And Redesign Of Clinical Support Delivered Into Care Homes 
Work is continuing to progress including looking at how the current team works and looking at existing data 
available. Further meetings planned to look at developing hospital avoidance protocols and the overall 
model. The meeting due to take place on 2nd of September was cancelled due to data not being available. 
Another meeting will be rearranged for the end of September where the position of this project will be 
reviewed 
 
Training analysis to be completed for September but further identification and decision to be made on joint 
training programme for care home staff will need to be made.    
 
Need And Demand Profiling And Risk Stratification 
Work on the data evaluation matrix is currently on hold as commissioners are waiting for a decision on how 
this will be taken forward. Work on the modelling tool is continuing and commissioners are currently trying 
to source appropriate to populate the model. The aim is to develop a model of the flows around the health 
and social care system focussing on PRRT. 
 
Analysis of the ACG tool is continuing with the analysis now focussing on the patient make up of each 
resource utilisation band. 
 
 
 KPIs Underpinning the Delivery of Strategic Priority  

 
 

Annual KPIs Indicating Delivery  Status 

Reducing avoidable emergency admissions (NHS Portsmouth CCG)  
 

KPI Commentary 

The 2014/15 annual position for Reducing avoidable emergency admissions is not yet available, the 
quarter 3 position is on target. 
 

Risk to the Delivery of Strategic Priority  

Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below. These risks have helped inform 
the Amber rating for the achievement of this priority.  
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GBAF 
Ref 

List of the risks to the Delivery of Strategic Priority 
 Risk 

Score 

GB08 
IF we do not achieve coherent and interoperable IT solutions THEN we will not have 
effectively joined up health and social care services  

 
6 

GB03 
IF we do not achieve the transformation of services THEN we may not be able to 
meet the rising demand for services  

 
8 

GB04 
IF providers do not achieve required cultural changes, THEN the CCG may not be 
able to fulfil its commissioning intentions  

 
12 

 



 

 

30 

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 

Good progress is being made for the projects, KPIs and risks for this priority, hence its Green rating. 
 
Commentary on delivery of this strategic priority is outlined below; this is supported by tables providing a 
strategic overview of the key projects, KPIs and risks associated with achieving this priority. 

 

Projects Delivering Strategic Priority  

Project Name Due Date 
M'stones 

(YTD) 
 

Expected Outcome Status 

Primary Care 
Psychological 
Service - 
Employment 
Support Project 

31-Mar-2016   

 Increase in numbers of people helped back to work, 
supported to retain work and supported to become work 
ready. At present 61.4% Primary clients were able to retain 
their employment and resolve issues they were facing at 
work. The success measure would be to continue delivering 
this service to that type of standard.  

 

Increasing Access 
to Psychological 
Therapy Long 
Term Conditions 
Project (Cross 
Organisational) 

31-Mar-2016   

  To expand current talking change service delivery by 
developing, in partnership with appropriate voluntary sector 
organisations, bespoke, targeted services to engage and 
support people with diabetes, COPD and stroke and their 
carers who are experiencing common mental 
health/wellbeing issues secondary to the long-term 
condition. 

 

Prevention Project 31-Mar-2016  

 Implementation of wellbeing hubs that are embedded within 
the new integrated locality teams and primary care. 

 
 

Cancer And End 
Of Life Project 

31-Mar-2016  

 Commissioners continue to work with PHT to achieve all 
CWT waiting time standards (31 day, 62 day and two week 
wait). Commissioners will be reviewing the outcome of the 
changes made to the 2 week wait forms, including the 
implementation of the new four week wait urgent pathways.  

 

Veterans Project 31-Mar-2016   

 Increased awareness of the needs of veterans and their 
families when making the transition to civilian NHS care and 
beyond this to ensure we are meeting the requirements of 
the military covenant. 

 

Alcohol Harm 
Reduction 
Programme 

31-Mar-2016   
 

Making Portsmouth a city where alcohol is enjoyed 
responsibly and harm to individuals, families and 
communities is reduced. 

  

 

Safer Portsmouth 
Partnership 
Programme 

31-Mar-2016   
 

 

 

Project Commentary 

The Prevention Project is at risk of not delivering expected outcomes; all other projects mapped to this 
objective are on track to achieve expected outcomes based on progress against milestones, activity and 
financial data. Highlights from projects mapped to this objective include:  
  
Prevention Project 
At the Better Care Management group discussions were held about the future direction of the Prevention 
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Project Commentary 

work stream as it has not continued to progress further forward since the meeting held in July. It was 
decided that the Better Care programme lead and the Director of Adult Social Care needed to meet with 
the prevention lead to discuss the future scope and develop a plan to enable work to progress. It is likely 
that the current actions will change to reflect the future direction of work. 
 
Alcohol Harm Reduction 
Safe Space - Public Health funding reductions mean it is almost certain there will be no Public Health 
funding for Safe Space in 2016/17 onwards. The CCG will need to consider increasing their contribution for 
this provision, or the service will be decommissioned. 
 
Alcohol Specialist Nurse Service – the service is operating well.  Due to add Veterans substance misuse 
nurse shortly, provided and funded by Combat Stress. 
 
 

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)  
 

IAPT: People Moving to Recovery (NHS Portsmouth CCG)  
 

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

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

Dementia Diagnosis Rate (NHS Portsmouth CCG)  
 

Smoking Cessation (2013/14)  
 

6-8 Weeks Breastfeeding prevalence (Q4, 2014/15)  
 

Immunisation and Vaccination (2013/14)  
 

Childhood Obesity (2013/14)  
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Annual KPIs Indicating Delivery  Status 

Patient-reported outcome measures (PROMs) for elective procedures: groin hernia 
(NHS Portsmouth CCG) 

 
 

Patient-reported outcome measures (PROMs) for elective procedures: hip replacement 
(NHS Portsmouth CCG) 

 
 

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

 
 

Patient-reported outcome measures (PROMs) for elective procedures: varicose veins 
(NHS Portsmouth CCG) 

 
No data available 

Potential years of life lost (PYLL) from causes considered amenable to healthcare (NHS 
Portsmouth CCG) 

 
 

Hospital Standardised Mortality Ratio (Portsmouth Hospitals NHS Trust)  
 

 

KPI Commentary 

Cancer 
The CCG achieved seven of the nine Cancer standards in July, failing ‘breast patients seen within 2 weeks’ 
and ‘treated within 62 days following screening referral’.  
 
The CCG failed to achieved ‘breast patients seen within 2 weeks’ in July due to eight patient breaches, 
seven of which occurred at PHT and were attributed to patient choice, although the target was achieved by 
the Trust in July. The target for ‘treated within 62 days following screening referral’ was not achieved for 
the CCG in July as a result of two patient breaches at PHT; the target was not achieved at Trust level.  
 
PHT also failed ’62 day first diagnosis to treatment’ in July. The Trust developed a recovery plan for this 
standard as a result of recent underperformance, which primarily related to clinical capacity in Urology and 
Colorectal, as well as clinically complex breaches relating to the diagnostics pathway. The July 
performance of 83.0% at PHT is below the planned trajectory of 86%. The Trust reports that all 62 day 
patients are reviewed within 14 days of their breach date with actions taken to expedite treatment.  
 
Care Programme approach (CPA) 
The CCG remains compliant with the 95% 7 CPA 7 day follow up target, achieving 100% in July.  
 
Improving Access to Psychological Therapies (IAPT) 
Performance for CCG reporting in 2015/16 has been sourced from the local monitoring data as there have 
been variances between local reporting and what is published on Health & Social Care Information Centre 
(HSCIC). According to local reporting, the performance against the national ‘entering treatment’ target of 
15% of the prevalent population year (3.75% per quarter) is narrowly under planned trajectory, with 946 
people entering treatment against a plan of 970 (3.7%). 
 
The CCG is required to ensure that 75% of people referred to the IAPT programme begin treatment within 
6 weeks of referral, and 95% begin treatment within 18 weeks of referral by March 2016; both targets were 
achieved by the CCG in July. 
 
Patient-reported outcome measures (PROMs)  
Patients undergoing elective inpatient surgery for four common elective procedures (hip and knee 
replacement, varicose vein surgery and groin hernia surgery) are asked to complete questionnaires before 
and after their operations to assess improvement in health as perceived by the patients themselves. The 
latest PROM data (April 2014 to March 2015) was published in August. 
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Risk to the Delivery of Strategic Priority  

Risk Matrix Risk Commentary 

 

The latest Governing Body Assurance Framework (GBAF) risks that are 
associated with this priority are listed below. These risks have helped inform 
the Green rating for the achievement of this priority.  

 

GBAF 
Ref 

List of the risks to the Delivery of Strategic Priority 
 Risk 

Score 

GB02 
IF GP member practices do not engage with the CCG’s vision for the future THEN 
this may have a detrimental impact on the delivery of commissioning intentions  

 
8 
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The following is the CCG’s self-assessment against the NHS England’s Assurance Framework: 
 

Domain 1 Well Led Organisation  

Supporting Commentary 

External governance reviews commended the CCG for its leadership and governance arrangements identifying exemplar practice. 
 
Demonstrating leadership for the City with the development of the multi-agency Portsmouth Health and Social Care Executive (PHCE), 
development of a blueprint for the City signed up to by key City partners and further strengthening of the strategic role of our Health and 
Wellbeing Board. 
 
Has a strong OD focus underpinned by succession planning and talent management strategy and a revised IPR/PDP process focused on 
maximising potential. 
 
PPI is at the centre of the CCGs activities including the successful ‘Your health, your NHS’ public event in the Guildhall square as well as our 
work creating a City PPG to engage with us on commissioning matters not just primary care. Annual ‘listening to patients’ report being 
presented to GB in September. 
 
Has a fully recruited to and experienced senior leadership team considered to be resilient from external reviews. 
 
Stakeholder survey results demonstrates high confidence and engagement from member practices and other key partners. 
 
Significant assurance by internal audit on the leadership and governance of the organisation back up by positive external audit assessment via 
annual audit letter. 
 
Continuous actions on our journey for improvement include the following: 
 
Following external reviews of CCG and its support partners capacity and configuration CCG reviewing operating model to focus on delivering 
its City blueprint alongside delivery and assurance. 
 
Building on our integrated commissioning arrangements in the City seeking to move to a stronger focus on the City and transformation agenda 
for both commissioners and providers via the PHCE. 
 
3 Clinical Executive portfolios up for election at the end of this year – focus on talent management and succession planning including looking to 
provide development support for potential future senior Clinical executive roles  as well as pipeline of future clinical executives 
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Domain 2 Delegated Functions  

Supporting Commentary 

The CCG is Managing reprocurement of Guildhall Walk practice and walk- in centre including extensive engagement with patients and the 
public. 
 
Currently developing processes to monitor and review quality and performance of GP practices and taking action as required. 
 
Managing applications for practice mergers. 
 
Actions are being taken by the CCGs to move towards achieving outstanding: 
 
The CCG will be participating in the national audit in relation to co-commissioning governance arrangements and will use the feedback to 
inform our on-going arrangements. 
 
We will continue to work with NHS England to ensure the CCG can secure appropriate HR resources include HR  to manage primary care 
contracts in way which delivers maximum benefit for patients. 
 
We will continue to ensure that our primary care development plans align with the Blue Print for Portsmouth . 
 
We will review the effectiveness of our working arrangements at the end of the first year of operation to ensure that we have fit for purpose 
arrangement. 
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Domain 3 Finance  

 Supporting Commentary  

Financial Performance 
 

The CCG adopts the business planning rules and requirements, ensuring robust financial plans are in place for the forthcoming year, together 
with the 5 Year Financial Plan which is currently being refreshed. The CCG has an excellent track record of delivering its Financial Targets, 
achieving planned surpluses in the first two years of operation, with a planned surplus for the current financial year. 
 
The CCG signed the 15/16 contract with our main provider PHT in line with the national deadlines, being the first in our Area to do so.  Regular 
meetings are held with providers regarding performance (financial and otherwise).  All other contracts signed. 
 
The CCG has strong forecasting ability, which is demonstrated by the achievement of prior year results.  There is a robust process in place for 
reviewing monthly spend, activity and financial information, and using this information together with intelligence to forecast forward. 
 
Ongoing actions: 
 
Main acute provider has additional activity in plans beyond contract agreement.  There is continuing dialogue to understand reasons for 
different assumptions. 
 
Financial Controls and Processes 
 

Budgets are signed off and approved by the Governing Board at the start of each financial year.  Part of the budget setting process involves 
'sign off' by the budget holder. Monthly reviews are undertaken with budget holders.  Appropriate remedial action is agreed with the finance 
team where needed. 
 
QIPP requirements are embedded into the CCG opening budget position, with budget line reductions made at the outset.  Budgets are profiled 
according to planned activity, and reviewed as part of the monthly finance review. 
 
The CCG has a robust system of internal control.  The CCG uses TIAA as its Internal Auditors.  The HOIA for 2014/15 was of 'Reasonable 
Assurance'.  The Internal Audit reports and any recommendations are reviewed by the Audit Committee, with action taken on all 
recommendations. 
 
The CCG undertakes the Agreement of Balances exercise in line with the NHSE requirements at M6, M9 and Month 12 as part of the year end 
process. We use it as an opportunity to understand any discrepancies with providers and to take corrective action. The AoB templates 
themselves are not directly taken to the Governing Body or Executive Team as it is felt they are too detailed. The Accounts are reviewed by the 
Audit Committee with opportunities to discuss. 
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 Supporting Commentary  

Finance Governance and Resources 
 
The financial position is high on the agenda for the CCG. Any financial issues are discussed at the weekly Clinical Executive Team meetings, 
with a formal Integrated Performance Report presented to the Clinical Executive on a monthly basis, and to each Governing Board meeting.   
Decisions around investments (and savings) are made at the monthly Clinical Strategy Committee, members of the Governing Body and 
Clinical Executive/Senior Management are well versed in the financial situation, not only with the CCG, but also with key stakeholder 
organisations around us. Primary Care (co-commissioning) is governed through an additional Governing Board meeting. 
 
The CCG has a strong finance team that services the three Portsmouth CCGs.  All senior positions are held by those with an CCAB 
qualification. A recent restructure, taking in-house the provision of Financial Services (previously bought in from the CSU), has provided 
opportunities to further strengthen and enhance the team.  The only vacancies are those created by the recent restructure, and these are in the 
process of being recruited to. Contracting (Finance) is provided by the CSU, there are some improvements required to some aspects of that 
service.   
 
The CCG has a strong Audit Committee, chaired by a lay member.  Meetings are held on a quarterly basis.  The meetings are well chaired and 
clear actions are identified. The lay members on the Audit Committee are strong at challenging and asking pertinent questions.  The Audit 
Committee have recently undertaken a 'self assessment' which will be discussed at the September Audit Committee. 
 
The CCG identifies risks through two key mechanisms; Governing Board Assurance Framework (GBAF), which assesses and manages 
strategic risks, and the CCG Risk Registers that are prepared on a 'bottom-up' basis by each team to capture the finance, quality, operational, 
clinical and business risks faced by the CCG at any given time.  The GBAF is reviewed through a quarterly process, and the Risk Registers are 
reviewed on a monthly basis.  The GBAF is ratified by the Governing Board. 
 
The CCG produce a monthly finance report including a 'dashboard' that highlights any over/underperformance against targets (planned surplus; 
QIPP; Cash; Debtors; Creditors; BPPC) together with more information around current and forecast expenditure against plan, key risks and 
their mitigation.  This is included within the Integrated Performance Report (IPR) and is discussed at the Clinical Executive Committee meeting.  
The IPR is a regular Governing Board agenda item. The Finance Report is drafted on working day 6, and is finalised and made available to the 
Clinical Executive Committee within the month that it is produced. 
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Domain 4 Performance  

Supporting Commentary 

The CCG continues to make good progress towards the delivery of the NHS Constitutional standards and other key performance indicators. Of 
the 20 Constitutional standards, only 4 standards were not met at the end of Q1. 
 
Actions being taken by the CCG to move towards achieving "outstanding": 
 
One area of common concern across the system is A&E. The CCG continue to experience challenges in achieving the 95% A&E 4 hour wait 
target due to the underperformance at PHT. 
 
The Urgent Care Recovery and Improvement Plan, which involves working with providers across the South East Hampshire System, is now in 
phase 2, with an agreed set of metrics and trajectories required to deliver an improvement in A&E performance. 
 
There is a key focus on the second phase of the plan on discharges, aiming to increase simple discharges at PHT, as well as increasing the 
number of discharges health and social care organisations are able to support. 
 
The overall A&E performance at PHT met its trajectory of 81% in Q1 (82.2%), however, the Q2 to date (1 September) performance of 84% 
means achieving the Q2 trajectory of 90% will be a challenge. 
 
Performance against the cancer standards have been inconsistent across the system mainly due to PHT's performance. PHT has shared its 
cancer improvement plan with the TDA and WAT. Commissioners continue to work with PHT in order to achieve the necessary improvements. 
 
Ambulance response has also seen a deterioration in the last three months. Staff retention and recruitment has been reported as an issue for 
SCAS. New rotas were implemented in August, which is expected to have a positive impact on performance 
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Domain 5 Planning   

 Supporting Commentary 

The Operating plan for the CCG was accepted by the Area Team as part of the national planning submissions. This documents the work 
planned for 15/16 to work towards delivering both the CCGs 5 year strategy and the Five Year Forward View, including Parity of Esteem. Many 
programmes of work and associated project plans have their basis in the Five Year Forward View. It is the detail from these that have informed 
the development of the Operating Plan. 
 
The detail within Operating plan has come from programme and project plans, the majority of which have clear clinical and managerial 
leadership. 
 
The BCF plans submitted have been signed off and assured by all relevant bodies. The CCG has joint working relationships, including planning 
and delivery, with other local CCGs, providers and local authority colleagues. 
 
Delivery of the agreed SRG plan, the Urgent Care Improvement plan, is being managed by the multi-agency Urgent Care Board. This includes 
delivery of the 8 high impact changes. This will form part of the winter resilience return due in early September. 
 
Performance against projects, and ultimately the CCGs Strategy, is monitored and reported on monthly via the Integrated Performance Report. 
 
A programme and project management system, Covalent, has been implemented. This is the CCGs project management tool of choice, it is 
expected that project leads will use Covalent to both operationally manage delivery of projects as well feed reporting and monitoring. The CCG 
has a minimum requirement for updating Covalent, this has been shared with all programme & project leads. Covalent is also used on system 
wide and multi organisational projects such as the BCF and Interoperability. 
 
Actions being taken by the CCGs to move towards achieving outstanding: 
 
The CCGs internal planning process is continuous. Current project plans are for 15/16 in the main. The CCGs Planning team is working with all 
commissioning colleagues on longer term planning, with a view to articulating within project plans the future transformational change planned 
within the CCG and wider system. This includes high profile programmes of work such as Parity of Esteem and Vanguard as well as local 
schemes such as Care Closer to Home. 
 
Providers are being supported to implement digital working, including NHS number transfer and discharge summaries. The CCG is not leading 
this process. 
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Indicator 
July 2015 QTD (Q2) YTD (2015/16) 

Monthly Trend 
Target Value Status Trend Value Status Value Status 

RTT: Admitted 90% 87.82% 
  

87.82% 
 

91.51% 
  

RTT: Non-Admitted 95% 94.58% 
  

94.58% 
 

95.69% 
  

RTT: Incomplete 92% 92.15% 
  

92.15% 
 

92.15% 
  

Incomplete patients waiting more than 52 Weeks 0 0 
  

0 
 

1 
  

Diagnostic Test Waiting Times 99% 99.04% 
  

99.04% 
 

99.04% 
  

A&E 4 Hour Waits 95% 83.3% 
  

83.3% 
 

83.2% 
  

Cancer Patients - 2 Week Waits 93% 95.9% 
  

95.9% 
 

96.0% 
  

Cancer Patients - 2 Week Waits (Breast) 93% 92.8% 
  

92.8% 
 

92.6% 
  

Cancer Waits - 31 Days (All Cancers) 96% 97.8% 
  

97.8% 
 

96.7% 
  

Cancer Waits - 31 Days (Surgery) 94% 96.0% 
  

96.0% 
 

96.1% 
  

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

100% 
 

100% 
  

Cancer Waits - 31 Days (Radiotherapy) 94% 94.1% 
  

94.1% 
 

91.1% 
  

Cancer Waits - 62 Days (GP Referral) 85% 89.5% 
  

89.5% 
 

87.2% 
  

Cancer Waits - 62 Days (Screening Service) 90% 33.3% 
  

33.3% 
 

66.7% 
  

Cancer Waits - 62 Days (Decision to Upgrade) 86% 100% 
  

100% 
 

100% 
  

Cat A (Red 1) 8 Minute Response (SCAS) 75% 68.1% 
  

68.1% 
 

73.4% 
  

Cat A (Red 2) 8 Minute Response (SCAS) 75% 70.9% 
  

70.9% 
 

74.5% 
  

Cat A 19 Minute Response Time (SCAS) 95% 93.7% 
  

93.7% 
 

94.7% 
  

Mixed Sex Accommodation Breaches 0 0 
  

0 
 

0 
  

Care Programme Approach (CPA) 7 day follow up 95% 100% 
  

100% 
 

100% 
  

Annex 1 – Rights and Pledges  
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Friends & Family Test: July 2015 (Percentage Recommended) 

 
 

 

 
Friends & Family 

Test: A&E 
Friends & Family 

Test: Inpatient 

Friends & Family 
Test: Maternity - 
Antenatal Care 

Friends & Family 
Test: Maternity - Birth 

Friends & Family 
Test: Maternity - 
Postnatal Ward 

Friends & Family 
Test: Maternity - 

Postnatal Community 

NHS England Average 88% 96% 95% 97% 94% 98% 

Frimley Health 91% 97% 99% 96% 84% 99% 

Hampshire Hospitals 89% 96% 98% 95% 92% N/A 

Portsmouth Hospitals 94% 96% 96% 99% 96% 96% 

Royal Surrey County 
Hospital 

87% 95% 96% 98% 96% 100% 

University Hospital 
Southampton 

92% 97% 93% 97% 92% 92% 

Western Sussex 
Hospitals 

92% 95% 100% 93% 93% 100% 

Friends & Family Test: June 2015 (Percentage Recommended) 

 Community 
 

Mental Health 
 

Solent NHS Trust 96% 93% 

Southern Health NHS 
Foundation Trust 

96% 92% 

Annex 2 – Quality and Outcomes  
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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% 72.1% (YTD March 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 2015/16 Q2 2015/16 Q3 2015/16 Q4 2015/16 

Target Value Target Value Target Value Target Value 

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

available 
- - - - - - 

IAPT: People Entering Treatment (NHS Portsmouth CCG)* 3.75% 3.66% 3.75% - 3.75% - 3.75% - 

IAPT: People Moving to Recovery (NHS Portsmouth CCG)* 50% 53% 50% - 50% - 50% - 

*unvalidated 
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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 to residential and nursing care (Portsmouth) 
(per 100,000 population age 65 and over) 

747.9 2015/16 (projection) 718.6 762  

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 (Portsmouth) 

251 Q1 2015/16 (projection) 172.2 215.0  

PATIENT/SERVICE USER EXPERIENCE METRIC 
(Portsmouth) 

Not yet determined Not yet determined Not yet determined Not yet determined No data available 

 

 
 
 

Local Indicator 

 

Indicator BASELINE 2013-
14 

Last Update 
Current Target Current Value RAG status 

LOCAL METRIC: The proportion of adult social care 
users that have as much social contact as they like 
(Portsmouth) 

42% 2014/15 47% 44%  

 

 

Annex 3 – Better Care Fund  
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Annex 4 – Detailed Financial Performance  
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Risk Mitigation RAG rating 

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

The CCG will continue to work with neighboring 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 

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

The section 75 agreement is in place with clear governance 
processes and regular reporting to key partners. Financial 
performance is monitored to ensure savings are on track. 

Green 

Size of QIPP challenge and pace of change. 
Robust monitoring to ensure QIPP on target. Historical success of 
delivering QIPP. Use of non-recurring fund to support system 
reconfiguration, contingency provides further risk mitigation. 

Green 

Acute Activity Forecast - Acute activity varies significantly from the 15/16 
contract activity plans. 

The CCG is working with PHT to align activity forecasts and 
understand why the acute sector are expecting their run rate to 
increase above current levels 

Green 

15/16 Estate Costs – risk that NHS Property Services will change their 
methodology for cost allocation. 

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

Green 

Annex 4 – Financial Risk Rating  
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Measure 
Status 

 
% of Quality Premium 

Estimated Financial 
Value for CCG 

National Measures 

Reducing potential years of life lost through causes considered 
amenable to healthcare  10% £109,000 

Urgent and Emergency Care: Achieving a reduction in avoidable 
emergency admissions  15% £163,500 

Urgent and Emergency Care: An increase in the level of discharges 
as weekends and bank holidays  15% £163,500 

Mental Health: Improvement in the health-related quality of life for 
people with a long-term mental health condition  15% 

£163,500 

Mental Health: Increase in the proportion of adults with secondary 
mental health conditions who are in paid employment   15% 

£163,500 

Improving antibiotic prescribing in primary and secondary care 
  10% £109,000 

Local Measure    

Access to health services for people with sensory loss 
  10% 

£109,000 

Improve the use of LD passport in acute 
  10% 

£109,000 

 

  Sub-Total £1,090,000 

 
 
 
 
 

Annex 4 – Quality Premium Estimate 2015/16 



 

 

47 

 
NHS Constitution Reduction (Provider level) Status % of Quality Premium 

Estimated Financial 
Value for CCG 

RTT Admitted - PHT level 
 

 10% £109,000 

RTT Non-admitted - PHT level 
 

 10% £109,000 

RTT Incomplete - PHT level 
  10% £109,000 

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

Cancer - 14 day wait from an urgent GP referral - PHT level 
  20% £218,000 

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

    

  Total £545,000 
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NHS PORTSMOUTH CLINICAL COMMISSIONING GROUP: 
A BLUEPRINT FOR HEALTH AND CARE IN PORTSMOUTH 
September 2015 
 

Purpose of this Report 

NHS Portsmouth Clinical Commissioning Group (CCG) has been leading discussions 
about the future of health & care with partners in Portsmouth over the summer of 
2015 with the aim of aligning our City’s response to the challenges facing us over the 
coming years. 

These discussions have resulted in a Blueprint for health & care in Portsmouth that 
describes a possible model for prevention, wellbeing and care services in the city. 

This paper: 

 Sets out the proposed direction and model of care for Portsmouth (the 
Portsmouth Blueprint) 

 Outlines how the CCG will actively deliver key elements of this wider City 
Blueprint 

 Is intended to generate debate and further engagement with our CCG 
members and the public 

The paper seeks CCG Governing Body endorsement of the Portsmouth Blueprint 
and direction of travel. 

The Portsmouth Blueprint 

Leaders from health and care partners in Portsmouth held a series of meetings over 
the summer of 2015 to discuss a collective response to the challenges facing health 
and care in the City over the coming years. 

This group, known as the Portsmouth Health & Care Executive (PHCE), consisted of 
representatives from the following City partners: 

 NHS Portsmouth Clinical Commissioning Group (Chief Clinical Officer and 
Chief Operating Officer) 

 Portsmouth City Council (CEO, Deputy CEO and Executives from Public 
Health, Adult Social Care, Children’s Services, Integrated Commissioning) 

 Solent NHS Trust (CEO and Chief Operating Officer) 

 Portsmouth Hospitals NHS Trust (Executive Director for Strategy) 

 Portsmouth Primary Care Alliance (Executive Directors) 

Based on these discussions, the PHCE developed a strategic blueprint for how 
health and care could look in the City by the end of the next 5 years ‘A Proposal for 
Portsmouth: A Blueprint for Health and Care in Portsmouth’ (September 2015). This 
was presented to the Portsmouth Health & Wellbeing Board at its meeting in public 
on 16th September. 

The Blueprint is included in full at Appendix 1 of this paper for the CCG’s Governing 
Body’s consideration and discussion. The CCG has conducted further work on the 
specification for a ‘community hub’ and this is given at Appendix 2. 

  



 

 2 

How NHS Portsmouth CCG Will Deliver the Changes 

The scope and significant changes implied by the Portsmouth Blueprint will require a 
number of partners to maximise the use of their current responsibilities and functions. 
The PHCE are now considering how best to use its collective existing expertise and 
capacity to consult on and deliver the Portsmouth Blueprint.  

NHS Portsmouth CCG is committed to being an active leader in these changes. As 
the City’s commissioner for the majority of NHS services, the CCG will play a pivotal 
role in delivering this Blueprint for health and care.  

Over the next 6 months the CCG will: 

 Provide a Blueprint 

The CCG has led the production of the Portsmouth Blueprint (Appendix 1) by the 
Portsmouth Health & Care Executive. In doing so the CCG has used our unique 
clinical commissioning insight, our discussions and engagement with our GP 
members, local people, staff and our NHS partners to inform the Blueprint. Clearly 
further engagement and discussion will form part of the ongoing delivery, however 
we believe it is timely to set out our direction of travel in order to inform that 
engagement and ongoing service improvements. 

 Engage with the CCG’s Membership 

The CCG has ongoing discussions with our GP members over a broad range of 
commissioned services. A common request from GP members has been for the CCG 
to set out a view of how health & care services could be configured for the future; this 
is to inform the discussion and give a sense of direction. The Portsmouth Blueprint 
aims to provide that model and sense of direction. 

We have used the intelligence gained from these ongoing discussions to inform the 
Portsmouth Blueprint. We have also had early conversations about the future model 
of health and care with the GP Clinical Directors and Business Managers the CCG 
has resourced as part of our ongoing primary care development work. Discussions 
with the Portsmouth Primary Care Alliance, our CCG GP Executives, the CCG’s 
Governing Body, Senior Executive team as well as GP Commissioning leads have 
also informed this Blueprint. 

However, we acknowledge that more engagement with GP members is required. The 
CCG will thus be conducting further engagement with the wider GP membership over 
the next 6 months, using the Blueprint as a basis for debate and with the aim of 
ensuring the voice of primary care has strongly determined the model of care. 

 Seek a Proposal from NHS Providers 

We recognise the strength in working with existing providers of care to build this 
model, valuing the experience and expertise that exists within those who deliver care 
currently. 

We will thus focus our work, in the first instance, on bringing together community 
NHS and primary care (including GP) services to deliver this model of care. We will 
request that GP Practices, working as the Portsmouth Primary Care Alliance, work as 
a partnership with Solent NHS Trust, our provider of community and mental health 
NHS services, to develop a proposal for provision of out-of-hospital care based on 
the Portsmouth Blueprint for consideration at a future CCG Governing Body. 

 Create the Capacity to Deliver the Changes 

We do not underestimate the scale of this request; it will require dedicated clinical, 
managerial and administrative support from both the Portsmouth Primary Care 
Alliance and Solent NHS Trust. We are thus reviewing our current CCG work 
programme, portfolios and roles in order to identify people within our CCG with the 
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right expertise to work as part of the team of people required to develop and deliver 
this Blueprint alongside colleagues from the Portsmouth Primary Care Alliance and 
Solent NHS Trust. 

 Manage the Timescales for Delivery 

Whilst we will want our partners to have the freedom to design a detailed offer for 
delivering the Portsmouth Blueprint, we will want to ensure it delivers against the 
strategic outcomes and priorities of the CCG. We want the work to visibly progress at 
a good pace and will thus define key timescales or milestones against which the 
Blueprint offer will develop, be assessed and be delivered. We will define these 
milestones by the end of October 2015. 

 Assess the Proposal 

The CCG will define the criteria for assessment of any proposal offered by the 
Portsmouth Primary Care Alliance/Solent partnership and will establish a suitable 
assessment process. We expect that criteria will include (but not be limited to): 

 Outcomes and benefits 

 Viability and affordability 

 Strategic fit 

 Public and partner engagement (in design but also delivery and including 
formal consultation in the case of significant service changes) 

 Organisational model or form 

 Impact assessment 

The CCG’s Governing Body will consider the proposal brought forward by the 
Portsmouth Primary Care Alliance/Solent partnership at a public meeting with a set of 
recommendations based on the outcome of the assessment process. 

The CCG will also set out alternatives and actions in the event that proposals put 
forward do not meet the assessment criteria. 

 Working with City, System and Regional Partners 

By taking these initial steps the CCG believes we can effectively play our part and 
support partners in the City to deliver the Portsmouth Blueprint. However, the scope 
of the Blueprint is wider than NHS primary and community care. The CCG will thus 
remain an active partner on the Portsmouth Health & Care Executive and Health and 
Wellbeing Board, reporting openly on those elements of the Blueprint delivery directly 
within our control and working with partners to oversee delivery of the whole 
Blueprint. 

The CCG recognises this partnership working cannot be confined to the City 
boundaries and will actively co-plan and deliver with partners outside the City in order 
to ensure effective health and care is available for City residents. In particular, we will 
continue to work with our neighbouring CCGs and Portsmouth Hospitals NHS Trust 
on the commissioning of acute (hospital) care but also with NHS England and other 
CCGs on regional services. We will also continue to be an active partner in the 
ongoing proposals for Wider Hampshire devolution. 

 Delivering NHS Constitutional Standards 

Whilst the CCG will prioritise the delivery of the Portsmouth Blueprint, we will also 
ensure capacity is dedicated to fulfilling our statutory and constitutional duties, in 
particular the ongoing delivery of the NHS Constitution. Recognising that our capacity 
will be stretched, we will prioritise our work continuously; this will require us to make 
decisions about slowing or stopping pieces of work that do not deliver our priorities.  
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Summary of Key Messages 

In summary, key messages for members of the CCG’s Governing Body are: 

 The challenges facing Portsmouth require significantly different ways of 
providing health and care for the City 

 There is an established partnership of health & care partners for the City in 
place (the Portsmouth Health & Care Executive) 

 There is a Blueprint for the future delivery of health & care in Portsmouth 
which can form the basis for wider engagement and also delivery 

 A City-wide programme of work is being established focusing on delivering 
the Blueprint; the CCG is an active leader of this programme 

 The CCG is pivotal to the delivery of the Blueprint and will enable delivery in 
the first instance by seeking a proposal from a community/primary care 
partnership 

 The CCG will make available its own capacity and expertise to support the 
proposal development and subsequent delivery 

 The CCG will co-ordinate timescales, assess the proposal and formulate 
alternatives 

 CCG will continue to work with wider City partners on the delivery of the wider 
elements of the Blueprint 

Recommendations 

The CCG Governing Body is asked to: 

 Endorse the Portsmouth Blueprint for Health & Care and; 
 

 Support that the CCG request a proposal for provision of out-of-hospital care 
based on the Portsmouth Blueprint from a partnership of Portsmouth Primary 
Care Alliance and Solent NHS Trust; 
 

 Require a more detailed report on the development of these proposals is 
brought to its Board meeting in November 2015. 

 

Innes Richens 

Chief Operating Officer 

September 2015 

 

Appendix 1: Paper presented to the Portsmouth Health & Wellbeing Board, Sept 
2015, ‘A Proposal for Portsmouth: A Blueprint for Health and Care in Portsmouth’ 

 

Appendix 2: Service Specification: Community Hubs 
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A PROPOSAL FOR PORTSMOUTH 
A BLUEPRINT FOR HEALTH AND CARE IN PORTSMOUTH 
September 2015 
 

Purpose of the Report 
Chief Executives, Accountable Officers and Senior Executives from Portsmouth 
Health & Wellbeing Board partners have been meeting throughout the summer of 
2015 to discuss the right response to the challenges facing health and care in 
Portsmouth over the coming years. This paper sets out a proposed direction and 
model of care for Portsmouth. It is being brought to the Health & Wellbeing Board for 
open discussion, debate and endorsement. 
 

Recommendations 
The Health & Wellbeing Board is recommended to: 
 

 Support in principle the statements in this Portsmouth Blueprint for Health & 
Care and; 
 

 Require a more detailed report on the development of these proposals is 
brought to its Board meeting on 2nd December 2015 

 

Introduction 

Portsmouth is a busy, waterfront City, one of the most densely populated on the 
south coast and in the UK. There are real challenges in the City - demographic 
growth, increasing morbidity, continued financial pressure in public services, 
inequalities and stark deprivation in many communities, pressures in our workforce 
and services – and many of these challenges are set to escalate over the coming 
years. 

We need a Portsmouth solution to meet these challenges and our ambition must be 
at a scale to match the size of the challenge. The people and organisations planning 
and delivering health and care for Portsmouth broadly share this same vision. We 
have already achieved a great deal joining up our care with the following work 
programmes well underway: 

 Multi-agency Teams (MATs) for children 

 Adult Social Care and Community Nursing for rapid response and re-
ablement and continuing care 

 Integrated Commissioning for adults 

We also have plans to join up prevention & wellbeing services, services for people 
with multiple long term conditions, urgent and emergency care, out-of-hours care and 
mental health and learning disabilities services. Whilst these plans are good in their 
own right, we are not convinced, if delivered independently, they will deliver the best 
outcomes for Portsmouth given the scale of the challenge. 

The Portsmouth Blueprint aims to bring together existing local work, national and 
local evidence with local thinking and feedback from the people who use our services 
to set out how health and care could be delivered very differently for the City. 

A Case for Change 

Portsmouth is a great waterfront City. 208,900 people live in the City and 217,562 
people are registered with a Portsmouth GP.  We know there are significant health 
and care challenges in Portsmouth.  Too many people have poorer health and 
wellbeing than in other similar cities.  Demand for our health and care services is 
increasing and more people tell us that what matters to them is ease of access and 
joined up services. 
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Figure 1 summarises the main challenges facing health and care in Portsmouth, 
setting out the key reasons why the way this is delivered needs to change over the 
coming years. 

Figure 1: Strategic Case for Change 

 

The Portsmouth Health & Care Executive 

Recognising these challenges, leaders from health and care partners in Portsmouth 
held a series of meetings over the summer of 2015 to discuss a collective response.  

This group, known as the Portsmouth Health & Care Executive, consisted of 
representatives from the following City partners: 

 Portsmouth City Council (CX, Deputy CX and Directors from Public Health, 
Adult Social Care, Regulatory Services, Community Safety and Troubled 
Families, Children’s Services and Education, and Integrated Commissioning) 

 NHS Portsmouth Clinical Commissioning Group (Chief Clinical Officer and 
Chief Operating Officer) 

 Solent NHS Trust (CEO and Chief Operating Officer) 

 Portsmouth Hospitals NHS Trust (Executive Director for Strategy) 

 Portsmouth GP Alliance (Executive Directors) 

This paper sets out the key proposals from those discussions. These are designed to 
build a wider debate and discussion in the City, starting with the Portsmouth Health & 
Wellbeing Board, seeking to gain further expertise, engagement and commitment 
from people who care about the future of care services in Portsmouth. 

Fragmented Quality of Care

• Poor health outcomes in key groups

• 2% of the registered population require a care
plan

• Consistent feedback from patients about
joining up care

• Overly hospital-centric care

• Multiple systems for recording care in different
services

• Access to services distributed across the City

• Evidence points to care based on
professionalisms in isolation leads to
fragmented care with poorer outcomes

Meeting the Population Need

• Populat ion growth by 9000 between 2011 and
2030

• 1% reduction in working age adults by 2019

• 19.5% increase in people over 85 by 2021

• 30% of the population have a long term
condition; most of these have more than one

• People with long term condit ions use 50% of
GP appointments and 70% of hospital beds

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

• 31% increase in dementia by 2020

• 24% of children live in poverty

• Entrenched health inequalities

• Over 17,000 residents are unpaid carers

Workforce

• Shortfalls in GPs, community nursing, social
workers, carers

• Greater need for multi-disciplinary skills within
roles

• Capacity of current workforce stretched

• Technology not always used to aid work

• Portsmouth as a place where people want to
work and live

Value for Money

• Financial sustainability for health and care in
the City

• 3.95% cost pressure on NHS budget year on
year to 2015

• Reduction in City Council resource of 33% by
2015

• Fragmented use of City’s public estate

• Strengthening primary, community and
voluntary sector care

• Single care record and reduction of IT systems

• Moving towards outcomes based
commissioning and contracting
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Our Key Commitments to Portsmouth 

To ensure our solution is of a scale of ambition sufficient to meet the challenges 
facing the City, we propose to the Portsmouth Health & Wellbeing Board that: 

 We will build our health and care service on the foundation of primary and 
community care, recognising that people have consistently told us they value 
primary care as generalists and preferred point of care co-ordination; we will 
improve access to primary care services when people require it on an urgent 
basis. 

 We underpin this with a programme of work that aims to empower the 
individual to maintain good health and prevent ill health, strengthening assets 
in the community, building resilience and social capital. 

 We bring together important functions that allow our organisations to deliver 
more effective community based front-line services and preventative 
strategies; this includes functions such as HR, Estates, IT and other technical 
support services. 

 We establish a new constitutional way of working to enable statutory 
functions of public bodies in the City to act as one. This would include 
establishing a single commissioning function at the level of the current Health 
& Wellbeing Board with delegated authority for the totality of health (NHS) 
and social care budgets. 

 We establish a single or lead provider for the delivery of health and social 
care services for the City. This would involve looking at organisational options 
for bringing together health and social care services into a single 
organisation, under single leadership with staff co-located. The scope of this 
would include mental health, well-being and community teams, children’s 
teams, substance misuse services and learning disabilities. In time, it could 
also include other services currently residing in the acute health sector or in 
primary care. 

 We simplify the current configuration of urgent and emergency and out of 
hours services, making what is offered out of hours and weekends consistent 
with the service offered in-hours on weekdays so that people have clear 
choices regardless of the day or time. 

 We focus on building capacity and resources within defined localities within 
the City to enable them to commission and deliver services at a locality level 
within a framework set by the city-wide Health & Wellbeing Board. 

Our Vision 

Our vision is for everyone in Portsmouth to be enabled to live healthy, safe and 
independent lives, with care and support that is integrated around the needs of the 
individual at the right time and in the right setting. We will do things because they 
matter to local people, we know that they work and we know that they will make a 
measurable difference to their lives. 

Talking to people who use our services, there is one consistent message we have 
heard – that we must continue to bring services together in a way that makes sense 
for the person but also allows front-line professionals to deliver care in a way that is 
not restricted by professional, organisational or financial boundaries. Our strategy is 
thus based on joining up (integrating) services around the care of the person. We will 
build on the well-known, well-established services that Portsmouth people know and 
use but not be afraid to significantly transform these where the evidence supports 
this. 

Primary and community care is at the core of our strategy. We recognise and value 
the contribution made by GPs and all primary care professionals to health & care in 
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Portsmouth and understand they are highly valued by patients. GPs and pharmacists 
are the main point of contact for the majority of patients and their skills are essential 
for all aspects of health care, including health education and health promotion. 

We will commission a sustainable health and care system that achieves a shift in 
focus from acute care to community and primary care, early intervention, prevention 
and maximizes the contribution of the voluntary and community sector. In order to 
deliver our strategy, improve the quality of services, meet rising demands and costs 
and ensure safe services at all times we will need to achieve at least £40m of 
efficiencies across health and social care by 2019; this figure is likely to rise as 
national and local spending reviews and settlements are confirmed. 

Outcomes 

Portsmouth’s Health & Wellbeing Board sets the strategic outcomes for Portsmouth’s 
health and care; these incorporate not just the findings from our ongoing Joint 
Strategic Needs Assessment (JSNA) but also considers feedback from people in the 
City, users of our services and their representatives as well as national and local 
evidence, modelling and planning from its constituent health and care partners. 

For the People of Portsmouth 

Within 5yrs Portsmouth people will: 

 be able to access effective services to meet their goals to manage their own 
health and stay well and independent; 

 be able to plan ahead and keep control at times of crisis in their health and 
care; 

 spend less time in hospital and institutional care; 

 access responsive services which help them to maintain their independence; 

 have access to the right information and support about services available; 

 have access to simple, effective services when they have an urgent health, 
care or welfare need; 

 have a strong voice about how services are designed and delivered; 

 feel confident that their care is coordinated and that they only have to tell their 
story once; 

 benefit from the use of technology to help them stay well and independent. 

For the City  

The outcomes for Portsmouth we are specifically aiming to improve are: 

 A radically improved offer of early intervention and preventative health and 
social care services that allow individuals to have more choice and control 
over their own lives 

 A healthy and sustainable environment, which supports wellbeing and in 
which people can live healthier lives - improved housing, warmth, transport 
and green space, better access to employment, healthier food and drink and 
clean air 

 Support for wellbeing - both physical and mental wellbeing - that is holistic, 
integrated and promotes positive behaviour change and draws on 
strengthened community assets 

 All children have the best start in life and parents are supported to keep their 
children healthy; families are supported to build positive relationships and 
provide safe and nurturing parenting 
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 A reduction in the number of children requiring a statutory safeguarding 
response 

 A reduction in children's absence from school 

 Communities are able to support the needs of our most vulnerable those with 
learning difficulties, with enduring mental health or physical health problems 
including hearing or visual loss or problematic addictions 

 Older people are well engaged and supported in the community to prevent 
isolation 

 An increased proportion of older people remaining at home 91 days after a 
discharge from hospital 

 Further reductions in delays to transfers of care from the acute setting to the 
community, with improved quality of the discharge process 

 People with complex needs who need to go into hospital are known to 
community locality teams and are safely and actively managed back into their 
home 

 A further reduction in acute bed days for older people who need to go into 
hospital 

 More people able to die in their preferred place of death 

Health and Care in Portsmouth Today 

People are living longer in Portsmouth in line with national trends but the burden of 
long term conditions and co-morbidity leads to a poorer quality of life for many 
people, especially those in the most deprived circumstances. Poor mental health is 
closely linked to poor physical health and unhealthy behaviour of tobacco and 
alcohol addiction, poor diets and poor levels of physical activity leading to obesity.  

Health and care services for people in Portsmouth are, overall, extremely good and 
have evolved over many years as a result of national and local policy and decisions. 
Whilst this model of care has delivered good care for the majority of people, its 
design has a number of problems which will significantly restrict the City’s ability to 
meet our challenges and deliver our Vision, most notably the fragmented nature of 
how both the person and the professional navigate through the various services. As 
an example, Figure 2 below summarises the main health and care services available 
to an adult living in the City. 

Figure 2: Current Configuration of Adult Health and Care Services in 
Portsmouth 
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A Blueprint for Health and Care in Portsmouth in 5 Years 

Our aim is to create a single health and care system for the City – this includes 
delivery of services but also planning, commissioning and managing these services. 
There are three broad functions we have the opportunity to bring together in the City; 
these are described in Figure 3. 

Fig 3: The Functions We Aim to Change for Portsmouth 

 

How We Will Organise Health & Care Provision 

To achieve this will mean bringing together some existing services, providing other 
services at scale, embracing technology and ensuring that people only go to hospital 
to receive care that can only be done in a hospital setting. 

Over the next five years we propose to change the way we offer services across the 
whole spectrum of health and care. Figure 4 gives an overview of how the main 
health & care services could be organised in Portsmouth within 5 years.  

The sections that follow Figure 4 begin to set out the key features of each element of 
this overall model of care, giving further detail about the types of services that could 
be delivered and how we intend to change the health & care offer for Portsmouth. 

  

• Macro-commissioning
• Health & Wellbeing Board

• Single planning and commissioning service
• Joint approach to business & public health intelligence

• Single leadership

Strategy, Planning and 
Commissioning

• City approach to prevention
• Community based access to well-being and self care support

• Personal health/care budgets and micro-commissioning
• Single point of access and triage

• City primary care service
• Community hubs, urgent care centres and diagnostics

• Hospital care in community hubs

Health & Care Services

• Single IT system to deliver a single care record, accessible by the person
• One public estate

• Shared or single functions: HR, Finance, Communications
• Workforce development and ‘grow our own’ workforce

• Single management roles or teams for those services we have combined

Support Services
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Fig 4: The Portsmouth Model of Health and Care 
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Prevention and Wellbeing 

We will build on the work of our community development teams working closely with 
diverse communities across the City to share understanding of the issues, agree 
priorities for action and develop better capacity and resources in each neighbourhood 
and community to support wellbeing. 

We will create wellbeing services in or close to people’s communities so that people 
can access support for a range of lifestyle issues which allows them to manage these 
better themselves. 

We will work with parents, families and early years, school and college settings to 
promote wellbeing for all our children. 

We will work with the business community to create healthy workplaces. 

We will build support and capacity in all our neighbourhoods to support wellbeing and 
independence and build social capital for older people and their families recognising 
the importance of intergenerational support and cultural and ethnic diversity. 

Single Point of Access and Triage 

We will establish a single point of access for all health and care services in the City; 
people and their families will find it easier to understand, access and contact services 
and will be enabled to manage their own support. They will have access to 
information and advice and only tell their story once. 

We will bring together 111 and current primary care out-of-hours provision for the 
City to be part of the single point of access to care, ensuring it is part of the overall 
primary care offering in the City. 

This single point of access will also deliver the primary triage, assessing health and 
care need and directing people to the best service based on that assessment. 
Currently the 111 service is a primary triage service based on clinical pathways, 
however these are not yet comprehensive or efficient enough to deliver the type of 
triage service required for the City. Our aim is that a person receives the same level 
of primary triage regardless of which service they choose to access – and regardless 
of whether it is by walking in or by telephone or online. 

Keeping Independence 

We will improve the range of services people can access to maintain their 
independence, whether this be in their community, at home or in the place they 
usually live and work. 

We will make more use of personal budgets routinely across health care – people, 
their families and their carers will have more control, choice and flexibility over the 
support they receive 

Establishing Community Hubs 

We will create single health & care teams based within key City localities or 
‘community hubs’; these teams will act as one and include a range of skills and 
services including primary and hospital care, social care, well being & self care, 
mental health (including elderly mental health) and community therapies (such as 
physiotherapy, occupational therapy). These teams will be seen as the same as and 
part of primary care services in the City. 

We will do away with multiple assessments that duplicate, establishing a single 
assessment framework to reduce the number of times people and their carers or 
family have to tell their story. 

We will place more specialist services in the same localities as the community teams 
so that professionals have direct access to the right type of support to better manage 
the care of people – including ambulatory care, reablement and rehabilitation 
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services and also a range of diagnostic services. In particular, we will move the 
delivery of services for frail, older people out of the hospital setting into services that 
deliver within the community hub, GP practices and within the person’s own home or 
community (including care homes). This ‘frailty service’ will include a strong 
prevention element to its work, keeping people as active as possible and reducing, 
for example, the amount of falls experienced by older people in the City. 

Through the community hubs, we will also establish a 7-day per week health and 
care service for the City, ensuring those services that are needed by the City are 
open 7-days-per week and across a 24hr period. In particular, we will prioritise those 
services that enable people to have a quicker discharge from hospital as well as 
avoid unnecessary admissions at weekends. 

In building this single health & care service, we will collaborate with the well-
established range of voluntary, community and not-for-profit services in the City so 
that they form a key part of the support available and are integrated with the 
community health & care teams to deliver parts or the whole of people’s care. 

We will also simplify the range of urgent care services so that when people require 
health or care support on an urgent basis it is clear where they can get this; this will 
include access to primary care on an urgent basis as well as services that can deal 
with minor injuries and emergencies 24/7. We will base these urgent care services 
next to the locality community services and within community hubs, making it clearer 
for people where services can be accessed as well as making best use of shared 
support services, diagnostics and the public sector estate. We want to enable our 
existing primary care services to provide the urgent care in-hours (and potentially out 
of hours) provision where this is sustainable; this may involve GP practices coming 
together to collectively provide services in partnership with other providers. 

Ambulance services (including 999 call handling) will become much more a part of 
the urgent care service in the City; we will organise ambulances not just to convey 
people to hospital but also to other locations where there will be services better able 
to provide for the person than a hospital stay, including the community hubs. 

We will include 111 and current out-of-hours provision for the City in our single urgent 
care service and ensure it is part of the overall primary care offering in the City, with 
services out-of-hours delivered from the community hubs but accessed via the 111 
service. 

We will bring together services for children, adults and older people where there is 
commonality of provision – meaning that we will offer an ageless service and a 
family-centred approach where there is no case for a distinction between age groups 
to be made; however we will clearly maintain more specialist services for different 
age groups where this is required (e.g. frailty services, paediatric services etc). 

We will provide excellent support for families with children with special needs working 
closely with schools and third sector organisations as well as health and care 
services. We will provide better integrated care with people with co-morbidity and 
recognising the importance of mental wellbeing as well as physical wellbeing. 

Creating a Different Primary Care Service 

We will create a different primary care service for the City, one that retains the GP as 
the basis for the service but with a wider workforce which sees individual GP 
practices working together or merging to provide services collectively for the City. 
Primary care will be delivered as part of the single community teams but will also 
offer specific GP services in localities (similar to practices currently). 

For people who need to access primary care, we will join up in-hours and out-of-
hours health & care so that access to urgent primary care appointments are seen as 
part of the overall urgent care service. 
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We will create a different type of workforce for delivering primary care for the City, 
one which will draw upon existing professions such as nursing, social work, 
emergency care and pharmacy to deliver primary care alongside GPs to ensure we 
have a workforce that can deal with the needs of the City. As part of this we will 
support the development of a 'specialist primary care' workforce, enabling GP and 
other primary care practitioners to create portfolios, to specialise in areas of interest 
or take on salaried roles; this will help with career and workforce development but 
also create Portsmouth as an attractive city in which to develop a health & care 
career. 

We also believe it is time to give primary care access to a range of diagnostic tests 
which, currently, require a referral to a hospital service. We will establish within the 
community hubs diagnostics directly accessible by GPs. The same diagnostics will 
also be available to the single community teams and urgent care services operating 
in the same hub. We will ensure access to diagnostics includes access to advice and 
guidance by specialists.  

In order to do this, we will use the commissioning powers within the City to help 
primary care decide how it can provide services at a larger scale than currently. We 
will enable GP practices to speak and act as a single voice for primary care provision 
in the City and we will support those in primary care who want to innovate and 
change. 

Changing the Nature of Hospital Care 

Hospital care will become more focused around planned (elective) care where such 
an acute intervention is clinically correct and where people have been seen and 
assessed within their primary care service. By its nature, a single health and care 
service for the City will be less hospital-centric; in order to do this we will require 
hospital clinicians to be working together with GPs and other out of hospital 
professionals to determine and manage the changes. 

Trauma and emergency medicine will continue to be provided by hospital specialists, 
as will a range of complex specialist services, However, we will seek to make 
available the model of acute care for the City that is supported by good evidence; this 
may mean hospitals working as networks so that local people can access the best of 
specialist hospital care elsewhere in the region to improve their outcomes. 

The majority of community mental health care will form a part of the single service 
offered within communities and within hubs. However, there will always remain a 
need to provide inpatient care for some people, within dedicated specialist services 
staffed with experts or offering specific services such as forensic mental health, 
dementia care or services working with the police for the proper care of people with 
mental health problems who are detained. 

Delivering Social Care for the Future 

We will create better opportunities for our children and young people, and  reduce the 
numbers of children in care, in the offender system and young people not in 
education, employment or training.  

We will create better opportunities for our most vulnerable members of the 
community   including those with mental health problems, addiction problems or with 
learning difficulties.  

We will work with employers and work support agencies to support those people with 
health problems to remain in employment where possible. 

We will continue to develop resources and capacity to support older people, 
especially for those with health problems including dementia and their carers.  
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Multi-disciplinary Teams for Children and Families 

Co-located and integrated children's specialists will be part of the model.  The current 
work to establish Multi-Agency Teams will continue but over time will become part of 
the broader Community Hubs.  

We will ensure that in the design of the offer for children and families that our 
safeguarding children processes and practice remain robust and that there is a clear 
support pathway for children not just from primary care but also from nurseries, 
schools, colleges and the police. 

We will ensure that the offer for children and families is family-focussed and fully 
integrates services for vulnerable parenting adults, notably around substance 
misuse, mental health, learning disability and domestic abuse. 

In designing the offer for children and establishing the single provider, we will ensure 
that there are clear lines of accountability for risk around safeguarding and for the 
quality of services inspected by Ofsted. 

How We Will Establish a City Approach to Strategic Planning, Prioritisation and 
Commissioning 

Establishing a single health & care service for Portsmouth will require a joined up 
approach to planning, prioritisation and commissioning across the current public 
sector organisations. We will establish a single approach to strategic planning and 
commissioning for Portsmouth, bringing together functions and expertise from NHS 
Portsmouth CCG and Portsmouth City Council into a single service. We will develop 
the role of the Portsmouth Health and Wellbeing Board to act as the single statutory 
Board for setting strategy, decision making, allocating resource and prioritisation for 
health and care in Portsmouth. 

We will bring together how we use the information and expertise we have available to 
us currently – such as planning, commissioning and contracting services within the 
public sector but also the City’s Joint Strategic Needs Assessment (JSNA), our 
Public Health capability and our developing approach to outcomes-based and 
population-based contracting. 

How We Will Make Better Use of Public Sector Expertise and Support Services 
 
Using Technology 

We will establish a single IT system for the City that can work across all health and 
care providers so that each person has a single care record which can be accessed 
by those who are providing their care. We will give people access to their own care 
record as well as giving them direct control over who else can access their record. 

We will actively use current and future technology to support people to care for 
themselves or access services including the use of mobile apps, telehealth/care but 
also using technology to allow people to self-triage and book appointments for care. 

Making Better Use of the Public Estate 

In establishing a single health & care service for the City, we will review and manage 
the totality of the health & care estate in Portsmouth, including establishing ways of 
supporting current GP practices with their primary care estate. The City’s total public 
sector estate will be used to enable our delivery of a health and care service but also 
will be our first point of call for the location of any specialist, support or management 
services. 

In particular, we will maximise the use of key strategic sites for health and care in the 
City including (but not limited to) St Mary's campus, Civic Offices and Queen 
Alexandra Hospital. We will also maximise the use of community space to build 
capacity for community based organisations and activities. 
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Growing Our Workforce 

We will not assume that tomorrow’s health & care service will be provided simply by 
bringing together today’s workforce, professions and services and requiring these to 
work differently or for longer hours; we cannot build a sustainable service for the 
future on this basis. 

We will thus develop a workforce that matches the differing types of delivery this 
future model requires. Working with local and regional education providers as well as 
the national professional bodies we will aim to ‘grow our own’ workforce – ensuring 
that we not only design new roles but also establish the means by which they are 
trained and developed. 

It is likely that our future workforce will include the following features: 

 The right knowledge, skills and expertise to deliver their role 

 Not constrained by current organisational forms and boundaries but working 
within the Portsmouth model of care 

 Primary care specialists or consultants, able to work across the acute, 
community and social care sectors to manage the complete care of the 
individual 

 Flexibility for professionals to portfolio work, mixing more general care 
delivery with specialist expertise 

Our aim will be that the local health and care workforce expresses pride in the work 
they do, feels valued and sees Portsmouth as a place to work, pursue their career 
and live. 

How We Will Deliver the Changes 
 
Priority areas for work 

The City health & care partners are currently reviewing our individual work 
programmes to identify the level of alignment with this Blueprint. Our aim to is to 
refocus the capability and capacity that exists within the City to deliver this Blueprint. 
This will require prioritisation of effort, a review of key roles and will lead to the 
cessation or slowing of work programmes that do not enable us to deliver this model 
of care. Our aim will be to use the capacity and expertise we already have in the City 
and minimise the expense to the taxpayer of implementing these changes. 

Delivery Arrangements and Change Team 

The scale of change we are aspiring to achieve will require us to collectively establish 
a City programme based on the priorities and phasing of the changes we have 
agreed to deliver. 

Figure 5 below gives a broad overview of how this programme might look; a more 
detailed work-up of this programme will be completed by the end of September but 
many of its elements are already in place (eg Health & Care Executive, Better Care 
Fund, Children’s Programme, Commissioning programmes). 
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Figure 5: The Portsmouth Change Programme Structure 

 

Programmes do not deliver change in isolation. Using good practice (such as 
Portfolio Management techniques), we will establish a single change team to run this 
programme by using existing roles, people and resource available across our 
organisations in the first instance. 

These changes will be delivered whilst also maintaining the delivery of ‘business-as-
usual’ in our services. This will require engagement and use of our best operational 
managers within this change programme. We will achieve this by having a defined 
Business Change Team within the programme – using experienced operational and 
commissioning managers to ensure the changes being developed by the programme 
can be introduced to our services. This also ensures the change programme benefits 
from having the experience of people who manage and deliver our services involved 
in delivering change. 

Engagement and Consultation 

Whilst a great deal of engagement, discussion and consultation has already occurred 
with people and staff in Portsmouth – this has tended to be about specific service 
changes. There has been some engagement with broader strategic direction – such 
as children’s services and the Better Care Programme. However we have yet to 
engage people in shaping and delivering this broader programme that seeks to 
transform how health and care is delivering in the City. 

We will this establish a specific communications and engagement Workstream as an 
early priority. This will utilise resource, expertise and work already in place – on work 
such as Better Care, children’s transformation, Wellbeing services etc – refocusing 
this to ensure routine engagement and communications about this Portsmouth 
Blueprint. 

We also believe that Healthwatch Portsmouth must be a key partner in this change 
programme to gain their early input and steer about how we go about this broader 
engagement work. 

Our Challenges and Support Requirements 

Changing services at this scale will require taking challenging local decisions. Whilst 
there is much within our current powers that will enable to us to do this, we do and 
will have requirements for support from other organisations outside Portsmouth, 
including central government. 

Health and 
Wellbeing 

Board

Portsmouth 
Health & Care 

Executive

Priority 1 Priority 2 Priority 3
Enabling 

Programme
Business 

Change Team

Programme Support, Benefits, Reporting, Secretariat

Report back to 

individual partner 

Boards and/or internal 

programmes
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These support requirements are currently being considered for inclusion within a 
wider proposal for devolved powers and authority to a wider Hampshire and Isle of 
Wight governance model.  

Figure 6 below lists some immediate challenges to enacting this Blueprint and 
proposes the potential support required for our local plan 

Figure 6: Our Challenges and Support Requirements 

 

The Journey Towards Change 

Whilst the change programme will define in detail the main actions and timescales (or 
milestones) required to deliver this ambitious transformation in health and care for 
Portsmouth, we will identify and agree a set of top level milestones by which we will 
judge collectively whether we are on track. This will be particularly important for the 
first 12-18 months as the programme begins to tackle fundamental issues such as 
pooled finances, risk shares, organisational form and individual roles. 

The Portsmouth Health & Care Executive are currently reviewing and agreeing 
proposed top level milestones for this first 18 month period and these can be 
reported to a future Health & Wellbeing Board. 

 

Innes Richens, Chief Operating Officer, NHS Portsmouth Clinical Commissioning 
Group 

On behalf of the Portsmouth Health & Care Executive 

September 2015 

 

Our Support Requirements:

Challenge: Aligning 
resource allocations and 

planning

Challenge: Developing 
the workforce to deliver 

the new ways of working

Challenge: Determining 
the best organisational 

form for our model of care

Challenge: Aligning our 
approach to the public 

sector estate

• Aligned three or five year funding allocations for health and care
• Faster transition to place based healthcare budgets,  ie, full and early delegation by 

NHS England of specialised commissioning budgets

• Possibility of  devolution of a proportion of public health funding and responsibilities 
from Public Health England 

• Access to national support in developing capitated, outcome based contracts
• Recognition and support for CCGs and local authorities to empower their 

respective health and wellbeing boards with full delegated authority for pooled 

health and care budgets 

• Unified approach to future training and education from regional and national bodies
• Access to experienced co-design expertise
• Devolved ability to establish local training institutions for health & care

• Interim, immediate support packages to address current workforce pressures 
during this change

• Legal expertise
• Expertise for developing options, particularly assessment of benefits criteria
• Expert support from Cooperation & Competition Authority

• Ability to merge capital investment across the wider public estate
• Ability for health and social care to tap into wider social capital
• Disposal proceeds to be kept and disposed of locally

• Ability to have different ownership models for estates management and “buy back” 
assets where appropriate

• Allow variations from national model contracts and the granting of licences to allow 
more flexible occupation

• Get rid of the perverse incentives around voids

• Access to capital to buy out primary care premises if required
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APPENDIX 2: SERVICE SPECIFICATION: COMMUNITY HUBS 
PURPOSE: 

To create sustainable healthcare services that support people to take responsibility for their own health through delivery of effective self care strategies and pro 
active support and improve services for people with complex needs to enable them to maintain their independence.  The concept of a community hub is based on 
the principle of convenient and easily accessible primary, community and ambulatory services that will reduce hospital utilization and create a more sustainable 
system.  The vision is for a new model of healthcare where 90% of healthcare support, advice and treatment including all ambulatory service response, is 
provided and accessed from a single community facility for a registered population, with a single team response around the person in order to avoid confusion, 
duplication and waste.  Over time this will transform the way services are delivered and accessed and strengthen the relationship between primary and 
secondary care clinicians, moving from a reactive based service to the proactive delivery of care.   
 
Over time this will improve health outcomes and improve the patient experience through delivery of the following: improved access to primary and reduce 
inequalities in access; reduce unjustifiable variation in outcomes; improve quality & outcomes for elderly and those with long term or complex conditions; simplify 
urgent care services and maximize use of estate,. 
 
Whilst the number of hubs required for the City is still to be determined and will require a long term transition plan and approach, the community hub will provide 
a more consistent approach 7 days a week for delivery of primary care, urgent care services, well being complex care for long term conditions and a significant 
proportion of diagnostics, elective care outpatients and day case services for children and adults. 
 
The community hubs operating hours will be 15 hours 7 days per week, with opening hours from 7am until 11pm.  Services will be accessed using clinical triage, 
linked to 111 by phone or walk-in to ensure people are directed to the most appropriate service eg pharmacy, physiotherapy, nurse practitioner as well as GP. 
Same day access and routine appointments for the extended primary care team.  Where ongoing referral is required patients will be able to book their 
appointment at the hub and most of these appointments will also take place at the hub. Diagnostics such as x-ray, radiology and pathology as well as endoscopy 
will also be undertaken at the hub.  
  

COMMUNITY HUB: SERVICE OFFER: 

WellBeing 
 Clinical triage linked to 111 
 Pharmacy services 
 Self care support for newly diagnosed long term conditions + 

ongoing complex conditions 
 Integrated well being services 
 Personal support and services via Voluntary sector services and 

housing services could also be accessed from the hub 
 Mental well being services such as IAPT 

Diagnostics: 
 Pathology services, including testing and analysis  
 Endoscopy including possible cancer referrals 
 Radiology including X-ray,CT scanning and ultrasound 
 Cardiac including echocardiography 
 Specialist support/advice 
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COMMUNITY HUB: SERVICE OFFER 

Primary Care 
 Primary care services: routine and urgent 
 Direct booking for and provision of podiatry, physiotherapy and 

speech and language services 
 Risk stratification and case identification for complex care 
 Case management 
 Maternity services 
 Contraception and sexual health services 
 Optometry and dental services could also be provided from within 

the hub 

Urgent Care: 
 Urgent care including primary care minor ailments 
 Crisis/rapid response 
 Community pharmacy and pharmacist expertise 
 Minor injuries 
 Access to range of professionals: GP, nurse, pharmacist 
 Mental health crisis 
 Ambulatory care 
 Paediatric urgent care support and services 

Complex Care 
 Integrated health and care teams for children and adults 
 Case finding/risk stratification to ensure appropriate case 

management and pro-active care provision 
 Clinical care coordination/lead professional 
 Single assessment and care plan (trusted assessors) that includes 

social care and mental health 
 Single care record 
 Hospitalists (secondary care) and outpatients 
 Community pharmacy and pharmacist expertise for medicines 

management and optimization 
 Rehabilitation and reablement service provision 
 Frailty services 
 Access to Step up/down beds 
 Community mental health 

OUTCOMES: 

 Improved access to services 
 Improved quality of support and co-ordination of services for people with 

complex care needs 
 Improved clinical effectiveness 
 Improved efficiency 
 Reduction in A&E attendances 
 Reduction in emergency admissions 
 Reduced hospital utilisation and requirement for inpatient stays 
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1.0 EXECUTIVE SUMMARY 
 
1.0.1 The Portsmouth and South East Hampshire Health and Social Care community have jointly 

committed to review the current urgent and emergency care system to develop a holistic, 
patient centred vision for the next five years. All organisations are committed to a whole 
system approach, ensuring that a 24 hour, seven day a week urgent and emergency care 
service is provided to patients in Portsmouth and South East Hampshire. The aim is to ensure 
that each person is seen at the right place at the right time and by the right person. 

 
1.0.2 Urgent and Emergency Care Services in Portsmouth South East Hampshire CCGs have evolved 

in response to evidence based practice and guidelines, along with relevant NHS policy 
changes. Over time this has resulted in the development of numerous services that can 
appear to the patient as unrelated, each with different names and access points. This has 
created a complicated system with multiple connections and complex patient flows with both 
patients and health and social care professionals finding it challenging to navigate around 
these services efficiently.  

 
1.0.3 In Portsmouth there has been a continued rise in demand in urgent and emergency care 

across the whole system, from increasing attendances at Emergency Departments to 
increased demand on the GP In and Out of Hours Service. Whilst this growth remains lower 
than the increases seen nationally the imperative to transform the whole urgent and 
emergency care pathway from end to end to create a sustainable solution is clear. The system 
needs to ensure that the residents of Portsmouth and South East Hampshire can access 
responsive and accessible urgent or emergency care with the NHS providing a rapid, high 
quality and responsive service free at the point of need. 

 

1.1 OUR VISION 
 

1.1.1 Our vision is simple.  It is to create a simple to navigate, sustainable patient centred, high 
quality urgent and emergency care integrated system providing 24/7 access that ensures 
patients are seen by the most appropriate professional at the right time in the right setting. 
That means: 

 

 For people with urgent but non-life threatening needs: we will provide highly 
responsive, effective, personalised services deliver care in or as close to people’s 
homes as possible 

 

 For people with more serious or life threatening emergency needs:  we will ensure 
they are treated in centres with the very best expertise and facilities to reduce risk 
and maximise chances of survival and good recovery 

 
1.2 THE CASE FOR CHANGE AND OPPORTUNITIES FOR IMPROVEMENT 

 
1.2.1 The reasons for the growing pressures on our urgent and emergency care services are well 

rehearsed and echo the nationally picture with  Portsmouth and South East Hampshire 
having an increasingly ageing population and a continued rise in the incidence of all long 
term conditions. In the future, managing this demand may become unsustainable within the 
current configuration of health and social care systems.  

1.2.2 From the engagement work with the local population it has become clear that many people 
are struggling to navigate and access a confusing and inconsistent range of urgent care 
services so that the default for many people is the Accident and Emergency (A&E) 
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department. However, many patients who access hospital for treatment could have been 
supported closer to home through community services, their GPs or local treatment centres. 
The opportunities for bringing about a shift from hospital to home are huge. For example we 
know that 34% of patients attending A&E are discharged requiring no treatment just 
guidance and advice and that over 50% of 999 calls requiring an ambulance to be dispatched 
could be managed at the scene or do not need to be taken to hospital. This offers an 
opportunity to improve the offer we make to people accessing services and to greatly 
enhance the out of hospital urgent care services.  

 
1.2.3 Changes and advancements in technology and medical care coupled with the changes to 

urgent care services in the out of hospital setting means that the role of the A&E will need to 
adapt. As set out in Transforming Urgent and Emergency care Services in England the 
likelihood of recovering from a particular illness or injury varies considerably across hospitals 
and not all A&E services offer the same types and levels of services 24 hours 7 days a week. 
Therefore as part of this strategy we will outline our expectations for an integrated 
Emergency care system that can offer treatment and diagnosis and ensure rapid transfer to 
the right place if required. 

 
1.3 THE STRATEGY 
 
1.3.1 This strategy has been developed by Portsmouth and South East Hampshire’s Urgent Care 

Board (UCWG) whose membership includes:  
 

 Portsmouth, South East Hampshire and Fareham and Gosport Clinical 
Commissioning Groups (CCG) 

 Southern Health NHS Foundation Trust 

 Solent Healthcare NHS Trust 

 Portsmouth Hospitals NHS Trust 

 South Central Ambulance Service NHS Foundation Trust 

 PHL Doctors Urgent Care 

 Hampshire County Council 

 Portsmouth City Council 

 Area Team of NHS England 
 
The final endorsement of the strategy will be sought from the System Transformation Board. 
 

1.3.2 There has been early engagement with the general public and wider stakeholders on 
emergency and urgent care services locally. The strategy is built around the comments and 
feedback that was received and the strategy’s values are built on this foundation.  

 
1.3.3 The strategy has also been influenced by the vision from NHS England’s End of Phase 1 

Report
 

that defined five key elements for future urgent and emergency care services in 
England. This has been used as a high level ‘blue print’ for a transformed urgent and 
emergency care system in Portsmouth and South East Hampshire.  

 
1.3.4 The intended outcome of the strategy will be to establish an urgent and emergency care 

system that is able to meet the needs of the Portsmouth and South East Hampshire 
population within the resources available, delivering improved clinical outcomes, quality and 
patient experience. Our patients will experience integrated services which reduce demand 
for unscheduled care and support them to live healthy lives at home.  
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1.3.5 This strategy covers all age groups who require urgent care and while there are many 
challenges ahead, by working as a whole community the ambitions outlined in this 
document can be realised. This will improve the experience of patients and the working 
environment of our staff, despite the challenging financial climate in which we are trying to 
transform services. 

 
1.3.6 Over the coming years, we will see through successful implementation of this strategy: 

 

 An increase in the use of services such as Pharmacies and Primary and social 
Care locality hubs who will treat patients with a higher level of medical 
complexity 

• A clinically supported NHS 111 that will link people directly into the service that 
they need. 

• Patients waiting no longer than 4 hours in an Emergency Department (ED). 
• Higher level of patient satisfaction with access to General Practice (GPs), with 

improved evening and weekend capability through an integrated out of hours 
service. 

• Fewer emergency admissions 
• Shorter lengths of stay following an emergency admission 
• Patients discharged from hospital when they are medically fit with community 

teams assessing their care needs at their residential setting 
• No person admitted to acute hospital where their primary need is for care 
• Improved out of hours community provision which provide effective response to 

crisis and delayed transfers of care (DToC) are kept to a minimum. 
• More patients treated in their own home or closer to home in existing 

community or general practice facilities. 
• Higher number of patients with more complex needs treated in 

community/social care provision 
• Overall mortality rates across the health and social care economy will be at or 

below average and there is no excess mortality for patients admitted at 
weekends. 

• All professionals will be able to access, view and contribute to care plans for 
people with existing conditions in which emergency care is a predictable need, 
subject to proper information governance, data protection and patient 
agreement. 
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2 Introduction 

2.1 This collaborative Portsmouth and South East Hampshire (PSEH) Urgent and Emergency Care 
Strategy outlines the strategic vision and direction for the development of urgent and 
emergency care services in Portsmouth and South East Hampshire for the next five years in 
order to provide person centred, high quality care that is sustainable both clinically and 
financially. At the heart of this strategy is the need to ensure that every person in Portsmouth 
and South East Hampshire has access to the right treatment in the right place at the right time.  

 
2.2 Urgent and Emergency care services in Portsmouth and South East Hampshire have evolved in 

response to evidence based practice and guidelines to create a complicated system that 
members of the public have fed back to us can be difficult to navigate and understand. 

 
2.3 This strategy provides a single unifying vision for urgent and emergency care provision and 

creates a framework within which to develop new seamless, high quality, responsive, easy to 
navigate service using an integrated whole system approach. This strategy sits within a wider 
portfolio of national and local change and its success will rely on ensuring alignment and 
realisation of interdependencies with other strategies, programmes and projects. 
 

2.4 The strategy describes the national and local context, the need for change and the approach 
that will be adopted to redesign and improve urgent and emergency care services. The 
document challenges some of the current ways of working as we meet the demands and 
requirements of the 21 century. 
 

2.5 This strategy seeks to deliver an inclusive transformed urgent and emergency system that 
meets the needs of our residents whether they are adult of child, irrespective of ethnicity, 
physical or mental health disabilities. 
 

2.6 The scope of this strategy will  include the wider urgent and emergency care pathway such as 
access to primary care in hours (urgent same day appointments),GP out of hours, minor 
injuries, walk in centres, urgent care centre, 111, crisis response services, self-care, and 
ambulatory care in a bid to simplify arrangements and systems.  
 

2.7 The success of this strategy will depend on the collective commitment and enthusiasm of 
different partners and stakeholders to embrace this agenda and drive changes. This strategy 
has been developed by the Urgent Care Board comprising representation from main 
stakeholders across urgent and emergency care, following engagement with patients and 
public. 

 

3.0     Definitions - What do we mean by urgent and emergency care?  
 
3.1   Every year, the NHS supports hundreds of millions of contacts from members of the public 

who need urgency or emergency care. Some people simply need advice or treatment for 
relatively minor illnesses, others need help with pre-existing long terms health problems which 
fluctuate or deteriorate. A small number need treatment for a serious illness or have a major 
event or injury which requires swift access to highly skilled specialist care to give them the 
best chance of survival and recovery. 

 
3.2 When people in Portsmouth and South East Hampshire are asked what they mean by urgent 

and emergency care, they talk about the need for an immediate or quick response in a variety 
of situations: 
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 When something critical or life threatening happens such as an accident, 

suspect heart attack 

 When something is serious but not necessarily life threatening but known by 

the individual or others to need immediate support – e.g. initial chest pain, bad 

fall,  

 When something seems serious but you just don’t know what to do ( a child 

with a worsening fever, individual with stomach pains 

 When there is a minor injury which needs immediate attention (scold, cuts) 

 

3.3 It was evident from our discussions that people have very different ideas on what an urgent 

or an emergency is and there was even less clarity about where people should go for what. 

 

3.4 For the purposes of the strategy we are using the terms as follows: 

 
 
 
 
 
 
 
 
 
 
 

 
 
 
 
 
3.5 Good urgent and emergency care is defined as: 

 

 Patient focussed  

 Based upon good clinical outcomes  

 A good patient experience  

 Timely  

 Right the first time  

 Available 24/7 to the same standard 

4.0 National and local context 

4.1.1 Rising demand, rising expectations, changing burden of disease - The needs of our 
population have changed since the NHS was established in 1948. Growing numbers of frail 
elderly patients, increasing morbidities, more treatable illnesses and an increased public 
expectation of healthcare contribute to even greater pressure on health and social care 
services.  

‘Emergency care’ is an immediate response to a time critical health care need. A small 
number of people suffer from serious illness or have a major injury which requires swift 
access to highly skilled, specialist care to give them the best chance of survival and 
recovery.  
 
Millions of people have non-life threatening short term illnesses or health problems for 
which they need prompt and convenient treatment or advice. Others have pre-existing 
health problems, which fluctuate or deteriorate. ‘Urgent care’ involves services that are 
available for the public to access where there is an urgent actual or perceived need for 
intervention by a health or social care professional. These services can be accessed without 
prior arrangement in-hours; or these services can also respond when the routine primary 
care service is unavailable in-hours.  
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4.1.2 Our current system of urgent and emergency care is consuming increasingly more NHS 
resources every year. In 2012/13 the

 

NHS England, Urgent and Emergency Care Review – 
Evidence Base Engagement Document. there were calculated to have been:  

 
• 5.2 million emergency admissions;  
• 6.71 emergency ambulance journeys;  
• 21.7 million attendances at A&E, minor injury units and urgent care centres;  
• 2.7 million calls to NHS 111 
• An estimated 340 million GP consultations.  

 
4.1.3 Since 2010, the NHS budget has been frozen and although the NHS has responded to the 

requirement to deliver productivity improvements and progress has been made, services 
remain under huge pressure with the increasing demand.(The Kings Fund (2014), Priorities 
for the next government) 

 
4.2 NHS England’s Review of Urgent and Emergency Care - In January 2013, NHS England 

announced the Urgent and Emergency Care Review (the Review). A steering group was 
established to develop an evidence base and principles for the new system. An engagement 
exercise took place from June 2013 to August 2013. Using the information gained from this 
exercise NHS England developed proposals to transform the delivery of urgent and 
emergency care, Transforming urgent and emergency care services in England – Urgent and 
Emergency Care Review End of Phase 1, published in November 2013. The report describes 
the Review’s vision for people with urgent but non-life threatening needs as well as for those 
with more serious or life threatening emergency needs and is a blueprint for local services 
across the country.  
 

4.2.1 Since the publication of the November report last year, the Review has moved into delivery 
phase through an Urgent and Emergency Care Review Delivery Group. In August 2014, NHS 
England published a report

 

to update on the Review describing areas where progress has 
been, and continues to be made:  

 
o Identification of potential sites to test the ideas and models from the Review;  
o Published, with Monitor, proposals for new payment mechanisms for urgent and 

emergency care services (for 15/16, and beyond);  
o Published ‘Community Pharmacy’ – helping provide better quality and resilient 

urgent care;  
o Released revised NHS 111 commissioning standards which reflect the Review’s vision 

and continue to work on piloting arrangements to further develop clinical input into 
the service.  

 
4.3 Seven Day Services - NHS services, seven days a week was one of five offers made by NHS 

England in the planning guidance published in December 2012. The NHS Services, Seven Days 
a Week Forum

 

(the Forum) was subsequently established and asked to focus, as a first stage, 
on urgent and emergency care services and supporting diagnostic service. 
 

4.3.1 The Forum’s review pointed to significant variation in outcomes for patients admitted to 
hospital at weekends across the NHS. The variation is seen in mortality rates, patient 
experience, length of stay and re-admission rates. A set of 10 clinical standards, describing 
the standard of urgent and emergency care that patients should expect to receive seven 
days a week, were developed by the Forum to be enacted through contracting in 2014/15.  
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4.3.2 Urgent and emergency care was also one of the priorities in the planning guidance, issued to 
commissioners in December 2013, to support the two and five year planning process. The 
Review ensured that this planning guidance contained information to stimulate 
commissioners’ thoughts as to how they should deliver the vision envisaged in the End of 
Phase 1 Report, including treating patients as close to home as possible and preparing the 
way for the establishment of the urgent and emergency care networks.  

 
4.4 Five Year Forward View (FYFV) - Published by NHS England in October 2014, the Five Year 

Forward View
 

is consistent with the Review’s vision for urgent and emergency care services 
and highlights six priority areas:  

 
o An upgrade in prevention and public health 
o Greater control for patients over their care  
o Radical new care delivery models – multispecialty community provider model and 

primary and acute care systems model;  
o Integrated urgent and emergency care services;  
o Greater control by CCGs over the wider NHS budget; and  
o A balance of demand, efficiency and funding  

 

4.5 Local Context -  Whilst there are national drivers for change, this strategy must address local 
needs as well as take into account local priorities, existing urgent and emergency care 
resources and programmes of change. The challenges for Portsmouth and South East 
Hampshire have been identified as: 

 
o Ageing population with increasing needs;  
o Health inequalities between localities;  
o Higher and increasing use of hospital based services and community bed based 

services (e.g. elective);  
o Demand for resources are outstripping those available therefore high impact 

interventions are needed if the health economy is to be sustainable in the future;  
o Minimal growth in financial allocations and funding to shift to social and primary 

care.  
 

4.6  Population and Demographics - Portsmouth & South East Hampshire health and social care 

system serves more than 650,000 people and covers the area shown below: 
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4.6.1 The population is serviced by the three local Clinical Commissioning Groups, which between 

them cover the area served by Portsmouth City Council and part of the area of Hampshire 
County Council. 

 
4.6.2 NHS Portsmouth Clinical Commissioning Group covers Portsmouth City, including Southsea. 

Boundaries are co-terminus with those of Portsmouth City Council and the CCG has 26 
member practices, with 215,000 registered patients.  
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 There is a relatively young population, with 69% of local residents aged between 15 
and 64 years. However, the biggest growth in population has been in the over 85 
year age group which has seen an increase of 12%. 

 Almost half of all the deaths in Portsmouth are caused by heart disease, stroke, 
cancers and respiratory conditions. Heart disease is the most common cause of all 
early deaths. Many of these conditions could be prevented by adopting healthier 
lifestyles. For example smoking, diet, being overweight or obese and drinking alcohol 
to excess account for 34% of cancers.  

 Early death from cancer for Portsmouth residents is significantly above the England 
rate. 24% of children live in poverty. In some areas such as Charles Dickens ward this 
is even higher. 

 
4.6.3 NHS Fareham and Gosport CCG has 21 member GP practices and serves a population of 

197,867. NHS South Eastern Hampshire CCG has 26 constituent member GP practices with a 
population of 208,475 
 

 Life expectancy at birth is 80 years for men and 83 years for women across the two 
CCG populations. But the headline figures mask significant inequalities with a 13.3 
year gap in life expectancy between those living in the least and most deprived areas 
of South Eastern Hampshire CCG and a 5.9 year gap in life expectancy between those 
living in the least and most deprived areas of Fareham and Gosport CCG (2008-
2011). 

 

 The Gosport area has the highest rate of cancer in Hampshire, and this is now the 
main cause of death across the CCGs, followed by cardiovascular disease. Rates of 
premature deaths (defined as those that occur in people aged under 75 years) are 
strongly related to deprivation. Across Hampshire (2009-2011) the under 75 
mortality rate for people in the most deprived 20% of the population was nearly 
twice as high as those in the least deprived population. Across both CCGs there 
were, on average 1,150 premature deaths per year – a rate that has been falling in 
South Eastern Hampshire CCG but not in Fareham and Gosport CCG, where rates 
have remained static since 2006. 

 
4.6.4 Despite the population living longer, we are not all healthier for longer, with our middle aged 

and elderly population often living with multiple illnesses. We know that a significant 
proportion of our over 65-year olds are unable to manage at least one mobility activity on 
their own. The diseases people live with, and die from, are continually changing. Currently 
we are seeing people becoming more likely to die from cancers and experiencing dementia 
as they live with successfully treated cardiovascular disease.. 

 
4.6.5 We know that many of the factors that affect our health and well-being are outside the 

influence of the health service, but can be improved locally. These include employment, 
education, social networks, housing and the environment. This strategy will aim to develop 
and strengthen partnership links to support a more holistic approach to creating improved 
health and wellbeing. Key organisations in the health and social care system are: 

 
• NHS Fareham & Gosport Clinical Commissioning Group (F&G CCG) 
• NHS South Eastern Clinical Commissioning Group (SHE CCG) 
• NHS Portsmouth Clinical Commissioning Group (P CCG) 
• Portsmouth Hospitals NHS Trust (PHT) 
• South Central Ambulance NHS Foundation Trust: Ambulance and 111 (SCAS) 
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• Solent NHS Trust (ST) – provide community and mental health services 
predominately for Portsmouth Residents 

• Southern Health NHS Foundation Trust (SHFT) – provide community and mental 
health services  

• Care UK [St Mary’s Minor Injuries service] (CUK) 
• PHL [Out of Hours service], Guildhall Medical Centre and GP practices 
• Portsmouth City Council (PCC) 
• Hampshire County Council (HCC) 
• South Eastern Hampshire Primary Care Alliance (SEHGPA) 
• Fareham and Gosport Primary Care Alliance (FGGPA) 
• 73 GP Practices 

 
4.6.6 There are a number of providers and health facilities locally which are covered under this 

strategy:  
 

Facility Location Available Overnight 
beds 

Other facilities Provider(s) 

Queen 
Alexandra 
Hospital 

Cosham 874 general and 
acute (includes 17 
ITU and 52 
Paediatrics) 

 Full range of DGH 
services 

 A&E 

 Urgent Care Centre 

PHT 

Gosport War 
Memorial 
Hospital 

Gosport 40 general and 
acute (Sultan Ward 
and Ark Royal) 

 Accident Treatment 
Centre 

PHT 
 

 Rapid Assessment 
Unit 

 Community rehab 

SHFT 

Oak Park  
Community 
Clinic 

Havant None  Rapid Assessment 
Unit 

SHFT 

Petersfield 
Hospital 
 

Petersfield 42 general and 
acute (Cedar and 
Rowan Wards) 

 Rapid Assessment 
Unit 

 Community rehab 
beds 

PHT & SHFT 

St Mary’s 
Hospital  

Milton 16 general and 
acute 

 Community beds 

 Minor Injuries Unit 

 Minor ailment 
service 

Solent 
Care UK 

Guildhall Walk 
Healthcare 
Centre 

Portsea 
Island 

None  Minor ailment 
service, GP Walk in 
Centre 

PHL/CUK 

Carleen, 
Southlands and 
Thalassa 
Nursing Home 
beds  

 South East 
Hampshire 
and 
Fareham 
and 
Gosport 

15 Reablement beds none HCC 
(commissioned) 



15 
AI07 Draft Emergency and Urgent Care Strategic Framework 230915  

Facility Location Available Overnight 
beds 

Other facilities Provider(s) 

Emsworth 
House, Cams 
Ridge and 
Hawthorne 
Court  

South East 
Hampshire 
and 
Fareham 
and 
Gosport 

22 Discharge to 
Assess beds 

none HCC 

Jubliee House 
Cosham  

Portsmouth 25 beds -  end of 
life, CHC assessment 
and complex 
rehabilitation unit 

none Solent 

Spinnaker, St 
Mary's 

Portsmouth 16 beds none Solent 

Victory unit, 
Portsmouth 
City Council  

Portsmouth 30 beds -  ASC unit 
with health input 

none HCC 

 

4.6.7 In addition to these physical facilities the system has many health and social care staff 
working in the community. These community services include Integrated Care Teams in 
Portsmouth CCGs and for South East Hampshire CCGs: Integrated Care Teams typically 
include local GPs/Practice teams, community geriatricians, community nurses, social care 
staff, occupational therapists and physiotherapists, older people’s community mental health 
teams, care co-ordinators and healthcare assistants  

 
4.6.8 Portsmouth & South East Hampshire health and social care system has devoted significant 

effort and resource in recent times to developing a coherent, system-wide strategy and 
model for out-of-hospital care. The result is that the system operates extremely efficiently in 
comparison to other local and national systems. The health and care system successfully 
supports more individuals safely in their normal place of residence (and admits significantly 
fewer non-elective patients than other systems) and has managed to reduce the number of 
such admissions over the course of the last five years when systems across the south of 
England have seen increases averaging 21%. The local health system can also demonstrate 
very strong performance across a range of indicators from the effectiveness of 111 and the 
ambulance service to the effectiveness of community and local authority partners in limiting 
delayed transfers of care. 

 
4.6.9 The system has achieved this level of performance by working in partnership, through a 

focus on patient experience and quality, and through investment in both out-of-hospital and 
in-hospital systems. Many of the improvements flow from an Urgent and Emergency 
Recovery Plan underpinned by a detailed action plan developed with ECIST. 

 
4.6.9  Despite its many successes the system has, over the course of the last 18 months, 

consistently failed to deliver the ED four hour wait. With support from ECIST the system has 
identified four key reasons for this: 

 

 rising attendances at A&E 

 the need for greater flexibility in the acute trust clinical workforce 

 the need for improved patient flow within the acute hospital 

 the need to accelerate safe patient discharge into the community   
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5.0 How Much We Spend 

5.1 In 2014/15, the three local CCGs are responsible for a total operating budget of £810 million 

however this covers the commissioning and monitoring of all of its responsible services. 

Quantifying how much is spent in total on urgent and emergency care in Portsmouth and 

South East Hampshire is difficult due to the complexities of many of the contracts held for 

health and social care. Areas such as mental health and social care have urgent and 

emergency elements to services but it may not be their sole purpose. In addition, complex 

contracts for community services, medicines management and GP contracts make splitting 

the urgent element of services difficult.  

5.2 The pie chart below shows the spend for Portsmouth and South East Hampshire residents for 

walk in centres, GP out of hours service, 111, Emergency Department attendances, acute 

mental health services (such as crisis resolution and psychiatric liaison) and the ambulance 

service– a total of £47m in 2014/15. This is only a small element of the total urgent and 

emergency spend if GP urgent care support, emergency hospital admissions, NHS 111, 

community services and social care are also considered  

 

6.0     Case for Change and opportunities for improvement 

6.1 This strategy does not promote change for change sake, but responds to the need for 
improvement in the way people access services, builds on what currently works well and 
proposes changes to areas that need improving. While demand for urgent and emergency 
care services has been rising year on year it is a mixed picture locally because of the changes 
we have put in place, so that we are seeing a smaller increase than the national one. The 
local situation is outlined below:  
 

A&E - £14 million

Ambulance - £20 million

111 - £1.3 million

Out of Hours - £ 4.1
million

Walk in facilities - £ 5.5
million

Acute Mental health £2.1
million
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 The average number of consultations in general practice per patient rose from 4.1 to 
5.5 per year between 1999 and 2008 indicating greater demand and complexity in 
primary care1. 

 Locally there were increasing attendances at walk in centres and minor injury units 
in 2014/15  

 The number of 999 calls received by the ambulance service has risen from 
2013/2014 to 2014/2015 by 6.2%. 

 Type 1 Emergency Attendances at the local A&E department (type 1 and type 2) 
have reduced by 1.9% in comparison with 2013/15. This compares to the national 
trend of 2.6% growth. This reduction has been achieved through a 6.2% reduction in 
minors and ‘primary care attenders, enabled by the development of the urgent care 
centre 

 Emergency admissions locally have seen a 1% reduction between 2013/4 and 
2014/5. This has been achieved through a 4.5% reduction in under 65 admissions but 
a 3.9% growth in over 65 medical admissions 

 Delayed Transfer of Care are currently 1.2% against at target of 3.5% 

 For Emergency Admissions for conditions that should not normally require admission 
Fareham and Gosport CCG are the 8th best in the country, South Est Hampshire CCG 
are the 9th best in the country and Portsmouth CCG are the 18th best performing CCG 
in the country. 
 

6.2 Despite some of the good indicators, the growth in demand for health and social care is set 
to continue as people live longer with increasingly complex and often multiple long term 
conditions. More than half or the inpatient beds in the system are occupied by patients who 
stay in hospital for more than two weeks and 3 out of every 5 admissions are for patients 
who have admitted before within a 12 month period. Many patients being admitted to 
hospital or enduring long length of hospital stays, could have been better supported 
elsewhere, including in their own home or community setting (subject to the appropriate 
services being available). In particular, significant number of patients being admitted for 
acute care from nursing homes could have been managed in the community with a different 
model of care. 
 

6.3 In addition to changes in demand there have also been societal and technological changes. 

Information is only a click away on your mobile devices. We are living in a world of rapid 

knowledge transfer, of immediacy and rising expectations that we equally need to embrace 

and adapt to. 

6.4 There are a range of factors that have been identified that may be contributing 
to demand on services: 

 
• A complex range of access points into the health system, not understood by the 

public, leading to poor public perception and default to A&E departments 
• Access to routine services may be inconvenient, i.e. people working 

Monday – Friday daytime hours, therefore encouraging people to use 
Out of Hours or Emergency Department services by default 

• Risk aversion may be driving an increased referral rate, as practitioners, Domiciliary 
Care providers and Nursing Homes refer patients to hospital rather than make 
complex care and end of life decisions. 

 

                                                           
1
 Transforming urgent and emergency care services in England NHS England 
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6.5 Over the past 15 months the CCGs’ communications and engagement team have been 
seeking the views and opinions of local people about urgent care services. This helps to 
ensure that we can shape messages appropriately for local audiences but it also enables us 
to better understand what makes people choose the options they do when they need help in 
a hurry.  

 
6.6 The more we understand this, the better the solutions we can offer in seeking to take the 

pressure off those urgent care services most under pressure, especially the Emergency 
Department (ED/A&E) at Queen Alexandra Hospital.  

 
6.7 Much work has been undertaken in this area to promote alternatives to the ED in recent 

years, and it is not necessarily the case that local pressures are caused by high levels of 
people presenting at ED when they could have gone elsewhere. But there are many that do, 
which is why we regularly undertake awareness campaigns to help people understand what 
options are available to them. A summary of the feedback is summarised below: 

 

 
6.8 What is clear from the engagement is that patients want to know if there is an urgent care 

problem, they can access a service that will ensure they get the right care when they need it. 
They do not want to decide whether they should go to an MIU a walk in Centre or A&E or 
whether they should ring their GP,111 OR 999. The system needs to be intuitive and should 
help people make the right decision. We have created a complicated system which in itself 
has contributed to increasing demand by sending people around various services, confused 
about where to go. Patients also want to greater control in the management of their 
conditions; they want to ensure that they receive the right advice and guidance to help 
them. 

 
7.0 Urgent Care - closer to home 
 
7.1 Most urgent care problems are not life threatening. For these problems patients need help 

advice and simple treatments delivered as close to home as possible. The vast majority of 
people already see and treatment for urgent and emergency care in the right setting. 
However we know that there are a significant number who could receive advice closer to 
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home and there is a real opportunity to shift treatment and advice from acute hospital based 
services to home or closer to home. 

 
7.2 We know that there significant number of emergency admission that could have been 

avoided with the right care being in place to support people. Hospitals can be harmful places 
and frail people may be made worse by a hospital admission which takes them from a 
familiar home environment to a confusing loud and noisy one. It is now possible to manage 
many problems in a patient’s own home or local community that would previously have 
required a hospital admission. The work around the frailty teams which includes early 
assessment, good communication between primary, community acute hospital specialist and 
social care can improve outcomes by keeping people out of hospital. This is a key strand to 
our vision going forward. 

 
7.3 Not all 999 ambulance journeys require a dispatch to hospital much can be managed at the 

scene or supporting and working with general practitioners and specialists.  The skills of 
paramedics need to be further utilised not just in times of emergencies but also in support of 
the urgent care pathway. We are keen to ensure that ambulances becomes part of the 
community based mobile urgent treatment service, rather than solely a transport service. 

 
7.4 Linked to this 111 has further potential to provide a fast and effective service that decides 

how serious a problem is, how it should be dealt with and how soon. This is important 
because without a single, clear point of advice people have the potential to bounce around 
the system into differing entry points to services.  

 
7.5 A significant proportion (49.17%) of patients who attend the A&E department are discharged 

after a zero or 1 day length of stay. Currently, patients contact their GP with an urgent 
problem and dependent on the available services some that might have been able to have 
been cared for closer to home with improved community services may be directed to A&E. 
Nationally 4.9% of people who wish to see or speak to a GP on the day are not able to do so. 
Locally that rate ranges from 2.7% in South East Hampshire; 2.9% in Portsmouth; to 4.1% in 
Fareham and Gosport (3.2% total average). Of those who are unable to get a same day 
appointment, the GP Survey (January 2015) reports nationally that 10% choose to go to A&E 
instead. In Portsmouth the rate is slightly lower at 9% (4% South East Hampshire; 6% 
Fareham and Gosport, and 18% Portsmouth).  

 
7.6 General Practice has absorbed more work over the past ten years. GP consultation rates 

increased by 40% in the period 2005/08 and are predicted to continue to rise by a further 
33% by 2035, compared with 2008 levels. The average member of the public now sees a GP 
almost six times every year – twice as often as a decade ago. The average time a GP spends 
with each patient is now just under 12 minutes compared with just over eight minutes in 
1993. This highlights the complexity of managing the long-term conditions that patients are 
increasingly living with.  As the number of people with long-term conditions rises, so too will 
demand on GPs. Although patients with long-term conditions account for around 29% of the 
population, they make up 50% of all GP appointments. We cannot ignore the issue of clinical 
capacity in general practice. One GP in fourteen is aged over 65 and two-fifths are in the 50-
64 age bracket. There is recognition that demand is putting increasing pressures on primary 
care and that more of the same is not sustainable. As part of this strategy the urgent out of 
hospital model is about primary care providers working at a larger scale within ‘primary and 
community hubs’  
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7.7 For the vast majority of patients, their nearest source of help will be at home; from family, 
friends and their own knowledge. Many individuals will use the telephone or internet advice. 
Locally we know from our engagement that what patients want and that they are capable of 
managing many problems themselves when they are properly informed, supported and 
empowered. We need to promote and support self-care and provide readily accessible 
advice to help people take responsibility for their own health. 

 
7.8 Patients with long term conditions or frail patients with complex comorbidities who are 

under specialist care or need access to geriatrician support should not always have to travel 
to a hospital to access this expertise. Improved communication between hospital and 
community will allow GPs and patients to obtain specialist advice in a more timely way, or 
directly access a clinic or be part of the locality hubs. This approach has been shown to 
improve health outcomes and patient satisfaction, by removing the boundaries between 
hospital and community services in which information and expertise flows to where it is 
needed, allowing urgent care to be provided closer to home.  
 

8.0 Emergency Care – A&E departments 
 
8.1 Whilst the above highlights the potential to meet the urgent care needs of patients outside 

of hospital and closer to home, there will be always be patients who require hospital based 
services for more serious problems. 

 
8.2 We also know that with changes and advancements in technology and medical care coupled 

with the changes to urgent care services in the out of hospital setting means that the role of 
the A&E will need to adapt. As set out in the Transforming Urgent and Emergency care 
Services in England the likelihood of recovering from a particular illness or injury varies 
considerably across hospitals and not all A&E services offer the same types and levels of 
services 24 hours 7 days a week. Therefore as part of this strategy we will outline our 
expectations for an integrated Emergency care system. 

 
9.0 Proposals for Changing the Urgent and Emergency Care Pathway  
 
9.1 This section describes what we aim to do and five important changes to realise the vision.  

The Portsmouth and South East Hampshire’s vision is: 
 

 

 

 

 

 

 

“A simple to navigate, sustainable patient centred, high quality urgent and emergency 

care integrated system providing 24/7 access that ensures patients are seen by the most 

appropriate professional at the right time in the right setting” 

 For people with urgent but non-life threatening needs: we will provide highly 
responsive, effective, personalised services deliver care in or as close to people’s 
homes as possible  

 For people with more serious or life threatening emergency needs:  we will ensure 
they are treated in centres with the very best expertise and facilities to reduce risk 
and maximise chances of survival and good recovery.  
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9.2 The figure below sets out our plans to deliver the changes required.

 

 

9.3 To realise this vision and move to the future system of urgent and emergency care, five 

changes need to happen 

 Better support for people to self- care. To increase the confidence of people to take 
greater responsibility for their own health and well-being through targeted information 
and support for self-care and through public campaigns. 

 Responsive urgent care services – right advice first time: To make primary and 

community care the default and first port of call for urgent care needs through clearly 

differentiating services with patients supported and guided through the system to find 

the right services for their needs 

 Highly responsive urgent care out of hospital services 

 Connecting urgent and emergency care services together : To improve patient 
experience through creating a patient and carer friendly integrated urgent and 
emergency care system that is open 24/7, easy to navigate, responsive to their needs 
and lifestyles and treats them with respect and dignity whilst ensuring parity of esteem 
between physical and mental health related  

 Emergency Care Units: To deliver high quality responsive hospital based emergency care 

through dedicated emergency care units 
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10.  

 

 

10.1 What does this mean?  

We need to equip as many people with the necessary skills, knowledge and support needed 
to self-care. This is by far the most responsive way of meeting peoples urgent but non-life 
threatening care needs. Whilst many people do this we could do more to support people to 
take control of their own health by:  

 
• Helping people to access the right support, tools and information to manage their 

health problem.  
• Enabling people to use services appropriately and resources effectively.  
• Changing the behaviours and perceptions of patients and carers which influence how 

they choose to use the services available.  
 

10.2 Key activities could include: [further discussion with partner colleagues required on the 
process and the how] 
 

• We will accelerate the development a comprehensive and standardise care plan so 
that important information about a patient’s condition, along with their values and 
future wishes are known to all relevant healthcare professionals.  

• We will work with the local authority and public health teams in their role to change 
behaviour and promote health and well-being.  

• We will explore the development of self-care hubs which go beyond just information 
provision and signposting and help people make changes by empowering people to 
identify and manage the social, emotional and physical impacts of their conditions; 
share and learn with others who have similar experiences, motivate to self-manage 
using achievable targets, provide personalised information and support. From a 
health professionals perspective the self-care hub provides a way of supporting 
individuals without the need for a face to face session 

• We will explore how we can better meet information needs and how information 
can be provided regarding self-care for common minor ailments.  

• We will work with the self-care subgroup of our Patient Forum, support groups and 
other agencies to support and encourage individuals and carers to build their 
capability, capacity and confidence to self-care.  

• We will raise public awareness of how people can help themselves through 
campaigns  

• We will raise awareness of the range of services provided by community pharmacies 
and how they can help people to self-care particularly for people with minor 
ailments.  

• We will assess ways for effective communications and online information around 
self-care, such as increasing the use of webGP text messages, email and social media 
and embed self-care messages within other communications where this is possible.  

• We will develop a social marketing campaign which will segment and target patients 
in order to bring about behaviour change and more effective service use.  

 

Key Changes Objective 1: Better support for people to self-care 
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10.3 Success will be: 

 Empowered patients who are more confident to play an active part in the management 
of their own health 

 People will think self-care first 

 Patients and carers who know where to find information and advice about conditions 
and treatments and where to go for help when needed. 

 Patients and carers take responsibility for caring for themselves  

 A reduction in the number of patients attending ED with minor conditions 

 

11. 

 

 

11.1 What does this mean? 

Where people feel they need to access clinical advice or treatment for an urgent care  they 
need to be rapidly supported in accessing the right advice or services first time and as close 
to home as possible.  

11.2 To achieve this we will:  

 use and enhance 111 so that it could  become  a 24 hour priority coordination centre 
(see diagram below);[requires further conversation]  

 A more dynamic Directory of Service 

 NHS111 will have access to relevant aspects of the patients’ medical and care 
information particularly for long term conditions– assuming patient consent; if needed 
they will arrange an appointment at which ever primary urgent care hub is as close to 
the caller’s home as possible; they will continue to provide an immediate response if the 
problem is more serious with direct links to 999.  

 It will become the co-ordination centre which provides self-care and advice (as outlined 
in Objective 1) and provide enhanced clinical assessment and navigation to the right 
service first time – as outlined in the diagram below. 

 

 

 

  

Local health and social care hubs (out of hospital urgent care services)  

located in localities providing urgent same day appointments, home assessments, nursing home support, community and care 

teams, rapid response and re-ablement teams, primary care, mental health – access to urgent care services such as MH crisis 

teams, social care emergency duty teams 

Coordination centre  

Providing self-care advice and enhanced clinical assessment 

999 dispatches 

Non conveyance and 

ED disposition through 

enhanced clinical 
support 

Primary care and home 

visit bookings 

Key Changes Objective 2: Helping people with urgent needs to get the right advice 
or treatment first time 
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11.3 Key Activities: [further discussion with partner colleagues required on the process and the 
how] 
 

We will provide at the heart of our urgent care system a 24/7 NHS 111 access line working 
together with primary and community services. The changes include: 

 

  Patients will normally speak first to a call advisor who will use the clinical decision 
support system to triage symptoms. Complex patients needing to speak to a clinician will 
be identified quickly and receive a clinical assessment following direct warm transfer. To 
ensure a comprehensive 24/7 urgent care access treatment and clinical advice service 
will be essential and the NHS111 call centre will be able to access and transfer to the 
local clinical hubs.  

 Patients who are assessed as needing to see a GP will be directly booked into the 
patient’s own surgery of in the clinical primary hubs (which is a network of GPs working 
together at scale to meet the demands). 

 More minor ailments services -  patients will be able to be signposted to community 
pharmacists for advice or treatment 

 999 ambulance disposition will be dispatched without re-triage 

 A&E dispositions will be subject to early clinical assessment within NHS 111 with facilities 
to book patients in the local urgent primary care hubs 

 NHS 111 to book patients directly into a comprehensive range of primary and community 
and out of hours services. This should include ability to warm transfer patients who need 
urgent community support to a fast response multi-professional community team. 
Patients may also receive visits from community staff eg district nurses via NHS 111 
booking 

 Development of information systems to support the delivery of the new services – real 
time information sharing and interoperability 

 Development of a comprehensive directory of service 

11.4 Success will be: 

 Access to urgent care services via a single number, providing increased public confidence 

in navigating the system as a whole  

 Increased confidence of patients and their carers to self-manage 

 Increased disposition to local services, and the use of ambulance hear and treat and see 

and treat services resulting in reduced ambulance conveyances  

 Reduction in number of A&E attendances, and unplanned admissions to hospital 

 Reduction in delayed discharges and the associated risks to patient outcomes 

 New contractual and payment mechanisms which support provider sustainability, and 

create incentives to support right care, right time, right place 

 Effective demand management and system wide resilience mitigating pressures in acute 

care  
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12. 

 

12.1 What does this mean? 

To avoid people choosing to queue in A&E, or being taken to hospital unnecessarily to 

receive treatment they need, the services outside hospital needs to be further enhanced. To 

achieve this we will: 

 Provide faster and consistent same day every day access to primary care and community 

services for people with urgent needs through the establishment of primary care access 

centres/hubs  bringing together a team of GPs and other health care professionals to 

provide access to ‘on the day’ primary care from 8am to 8pm 7 days a week . This could 

move up to 40% of patient contacts out of the individual practices, into settings where 

the greater scale levels patterns of demand and makes better use of the skills of the 

multidisciplinary team. 

 

 Establish a PRiME urgent care centre hub running 24/7which will be collocated on the 

hospital site but be part of wider community primary/community and social care service 

including out of hours  

 

 

12.2 Key Activities: [further discussion with partner colleagues required on the process and the 
how] 
 

 Development of primary care access centres/hubs across Portsmouth and South East 

Hampshire.  People who use the services will have no less continuity of care than they 

would experience at their own surgery. The hubs will have direct access to the patient’s 

electronic GP record and be linked to the local practices by an integrated telephony 

system. The use of innovative triage tools such as Web GP will facilitate ‘first time fix’ for 

PRIME HUB 
(RUNNING 

24/7) 

primary 
care access 
centres/hub

s 

primary 
care access 
centres/hub

s 

primary 
care access 
centres/hub

s 

Key Changes Objective 3: Responsive Urgent care service out of hospital 

 



26 
AI07 Draft Emergency and Urgent Care Strategic Framework 230915  

more patients, putting them immediately in contact with the right care professional to 

resolve their issue and make more productive and proportionate use of stretched 

medical time. The hubs will also be able to provide an acute home visiting service and 

targeted nursing and residential home support to ensure that patients receive the 

treatment they need in the most appropriate setting  

 

Case Study: The Gosport Hub pilot 

The town of Gosport has a population of 83k and is served by 11 GP practices that are challenged 

through rising demand from a significantly deprived community and an inability to recruit GPs to 

vacancies. Through a series of engagement events the practices have identified the need to develop 

a same day appointment hub. The hub will provide a more coordinated approach to managing the 

600 requests for on-day appointments. More detailed plans for the hub are now being worked up 

including shared clinical system with visibility among the local practices. The hub will release 2 GP 

sessions per day across the peninsula. As the hub matured, protected GP time will be released for 

management of long term conditions. The hub will be multi-disciplinary and include advanced nurse 

practitioners, health care support workers, physiotherapists and pharmacists. 

 Establishment of extended Primary Care Teams - The Extended Primary Care Team (‘EPCT’) 

pools the care resources of primary care, community and mental health services, social care, 

not-for-profit organisations and pharmacists to manage the population health of their 

community. They will operate in a single team under the leadership of our local GPs. 

 

 Frailty needs to be considered in a wider context than just health; its effect has an impact on 

an elderly person’s financial, mental, physical, housing and social terms.  A pathway review 

will look across the whole health and social care economy and ensure that the right skills and 

services are in the right place at the right time and that people and their carers are involved 

in planning their own care. 

 

 Establishment of a PRiME urgent care hub co-located on the hospital site but providing 24/7 

urgent out of hospital care for the population (integrated with OOHs/111). The PRIME urgent 

care hub would provide access to walk in minor illness and minor injury services. It would 

direct patients to the primary access hubs in their operating hours and be able to book 

patient appointments. It would include a core specialist team that would also support with 

the discharges of patients the hub will be: 

 Delivered through a Multi-care Provider (MCP) approach 

 Available  24/7 

 Address both walk-in patients an those conveyed by ambulance where clinically  
appropriate 

 Flexible for the longer term to incorporate the development of locality hubs to 
provide the central part of a prime hub and spoke model 

 Provide an SPA/ trusted assessor role to support urgent primary care 

 The provide a ‘ticket to ride’ approach to ambulance conveyances 

 Strategically placed to provide the community support for the discharge function 
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 Primary care in its broadest sense has a major role to play in preventing and treating some of 
our biggest health problems such as Heart Disease, stroke, cancer, diabetes and chronic lung 
disease (COPD). By establishing primary care access centres/hubs it will enable Primary care 
to help reduce the number of people having strokes and heart attacks further by improving 
blood pressure and cholesterol control of people in these groups and improving the care of 
people with diabetes. Services to promote and support smoking cessation could be focussed 
on disadvantaged groups with higher than average levels of smoking and disease to bring 
them below the national average. This would reduce the number of people who develop 
these major diseases. Earlier diagnosis and better treatment of COPD (Chronic Obstructive 
Pulmonary Disease) could slow progression of the disease and avoid unnecessary hospital 
admissions. 
 

 We want to further enhance the role of pharmacists in supporting the hubs by using their 
skills to advise on minor ailments and illness, medication and prescription concerns.   
 

 Redefine and consolidate the Minor injuries Units to co-locate with the hubs to offer 
seamless care to patients 
 

12.3 Success will be: 

 Improve people’s access to a local team of care professionals who know and have a 
direct relationship with the patients registered GP  

 Create capacity for stretched GP’s to lead development of other elements of our new 
model, by giving them access to and leadership of a skilled and varied interdisciplinary 
team of professionals to make better use of medical time in the treatment of ‘on-day’ 
demand  

 Level out demand for primary care across the seven-day period  

 Reduce the need for people to attend ED for urgent care issues that could have been 
resolved out of hospital, particularly during the evenings and on Sundays and Mondays  

 Help us to create a strong and operationally resilient model around primary care for the 
provision of early support to promote people’s physical and mental wellbeing, 
independence and recovery skills  

 Support people ‘at risk’ to manage their conditions and reduce crises  

 Provide proactive appointments for people with their EPCT, which give enough time to 
support them to deliver the goals in their care and support plan  

 Improve the health and wellbeing of patients receiving this new model of care  

 Increase the proportion of people living independently and reducing permanent 
admissions to nursing and residential homes  

 Reduce acute emergency activity  
 

 

13. 

 

13.1 What does this mean? 

Key Changes Objective 4: Emergency Care Units 
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Where people have more serious life threatening emergency care needs then they must 

receive treatment at centres with the necessary skills and expertise 24/7. As we achieve a 

substantial shift of care out of hospitals and into primary/community settings through the 

redesign of systems some new services will be created and some old services will no longer 

be required and the impact of these changes need to reflected in our A&E services.  This is 

about redesigning and transforming care across the entire pathway however this will only be 

enacted once access to urgent out of hospital care has been sufficiently improved and 

enhanced. 

13.2 Key activities: : [further discussion with partner colleagues required on the process and the 
how] 
 

 The national Urgent and Emergency Care Team in their end of Phase 1 report set out 

proposals to introduce two levels of hospital based emergency centres We will work 

with the national Urgent and Emergency Care team and the emergency care 

networks to understand and develop proposals for the local system. 

 With focus on providing a 7 day a week service, we would want to see the adoption 

of the clinical standards produced by the  Seven day a week Forum, once published 

13.3 Success will be: 

 Successful delivery of seven day services in urgent and emergency care 

 Adoption of the clinical standards so there is no difference in the level of provision or 

clinical outcomes delivered in emergency care regardless of the day, time or hospital 

in which the care is provided. 

 A strong and vibrant urgent and emergency care pathway which consistently delivers 

high quality care and experience for patients 

 

 

14.  

 

14.1 What does this mean? 

The urgent and emergency elements of the system join up to operate together, dissolving 

traditional boundaries between hospital, community and primary care based services to 

achieve a consistent approach to delivery without perverse incentives 

14.2 Key Activities: : [further discussion with partner colleagues required on the process and 
the how] 
 

 The current system is characterised by a range of provider organisational types with 

a wide range of services provided across a mix of geographical footprints with 

variation in investment levels. To achieve integration and the changes outlined in 

this strategy providers will need to collaborate to deliver the new investment 

Key Changes Objective 5: Integrating urgent and emergency care services 
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required in technology, clinical skills and to ensure services are aligned. We will look 

at new models of commissioning for the urgent and emergency care pathway that 

can facilitate this collaborative approach. 

 To facilitate dialogue between primary, acute, ambulances, OOHs and community 

staff the timely flow of information relevant to a patients care is critical. We will 

therefore look to introduce an interoperable IT solution that can enable and ensure 

that important clinical decisions are not made in isolation but with the full support of 

the expertise and experience of the supporting network. 

 We will put the individual and their carers at the centre of decision making. 

 We will facilitate effective joint working and streamlined pathways of care through 

the commissioning process to ensure the patient, community and social care service 

work more closely together. 

 Through the e commissioning process we will develop the workforce to ensure the 

principles of integration are embedding in practice. 

14.3 Success will be: 

 Better use of community and social care resource 

 Alignment of the pathway and incentives 

 Removal of unnecessary duplication 

 Improved sharing of date  

 Improved patient outcomes 
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In July the Governing Board received a briefing focusing on the 
historical background to the commissioning of the services at 
Guildhall Walk Health Care Centre (GWHC) and on the 
engagement which had been undertaken with the public 
regarding urgent care service in the city. It highlighted the fact 
that the CCG needs to consider the future commissioning of 
services given the expiry of the current contract on March 31st.  At 
the time of the last Governing Board meeting the CCG was 
undertaking the second phase of its engagement process; 
namely seeking to understand the views and impact of our 
preferred option to relocate the GP walk in centre to St Marys 
Treatment Centre (SMTC) and understand the potential impact on 
patients of any changes to the current GP practice at GHWC.  
 
This stage of the engagement is now complete and this paper 
presents the full appraisal of the viable options for the future of 
the services currently being delivered at GWHC and takes 
account of the feedback received during this second phase of our 
engagement with patients and the public. 
 
The current provision of the services is described in Section 3 
including activity data in relation to use of both the current walk in 
centres at SMTC and GWHC.  
 
Section 4 describes the strategic direction of both primary care 
and urgent care service. The CCG wishes to develop extended 
access to primary care services through the establishment of 
‘community hubs’, with urgent access to GPs and other 
healthcare professionals as a part of this integrated model.  
 
Section 6 describes our engagement with public and patients 
regarding both the primary care medical services provided at 
GHWC and the walk in services in city. A summary of these 
findings is included within the report with the full analysis included 
as appendices.  
 
Health Watch have also undertaken some additional independent 
engagement activity and the process and findings are presented 
in Section 7. 



 

 
 

 

 
In considering the re-commissioning of primary medical services 
the CCG also need to be mindful of our overarching estates 
strategy including the potential to make use of vacant public 
sector estate. This is considered in Section 8. 
 
Some of the concerns raised in our engagement activity around 
our preferred option to relocate the GP led walk-in centre to the 
SMTC  relate to access to the St Marys site and these issues are 
specifically considered  in Section 9. 
  
In considering the viable options (Section12), particular attention 
has been paid to: contractual and procurement issues, services 
for vulnerable patients, equity of access to primary care for the 
whole of the population of Portsmouth, capacity and demand and 
potential impact on patient flow.  
 
The analysis and evaluation of the options are included in 
Sections 13 and 14 and the conclusions arising from this 
analysis are presented in Section 15. 
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1. Endorse and support Option 3, namely the relocation of the 
GP-led WIC to SMTC, and the procurement of a GP 
practice which should be delivered from current void space 
in the city as the preferred option for continuation of 
services beyond the current March 2016 GWHC contract 
expiration date, and;  

 

2. Require the CCG to conduct a formal consultation with 
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public on the basis of this preferred option from October 
2015 for a period of no greater than 12 weeks in line with 
good practice on public consultation. 
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Guildhall Walk Healthcare Centre Options Appraisal 
 

1. Introduction 
 
In recognition of the contract for healthcare service provision at Guildhall Walk Healthcare 
Centre (GWHC) expiring on the 31st March 2016, this paper has been produced as an 
options appraisal for the Governing Board of NHS Portsmouth Clinical Commissioning 
Group (CCG) to recommend decisions in relation to the services provided from GWHC. 
 
 
2. Background  
 
GWHC is located in Portsmouth City Centre and provides two component services under a 
single contract: primary medical care services for registered patients; and a GP-led Walk-In 
Centre (WIC) service for both registered and unregistered patients. This is currently provided 
by Portsmouth Health Limited (PHL) through an Alternative Provider Medical Services 
(APMS) contract, which is subcontracted to be delivered by Care UK. It has a registered raw 
patient population of 5,921 (as of April 2015), which consists of a diverse demographic 
including, among other cohorts of patients, students from the University of Portsmouth, 
homeless people, and people with a history of alcohol and/or drug misuse. 

 
The service was set up by NHS Portsmouth Primary Care Trust (PCT) as an Equitable 
Access Centre (or ‘Darzi Centre’) in 2009, providing services from 08:00-20:00, 365 days a 
year. Following the NHS reforms that came into effect in 2013, NHS Portsmouth CCG has 
taken responsibility for the commissioning of unscheduled care across the city, and as such 
has oversight of the PHL contract related to the WIC service at GWHC. Although NHS 
England had assumed commissioning responsibility for the primary medical care service 
element of the contract for the registered patient population in 2013, following a Scheme of 
Delegation Agreement signed by both NHS England and NHS Portsmouth CCG, Portsmouth 
CCG now have delegated commissioning responsibility for the whole contract (as of 1st April 
2015).  
 
The original contract was awarded for a five year period. This was due to expire on the 31st 
July 2014; however, this was later extended until the 31st July 2015, and another extension 
has now been issued until the 31st March 2016.  A decision now needs to be made as to 
what elements of service provision from the GWHC contract will be commissioned beyond 
this point, and how that service provision will be configured in relation to the wider healthcare 
system. 
 
 
3. Current Provision of Services  
 
Within this section is an overview of services currently commissioned within Portsmouth that 
meet the population’s urgent care and primary care needs, and serves to highlight how 
patients are accessing a variety of care from a variety of locations.  

 
For context, below is a map of Portsmouth CCG detailing all 23 member GP Practices, and 
some key sites such as WICs and Queen Alexandra Hospital. 
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Map A 

 

3.1. Urgent Care 
Presently there are two separate WICs located within the city. One WIC is located at St 
Mary’s Treatment Centre (SMTC) and manages both minor injuries and minor illness; this is 
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a nurse-led service open from 07:30-22:00 Monday-Friday, and 08:00-22:00 at weekends 
and bank holidays. Another WIC is located at GWHC (two miles from SMTC) and manages 
minor illnesses only; this is a GP-led service (with support from nurses) open from 08:00-
20:00, 365 days a year. 
 
There is also an Urgent Care Centre located at Queen Alexandra Hospital which manages 
both minor injuries and minor illnesses; this is a GP-led service (with support from nurses). 
In addition to these services the NHS 111 telephone service also provides signposting to 
services and advice to patients who have an urgent care need. 
 
The Emergency Department (ED) at Queen Alexandra Hospital is another option available to 
patients when presented with an urgent, life-threatening situation (located four miles from 
SMTC and 6 miles from GWHC). Unfortunately a significant number of patients also access 
ED for minor injuries and illnesses which could have been treated in primary care. 

3.2. Primary Care 
NHS Portsmouth CCG currently has 23 member GP practices operating out of 31 sites 
across the city. In addition to their core opening hours (08:00-18:30, Monday-Friday), 21 
member practices (excluding GWHC) currently also offer patients extended access through 
additional clinics either in the early morning (before 08:00) or late evening (after 18:30) 
during weekdays, or through additional clinics on Saturdays; this is dependent on patient 
preference within individual surgeries. All member practices also offer same day access for 
patients with urgent primary care needs. 
 
In addition to in-hours GP service provision (08:00-18:30), Portsmouth patients also have 
access to an out-of-hours GP service between 18:30-08:00 on weekdays, and 24 hours a 
day at weekends and on bank holidays. Access to GP out-of-hours is determined on the 
outcome of clinical pathways operated by NHS 111.  
 
Pharmacies are another important access point to primary care within Portsmouth and there 
is a network of pharmacies providing healthy living services and advice. Pharmacists are 
also experts in the use of medicines and can provide free expert advice on the best 
treatment for a wide range of illnesses and minor ailments. Patients and the public can visit a 
community pharmacy without the need to make an appointment. As well as free medical 
advice, 34 of the Portsmouth pharmacies are now providing free medication for some 
illnesses and minor ailments under a scheme called ‘PHARMACY FIRST’. 
 
‘PHARMACY FIRST’ allows people who are exempt from prescription charges to go straight 
to their pharmacist to receive treatment for select minor ailments, without needing to visit 
their GP to get a prescription. Several of these pharmacies in the city are open until late in 
the evening and on Sundays. 
 
The range of conditions covered by this scheme includes (but is not restricted to): bites and 
stings; conjunctivitis; constipation; coughs; dermatitis; diarrhoea; earache; sore throat; 
teething; and threadworms. 
 

3.3. Walk-In Centre Activity  
Detailed below is an overview of the demand for WIC provision within Portsmouth City and 
an indication as to who utilises these services. 
 
St Mary’s Treatment Centre  
Based on activity figures from 2014/15 there are currently circa 44,500 attendances at 
STMC WIC per annum (including both minor injuries and minor illnesses); around 31,000 of 
these attendances are for patients registered with GP practices within Portsmouth, while 
around 13,500 attendances are for patients registered with GP practices outside of 
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Portsmouth. Approximately 2/3 of the attendances are for minor injuries, whilst 1/3 are minor 
illness related. 
 
Detailed below is a map which indicates the 2014/15 activity for the SMTC WIC for minor 
injuries linked to patients’ home post codes. It demonstrates that the activity is fairly evenly 
distributed throughout Portsea Island, but considerably fewer visits from patients who live 
closer to Queen Alexandra Hospital in the north of the city. It also indicates that patients 
living on the western side of the island are able to access the SMTC site to receive care for 
minor injuries. 
 
Map B 

 
 
Detailed below is a map which indicates the 2014/15 activity for the SMTC WIC for minor 
illnesses linked to patients’ home post codes.  It demonstrates that whilst the activity is more 
clustered around the SMTC site, patients are still accessing the service from across the city.  
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Map C  

 
 
 
Guildhall Walk Healthcare Centre 
Based on activity data from 2014/15, and excluding patients registered at GWHC, there are 
circa 22,500 attendances at GWHC WIC per annum; around 12,500 of these attendances 
are for patients registered with another GP practice within Portsmouth, while around 10,000 
attendances are for patients registered with GP practices outside of Portsmouth. All of these 
attendances are for minor illnesses (as the GWHC WIC does not treat minor injuries). 
Approximately 40% of these occur during core GP hours (08:00-18:30, Monday-Friday). 
 
Detailed below is a map which indicates the 2014/15 activity for the GWHC linked to 
patients’ home post codes. It demonstrates that the majority of patients accessing the WIC 
are those who live within a one mile radius of GWHC. 
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Map D 

 
 
 
In order to get a flavour of what patients are accessing GWHC WIC for, listed below are the 
top 20 presenting conditions throughout 2014/15 classified according to the Office of 
Population Censuses and Surveys (OPCS) Classification of Surgical Operations and 
Procedures (4th version). These consultations currently attract a GP WIC tariff, however 
many would be suitable for a nurse-led consultation. Alternatively some of these patients 
could be managed via the ‘PHARMACY FIRST’ scheme. Together these two options would 
help free up valuable GP capacity. 
 
 
 

Presenting Condition (OPCS-4) Count Percentage 
Upper respiratory tract infection           1,187  9% 
Acute Tonsillitis 713 5% 
Skin/subcutaneous infections 695 5% 
Lower respiratory  tract infection 655 5% 
Urinary tract infection 584 4% 
Requests for Medication  425 3% 
Otitis media  383 3% 
Sore throat 364 3% 
Viral infection  318 2% 
Cough 307 2% 
Otitis externa  298 2% 
Abdominal pain 236 2% 
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Acute Conjunctivitis 219 2% 
Cystitis 195 1% 
Earache symptoms 188 1% 
Advice about treatment given 172 1% 
Rash/nonspecific  skin eruption 165 1% 
Disorders of eye and adnexa 161 1% 
Backache, unspecified 158 1% 
Oral/salivary/jaw diseases  156 1% 

 

3.4. Guildhall Walk Healthcare Centre GP Practice 
In addition to the WIC, GWHC also provide primary medical care services to a registered list 
of circa 6,000 patients. The surgery is unique in that they are the only surgery in Portsmouth 
contracted to provide access to their registered patients beyond GP core hours (plus 
extended hours), and deliver primary medical care services between 08:00-20:00, 365 days 
of the year. Whilst this is a very convenient service for those registered at this practice it 
does present an issue with regards to equity of access for the remaining ~213,000 
registered patients within Portsmouth. These extended opening hours were stipulated in the 
APMS contract when it was first awarded in 2009; however, the contract provider PHL are 
currently paid significantly more per patient than a practice with normal core opening hours 
to reflect this additional service provision (more detail of the finances for GWHC registered 
patients can be found in section 10 of this report). 
 
The registered list comprises of a large proportion of young adults, especially between the 
ages of 20-34, but has a relatively small number of patients aged over 50. Chart A (below) 
details the age profile of the registered list at GWHC compared to the CCG average as at 
April 2015. 
 
Chart A 
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The Chart above demonstrates the unique demographics of the registered list and how it 
differs quite considerably to the CCG average. The registered list comprises of a large 
number of students from the University of Portsmouth which helps explain its unique age 
distribution. 
 
In terms of where patients registered at GWHC live within Portsmouth, Map E (below) details 
the concentration of registered patients per Lower Super Output Area (LSOA). As may be 
expected the majority of patients registered at GWHC live within a one mile radius of the 
premises; however the vast majority of patients living within the LSOAs near the GWHC 
premises are registered with other practices within the City. Therefore the majority of 
patients living in Charles Dickens and St Thomas wards (where GWHC is located) obtain 
primary medical care services from alternative practices. 
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Map E 

 
 
In addition to providing primary care medical services for local residents, the service was 
also contracted to provide primary care medical services for “hard to reach” populations such 
as individuals who are homeless, and misusers of substances and alcohol. Although the 
clinical services received by these groups of patients remain consistent with other practices 
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delivering primary care, the way in which these patients are managed by GWHC can be 
seen as an enhanced service, and includes: ensuring an up-to-date register is kept for these 
groups; adopting flexible registration procedures; and liaison with local statutory services 
and homelessness agencies. In addition to this the GWHC contract specifically monitors the 
number of physical and mental health checks for homeless people and substance misusers, 
and the number of brief interventions for alcohol misusers.  
 
A ‘Rapid Scoping’ document was produced by Public Health colleagues within Portsmouth 
City Council in September 2015 which contains an assessment of homelessness in 
Portsmouth City. This document provides an overview of the health needs of people who are 
homeless, and what support is available for these individuals.  
 
From this the key elements of any primary care medical service would need to provide: 
• Open access and ease of access for all those who wish to register at the practice 
• Afternoon and evening clinics  
• The ability to use the surgery address for all health related letters, specifically for those 

who are sleeping rough, sofa surfing or of no fixed abode 
• Demand led appointment and walk-in based clinics in order to ensure the most chaotic 

and unpredictable of the homeless population can access health services when they are 
ready and willing to engage 

• 15 minute appointments to ensure the clinician has time to explore the individual as a 
whole rather than only have the time to treat the presenting problem 

• Staff who are sympathetic to each individual's circumstances and are willing to deal with 
patients who have significant behavioural issues, who quite likely in the past have been 
removed from primary care services  

• Staff who have an interest in, and are appropriately trained in, the homeless tri-morbidity: 
physical ill health; mental ill health; and substance abuse  

 
Detailed below is a map showing some of the key services for single and family 
homelessness in Portsmouth. 
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Map F 

 
 



12 
 

3.5. Summary of Service Provision 
Patients living in Portsmouth can currently access their primary medical care from a range of 
practices and also have a number of choices to make when they require urgent or same day 
access to health care. Some patients find the range of choices confusing. Data shows that 
both the SMTC and GWHC walk in facilities are well used. Patients currently accessing 
services from St Mary’s live across the city, whereas those attending the GWHC walk in 
service predominantly live close by.  
 
A significant proportion of patients registered at the GWHC practice are young adults, many 
of whom are students at the University of Portsmouth.  However many practices in the city 
also provide services to students. The practice is also meeting some of the needs of a 
vulnerable group of homeless patients who may also have mental health, alcohol, or 
substance misuse issues. 
 
The current extended hours of the GWHC service is providing excellent access for those 
registered at this practice, but in its current form cannot be replicated across the city for all 
patients accessing services from their own practice. Therefore there is an inequity of 
provision for primary medical care services. 

 
 
4. Strategic Development of Urgent Care and Primary Care  
 
This section looks at the strategic direction of urgent care services documented in the 
national Five Year Forward View, the CCG’s 20/20 Vision strategy, and the CCG’s Urgent 
and Emergency Care strategy. Also contained within this section is current thinking on the 
future of out-of-hospital care from both a national and CCG perspective. These strategies 
will assist in shaping the commissioning decisions to be undertaken when constructing future 
healthcare provision in Portsmouth. 

4.1. The NHS Five Year Forward View  
The NHS Five Year Forward View (FYFV) was devised in 2014 in partnership between NHS 
England, Public Health England, Monitor, Health Education England, the Care Quality 
Commission, and the NHS Trust Development Authority. It articulates why change is needed 
in the NHS, what that change might look like, and how it might be achieved. In relation to 
urgent care services the FYFV offers a strategic vision of how they may be configured in the 
future and what the priorities are to help transition to this vision.  
 
The FYFV highlights the need to dissolve the traditional boundaries currently segregating 
healthcare services, which can be categorised as: primary care, community services, and 
hospitals. The strategy emphasises the need for the care provided outside acute hospitals to 
become a much larger part of what the NHS does. One example of this is the expansion of 
diagnostic services within community hospital settings to meet the urgent care needs of 
patients, as opposed to relying on patients increasingly visiting acute hospital settings.  
 
The importance of the need to expand and strengthen primary and out-of-hospital care as 
means to managing urgent healthcare needs is highlighted throughout the FYFV. The 
emphasis of having community bases equipped to manage more diverse urgent care needs 
indicates that services commissioned locally will need to provide a much greater range of 
tests and treatments in one location without the need for healthcare professionals to refer 
patients on.  
 
The FYFV emphasises the importance of continuing list-based primary care and ensuring its 
stability over the next five years. It states, “General practice, with its registered list and 
everyone having access to a family doctor, is one of the great strengths of the NHS”. The 
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plan looks to expand the scope of services provided in primary care and to encourage GPs 
to tackle health inequalities. 
 
There is recognition that the traditional model of general practice is evolving. The emphasis 
is increasingly on extended group practices, either as federations, networks or larger single 
organisations, to enable a wider scope of services to be delivered. Meeting the demand on 
urgent care systems will be achieved by ensuring evening and weekend access to the skills 
of GPs and having community bases equipped to provide a much greater range of tests and 
treatments. 

4.2. Local Strategy Documents 
Portsmouth CCG’s 20/20 Vision  
In 2014 Portsmouth CCG published its five year strategic plan, 20/20 Vision. Within this 
document it is recognised that in order to meet the future health needs of people living within 
Portsmouth, and to do this on the funding predicted to be available, then a credible and 
robust plan would need to be in place detailing what changes would need to be enacted, and 
what key priorities would enable us to make those changes.  
 
The key priority area within the 20/20 Vision relevant to urgent care states: “We want 
everyone to be able to access the right health services, in the right place, as and when they 
need them.” A commitment to this ambition means that: 
• people will know how and when to access the most appropriate services in an 

emergency 
• People will not have to wait longer than they should for appointments, treatment and 

emergency care 
• There will be an increase in the availability of x-rays, scans and tests so people can be 

diagnosed and receive the treatment they need more quickly 
 
Portsmouth and South East Hampshire Urgent and Emergency Care Strategy 
Building upon overarching CCG strategy documents, NHS Portsmouth, South Eastern 
Hampshire, and Fareham and Gosport CCGs, in collaboration with wider stakeholders, is 
creating a strategy document specifically focussed on how urgent and emergency care is to 
develop locally over the next 5 years. 
 
The vision for urgent and emergency care locally is for a sustainable, patient-centred, high 
quality urgent and emergency care integrated system providing 24/7 access that ensures 
patients are seen by the most appropriate professional at the right time, in the right setting, 
and which is simple to navigate. This will be achieved through: 
• Better support for people to self-care  
• Helping people with urgent needs to get the right advice or treatment first time  
• Having responsive urgent care services out of hospital  
• Establishing Emergency Care Units 
• And integrating urgent and emergency care services 
 
A number of key enablers have been identified to realise these ambitions, some of which are 
particularly relevant to the decision on the GWHC contract. An improved 111 service, able to 
signpost more patients to community pharmacists for advice or treatment where appropriate 
is seen as crucial in helping to manage low level patient need and freeing up capacity within 
other services. Another key priority which will help alleviate people choosing to queue in ED, 
or being taken to hospital unnecessarily, is to ensure the services outside hospital are further 
enhanced, through greater multi-disciplinary working, greater access to diagnostic support, 
and providing care in settings that are able to treat greater numbers of patients to achieve 
improved economies of scale. 
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The establishment of Extended Primary Care Teams (EPCT) operating within hubs is viewed 
as an important means to help manage urgent, same-day primary care needs. The St Mary’s 
Hospital site itself is seen as a key strategic health site within the City which can be 
developed to support this ambition. The EPCTs would seek to pool the care resources of 
primary care, community and mental health services, social care, not-for-profit organisations 
and pharmacists to manage the population health of their community. This echoes the views 
expressed in the FYFV that the model of small, independent general practice is evolving and 
we need to look to new models of care. 

4.3. Summary of Strategic Alignment 
The national and local vision is for primary care is to encourage practices to come together 
into larger entities either as federations or through mergers to support different, more 
efficient ways of working thereby freeing up capacity in GP practices. The CCG wishes to 
develop extended access to primary care services through the establishment of ‘community 
hubs’, with urgent access to GPs and other healthcare professionals as a part of this 
integrated model. The creation of a multidisciplinary urgent care centre is an important step 
in the journey of creating a hub where practices can access same day urgent care. 
 
Decisions about the future of services, and individual GP practices, should be assessed in 
the light of these national and local strategies and ambitions, ensuring whatever decision is 
made supports the local healthcare system to move closer to its goals. 
 
 
5. General Stakeholder and Public Engagement 
 
Over the previous 18 months the CCG has been working to consult with a wide range of 
stakeholders regarding the use of urgent care services within the city; this includes members 
of the public, patients, and providers of care. 

5.1. General Public 
Process of Engagement: 
A range of public engagement and consultation activities have been undertaken to date. In 
particular three significant pieces of survey work focused on urgent care services and these 
were conducted with residents of Portsmouth, Fareham, Gosport, and South Eastern 
Hampshire over the past 18 months.  
 
Each survey was slightly different but each has been intended to help us build a picture of 
behaviour, experience, perception and expectation in those who have, or may, use urgent 
care services. The surveys were: 

• Under Pressure Survey: conducted with The News in January 2014 following our 
week long campaign with them seeking to raise awareness of local services. 414 
people took part, 60% of whom were aged between 18 and 64 

• Our own CCG urgent care survey: conducted during the summer of 2014. 808 
people took part, again 60% were aged between 18 and 64 

• Wave 105 Survey: conducted in February 2015 following a month long campaign 
that featured radio and video promotions featuring local providers of urgent care and 
their staff. 2,637 people took part, 450 of whom were from the Portsmouth and South 
Eastern Hampshire area 

 
Findings: 
The public are confused. Few know the differences between St Mary’s Treatment Centre 
and Guildhall Walk walk-in services. The public are also not well-informed. Almost one-third 
of people don’t know GPs offer same-day appointments. Many people would prefer a simpler 
system, even if this means fewer choices. 
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The most popular suggestion for easing pressure at A&E was “making it easier to see a GP”. 
More personal responsibility, more information, and simplicity are seen as key principles. 
GPs are the preferred, trusted option for minor illnesses, but for minor injuries people look to 
walk in facilities. Proximity to services matters, however almost 60% of respondents think 
travelling up to 3-4 miles between home and a WIC is reasonable. 

5.2. Primary Care  
Process of Engagement: 
The CCG has also been engaging with member practices via commissioning events to 
explore their views and solicit feedback on the future provision of urgent care services within 
the city.  
 
Findings: 
Member practices generally support ongoing provision of  a minor injury walk in service at St 
Mary’s but the stand alone nurse-led minor illness services at St Mary’s is generally not 
thought to be an effective way to manage demand, and co-location with a GP-led services is 
generally supported. GPs expressed some preference for having capacity to deal with their 
own patients in-hours but there were concerns over current capacity in-hours for GP 
services and meeting patient expectations. Practices therefore recognise the current 
ongoing need for a GP-led walk in service in the city to manage demand until such times as 
primary care services can be remodelled. 
 
 
6. GWHC Specific Stakeholder and Public Engagement 
 
NHS Portsmouth CCG has sought to engage with people over each element of the decisions 
which need to be made regarding the future of services delivered at GWHC – the future of 
the practice itself, the walk-in service for patients not registered at the practice, and the 
services provided for vulnerable groups, for example people who are homeless. 
 
Given the very different nature of the services provided, and the very different characteristics 
and needs of the cohorts of people, it was judged that it was necessary to run a separate 
engagement process for each group. 

6.1. Registered List 
Process of Engagement: 
The registered list is an easily defined group, although contacting the patients directly is 
complicated by the fact that the CCG, as a commissioning organisation, is not able to 
directly access individual records and information. 
 
As a result, the CCG contacted the Thames Valley Primary Care Agency, the body 
responsible for maintaining the database of people registered with GP practices, to engage 
them to contact patients on its behalf. The Agency was able to do this, but relies solely on 
the postal service rather than other communications channels such as email, or mobile 
phones. 
 
At the beginning of June 2015 letters were sent to the almost 6,000 people registered as 
patients at GWHC. The correspondence included an explanation of the fact that the contract 
for the NHS services delivered at Guildhall Walk was due to expire in March 2016, and set 
out the three broad options available to the CCG – to re-procure the practice in the same 
place, to move the practice, or to no longer procure the service. It also included a link to a 
short online survey designed to find out more about the services people use and value most, 
their likely response should the practice close or move, and the services they would be most 
concerned to lose should the practice no longer operate. Also included were instructions on 
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how to request a paper copy of the survey. The letter can be found at Appendix A, and the 
survey at Appendix B. 
 
To ensure that the maximum possible response rate was obtained, the CCG supplemented 
the initial mailing with other communications activity – there was a particular concern to 
reach students as they entered, or approached, their long summer break, but also an 
attempt to reach the list as a whole. 
 
A press release was issued to local print and broadcast media, and also appeared in the 
‘News’ section of the CCG’s website. The survey was also advertised prominently on the 
CCG homepage, featuring as one of the subjects highlighted in the ‘banner’ section over a 
two-month period, and it was promoted via Twitter. 
 
Funded by the CCG, the practice also sent text messages to all patients who had provided 
mobile phone details, to alert them to the survey and the reasons behind it, and provided 
paper copies of the survey to be available at GWHC itself. 
 
The CCG also liaised closely with the University of Portsmouth, which promoted the subject 
and the survey on the ‘Student News’ section of its website, and the Students’ Union, which 
highlighted the subject repeatedly using its social media channels. 
 
Findings: 
There were 345 responses, with the majority (60%) from women, and most (almost 58%) 
younger than 45. Almost everyone lived in Portsmouth, with the largest concentration of 
respondents in the PO5 postcode area, followed by PO3. 
 
When asked to say why they had registered at GWHC (Question 5), the most common 
answer (52%) was that it was convenient / close to home. The next most common answer 
was that the respondent had registered for a ‘specific service’ that could not be found 
elsewhere – in the overwhelming majority of cases that service was the enhanced opening 
hours. 
 
When asked for the single most important reason for registering at the practice (Q6), the 
reference to the specific service was the most frequently chosen answer (almost 35%), with 
the same themes of extended opening hours again influential. 
 
In terms of use of services (Q7), GP appointments were by far the most frequently cited, 
with a further third referring to telephone consultations. However, when asked which 
service they used most often (Q8), more respondents chose ‘walk-in’ GP appointments 
(49%) than pre-booked appointments (37%). 
 
The practice was highly rated by the sample, with more than 91% describing it as ‘Very’ or 
‘Quite’ good overall. This finding was echoed in the responses given when asked as to their 
reaction should the surgery move or close (Q10) – almost eight out 10 respondents 
described such an eventuality as ‘inconvenient, and a real problem to me’. 
 
When asked where they would register if they had to move surgery (Q11) 38% of the sample 
said they would seek a surgery within a mile or less. More than a fifth stated that they would 
register closer to their home / work instead. 
 
When asked to think about what would be important for GP services in the future (Q12), 
there were some clear trends. Being able to see any GP within a few days was rated as 
‘very important’ by 75% of respondents – compared to 33% saying that being able to see 
‘their’ GP was very important. The ability to walk in and wait for ‘same day’ appointments 
was also highly regarded, as was the availability of appointments outside traditional 
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office hours, but telephone consultations, immediate proximity to home, and having a 
wide range of services provided in one place were less valued. 
 
The issue of enhanced accessibility was again highlighted at Q13, relating to concerns 
people would have if Guildhall Walk was no longer available as a practice. Most patients 
were concerned whether they would still be able to use a walk-in / same day service, or go 
to a surgery with such extended hours of opening. By contrast, for example, barely half as 
many people worried about the loss of the personal relationship with their GP. 
 
When asked for any other issues that the NHS should consider before making a decision 
regarding the future of the practice, most responses related to the issues of access (both 
physically, in terms of location, and walk-in / extended hours), and general praise for the 
service currently offered. 
 
The full results of the survey can be found at Appendix C. 

6.2. Walk-in Services 
Process of Engagement: 
When seeking views regarding walk-in services in Portsmouth the target audience is far 
larger, but also less well-defined. A different approach was also required because, unlike in 
the case of the registered list, the CCG had already developed its thinking before the 
summer period – following more than 18 months of previous public engagement activity and 
discussions with primary care clinicians – to the point where it was ready to test opinion 
regarding a single, specific option. The CCG felt that relocating the GP-led walk-in service 
from Guildhall Walk (for patients not registered at the practice), to SMTC, would offer 
benefits in terms of simplifying an over-complicated system, improving the quality of care, 
and delivering a more effective use of resources. 
 
A survey was produced to test what people felt about this possible change, and what factors 
they thought had to be considered before any decisions could be made. The survey was, in 
common with the questionnaire aimed solely at registered patients, promoted via local news 
media, and on the CCG’s website and social media accounts. 
 
Specific groups were also approached to encourage participation, including those 
representing carers, voluntary sector organisations, elderly people, people with disabilities, 
and the network of Patient Participation Groups in the city. 
 
Findings: 
In total there were 493 responses received, with a large majority (71%) being women, and 
approximately 10% living outside Portsmouth (a minority of walk-in service users do live 
outside the city). Nearly all (91%) had used either Guildhall Walk, St Mary’s, or both, as a 
walk-in facility. 
 
In terms of identifying the most important factors for the NHS to consider when deciding 
whether to relocate the walk-in service from Guildhall Walk to St Mary’s (Question 5), 
approximately two-thirds of respondents cited the quality of care as the biggest concern, 
with access also being important to people – 65% selected travelling distance as a notable 
concern, and 58% highlighted the importance of having a service near the city centre. 
 
Approximately a third of respondents stated the most important factor was ensuring best 
possible value for public money, or bringing GPs, nurses and diagnostics together in 
one place.  
 
When asked for the single most important factor to be considered (Q6), access was most 
prominent – a quarter choosing a city centre location and the prime consideration, and 22% 
choosing travelling distance.  
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In terms of concerns about the possible change in service (Q7), more than half (55%) 
expressed concerns about whether St Mary’s had the capacity to cope with the extra 
activity, 40% feared a reduction in quality, and almost 39% said they would have further 
to travel. 
 
There were more than 100 ‘other’ comments submitted for this question, with physical 
access again the leading issue to be raised, followed by parking. 
 
When asked for other factors which must be considered (Q8) the overwhelming majority of 
responses reinforced earlier themes. Access (both generally, and in relation to vulnerable 
groups, and students), parking, waiting times, and questions regarding capacity at St Mary’s 
were frequently raised. 
 
The full results of this survey can be found at Appendix D. 

6.3. People Registered as Homeless 
Process of Engagement 
GWHC is currently contracted to provide services for vulnerable groups, including those 
people who are registered homeless. Given the potentially distinct requirements, and 
priorities, of this group the CCG sought to work with the Salvation Army to engage with their 
clients. (The Salvation Army client group is considered to form a broadly representative 
sample of the homeless population, including people who are in need of immediate, 
emergency support, to those who are being supported into longer-term housing solutions, 
and also including those with mental health conditions, and substance abuse problems). 
 
The CCG discussed with Salvation Army staff the best approach, and it was agreed that the 
best approach was to run a series of loosely structured focus groups, bringing people 
together to talk about their requirements from primary care currently, their experience of 
these services, and their preferences for the future. 
 
Findings: 
In terms of the people using the Guildhall Walk service now – either as registered patients, 
or those who walk-in – the group appeared to rate staff well. There were comments relating 
to the staff’s willingness to be flexible, and accommodating, rather than judgmental (which 
clients felt was not always the case elsewhere), and also to the way that doctors there were 
able to form long-standing relationships with their patients. 
 
In terms of usage, there was a mixture of needs, with some clients seeking a long-term 
relationship with a particular doctor, or referrals into other services, whereas others were 
more likely to use the service for more ad hoc purposes such as getting a prescription 
quickly, or receiving a sick/fit note. 
 
In terms of location, some clients found the Guildhall Walk location useful – partly for its 
proximity to other services they may use – while others were less concerned as to the 
precise location, although favoured a city centre site if possible. There were also several 
references to the advantages of having nurses/GPs visiting hostels, with the argument 
made that this sort of approach would make homeless people more likely to see NHS staff. 
 
The full Salvation Army report can be found at Appendix E. 

6.4. PUSH  
Process of Engagement: 
Part of the service contracted to be provided by GWHC is the support of people who use 
illegal drugs or alcohol. The CCG sought to engage specifically with representatives of this 
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client group to ensure their voice was heard in relation to access to primary medical care 
services. 
 
To do this, the CCG liaised with PUSH, the independent, peer-led service user group for 
people with drug and alcohol problems, to gain their views of those services, and also their 
opinions on how services could be improved. 
  
Findings: 
The CCG received 29 completed questionnaires, with the majority of respondents being 
men, aged 35-44. 
 
The main reasons for the group to use primary care services were connected to mental 
health and/or substance abuse problems, for prescriptions, and sick/fit notes, as well as the 
more routine need for general medical care and advice. 
 
A large majority of the sample reported their experiences of primary care services to be at 
least ‘quite good’, with one in five describing their experience as ‘very good’. 
 
The most frequently cited concern was access – the ability (or otherwise) to access 
services quickly and conveniently. The quality of relationships with NHS staff – in terms of 
both positive and negative experiences – was very important for some of the client group. 
Some comments were extremely appreciative of the support they had received, whereas 
others related either to a perceived lack of understanding, or training. 
 
The full report can be found at Appendix F. 

6.5. Social Media  
Process of Engagement: 
As well as the traditional methods to engage with local residents and patients, the CCG 
also used its ‘Urgent Care Pompey’ Facebook page to help to reach more people, and 
groups who might not normally engage with the NHS. 
 
The NHS ran a paid-for ‘boost’ of a post which signalled the need for decisions to be made 
about the future of healthcare services at Guildhall Walk, and which linked to the CCG 
website page concerned with the subject. 
 
Findings: 
In total the post reached 51,442 people, was ‘liked’ by 52 people, and shared by 68 people.  
 
There were also 55 comments left on the Urgent Care Pompey page. The comments were 
almost all supportive of the current centre, either because of the service it has provided to 
people, or because it was felt that the location was good, or the enhanced access was 
required. Others felt that the city could not afford to lose capacity, while some people 
supported the idea of putting GPs into St Mary’s – but only in addition to those working in 
Guildhall Walk, not instead of. 
 
 
7. Healthwatch Portsmouth Stakeholder and Public Engagement 
 
Healthwatch Portsmouth is an independent statutory body that gathers the views and 
experiences of local people, enabling them to have a chance to speak up about health and 
social care services in their area, collecting evidence-based information through community 
engagement to ensure that those who plan, commission and check services listen to the 
people who use those services.  
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The CCG sought the help of Healthwatch Portsmouth to carry out some additional 
engagement activity about the proposals to make use of the organisation’s expertise and 
broad membership base. It is important to note that the research undertaken by Healthwatch 
was separate from that undertaken by the CCG and developed independently.  
 
Process of Engagement: 
The Healthwatch team produced a survey along with a script to ensure a consistent 
approach was adopted. It focused on how aware the public were of the proposal and the 
impact of the proposed change.  
 
As part of the brief Healthwatch Portsmouth visited both Guildhall Walk Healthcare Centre 
and St Mary’s Treatment Centre, each on two separate occasions, and sought opinions from 
members of the public and staff at each facility. Members of the public were also 
encouraged to complete the survey at open Community Day events held in Cosham and 
Southsea. In order to reach a wider range the survey was emailed to all 701 Healthwatch 
Portsmouth members and shared across Facebook and Twitter social media sites.  
 
Focus groups were held by the Healthwatch Community Engagement Officer at Learning 
Links with job-seeking clients on the Work Programme. Surveys were also completed by 
households taking part in Learning Links Families Moving Forward programme. Portsmouth 
Disability Forum shared the survey with their members and the Community Engagement 
Officer attended their Health Café to seek their views.  
 
In all views were collected from 314 members of the public over a three week period during 
August 2015. These have been collated into a detailed report by the Healthwatch team and 
the CCG acknowledges the work that has gone into producing a comprehensive and helpful 
summary.  
 
Findings: 
The main findings from the report were: 
• A significant proportion of respondents (two-thirds) stated they were not aware of the 

proposals to relocate the Guildhall Walk services to St Marys.  
• A clear majority of people who responded to the survey (5-to-1) are opposed to the 

proposed re-location of the walk-in treatment facility based at Guildhall Walk to the St 
Mary’s Hospital site; around one third either have  no preference (19%) or support the 
proposal (14%). 

• Concerns and doubts exist about accessibility from the western side of the city to St 
Mary’s, exacerbated by concerns over ‘east-west’ public transport in the form of a ‘one 
bus journey’ between the city centre and the St Mary’s site.  

• Concerns and doubts exist over the adequacy of car parking facilities at St Mary’s, 
adding to concerns about accessibility and affordability.  

• The capacity of a single facility to respond to current and future demand (in the face of 
increasing housing developments and student accommodation in the City Centre) may 
lead to increased waiting times at St Mary’s. 

• Concerns exist about the quality and range of services that would need to be provided in 
the re-vamped facility, including crisis and mental health services.  

 
The report from Healthwatch made a number of recommendations that are worth noting: 
• Given the level of stated unawareness to the CCG’s proposals, it is strongly 

recommended that a timely and robust media and communication plan is urgently 
developed in partnership with Healthwatch Portsmouth and patient and provider 
networks across the city, to maximise awareness raising and seek feedback on 
proposals. Healthwatch Portsmouth would suggest this should clearly set out the full 
range of benefits and any implementation plans to the public from the proposed changes 
as well as ways in which concerns will be addressed with a clear and managed plan to 
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ensure public understanding and active public participation in local health service 
provision, in the context of substantial reductions in public expenditure by the 
Government affecting provision of health and social care services.  

• That these findings are considered alongside other data sources which focus on possible 
impacts from the CCG’s proposals for older people, people with disabilities, students, 
and minority ethnic groups.  

• That the views of the Emergency Services are obtained and considered in order to 
substantiate or repudiate views expressed by members of the public within this study, 
particularly with more residents having to rely on buses to access services at St Marys 
and the risk of non-urgent ambulance calls increasing because of this.  

• That consideration is given to the findings and outcomes of any earlier impact 
assessments which may have been conducted at, or around the time of the closure of 
the A&E facility at St Mary’s Hospital as these will give context for original aims and 
objectives for the GWTC and SMTC and themes may resonate with the issues raised in 
this study.  

• If the relocation of services to St Marys goes ahead, the key themes highlighted in this 
report around accessibility, capacity, car parking and service provision should prioritised 
as areas to focus on in formulating the implementation plan. From views gathered from 
respondents, attention should be given to:  

a. Access – including the awareness, capacity and consistency of bus routes, car 
parking and general waiting times at St Marys  
b. Right service at the right time – to increase Portsmouth residents knowledge of 
services available and which one they should contact and how, improving right 
decision making, promoting self-care as appropriate and diverting non-urgent cases 
away from A&E and ambulance services.  
c. Credibility / trust – to reassure Portsmouth residents and promote services 
available, publish success and good news stories of the services at St Marys and 
elsewhere to increase confidence in alternatives and encourage a move away from 
what residents have traditionally done when faced with a medical concern.  

• Review decisions taken, within 12-18 months of implementation, to assess outcomes 
and impact on residents of the city. Healthwatch Portsmouth will be happy to assist with 
this process and work with the CCG, local authority and patient and provider networks to 
review progress and ensure any lessons learnt are taken on board.  

 
 
8. Estate Utilisation 

8.1. GWHC Premises 
The GWHC premises are privately-owned and are leased to NHS Property Services who 
hold the head-lease with the landlord. There are 2 subleases: one with Care UK who are 
currently using space in the building for the administration of the diabetic retinopathy 
services; and one with PHL for the delivery of the primary care services. The total costs for 
both services are £173k, with £120k being the costs associated with the GP practice. The 
sub-lease with PHL was set up to align with the term of the original contract (until the 31st 
July 2014), however this has now expired. A ‘tenancy at will’ agreement has been operating 
from this time between PHL and NHS Property Services. Should primary care service 
provision continue in the longer term, NHS Property Services will be looking to renew the 
head-lease. 

8.2. SMTC Premises.  
The building from which the treatment centre operates is owned by Care UK and therefore 
costs of running this building have already been incorporated into the contract for services 
currently being delivered by them. As Care UK own the building they are able to ensure best 
use of the space and can reconfigure this space to reflect changes in the services delivered 
from here. 
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The land on which the building sits is own by Solent NHS Trust who are committed to 
improving parking at the site.  

8.3. Void Space 
The cost of void space incurred by NHS Property Services Ltd is currently funded by the 
NHS commissioners of that area. In 2014/15 the cost of void Portsmouth estate was 
approximately £1.1m. The local estates rationalisation strategy aims to make best use of 
public sector buildings and minimise void space in order to secure best value for money. 
 
In addition to existing NHS void space, if the lease for GWHC is renewed there is the 
possibility of additional void space and associated NHS costs, as the diabetic retinopathy 
service has also been retendered and the building may not be required by the new provider. 
 
 
9. Physical Access to Services 

9.1. St Mary’s Site 
St Mary’s is a well-known location in the city, as the site of a former acute hospital which was in 
use for much of the last century. It is now a busy health campus from which a number of 
services operate including the walk-in services, day surgery, dermatology, physiotherapy and 
rehabilitation, mental and sexual health services in addition to the Portsmouth Maternity Centre 
birthing unit. Hundreds of people use the site every week, coming not just from the city but from 
further afield too. 
 
Car Parking  
Pay and display car parking facilities are available on site (258 spaces) although the perception 
is that the car park is regularly very busy, making it difficult for people to park. Consideration is 
also being given to, and a proposal is being drawn up for, the addition of a small multi-storey 
car park facility (216 additional spaces) that would be located near the treatment centre 
building. Funding for this would need to be sourced from the Department of Health and has not 
yet been confirmed. 
 
Solent NHS Trust also has a Parking Policy that prioritises the parking needs of patients, 
visitors and those staff who need to use a vehicle to perform their duties. Staff working at St 
Mary’s are encouraged to make use of 60 leased spaces that have recently been made 
available at the Kingston Prison site.   
 
Relocating staff parking to this or similar sites will have the benefit of reducing the number of 
vehicles entering the St Mary’s site and removing traffic from the A288 Milton Road corridor 
which runs past the Campus. 
 
Public Transport 
A range of bus routes serve the bus stops immediately outside the Health Campus along Milton 
Road. The services, their frequency, and route are shown below: 
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Service Nearest Stop Route 
Weekday 
Daytime 
Frequency 

2 St Mary’s Hospital Stop  
Gunwharf - Portsmouth City 
Centre - Eastney - Copnor - 
Cosham - Paulsgrove 

6 buses per 
hour 

13 St Mary’s Hospital Stop 
Portsmouth City Centre – 
Fratton Station – St Mary’s 
Hospital  

2 buses per 
hour 

17 St Mary’s Hospital Stop 
Southsea - St Mary's Hospital - 
Copnor Bridge - Chichester 
Road 

2 buses per 
hour 

19 St Mary’s Hospital Stop Portsmouth City Centre - 
Fratton - North End - Southsea 

4 buses per 
day 

21 Milton Road Prison Stop, 
St Mary’s Rd 

The Hard – City Centre – 
Fratton – Copnor – Farlington – 
Bedhampton, Leigh Park, West 
Leigh – Havant.-  

6 buses per 
hour 

 
As shown in the table the site is served by 5 regular bus services, with stops on Milton Road 
immediately outside the site and also on St Mary’s Road, all within a five minute walk from the 
Campus. Between all 5 routes the site is served with a total of 16 buses per hour in each 
direction (northbound/southbound) during the weekday daytime. University of Portsmouth 
students also have access to a bus service that operates between the city centre and the 
Langstone campus which runs along Goldsmith Avenue.  
 
The St Mary’s Site is also located less than a mile from Fratton train station which is 
approximately an 18 minute walk away. 

9.2. GWHC Site 
Car Parking  
There is no onsite parking at GWHC, but patients can access nearby pay and display facilities. 
Being in the city centre there are several car park sites located nearby; however, these are not 
dedicated or prioritised parking spaces for patients at GWHC. Patients accessing the service by 
car will need to pay premium inner city parking charges regardless of the time of day.  
  
Public Transport 
GWHC is located close to the mainline railway station (Portsmouth and Southsea) and can also 
be accessed by bus from most parts of the city as Commercial Road is a waypoint for the 
majority of Portsmouth bus routes. 

9.3. Community Pharmacies 
Community pharmacies are an important part of the delivery of primary care providing 
access to lifestyle and medicines advice, over the counter medicines, prescription 
dispensing and more recently an NHS commissioned minor ailment service (PHARMACY 
FIRST). 
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The density of pharmacies located across the city gives patients a choice of local 
pharmacies for pharmaceutical services and the opening hours of local pharmacies provide 
residents and visitors with a good level of access to services. Residents are able to use 
these services from early in the morning to late in the evening and on Saturday and 
Sundays. The additional opening hours provided by the ‘100 hour’ pharmacies have 
provided an extension to these hours. Local services are largely commissioned by Public 
Health within Portsmouth City Council and NHS Portsmouth CCG. These are available from 
many pharmacies spread across the city. The delivery of these services, particularly in areas 
of deprivation has widened access for target groups of the population. The award winning 
Healthy Living Pharmacy scheme, piloted in Portsmouth in 2010, continues to be the basis 
of commissioning of services from community pharmacies.  
 
Detailed below is a map showing the proximity of pharmacies from SMTC. 
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Map G 
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9.4. Summary of Physical Access 
A common theme highlighted in the feedback received from the engagement work carried 
out to date relates to transport and physical access to the St Mary’s site. This section 
demonstrates the efforts currently being undertaken by Solent NHS Trust in developing a 
sustainable travel plan for St Mary’s that reviews the impact on the site due to the transfer of 
services from St James’ Hospital and any potential future relocation of services to SMTC. It 
also demonstrates the number of public transport links to the site which was raised as a 
concern in the public engagement exercise. 
 
Although GWHC does not have dedicated or prioritised parking, there are nearby pay and 
display facilities available and it is served very well by public transport links. 
 
There are a number of pharmacies located throughout Portsmouth including some which are 
within walking distance to the SMTC site. 
 

10. Financial Position 
 
The current cost of GWHC to offer both Primary Care and WIC services is £1.67m made up 
as follows: 

Cost Description Activity/Units 
Activity/Unit 
Cost 

Annual 
Cost 

Registered List Size <=5000 5,000  £117.87   £0.59m  
Registered List Size >5000 1,000  £75.77   £0.08m  
GP-Led WIC 13,777  £46.00   £0.63m  
Full Rent @ GWHC    £0.12m  
Cost of void in nearby suitable premises 
(John Pounds & Somerstown)  

  
 £0.15m  

    
Current Total Cost      £1.57m  

 

   
    

The registered list size payment includes a premium to offer walk in access to its registered 
patients throughout its opening hours of £210k per annum. Currently the price paid per 
patient over and above the original contracted number of 5,000 is paid at standard GMS 
rates. As part of the renegotiation of the treatment centre contract the provider will be paid 
£33 per attendance for a GP walk in consultation and £30 for a nurse walk in consultation.  
These are comparable to rates paid under the GP Out of Hours Contract.  
 
 
11. Statement of Options 
 
In light of all the information available to us at the present time and the necessity to make a 
firm decision as to the future of the GWHC contract, which will shortly expire, there are only 
a limited number of options available to us that are realistic, achievable, and affordable. The 
options to be considered can be found below. 

11.1. Option 1 
GP-led Walk-in Activity and Primary Medical Care Service Provision to be Delivered from 
its Current Location (Guildhall Walk Healthcare Centre) 
 



27 
 

11.2. Option 2 
GP-led Walk-in Activity Provided at St Mary’s Treatment Centre, and Primary Medical 
Care Service Provision Delivered from its Current Location (Guildhall Walk Healthcare 
Centre) 
 

11.3. Option 3  
GP-led Walk-in Activity Provided at St Mary’s Treatment Centre, and Primary Medical 
Care Service Provision Delivered from Void Space within the City (Somerstown Hub) 
 

11.4. Option 4 
GP-led Walk-in Activity Provided at St Mary’s Treatment Centre, and Primary Medical 
Care Service Provision Delivered from Existing Practices in the City (Decommission 
Guildhall Walk Healthcare Centre Practice) 
 
 
12. Considerations for Options 

12.1. Procurement  
In August 2014 NHS Portsmouth CCG confirmed to incorporate the activity, and associated 
finance, from the GP-led GWHC WIC into a wider re-procurement exercise for the Treatment 
Centre within Portsmouth City. This will be provided via the NHS Standard Contract. The 
service specification for this Treatment Centre also includes, among other services, the 
activity, and associated finance, of the Nurse-led WIC historically provided at SMTC. This 
service went out to competitive tender with a contract mobilisation date set for January 2016. 
The contract has subsequently been awarded to Care UK Ltd. As the APMS contract for 
GWHC does not expire until the 31st March 2016 the provision of a GP-led WIC by the 
incoming provider of the Treatment Centre will be delayed until the 1st April 2016. The 
service specification for the Treatment Centre indicates that the Nurse-led WIC service 
provision will continue to be located at SMTC, whereas the GP-led WIC service provision 
may be located at SMTC or another location in the city centre, depending upon the outcome 
of the future of service provision currently delivered at GWHC. 
 
The recommissioned GP-led WIC service will operate from 07:30-22:00 Monday to Friday 
and 08:00-22:00 on Saturdays, Sundays, and bank holidays, 365 days of the year. This is an 
extension to the GP-led WIC currently being delivered from GWHC which is open from 
08:00-20:00, 365 days a year 
 
As stated, the current contract for service provision at GWHC expires on 31st March 2016; 
should the CCG decide to pursue an option which requires procurement, the process will 
take approximately 12 months to deliver from inception to a new service roll out. This 
time-scale includes: 
  
• Market Engagement Process - in order to fully assess the level of interest and risk 

assess the CCG’s long term strategic intentions (approximately 2 months) 
• Full Procurement Process - including a Pre-Qualification Questionnaire and Invitation 

to Tender stages (approximately 6 months) 
• Exit Strategy - management of the exit strategy including migration and roll out of the 

new services and incorporating a TUPE consultation process (approximately 4 
months). 

  
The Board should also be aware that NHS England recently completed a national 
procurement process in accordance with public contracts regulations, for a framework 
agreement for the Provision of Short Term Primary Care General Medical Services. The 
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framework agreement is for interim services which can be required at short notice for a 
number of reasons, for example, the death of a single-handed general practitioner or the 
short notice retirement or resignation of a general practitioner. 
  
The process attracted a high level of national interest and resulted in nine providers 
successfully being assessed as having the required capacity, capability and financial 
stability to deliver these services in the Wessex region. National and local providers are 
listed on the framework. This process demonstrates that market conditions are highly 
competitive for these services; therefore a long term extension with the incumbent cannot 
be justified. However, it needs to be recognised that the framework is for short-term 
arrangements and not long-term contracts which may result in a different market 
condition, although this is deemed unlikely.  
 
In assessing these options the CCG has sought expert procurement advice from NHS 
South of England Procurement Services. 

12.2. Patient Flow 
Walk-In Centre 
When assessing these options it is important to understand the impact any decision may 
have on patient flow through different components of the healthcare system. The table in 
Appendix H details activity for ED, the GWHC WIC, and the SMTC WIC; this is presented 
against each member practice as a rate per 1,000 population for 2014/15 activity. 
 
This information demonstrates that the level of activity for each urgent care site is largely 
driven by the proximity of the practice to that particular location (a small number of 
practices appear to have relatively high activity rates despite their distance to a particular 
site, however these practices correlate with highly deprived demographics which may 
explain the inflated activity). 
 
Should the GP-led WIC be relocated to the St Mary’s site it is possible that the users of 
this will potentially change with more people choosing to access the GP-led WIC rather 
than ED if they live to the north of the city. It is possible that a proportion of people who 
would have accessed the GWHC would go to the Urgent Care centre at ED. However the 
assumption is that the worst case scenario will be that the number of ED attendance does 
not change overall.  
  
General Practice 
If the CCG is to consider whether to decommission the primary medical care service 
provision at GWHC then consideration must be taken as to whether the wider healthcare 
system would be able to manage the patients being dispersed from the GWHC registered 
list. The CCG has engaged with its member practices to determine whether there is 
sufficient capacity within primary care in the city to assist patients registered at GWHC to 
register with another practice should the service be decommissioned. From the feedback 
received there was a mixed response. Some practices indicated they would be able to 
absorb the whole registered list if required; some practices stated they would be able to 
manage a fraction of those patients; while other practices indicated that they would 
struggle to manage any significant increase to their registered lists. Therefore, from these 
responses we can conclude that the dispersion of patients from the GWHC registered list 
would be manageable from a system capacity perspective, but it must be stressed that 
this does not consider the views of those patients affected, either those currently 
registered at GWHC or those registered at practices who would see an increase to their 
practice’s registered list. 

12.3. Vulnerable Patients 
The medical services and management of vulnerable patients, such as people who are 
homeless, or alcohol and substance misusers, currently delivered at GWHC are clearly an 
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essential component of care that needs to continue to be delivered within the city. This 
has been highlighted in the Equality Impact Assessment (EIA) carried out by the CCG 
which can be found in Appendix G. Regardless of which option is chosen for the future of 
the GWHC contract, the CCG is committed to re-commissioning specific service provision 
for these cohorts of patients deemed as vulnerable or hard to reach, taking into account 
feedback from our engagement exercise. 

12.4. Equity of Access 
As indicated previously the current opening times commissioned for the circa 6,000 
patients registered at GWHC presents inequity of access to primary medical care service 
provision when compared with the wider Portsmouth population.  
 
As outlined in the finance section of this report, that additional access comes at a 
significant increase in cost per registered patient. Although the ambition of both national 
and local healthcare strategies seek to increase opening hours for primary care services, 
including evening and weekend access, this needs to be delivered via a financially 
sustainable model. Based on the additional cost per registered patient at GWHC 
compared to an average cost across the remaining practices within Portsmouth, to roll out 
a like-for-like service model to all patients registered to GP practices within Portsmouth 
would cost an additional £8m per annum. There is not the workforce available to deliver 
this model, nor is there evidence of demand for all practices to be open seven days a 
week.  
 
As a responsible commissioning organisation with statutory responsibilities to ensure 
consistent care for all its patients (including equity of access) we need to work to improve 
access to primary care services for the entire Portsmouth population, rather than 
continuing with an inequitable model of delivery for a minority of patients. Therefore, the 
options which require primary medical care service provision to be re-commissioned from 
a GP practice (Options 1-3) it is proposed that this will initially be commissioned in line 
with core opening hours plus extended hours service provision (through Enhanced 
Service provision). However, clearly patients registered at Guildhall Walk have indicated, 
via the engagement work, that they value certain key services offered by this practice. We 
will therefore seek to secure a primary medical service which provides: open access to 
both GPs and nurses; which responds to the needs of the registered population in terms 
of hours of provision; and ensure the staff employed have the skillsets to manage 
vulnerable patients.  
 
The CCG wants to address access to primary care for the whole of the city in line with 
national and local policy, extending access to cover the whole week, but in a way which 
makes best use of the limited primary care workforce. To do this we will need to identify 
savings and reinvest from existing resources. 

12.5. Capacity and Demand 
Physical Space 
If the GP-led WIC were to relocate to SMTC, as the provider own the building they would 
have the ability to expand the available space for this service including increasing the 
number of treatment cubicles. The current waiting area is of sufficient space to be able to 
meet the increased demand of attendances that would result. 
 
Waiting Times 
The current waiting time target for the GP-led WIC at GWHC within the APMS contract is for 
95% of patients to be seen within 2 hours. This is currently consistently achieved and 
exceeded. The current waiting time target for the nurse-led WIC at SMTC is in line with the 
national NHS Standard Contract, i.e. for 95% of patients to be seen within 4 hours. This is 
currently consistently achieved and exceeded. However, statistics provided by Care UK 
show that over two thirds of patients are actually seen within 2 hours. 
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Workforce 
If the GP-led WIC remains at GWHC Care UK would be required to provide clinical and 
managerial staff across two sites which would potentially be an inefficient use of a limited 
workforce. Conversely, integrating the GP-led WIC with the nurse-led service at SMTC 
allows for a more flexible use of the workforce which may bring about reduced waiting times 
for patients. 
 
PHL, the current provider of the GP-led WIC, and Care UK, the incoming provider of the GP-
led WIC, will be expected to work through any TUPE implications for affected staff. This will 
both protect individual staff members, but also ensure continuity of the limited primary care 
workforce within the city. 
 
Parking 
In addition to the plans set out by Solent NHS Trust to ensure more patients have better 
access to the St Mary’s carpark, it should be noted that the demand for GP-led walk-in 
services are likely to be greatest on Saturday, Sundays, and the hours after GPs surgeries 
are closed. At these times there is significantly less demand for parking spaces at the St 
Mary’s site which means the majority of patients who would access a GP-led WIC at STMC, 
should the service be relocated, should find adequate parking available. 
 
 
13. Options Appraisal 
 

13.1. Option 1 – GP-led Walk-in Activity and Primary Medical Care Service Provision 
to be Delivered from its Current Location (Guildhall Walk Healthcare Centre) 

 
Overview: 
Option 1 would see both the GP-led minor illness walk-in service and the primary medical 
care services to the registered list population continuing to operate from Guildhall Walk 
Healthcare Centre. This would be achieved by the CCG directing the successful bidder of 
the Treatment Centre procurement, Care UK, to deliver a GP-led WIC from Guildhall Walk 
Healthcare Centre whilst re-commissioning, via a competitive tender process, the 
provision of primary medical care services within GP core opening hours (08:00-18:30, 
Monday-Friday), with the option to deliver extended opening hours. A service would also 
be commissioned to provide distinct provision for the homeless population within the city 
and for other vulnerable groups. Due to the time implications associated with undertaking 
a full procurement exercise, the mobilisation of any new service would exceed the 
incumbent’s existing contract expiration date. As a result, this option would dictate the 
extension of the incumbent’s contract past the 31st March 2016 to allow enough time to 
adequately undertake the procurement process and to mobilise the new service.   
 
Finance: 
 

Cost Description Activity/Units 
Activity/Unit 
Cost 

Annual 
Cost  

Registered List Size 6000 £75.77 £0.45m 
Registered List Patient Premium 6000 £42.10 £0.25m 
GP-Led WIC 17,377  £33.00   £0.57m  
GWHC registered activity attending in 
non-core hours -3,600  £33.00   (£0.12m)  
Full Rent @ GWHC    £0.12m  
Cost of void in nearby suitable premises    £0.15m  
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(John Pounds & Somerstown)  
    
Future Total Cost      £1.42m  
Total Saving      £0.15m  

 
Therefore this option potentially saves £150K per annum compared with current service 
provision. Assuming a seven year contract term this would save £1.05m. 
 
These costing assume: 
• The premium payment per patient will remain to enable extended access for the 

registered list 
• An allowance for the fact that walk in attendances during core hours by GWHC 

registered patients are costed within the price per registered patient  
• The CCG will be charged for void space in NHS leased properties   
 
 
Risks: 
Detailed below are some of the key risks associated with this option, their potential 
impact, probability, and any mitigating factors. Risk Scores are calculated utilising a risk 
matrix (located in Appendix I) and are reflective of any mitigating factors. 
 

Description Mitigation Impact 
Score 

Probability 
Score 

Total 
Score 

If the landlord is unwilling 
to extend the head-lease 
on the GWHC premises 
post April 2016 then the 
practice will need to 
relocate 

NHS Property Services 
have been in dialogue with 
the landlord who has 
indicated a desire to 
extend the head lease 

2 2 4 

If the incumbent provider 
is unwilling to extend the 
contract for 12 months 
there will be a need for a 
change in service  
provider 

Utilisation of NHS 
England’s Provision of 
Short Term Primary Care 
General Medical Services 2 2 4 

 
Issues: 
Listed below are some of the key issues associated with this option: 
• Maintaining a separate GP-led WIC from the location of GWHC does not address the 

issue highlighted in the national and local urgent care strategies, and the feedback 
received from a number of consultation and engagement exercises with the general 
public, that the urgent current system at present is too complex. Patients have 
expressed confusion as to the difference between the SMTC and GWHC WICs and 
which to choose in an urgent situation. This issue would fail to be addressed by 
choosing this option. 

• This option would not enable the GP-led WIC to have access to a wider array of 
diagnostics and tests that would be available if the WIC was located at SMTC, 
potentially limiting improvements to the quality of patient care. 

• Choosing to recommission both services at GWHC would not utilise any of the void 
space currently within the city and therefore miss an opportunity to optimise the use of 
estates already paid for by the CCG.  

• This option would represent the least financially beneficial when weighed against the 
other options available. This would impact upon the CCG’s ability to increase 
improved access to primary care services across the city in an equitable manner.  
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• There would be need to reconfigure the current space at GWHC to enable delivery of 
the two separate services, namely GP-led walk in and primary care medical services 
from the same building. This would be a cost pressure in addition to that identified 
above.  

• The SMTC provider will need to agree working arrangements with the primary medical 
care services provider to facilitate delivery of the GP-led WIC from GWHC and to 
ensure patient confidentiality is maintained. 

 
Benefits: 
Listed below are some of the key benefits associated with this option: 
• The majority of patients registered at GWHC live within a one mile radius of the 

premises. This option would ensure those patients continue to have access to 
services within close proximity to their residence. 

• Patients registered at GWHC will not have to register at another practice within the 
city. 

 

13.2. Option 2 – GP-led Walk-in Activity Provided at St Mary’s Treatment Centre, and 
Primary Medical Care Service Provision Delivered from its Current Location 
(Guildhall Walk Healthcare Centre) 

 
Overview: 
Option 2 would see the GP-led minor illness walk-in service being delivered in conjunction 
with the Nurse-led minor illness and minor injuries walk-in service at SMTC, alongside 
existing diagnostics. The primary medical care services to the registered list population 
would continue to operate from Guildhall Walk Healthcare Centre. This would be achieved 
by the CCG directing the successful bidder of the Treatment Centre procurement, Care 
UK, to deliver a GP-led WIC from SMTC whilst re-commissioning via a competitive tender 
process, the provision of primary medical care services within GP core opening hours 
(08:00-18:30, Monday-Friday), with the option to deliver extended opening hours. The re-
commissioned service would also have distinct provision for the homeless population 
within the city and for other vulnerable groups. Due to the time implications associated 
with undertaking a full procurement exercise, the mobilisation of any new service would 
exceed the incumbent’s existing contract expiration date. As a result, this option would 
dictate the extension of the incumbent’s contract past the 31st March 2016 to allow 
enough time to adequately undertake the procurement process and to mobilise the new 
service.   
 
Finance: 
 

Cost Description Activity/Units 
Activity/Unit 
Cost 

Annual 
Cost 

Registered list size  6,000 £75.77   £0.45m 
Homeless Service 200 £50  £0.01m  
Full rent Rent of GWHC    £0.12m  
Walk in activity at  SMTC  17,377 £33  £0.57m  
Cost of void in nearby suitable premises 
(John Pounds & Somerstown)     £0.15m 
    
Total Future Cost      £1.31m  
Total Savings      £0.27m  
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Therefore this option potentially saves £270K per annum compared with current service 
provision. Assuming a seven year contract term this would save £1.89m. 
 
These costings assume: 
• The GP-led walk in service is relocated to SMTC but attendance levels for non GWHC 

registered patients remains the same as now  
• All GWHC registered patients currently accessing the service at GWHC outside of 

core GMS hours, i.e. between 18:30-20:00 Monday to Friday, and 08:00-20:00 
Saturday and Sunday will now access the service at SMTC  

• The primary medical care services to the registered list population would continue to 
operate from GWHC but in accordance with standard core GP hours (08:00-18:30, 
Monday-Friday), with the option to deliver extended opening hours 

• The CCG will commission a bespoke homeless service at an indicative costs of £50 
per registered homeless person 

 
 
Risks: 
Detailed below are some of the key risks associated with this option, their potential 
impact, probability, and any mitigating factors. Risk Scores are calculated utilising a risk 
matrix (located in Appendix I) and are reflective of any mitigating factors. 
 

Description Mitigation Impact 
Score 

Probability 
Score 

Total 
Score 

If the landlord is unwilling 
to extend the head lease 
on the GWHC premises 
post April 2016 then the 
practice will need to 
relocate 

NHS Property Services 
have been in dialogue 
with the landlord who has 
indicated a desire to 
extend the head lease 

2 2 4 

If the incumbent provider is 
unwilling to extend the 
contract for 12 months 
there will be a need for a 
change in service  provider 

Utilisation of NHS 
England’s Provision of 
Short Term Primary Care 
General Medical Services 

2 2 4 

 
Issues: 
Listed below are some of the key issues associated with this option: 
• Choosing to recommission primary medical care services at GWHC would not utilise 

any of the void space currently within the city and therefore miss an opportunity to 
optimise the use of estates already for paid for by the CCG. This may even 
exacerbate the issue of void space as the delivery of primary medical care services in 
isolation, without the provision of a WIC, would create additional void space within the 
GWHC premises, reflecting poorer value for money. 

 
Benefits: 
Listed below are some of the key benefits associated with this option: 
• This option would address the issue highlighted in the national and local urgent care 

strategies, and the feedback received from a number of consultation and engagement 
exercises with the general public, that the urgent care system at present is too 
complex. Patients would no longer be confused as to which WIC to choose in an 
urgent situation.  

• This option would enable the GP-led WIC to have access to a wider array of 
diagnostics and tests at SMTC, potentially improving the quality of patient care. 

• Patients would no longer be re-directed to the other WIC within the city as they had 
attended the ‘wrong’ WIC. 
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• The majority of patients registered at GWHC live within a one mile radius of the 
premises. This option would ensure those patients continue to have access to 
services within close proximity to their residence. 

• Patients registered at GWHC will not have to register at another practice within the 
city 

 

13.3. Option 3 – GP-led Walk-in Activity Provided at St Mary’s Treatment Centre, and 
Primary Medical Care Service Provision Delivered from Void Space in the City 

 
Overview: 
Option 3 would see the GP-led minor illness walk-in service being delivered in conjunction 
with the Nurse-led minor illness and minor injuries walk-in service at SMTC, and the 
primary medical care services to the registered list population commissioned to be 
delivered from vacant NHS space such as Somerstown Hub. This would be achieved by 
the CCG directing the successful bidder of the Treatment Centre procurement, Care UK, 
to deliver a GP-led WIC from SMTC whilst re-commissioning via a competitive tender 
process, the provision of primary medical care services within GP core opening hours 
(08:00-18:30, Monday-Friday), with the option to deliver extended opening hours. The re-
commissioned service would also have distinct provision for the homeless population 
within the city and for other vulnerable groups. Due to the time implications associated 
with undertaking a full procurement exercise, the mobilisation of any new service would 
exceed the incumbent’s existing contract expiration date. As a result, this option would 
dictate the extension of the incumbent’s contract past the 31st March 2016 to allow 
enough time to adequately undertake the procurement process and to mobilise the new 
service.   
 
Finance: 
 

Cost Description Activity/Units 
Activity/Unit 
Cost 

Annual 
Cost 

Registered list size  6,000 £75.77  £0.45m  
Homeless Service 200 £50  £0.01m  
Lease of 250 Square Metre @ average of 
£250 Per Square Metre 250 £250  £0.06m  
Walk in activity at  SMTC  17,377 £33  £0.57m  
Cost of residual void in nearby suitable 
premises     £0.09m 
    
Total Future Cost      £1.18m  
Total Savings      £0.39m  

    Non Recurrent Costs: 
 

   
Cost Description Activity/Units 

Activity/Unit 
Cost 

Annual 
Cost 

Reinstatement and Dilapidation to GWHC 
leased asset 288 Square Metre @ £889 Per 
Square Metre 288 889  £0.3m  
Refurbishment of NHS asset for relocation 250 889  £0.2m  
    
Total Non Recurrent Cost      £0.5m  
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Therefore this option potentially saves £390K per annum compared with current service 
provision, but would require £500K in non-recurrent up-front costs. Assuming a seven 
year contract term this would save £2.73m minus £500K, giving a net saving of £2.23m. 
 
These costings assume: 
• The GP-led walk in service is relocated to SMTC but attendance levels for non GWHC 

registered patients remains the same as now  
• All GWHC registered patients currently accessing the service at GWHC outside of 

core GMS, i.e. between 18:30-20:00 Monday to Friday, and 08:00-20:00 Saturday and 
Sunday will now access the service at SMTC  

• The primary medical care services to the registered list population would operate from 
nearby vacant NHS premises but in accordance with standard core GP hours (08:00-
18:30, Monday-Friday), with the option to deliver extended opening hours 

• The CCG will commission a bespoke homeless service at an indicative costs of £50 
per registered homeless person 

 
Risks: 
Detailed below are some of the key risks associated with this option, their potential 
impact, probability, and any mitigating factors. Risk Scores are calculated utilising a risk 
matrix (located in Appendix I) and are reflective of any mitigating factors. 
 

Description Mitigation Impact 
Score 

Probability 
Score 

Total 
Score 

If the incumbent provider is 
unwilling to extend the 
contract for 12 months 
there will be a need for a 
change in service  provider 

Utilisation of NHS 
England’s Provision of 
Short Term Primary Care 
General Medical Services 

2 2 4 

 
Issues: 
Listed below are some of the key issues associated with this option: 
• Patients currently registered at GWHC will need to travel to another location within the 

city centre to receive primary medical care services. This may or may not be further 
for patients to travel (Somerstown Hub is approximately quarter of a mile from 
GWHC). 

 
Benefits: 
Listed below are some of the key benefits associated with this option: 
• This option would address the issue highlighted in the national and local urgent care 

strategies, and the feedback received from a number of consultation and engagement 
exercises with the general public, that the urgent care system at present is too 
complex. Patients would no longer be confused as to which WIC to choose in an 
urgent situation.  

• This option would enable the GP-led WIC to have access to a wider array of 
diagnostics and tests at SMTC, potentially improving the quality of patient care. 

• Patients would no longer be re-directed to the other WIC within the city as they had 
attended the ‘wrong’ WIC. 

• The majority of patients registered at GWHC live within a one mile radius of the 
premises. This option would ensure those patients continue to have access to 
services within close proximity to their residence. 

• Patients registered at GWHC will not have to register at another practice within the 
city 
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13.4. Option 4 – GP-led Walk-in Activity Provided at St Mary’s Treatment Centre, and 
Primary Medical Care Service Provision Delivered from Existing Practices in 
the City (Decommission Guildhall Walk Healthcare Centre Practice) 

 
Overview: 
Option 4 would see the GP-led minor illness walk-in service be delivered in conjunction 
with the Nurse-led minor illness and minor injuries walk-in service at SMTC, and the 
primary medical care services to the registered list population decommissioned. This 
would be achieved by the CCG directing the successful bidder of the Treatment Centre 
procurement, Care UK, to deliver a GP-led WIC from SMTC whilst decommissioning the 
provision of primary medical care services at Guildhall Walk Healthcare Centre by 
allowing the existing contract to come to a natural end through expiration on the 31st 
March 2016. This decision would result in the registered list population being required to 
register with another local GP practice of their choice, affectively dispersing the list. A 
separate service would be commissioned to specifically deliver primary medical care 
services to the homeless population within the city.   
 
Finance: 
 

Cost Description Activity/Units 
Activity/Unit 

Cost 
Annual 

Cost 
Repatriation of 6,000 patients into surrounding 
practices @ city average of £80.55 6,000 £80.55  £0.48m  

Extended Hours Premium 6,000 
                           

£1.90   £0.01m  
Enhanced service for the homeless 200 £50  £0.01m  
Current Walk in activity at  SMTC  17,377 £33  £0.57m  
Cost of void in nearby suitable premises (John 
Pounds & Somerstown)     £0.15m  
    
Total Future Cost      £1.22m  
Total Saving      £0.35m  

   Non Recurrent Costs: 
 

  
Cost Description Activity/Units 

Activity/Unit 
Cost 

Annual 
Cost 

Reinstatement and Dilapidation to GWHC leased 
asset 288 Square Metres @ £889 Per Square 
Metre 288 889  £0.3m  
Total Non Recurrent Cost      £0.3m  

 
Therefore this option potentially saves £350K per annum compared with current service 
provision, but would require £300K in non-recurrent up-front costs. Assuming a seven 
year contract term this would save £2.45m minus £300K, giving a net saving of £2.15m. 
 
These costings assume: 
• Patients are supported to re-register at alternative practice of their choice within 

Portsmouth City at the end of the current APMS contract term 
• The distribution of patients will attract the average capitation rate for the city 
• The GP-led walk in service is relocated to SMTC and total attendance levels will 

remain the same as now  
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• The CCG will commission a bespoke homeless service at an indicative costs of £50 
per registered homeless person 

 
Risks: 
Detailed below are some of the key risks associated with this option, their potential 
impact, probability, and any mitigating factors. Risk Scores are calculated utilising a risk 
matrix (located in Appendix I) and are reflective of any mitigating factors. 
 

Description Mitigation Impact 
Score 

Probability 
Score 

Total 
Score 

If patients register with a 
variety of different 
practices then those 
practices cannot plan for 
the additional capacity 
required 

Patients would be 
encouraged to register 
with those practices who 
have indicated they have 
sufficient capacity to take 
on new patients 

2 2 4 

 
Issues: 
Listed below are some of the key issues associated with this option: 
• This option would limit the choice available for patients when choosing to register with 

a GP practice in Portsmouth. 
• This option may further alienate or discourage vulnerable groups of patients from 

registering at another practice within the city, especially if they experience issues 
around anxiety or general distrust of healthcare providers. 

• This option may cause concern that patients may not easily be able to register with 
another practice. 

 
Benefits: 
Listed below are some of the key benefits associated with this option: 
• This option would address the issue highlighted in the national and local urgent care 

strategies, and the feedback received from a number of consultation and engagement 
exercises with the general public, that the urgent care system at present is too 
complex. Patients would no longer be confused as to which WIC to choose in an 
urgent situation.  

• This option would enable the GP-led WIC to have access to a wider array of 
diagnostics and tests at SMTC, potentially improving the quality of patient care. 

• Patients would no longer be re-directed to the other WIC within the city as they had 
attended the ‘wrong’ WIC. 

• This is in line with the CCG’s vision to support the development of larger practices. 
 
 
14. Options Evaluation Framework 
 
This section structures the options in accordance with an evaluation and prioritisation 
framework (located in Appendix J). This offers a simplistic overview of the available 
options and RAG (Red, Amber, Green) rates each option with how well it complies with 
the evaluation and prioritisation framework. This is presented as an aide to decision-
making but does not replace the need to evaluate all the information contained within this 
document as to which option is most suitable. 
 
 Option 1 Option 2 Option 3 Option 4 

Clinical  • Lack of clinical 
standardisation 

• GP-led WIC 
ensures clinical 

• GP-led WIC 
ensures clinical 

• GP-led WIC 
ensures clinical 
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• No access to 
diagnostics for 
GP-led WIC 

standardisation 
• Access to on-site 

diagnostics 

standardisation 
• Access to on-site 

diagnostics 

standardisation 
• Access to on-site 

diagnostics 
• Potential adverse 

impact on primary 
care services 

Financial 
Sustainability 

• Rated 4th with 
regards to 
financial 
sustainability 

• Lacks 
reinvestment 
potential to 
address improved 
equitable access 

• Rated 3rd with 
regards to 
financial 
sustainability 

• Lacks 
reinvestment 
potential to 
address improved 
equitable access 

• Rated 1st with 
regards to 
financial 
sustainability 

• Best reinvestment 
potential to 
address improved 
equitable access 

• Rated 2nd with 
regards to 
financial 
sustainability 

• Some 
reinvestment 
potential to 
address improved 
equitable access 

Integration • WICs would 
operate as 
separate services 

 

• WICs would be 
integrated 
services 

• WICs would be 
integrated 
services 

• WICs would be 
integrated 
services 

Deliverability • Potential 
operational issue 
if two distinct 
providers are 
delivering similar 
services from 
GWHC 

• Operationally 
feasible 

• No foreseen 
adverse 
healthcare system 
impact 

• Operationally 
feasible 

• No foreseen 
adverse 
healthcare system 
impact 

• Operationally 
feasible 

• Potential negative 
impact on primary 
care access 

Patient 
Focussed 

• Some 
consistencies with 
national and local 
policy 

• Patients have 
expressed a 
preference to this 
model 

• Consistent with 
national and local 
policy 

• Patients have 
expressed some 
reservations 
about this model 

• Consistent with 
national and local 
policy 

• Patients have 
expressed some 
reservations 
about this model 

• Some 
consistencies with 
national and local 
policy 

• Patients have 
expressed 
reservations 
about this model 

 
 
15. Conclusion 
 
As discussed throughout this paper the upcoming expiration of the contract for healthcare 
service provision at GWHC necessitates the need to make a decision as to the future of 
these services; however, this has also provided an opportunity to critically assess the current 
structure of service provision and to determine if there are alternative models in which to 
provide services more effectively.  
 
The subsequent analysis of viable options in relation to aspects such as: strategic alignment; 
financial sustainability; patient feedback and preference; equity of access; and local 
healthcare system flow, all combine to present a very complex landscape from which to 
make a recommendation as to the future of this contract.  
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There are good clinical and strategic reasons to support the re-location of the GP-led WIC to 
St Mary’s as part of an integrated urgent care centre. This does however need to be 
balanced against the public concern, principally around access to the site. 
 
Likewise there are good clinical and strategic reasons why the CCG should be encouraging 
and supporting the establishment of larger General Practice units; however, the support from 
the patients, the public, and stakeholders for the continuation of a stand-alone practice has 
been strong. There are clear concerns regarding the potential closure of a GP practice in the 
city and the impact that this may have on securing primary care medical services for the 
current registered population. Patients have also indicated their support for the ‘walk-in’ 
model of care whereby patients are not required to book appointments in advance. 
 
If the CCG is to procure a new practice for this population this should be done in a way 
which delivers good value for money and which enables us to move towards more equitable 
access for the population as a whole. 
 
In conclusion – and taking into account all criteria, considerations and feedback – Option 3, 
namely relocate the GP-led WIC to SMTC, and procure a GP practice which should be 
delivered from current void space in the city, is the preferred option for continuation of 
services beyond the current March 2016 GWHC contract expiration date and this should 
now form the basis for a formal consultation both with Portsmouth Health Overview & 
Scrutiny Panel and the public prior to a final decision by the CCG Governing Body. 
 
 
16. Recommendation 
 
The CCG Governing Body are requested to: 

- Endorse and support Option 3, namely the relocation of the GP-led WIC to SMTC, 
and the procurement of a GP practice which should be delivered from current void 
space in the city as the preferred option for continuation of services beyond the 
current March 2016 GWHC contract expiration date, and; 

- Require the CCG to conduct a formal consultation with Portsmouth Health Overview 
& Scrutiny Panel and the public on the basis of this preferred option from October 
2015 for a period of no greater than 12 weeks in line with good practice on public 
consultation. 
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Survey: Guildhall Walk Registered Patients 

The contract for the NHS services provided at the Guildhall Walk Healthcare Centre 

runs out in March 2016.That means the local NHS must soon decide whether to 

continue to provide these services in the same way in the future, or whether to make 

changes that involves asking fundamental questions about what services are needed 

in the future, where those services should be located, and which staff should deliver 

them. 

 

By completing this survey you will help the NHS to know more about the people who 

are potentially affected by any changes whether that means leaving the practice in 

the same place, moving it within the city, or asking patients to register elsewhere and 

so help to ensure that the right decisions are made. 

 

Please note: For patients under the age of 18 we will accept a form completed by a 

parent or legal guardian. 

 

 

 

 

1 Gender – are you: 

 Please 

tick  one 

Male  

Female  

Prefer not to say  
 

2 Age – are you: 

 Please 

tick  one 

Under 18  

18-24  

25-34  

35-44  

45-54  

55-64  

65-74  

75 or over  
 

About you 

Please tell us a little about yourself – all responses will be entirely anonymous. 
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Using the Guildhall Walk Healthcare Centre 

Please let us know a little about your experience of using the Guildhall Walk 

Healthcare Centre, as a registered patient. 

3 What is the first part of your postcode? 

PO1   PO7  PO13  

PO2   PO8  PO14  

PO3   PO9  PO15  

PO4   PO10  PO16  

PO5   PO11  PO17  

PO6   PO12  Other 
(Hants) 

 

Other (outside Hampshire, please 

specify) 

 

 

 

4 How long have you been registered with the Guildhall Walk 

Healthcare Centre? 

 Please 
tick  
one 

Less than a year  

1 – 2 years  

3 – 5 years  

6-10 years  
 

5 Why did you register as a patient at the Guildhall Walk 

Healthcare Centre, rather than another surgery?  

(Choose as many options as are appropriate) 

 

It's closest / most convenient to my home  

It's closest / most convenient to my work or place of study  

It was recommended to me  

No particular reason  

The surgery offers a specific service I can't get anywhere else  

(Please specify) 
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6 Why did you register as a patient at the Guildhall Walk 

Healthcare Centre, rather than another surgery?  

(Choose the ONE most important reason) 

 

 Please 

tick  
one 

It's closest / most convenient to my home  

It's closest / most convenient to my work or place of study  

It was recommended to me  

No particular reason  

The surgery offers a specific service I can't get anywhere else  
(Please specify) 
 

 
 

 
 

 

 

7 In the last year, which services have you used at the Guildhall 

Walk Healthcare Centre?  

(Please select as many or as few as apply) 

 

Pre-booked GP appointment  

Pre-booked nurse appointment  

‘Walk-in’ GP appointment  

Telephone consultation  

To get a letter/document signed  

Vaccinations   

Smoking/alcohol/weight/drug advice  

Online GP assessment  

Other (please specify) 
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8 Which of those services did you use most often, in the last 

year? (One answer only) 

 Please 

tick  
one 

Pre-booked GP appointment  

Pre-booked nurse appointment  

‘Walk-in’ GP appointment  

Telephone consultation  

To get a letter/document signed  

Vaccinations   

Smoking/alcohol/weight/drug advice  

Online GP assessment  

Other (please specify) 
 

 
 
 

 

 

9 Overall, how would you rate your experience of using the 

practice? 

 Please 
tick  
one 

Very good  

Quite good  

Average – neither good nor poor  

Quite poor  

Very poor  

Don’t know/haven’t used it  
 

 

 

 

 

 

 

 



May 2015 
 

Looking ahead 

The contract for the services which are currently provided at Guildhall Walk 

Healthcare Centre runs out in March 2016. Please help us to decide how the 

local NHS should respond to that development. 

 

10 If you could no longer use the Guildhall Walk Healthcare 

Centre, which phrase would best describe your reaction...? 

 

 Please 

tick  
one 

It wouldn’t really bother me, I’d register somewhere else  

It would be slightly inconvenient but not a real problem to me  

It would be inconvenient and a real problem to me  

Don’t know  
 

11 If you had to look elsewhere for a GP surgery, would you 

change to… 

 

 Please 

tick  
one 

Another practice less than half a mile away – no more  

Another practice up to 1 mile away  

Another practice up to 2 miles away  

Another practice up to 3 miles away  

I’d register close to my home/work instead  

Not concerned  

Don’t know  

Other (please specify) 
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12 Thinking about GP surgeries in the future, how important are 

the following factors to you? 

 Very 
important 

Quite 
important 

Neither 
important or 
unimportant 

Not that 
important 

Not at all 
important 

Don’t 
know 

Being able to book 
to see any GP, 
within a few days 

      

Having a surgery 

which is very close 
to my home 

      

Having a big 

surgery which 
offers a wide 

range of services 
in one place 

      

Always being able 
to see my 'own' 

GP 

      

Being able to talk 
to a GP/nurse on 

the phone 

      

Being able to book 
appointments at 

weekends, 
evenings, or early 
mornings 

      

Being able to walk 

in and wait for 
'same day' 

appointments 

      

 

13 If you were no longer able to use the Guildhall Walk 

Healthcare Centre, what would be your concerns? (You may 

choose as many or as few options as you wish) 

Loss of the personal relationship I have with my GP(s)  

Whether I would be able to register at another local practice  

Whether I would have to travel a long way to a new practice  

Whether I could access a particular service at another practice  

Whether the opening hours of another practice would suit me  

Whether I could still get walk-in/same day appointments  

Whether I’d have to wait longer to book a routine appointment  

Other (please specify) 
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Please write your comments here: 

 

 

 

 

 

 

 

 

 

Personal details 

We like to ask a few questions to find out more about the people who are taking 

the trouble to give us their views. This is purely to help us to understand which 

people are being reached by us, and whether there are groups which are not 

being heard. 

14 Is there anything else you would like the NHS to take into 

account when considering the future of the services at 

Guildhall Walk Healthcare Centre? 

 

 

15 Do you have dependent children, or do you care for 

someone? 

 Please 
tick  

one 

Yes I have dependent children  

Yes, I am responsible for caring for a partner/friend/relative  

Yes I have dependent children and care for a partner/friend/relative  

No  
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16 Do you consider yourself to have a disability? 

 Please 
tick  
one 

Yes  

No  

Prefer not to say  
 

17 If yes, please tell us what your disability is? 

Learning disability or difficulty  

Longstanding illness  

Mental health condition  

Physical impairment  

Sensory impairment  

Prefer not to say   

Other (please specify) 
 

 
 

 

 

18 Would you describe your sexuality as: 

Lesbian/Gay Woman  

Heterosexual/Straight  

Gay Man  

Bisexual  

Prefer not to say   
 

19 Would you describe your ethnic origin as: 

White, British  African  

White, Irish  Any other black background  

Any other white background  Chinese  

Indian  Mixed: White and Black 
Caribbean 

 

Pakistani   Mixed: White and Black African  

Bangladeshi  Mixed: White and Asian  

Any other Asian background  Any other mixed background  

Caribbean   Prefer not to say  

Any other ethnic group – please specify 
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20 Your religious belief is: 

Atheism  Islam  

Buddhism  Judaism  

Christianity  Sikhism  

Hinduism   Prefer not to say  

Other religious belief – please specify 
 

 

 

 

Thank you 

Thank you very much for taking the time to complete this survey. 

 
Please return your response to us in the reply paid envelope enclosed with your 

letter. 
 
The closing date for responses is Friday 3rd July 2015. 
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Guildhall Walk registered 
patients 
September 2015 
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345 
Total Responses 

Complete Responses: 315 
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Q1: Gender - are you: 
Answered: 343    Skipped: 2 

38.48% 

60.93% 

0.58% 
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Q2: Age - are you: 
Answered: 344    Skipped: 1 

32.56% 

13.95% 

14.83% 

11.92% 

8.72% 

6.69% 

11.34% 
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Q3: What is the first part of your postcode? 
Answered: 344    Skipped: 1 

27.62% 

15.99% 

4.65% 

15.41% 

32.85% 

2.91% 

0.29% 

0.29% 
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Q4: How long have you been registered with the Guildhall Walk 
Healthcare Centre? 
Answered: 320    Skipped: 25 

19.69% 

20.00% 

52.50% 

7.81% 



Powered by 

Q5: Why did you register as a patient at the Guildhall Walk Healthcare Centre, 
rather than another surgery? (choose as many options as are appropriate) 
Answered: 321    Skipped: 24 

It’s closest / most convenient to my home 
 
 

It’s closest / most convenient to my work / 
place of study 

 
 

It was recommended to me 
 

 
No particular reason 

 
 

The surgery offers a specific service I can’t 
get anywhere else 

 

52.96% 

23.68% 

39.88% 

3.74% 

45.79% 
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Q5: Comments regarding the specific services which led people to 
register at Guildhall Walk Healthcare Centre 
Answered: 147 

Main themes: 
 

The vast majority of comments related to access: 
• The vast majority of people (85%+) referred to the hours of opening – either in 

general, or referencing either the 8am-8pm opening, weekend opening, or both. 
• Approximately one-third of these respondents referred to the walk-in service, or 

related issues such as the ability to have a same-day appointment, or not having to 
wait. 

• A smaller number also referred to the short waiting times (to be seen within the 
practice), and short waiting times when booking a routine appointment. 

 

No other consistent themes were evident. A small number of respondents referred to 
specific services, for example diabetes care, and there were many comments offering 
general praise of the service and/or staff. 
 
Note – this analysis also applies to the responses provided for Q6. 
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Q6: Why did you register as a patient at the Guildhall Walk Healthcare Centre, 
rather than another surgery? (choose the ONE most important reason) 
Answered: 313    Skipped: 32 

It’s closest / most convenient to my home 
 
 

It’s closest / most convenient to my work / 
place of study 

 
 

It was recommended to me 
 

 
No particular reason 

 
 

The surgery offers a specific service I can’t 
get anywhere else 

 

32.91% 

10.86% 

18.53% 

2.88% 

34.82% 
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Q7: In the last year, which services have you used at the Guildhall Walk 
Healthcare Centre? (please select as many or as few as apply) 
Answered: 317    Skipped: 28 

Pre-booked GP appointment 
 

Pre-booked nurse appointment 
 

‘Walk-in’ GP appointment 
 

Telephone consultation 
 

To get a letter / document signed 
 

Vaccination 

 
Smoking / alcohol / weight / drug advice 

 
Online GP assessment 

 
Other 

84.23% 

59.94% 

34.38% 

15.77% 

22.40% 

8.20% 

4.42% 

11.99% 

83.91% 
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Q8: Which of those services did you use most often, in the last year? (one 
answer only) 
Answered: 311    Skipped: 34 

Pre-booked GP appointment 
 

Pre-booked nurse appointment 
 

‘Walk-in’ GP appointment 
 

Telephone consultation 
 

To get a letter / document signed 
 

Vaccination 

 
Smoking / alcohol / weight / drug advice 

 
Online GP assessment 

 
Other 

37.62% 

7.40% 

49.52% 

1.29% 

0.32% 

0.96% 

0.64% 

0.64% 

1.61% 
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Q9: Overall, how would you rate your experience of using the practice? 
Answered: 318    Skipped: 27 

Very good 
 
 

Quite good 
 
 

Average – neither good nor poor 
 

 
Quite poor 

 
 

Very poor 
 
 

Don’t know / haven’t used it 

72.64% 

19.81% 

5.35% 

0.94% 

0.94% 

0.31% 
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Q10: If you could no longer use the Guildhall Walk Healthcare Centre, 
which phrase would best describe your reaction...? 
Answered: 316    Skipped: 29 

It wouldn’t really bother me, I’d register 
somewhere else 

 

 
It would be slightly inconvenient, but not a 

real problem for me 
 

 
It would be inconvenient, and a real 

problem for me 

 
 

Don’t know 

3.48% 

15.51% 

78.48% 

2.53% 
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Q11: If you had to look elsewhere for a GP surgery, would you change to... 
Answered: 287    Skipped: 58 

Another practice less than half a 
mile away – no more 

 
Another practice up to 1 mile away 

 
Another practice up to 2 miles away 

 
Another practice up to 3 miles away 

 
I’d register closer to my home / 

work instead 
 

Not concerned 

 
Don’t know 

22.30% 

16.03% 

4.53% 

5.23% 

21.25% 

1.74% 

28.92% 
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Q12: Thinking about GP surgeries in the future, how important are the 
following factors to you? 

Score  
(1-5) 

Very 
important 

(%) 

Quite 
important 

(%) 

Neither 
important / 
unimportant 

(%) 

Not that 
important 

(%) 

Not at all 
important 

(%) 

Don’t know 
(%) 

Total 
responses 

Always being able to see 
‘my’ GP 3.77 33.33 29.74 23.53 7.84 4.90 0.65 306 

Being able to see any GP 
within a few days 4.71 75.97 20.78 1.95 1.30 0 0 308 

Being able to book 
weekend / evening / 
morning appts 

4.70 77.96 16.61 2.88 1.92 0.64 0 313 

Being able to talk to a GP / 
nurse on the phone 4.07 46.23 28.20 15.74 7.21 2.30 0.33 305 

Being able to walk in and 
wait for ‘same day’ appts 4.76 80.63 15.87 2.54 0.95 0 0 315 

Having a surgery which is 
very close to my home 4.10 47.27 29.26 11.09 9.65 1.93 0 311 

Having a big surgery which 
offers wide range of 
services 

4.23 49.68 32.37 11.54 4.81 1.28 0.32 312 
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Q13: If you were no longer able to use the Guildhall Walk Healthcare Centre, what would 
be your concerns? (You may choose as many or as few options as you wish) 
Answered: 314    Skipped: 31 

Loss of personal relationship with my GP(s) 
 

Whether I would be able to register at 
another local practice 

 

Whether I would have to travel a long way to 
a new practice 

 

Whether I could access a particular service at 
another practice 

 

Whether the opening hours of another 
practice would suit me 

 

Whether I could still get walk-in / same day 
appointments 

 

Whether I’d have to wait longer to book a 
routine appointment 

 
Other 

40.13% 

42.99% 

49.36% 

29.94% 

78.34% 

84.39% 

62.74% 

10.51% 
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Q13: ‘Other’ concerns if respondents were no longer able to use the 
Guildhall Walk Healthcare Centre 
Answered: 33 

Main themes: 
 

Almost all of the ‘other’ comments were actually similar in nature to the other options 
people could select for this question: 
• Only one person referred to a specific aspect of care they would be concerned to lose 

(diabetes care). 
• Otherwise, some respondents either took the opportunity to offer general praise for 

the service and a concern that the standards would not be found elsewhere, or 
positive feedback for the staff, and the related fear that moving surgery would break 
continuity of care. 

• There were also some concerns regarding the difficulty of getting to, or registering 
with, other practices, and a small number of concerns regarding the possible 
additional pressure on other services should the practice close.  
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Q14. Is there anything else you would like the NHS to take into account when 
considering the future of the services at Guildhall Walk Healthcare Centre? 
Answered: 184    Skipped: 161 

Main themes: 
 
The vast majority of those providing an answer again focused on issues which have already emerged clearly from 
previous answers: 

• General comments of support, praise for the service, for staff, opposition to closure, and question why a busy 
service should be closed, were the most comment response (almost 120 comments, including 40 relating to staff). 

• The issue of access was again prominent, with almost one quarter of responses including a reference to the 
importance of being able to walk in / be seen quickly / urgently, and almost one fifth again referring to the benefits 
of longer opening hours. 

• Location was also a key theme for a group of respondents, with approximately 40 comments relating to the 
subject. The specific comments varied, but included concerns about the possible loss of a convenient / local 
service for an area which included people with no access to private transport / the elderly / students, and also the 
possible loss of a service which was convenient / central / well served by public transport. 

• There were also comments (<20) relating to how the loss of the practice might impact other services (St Mary’s, 
A&E, other GPs), and also claiming that it was already hard to see a GP (quickly) 

• Relatively few negative comments, which included some calls (<10) for giving priority for registered patients 
(against unregistered walk-ins) to reduce waiting times for booked appointments. 
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Q15: Do you have dependent children, or do you care for someone? 
Answered: 306    Skipped: 39 

Yes – I have dependent children 
 
 
 
 

Yes – I am responsible for caring for a 
partner / friend / relative 

 
 

Yes – I have dependent children and 
care for a partner / friend / relative 

 
 
 

No 

20.26% 

4.25% 

3.59% 

71.90% 
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Q16: Do you consider yourself to have a disability? 
Answered: 315    Skipped: 30 

18.41% 

77.46% 

4.13% 

Yes 
 
 
 
 

No 
 
 
 
 

Prefer not to say 
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Q17: If yes, please tell us what your disability is. You may select as many 
options as are applicable 
Answered: 73    Skipped: 272 

Learning disability or difficulty 
 
 

Long-standing illness 

 
Mental health condition 

 

 
Physical impairment 

 
Sensory impairment 

 

 
Prefer not to say 

 

 
Other (please specify) 

 

13.70% 

43.84% 

30.14% 

38.36% 

9.59% 

8.22% 

15.07% 
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Q18: Would you describe your sexuality as: 
Answered: 308    Skipped: 37 

Lesbian / Gay woman 

 
 

Heterosexual 
 
 

Gay man 
 

 
Bisexual 

 
 

Prefer not to say 
 

Lesbian / Gay woman 

 
 

Heterosexual 
 
 

Gay man 
 

 
Bisexual 

 
 

Prefer not to say 
 

2.60% 

84.74% 

4.22% 

0.32% 

8.12% 
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Q19: Would you describe your ethnic origin as: 
Answered: 313    Skipped: 32 

Selected responses: 
 
White, British:  
White, other: 
Indian, Pakistani, Bangladeshi, other Asian 
background: 
Caribbean, African, other black 
background: 
Chinese: 
Any mixed background: 
Any other ethnic background: 
Prefer not to say: 
 
 
 

Selected responses: 
 
67.73% 
17.58%  
 
3.20% 
 
2.24% 
1.28% 
0.64% 
3.51% 
3.83% 
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Q20: Your religious belief is: 
Answered: 310    Skipped: 35 

None / atheism 

 
Buddhism 

 
Christianity 

 
Hinduism 

 
Islam 

 
Judaism 

 
Sikhism 

 
Prefer not to say 

 
Other religious belief 

 

16.77% 

2.90% 

48.71% 

1.94% 

2.90% 

0.65% 

15.48% 

10.65% 
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Portsmouth 
September  2015 
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493 
Total Responses 

Complete Responses: 466 
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Q1: Gender - are you: 
Answered: 490    Skipped: 3 

28.37% 

71.63% 
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Q2: Age - are you: 
Answered: 491    Skipped: 2 

0.61% 

10.79% 

21.18% 

23.42% 

12.63% 

22.61% 

1.43% 

7.33% 
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Q3: Where do you live (first part of your postcode)? 
Answered: 485    Skipped: 8 

19.38% 

14.43% 

8.87% 

24.33% 

15.88% 

6.80% 

5.98% 

4.33% 

PO1 
 
 

PO2 
 
 

PO3 
 
 

PO4 
 
 

PO5 
 
 

PO6 
 
 

PO7-11 
 
 

PO12-17 
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Q4: Have you ever used walk-in services in Portsmouth? 
Answered: 488    Skipped: 5 

Yes – St Mary’s Treatment 
Centre 

 
 
 

Yes – Guildhall Walk Healthcare 
Centre 

 
 
 

Yes – both St Mary’s and 
Guildhall Walk 

 
 
 

No 

17.01% 

27.87% 

45.90% 

9.22% 
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Q5: The NHS needs to decide whether to move the GP walk-in service from Guildhall Walk to St 
Mary's Treatment Centre. What do you think are the most important factors that must be 
considered when making that decision? (select as many, or as few, as you wish) 
Answered: 466    Skipped: 27 

Making sure people don’t have to travel too 
far to reach a walk-in service 

 
Making sure the quality of the walk-in 

service is as high as possible 
 

Getting the best possible value for public 
money 

 
Having a service near to the city centre 

 
Making sure it is easy for people to know 

what options they have 
 

Having GPs, nurses and diagnostics in one 
place 

 
Keeping the capacity (number of 

appointments) as high as possible 
 

Providing a wide range of options for people 
needing walk-in services 

 

65.67% 

66.74% 

29.40% 

58.37% 

43.13% 

35.62% 

46.78% 

47.42% 
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Q5. ‘Other’ comments relating to the important factors to be considered when 
considering whether to move walk-in services from Guildhall Walk to St Mary’s 
Comments: 58 

Main themes: 
 

The issue of physical access was raised by a notable number of respondents: 
• There were almost 20 comments about general accessibility, either in terms of 

Guildhall Walk being in the right place / central, or St Mary’s being inaccessible / 
poorly served by public transport. Others highlighted the importance of public 
transport, without clearly expressing a preference for a particular location. 

• A smaller number of comments referred to specific access issues, such as the 
difficulties faced by the elderly, vulnerable people, tourists or students, or the need to 
have a service near to where people work. 

 

About a quarter of the comments on this question referred to the need to keep waiting 
times down, or fears that waiting times would rise. 
 

There were eight references to car parking (ensuring it was suitable / cheap / free) 
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Q6: Regarding the proposal to move the GP walk-in service from Guildhall Walk to St 
Mary's Treatment Centre, what do you think is the ONE most important factor that must 
be considered when making that decision? 
Answered: 450    Skipped: 43 

Making sure people don’t have to travel too 
far to reach a walk-in service 

 
Making sure the quality of the walk-in 

service is as high as possible 
 

Getting the best possible value for public 
money 

 
Having a service near to the city centre 

 
Making sure it is easy for people to know 

what options they have 
 

Having GPs, nurses and diagnostics in one 
place 

 
Keeping the capacity (number of 

appointments) as high as possible 
 

Providing a wide range of options for people 
needing walk-in services 

 

22.22% 

20.22% 

8.22% 

6.44% 

25.78% 

2.67% 

2.67% 

11.78% 
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Q7: What would be your concerns, if the NHS decided to move GP walk-in services 
from Guildhall Walk to St Mary's? (select as many, of as few, as you wish) 
Answered: 466    Skipped: 27 

I would have further to travel 
 
 

It might mean that spending on walk-in 
services would be reduced 

 
I would have fewer choices for walk-in services 

 
 

St Mary’s would not have the capacity to cope 

 
The quality of the service might reduce 

 

 
No concerns 

 
 

Other (please specify) 
 

38.84% 

19.10% 

36.91% 

55.58% 

40.13% 

10.52% 

22.53% 
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Q7. ‘Other’ concerns relating to the possibility of moving walk-in services 
from Guildhall Walk to St Mary’s 
Comments: 105 

Main themes: 
 

Again, the issue of physical access was raised on numerous occasions: 

• There were approximately 30 comments relating to general accessibility, such as ‘more 
difficult journey / longer journey (for many/most) / Guildhall Walk is closer’ 

• There were also comments relating to specific groups, suggesting that St Mary’s would be 
less well used by vulnerable / low income groups who might find it harder to reach, and 
students who may not (be able to) travel away from the centre. 

 

There were almost 30 comments relating to parking concerns – either availability, or cost 
 

The issue of waiting times was mentioned in 15 comments – either that they would, or could, 
increase. 
 

There were also some respondents (<15) either simply praising Guildhall Walk (so why close 
it?), comparing it favourably to St Mary’s, or criticising St Mary’s. Other comments (<10) 
questioned whether St Mary’s would have the capacity to cope. 
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Q8. Are there any other factors - not covered in previous questions - which you think the NHS 
must consider when deciding whether or not to move walk-in services from Guildhall Walk to 
St Mary's? 
Comments: 192 

The main themes reflected many of the comments made previously: 
 

Again, the issue of physical access was raised on numerous occasions: 

• Approximately 50 comments related to access generally – both in terms of reaching St 
Mary’s, or the importance of siting services near to large populations 

• There were another 30 comments relating to specific access concerns, primarily the 
difficulties faced by vulnerable / low income groups in accessing services – with the needs 
of students being particularly prominent 

 

Concerns over parking were raised repeatedly, as was the need to keep waiting times low. 
 

There were more than 30 comments either praising Guildhall Walk / questioning why it should 
close, or raising concerns over physical capacity at St Mary’s. A smaller number emphasised the 
need for sufficient capacity (in terms of staffing/appointments) to be retained. 
 

Some respondents also emphasised the importance of having a strong (and local) GP presence 
at St Mary’s, of keeping quality high, and that the move should not be about cost-cutting 
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Q9: Do you have dependent children, or do you care for someone? 
Answered: 326    Skipped: 167 

Yes – I have dependent children 
 
 
 
 

Yes – I am responsible for caring for a 
partner / friend / relative 

 
 

Yes – I have dependent children and 
care for a partner / friend / relative 

 
 
 

No 

33.74% 

7.36% 

2.45% 

56.44% 
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Q10: Do you consider yourself to have a disability? 
Answered: 326    Skipped: 167 

Yes 
 
 
 
 

No 
 
 
 
 

Prefer not to say 
 

10.74% 

86.81% 

2.45% 
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Q11: If 'yes', please tell us what your disability is. You may select as many 
options as areapplicable. 
Answered: 46    Skipped: 447 

Learning disability or difficulty 
 
 

Long-standing illness 

 
Mental health condition 

 

 
Physical impairment 

 
Sensory impairment 

 

 
Prefer not to say 

 

 
Other (please specify) 

 

4.35% 

23.91% 

30.43% 

28.26% 

13.04% 

15.22% 

13.04% 



Powered by 

Q12: Would you describe your sexuality as: 
Answered: 323    Skipped: 170 

0.62% 

84.83% 

3.10% 

2.17% 

9.29% 

Lesbian / Gay woman 

 
 

Heterosexual 
 
 

Gay man 
 

 
Bisexual 

 
 

Prefer not to say 
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Q13: Would you describe your ethnic origin as: 
Answered: 323    Skipped: 170 

Selected responses: 
 
White, British:  
White, other: 
Indian, Pakistani, Bangladeshi, other Asian 
background: 
Caribbean, African, other black 
background: 
Chinese: 
Mixed, white and black African/Caribbean: 
Other mixed background: 
Prefer not to say: 
 
 
 

Selected responses: 
 
81.11% 
7.12%  
 
1.86% 
 
0.31% 
0.62% 
1.86% 
0.62% 
5.26% 
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Q14: Would you describe your religious belief as: 
Answered: 322    Skipped: 171 

None / atheism 

 
Buddhism 

 
Christianity 

 
Hinduism 

 
Islam 

 
Judaism 

 
Sikhism 

 
Prefer not to say 

 
Other religious belief 

 

41.30% 

0.31% 

0.31% 

38.51% 

0.62% 

0.62% 

13.98% 

0.93% 

3.42% 



PRIMARY CARE / GP SERVICES 

FOCUS GROUP DISCUSSIONS 

JULY - AUGUST 2015 
 
 
 
 
  

 
 

The local NHS is considering whether to make changes to the services 
currently provided by Guildhall Walk Healthcare Centre. Before any 
decisions are made, it is essential that the NHS hears the views of 

people using those services, and that includes people who are 
currently registered as homeless.   

 
                                                                                                                       
  
 
 
 
 

This session has been set up to help the NHS learn more about how 
people registered as homeless use Primary Care Services (GP 

Services), what they think of those services, what they believe they 
need from GP services. And how they think GP services could be 

improved in the future.  
 
 
 

 
 
 

The following  information was collected from Hope House 
clients 

 
 
 
 
 



 
Objective 1: “Usage” – To learn more about where to go for Primary Care 

(GPs & Practice Nurses) at the moment. 
Starting Point: “Let’s talk about where you go for Primary Care (i.e. GP Practice, 

Guildhall Walk etc) at the moment”… 
Prompts: In terms of routine appointments…? Prescriptions…? Tests…? If 

you think you need to see/speak to a Doctor in a hurry..? 
Comments “I am a Support Worker at Hope House & recently my client used 

the Guildhall walk in Practice, He has a complex brain injury 
combines with entrenched alcohol issues. After 3 months in an 
induced coma The Guildhall walk in practice was solely 
responsible for his medical needs. He has memory problems and a 
chaotic behaviour pattern which means he needs certain 
‘flexibility’ when dealing with him. The Walk in Centre is 
structured towards his needs as it is flexible with times and 
appointments.” 

 “I use the Guildhall walk in centre for my general physical health 
& referral to other services i.e. Mental Health. I find this useful as 
I can just ‘drop in’ at any time I need rather register with another 
practice where I would have to wait a week or so for an 
appointment.” 

  Client registered with Guildhall  GP 
 

  Client registered with local surgery 
 

   Client registered with a GP in another area 
 

 Client registered with a GP at Guildhall but prefers to use walk in 
service. 

 2 Clients go to Guildhall walk in service weekly to get 
medication, sick notes, prescriptions. 

 
 
 
 

0

1

2

3

4

5

6

Walk in at
Guildhall

Registered with
GP at Guildhall

Registered with
other local

surgery

Registered with
out of area

surgery

 



Objective 2: “Experience” – To learn more about whether people feel that 
NHS Primary care (GP Practices) is meeting their needed, or 
not. 
 

Starting Point: “What do you think of the Primary Care (GPs, practice nurses, 
etc) you get at the moment? Let’s talk about both and what works 
well, and what is not so good”… 
 

Prompts: Ease of contacting the people you need? Ease of seeing the people 
you want to see? Attitude of staff? Distance to travel? Ease of 
travel? 
 

Comments: “The Guildhall walk in helped my client to a high standard. He 
was escorted from the building after becoming agitated whiles 
waiting to be seen. Rather than being excluded I spoke to the 
receptionist who agreed that I would accompany my client to 
future meetings. They are happy to discuss things over the phone 
with me and let me help organise prescriptions etc. Dr Jagita in 
particular is excellent, he knows my clients circumstances well 
and provides a first rate service.” 
 

 “I feel the GP practice suits my needs to good effect. I am able to 
walk in and be seen by a Doctor that day rather than wait weeks at 
other surgeries. The staff are helpful & positive. The location is 
ideal for me as I see other agencies in that area..” 
 

 1 Client is not happy with reception staff at the practice he is with 
(not Guildhall). He feels judged as they know he uses drugs. 
 

 Client – no issues with Guildhall service but feel the GPs know 
what they can say regarding prescriptions etc. 
 

  Client felt the walk in service met their needs for urgent issues 
and the extended hours were good. 
 

 client liked the location of the Guildhall walk in. 
 

 client thought it didn’t matter where in the city the walk in centre 
was. 
 

 client thought the walk in centre should stay in the city & not 
move to Cosham. 
 

 
 
 
 
 
 
 



Objective 3: 
 

“Needs’- To find out more about what people need from 
Primary Care Services ( GPs & Practice nurses). 
 

Starting Point: “Let’s talk about the main reasons you need to visit Primary Care 
at the moment – why would you be seeing a GP/Practice 
nurse?”… 
 

Prompts: In terms of routine check ups? Prescriptions? Tests? 
Advice/Reassurance? Managing long-term conditions? 
 

Comments: Rough sleepers and those in temporary accommodation tend to 
use this service. Long term relationships are possible, as shown by 
Dr Jagita’s knowledge of me client’s condition. 
 

 “I need to see a Dr regularly for sick notes and for my benefits & 
for referrals to the Mental Health Team.” 
 

 3 Clients do not use the Guildhall walk in centre 
 

 1 Client used the service for quick prescriptions 
 

 1 Client goes monthly for sick notes & has had no problems 
 

 1 Client wanted the chance to see the same GP each time 
 

 3 Clients go for long term issues 
 

 
 
 
Objective 4: 
 

“Suggestions’- To learn more about how people think 
Primary Care Services should operate in future, and could be 
improved 
 

Starting Point: “How do you think the NHS could improve Primary Care 
Services in the future? 
 

Prompts: What would you like to change? Or stay the same? Would you 
want to go to a particular place? If so, where? (Guildhall, St 
Mary’s, elsewhere?) Or would you prefer NHS staff to do regular 
visits to hostels/centres? Any specific services you need/value? 
Any specific types of staff you need/value? Any times you might 
really need to contact/see NHS staff? Telephone access, web, face 
to face? 
 

Comments: “On a selfish note visits to hostels work well, we recently had a 
nurse come to Hope House on a Monday & Wednesday. This 
worked well. Kingston crescent used to run a weekly surgery in 
Mill House some years ago. This was of great benefit. In general 



terms homeless people will see GPs & nurses more if the service 
can be provided on site”  
 

 “There’s not much I would like to change including the location 
of the walk in centre”. 
 

  
“More caring GPs/nurses, especially receptionists.” 

  
“A priority system and appointments I walk in centres” 
 

  
“More walk in services in existing GP practices, so the Guildhall 
isn’t so busy” 
 

  
“ More GP call outs” 
 

  
“ To see Doctor’s visit services like Hope House”. 
 

  
“ To have more GPs in surgeries.”. 
 

 
 
 

Suggestions:
GPs to visit centres

Keep Guildhall location

More caring staff at
practices

A priority system

More walk in surgerys

More call outs from GPs

More GPs in practices
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29 
Total Responses 

Complete Responses: 29 
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Q1: Gender - are you: 
Answered: 28    Skipped: 1 
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Q2: Age - are you: 
Answered: 29    Skipped: 0 
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Q3: GP practice - are you registered as a patient at Guildhall Walk 
Healthcare Centre? 
Answered: 29    Skipped: 0 

Yes – I’m currently registered 
there 

 

 
No – but I’ve been registered 

there in the past 
 

 
No – I’ve never been registered 

there 
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Q4: If you are / have been registered as a patient at Guildhall Walk Healthcare 
Centre... Why did you register there? (choose as many as apply) 
Answered: 7    Skipped: 22 

It was recommended to me by a friend 
 
 

It was recommended by a support worker 
 
 

It is just convenient for me 
 
 

Other practices had turned me away 
 
 

Because it is open late, and at weekends 
 
 

Because you can just walk-in for an 
appointment 

 
Other (please specify) 
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Q5: Where do you *usually* go for primary care, at the moment? (you can 
choose more than one answer per row) 
Answered: 29    Skipped: 0 
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Q6. What are the main reasons for you needing to see a doctor or a 
practice nurse at a GP surgery? 
Answered: 26  Skipped: 3 

Selected responses: 
 

Anxiety / depression  -  6 
Other mental health  -  5 
Addiction / substance misuse  -  6 
General health / illness   -  5 
Medication / prescriptions   - 8 
Fit notes / sick notes   -  4 
Tests  -  3 
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Q7. Is there anything else you would say about the services you use at the moment? (For example... are there 
any services you would like to use but can't? How convenient are the places you go to?) 
Answered: 11  Skipped: 18 

The number of responses is low, but the main theme was relating to the 
ease – or otherwise – of getting an appointment. 
 
Six people said that it was hard to get an appointment, or that waiting times 
were too long, and another respondent referred to the difficulty getting an 
urgent appointment. 
 
Otherwise, four people offered support and praise for their GP surgery, and 
another said that dental issues tended to be dismissed as unimportant. 
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Q8: What do you think of the service you get from primary care in 
Portsmouth at the moment? 
Answered: 29    Skipped: 0 
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Q9. Why do you say that? (regarding their rating of primary care services in 
Portsmouth) 
Answered: 26  Skipped: 3 

The respondents highlighted access as important, although experiences varied considerably. 
 
Seven respondents (approximately one quarter) referred to problems with the availability of appointments, and 
long waits to see a doctor, or the difficulty of not being able to see their regular doctor if they needed to see a GP 
urgently. (see below, for more comments relating to the issue of relationships with doctors / surgeries) 
 
However, access was also mentioned in positive terms. Four people  mentioned how they were always seen when 
they needed help / always got treatment when they needed it. 
 
Six respondents expressed satisfaction, saying that their primary care services ‘meet my needs / generally happy / 
services helped me’. 
 
The theme of relationships  - both positive and negative - was raised by nine respondents. Five people made 
references such as ‘My GP is ace / they ask how I am and are helpful / doctor is supportive’. However, four others 
had a different experience, reporting ‘doctors can be judgmental and rude / no substance misuse experience / GPs 
prejudiced against substance misusers / treated as an addict not a human being’. 
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Q10: How does Guildhall Walk compare to other GP practices? 
Answered: 29    Skipped: 0 

I don’t know – I’ve never used 
Guildhall Walk 

 
 

For me, I think Guildhall Walk is 
better than other practices 

 
Guildhall Walk is about the same as 

other practices 

 
For me, I think Guildhall Walk is 

worse than other practices 

 
Other (please specify) 
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Q11. Why do you say that? (regarding how they compare Guildhall Walk to other 
surgeries) 
Answered: 11  Skipped: 18 

The number of responses to this question was low, and so identifying common themes 
is difficult. 
 
Some respondents made positive references to the attitude of staff at Guildhall Walk, 
such as ‘Could talk about anything / receptionist are not rude or judgmental / staff and 
doctors are great / make you welcome’. 
 
Two respondents mentioned that they could see a doctor straight away, but two 
others referred less positively to facing long waits to be seen. 
 
Four respondents were generally positive about the service, making comments such 
as ‘Good service to have / instrumental in my recovery / for my mental health 
Guildhall Walk was a godsend’. 
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Q12. How do you think the local NHS can improve the primary care services you use? (please be specific 
about what you would like to keep, what you think could change, and what you think is poor) 
Answered: 15  Skipped: 14 

The number of responses were low, and there were only two areas of concern raised by 
more than one or two people. 
 
Once again, access was a area for improvement according to some – seven people asked 
for shorter waiting times / more GPs. 
 
The relationship between primary care staff and patients was also raised again – four 
people made references such as ‘need for doctors to be more understanding  / some GPs 
can be very negative / rude / they need to treat people with addictions as human beings’. 
 
Related to this point, four other respondents called for more training for doctors in 
dealing with people with substance misuse problems, or for a greater awareness of the 
particular needs of this group 































1.1. Appendix H – Urgent Care Activity 
Detailed below is urgent care activity from 2014/15 measured per 1,000 population for each 
practice within the CCG. The green highlighted cells indicate that the rate per 1,000 
population is below the CCG average whilst the red highlighted cells indicate that the rate 
per 1,000 population is above the CCG average. The data shows the level of activity for 
each urgent care site is largely driven by the proximity of the practice to that particular 
location. The data source is SUS data taken from the CCG’s Delivering Outcomes of Clinical 
Care (DOCC) tool. 

 

 

 

Practice name  
Practice 
code

Practice  
List Size 
(April 2014)

ED Attendance 
per 1,000 
population

GWHC Activity 
per 1,000 
population

SMTC Activity 
per 1,000 
population

Queens Road Surgery J82004 5,601                182                          70                         156                      
The Osborne Practice J82028 11,346             155                          125                       153                      
Wooton Street J82038 4,441                271                          18                         96                        
The Craneswater Group 
Practice

J82055 10,588             173                          58                         138                      
Southsea Medical Centre J82060 7,994                219                          144                       168                      
Kirklands Surgery J82073 7,906                160                          44                         186                      
Lake Road Practice J82085 14,425             207                          96                         175                      
Northern Road Surgery J82086 4,049                309                          21                         81                        
Sunnyside Medical Centre J82090 12,782             175                          71                         184                      
The Baffins Surgery J82091 8,738                165                          42                         192                      
The Drayton Surgery J82102 13,360             203                          12                         70                        
North Harbour Medical Group J82114 8,999                267                          28                         79                        
Hanway Group Practice J82117 11,453             188                          78                         182                      
Derby Road Surgery J82149 11,230             196                          52                         154                      
Portsdown Group Practice J82155 33,367             220                          56                         148                      
The Devonshire Practice J82165 5,684                169                          68                         209                      
Ramillies Surgery J82168 5,938                158                          73                         131                      
John Pounds Surgery J82177 3,444                209                          127                       112                      
Heyward Road Surgery J82191 3,948                129                          89                         164                      
Milton Park Practice J82194 7,254                159                          63                         181                      
The University Surgery J82199 15,294             94                           62                         41                        
The Eastney Practice J82212 4,776                147                          45                         198                      
Guildhall Walk Healthcare 
Centre (GWHC)

Y02526 5,775                244                          - 99                        
Average - - 189                          (Excl. GWHC) 66 145                             



1.1. Appendix I – Risk Matrix 
 

Probability Score 

Impact Score 

Insignificant Minor Moderate Major Catastrophic 

1 2 3 4 5 

Rare 1 1 2 3 4 5 

Unlikely 2 2 4 6 8 10 

Possible 3 3 6 9 12 15 

Likely 4 4 8 12 16 20 

Certain 5 5 10 15 20 25 

 



 

1 
 

1.1. Appendix J – Evaluation and Prioritisation Framework 
 

Clinical • Ensures services delivered are as clinically effective as possible 
• Ensures clinical standardisation is achieved 
• Model delivers effective outcome for patients 

Financial 
Sustainability 

• Ensures that patient services are financially stable over the medium 
term 

• Ensures that money can be reinvested to improve equity of care across 
the city 

Integration • Ensures integration of services is optimised 
Deliverability • Ensures operational feasibility 

• Avoids negative impact on local healthcare system 
Patient 
Focussed 

• Option is consistent with the themes of national and local health policy  
• Patients express a clear preference  
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Proposal for Urgent Primary Care Triage Hub 
Introduction  
 
The attached business case describes a new model of care for urgent primary care and has 
been developed by representatives from Lake Rd and Portsdown practices. The model 
involves patients accessing an enhanced triage centre and then being directed to the 
appropriate service or health care professional to meet their needs.  The model involves 
standardising the delivery of urgent or same day access across a number of sites 
 
Background 
 
In January of this year, these two large Portsmouth practices submitted an application to the 
Prime Minster’s Challenge Fund (PMCF) but were not selected as a wave 2 pilot partly due 
to the large number of applications. However NHS England (Wessex) were supportive of 
some elements of the application. They have agreed to make some non-recurrent 
transformation funding available to enable those involved in the PMCF bid to develop and 
test a new way of working across practices to deliver urgent primary care. NHSE will make 
this funding available provided that the proposal is supported by the CCG and is in line with 
CCGs vision for primary care in the future 
 
 
Alignment with Local and National Vision  
 
The longer term vision for urgent and emergency care locally is for a sustainable, patient-
centred, high quality urgent and emergency care integrated system providing 24/7 access 
and one that ensures patients are seen by the most appropriate professional at the right 
time, in the right setting, and which is simple to navigate. This will be achieved through: 

 Better support for people to self-care  

 Helping people with urgent needs to get the right advice or treatment first time  

 Having responsive urgent care services out of hospital  

 Establishing Emergency Care Units 

 And integrating urgent and emergency care services 
 
The model described in the attached business case is very much in line with this vision and 
provides the opportunity to pilot and prove a new model of care for the city.  The pilot or 
“proof of concept” currently includes 2 large multi-site practices, covering a population of 
approximately 60,000 and can easily be scaled up to enable other practices to be included.  
 
This is not a proposal to merge the two practices, instead the intention is demonstrate how 
practices can work together to deliver a better quality of care for patients  
 
The intention is to widen the primary care workforce and provide training and support to 
enable this new group of health care professional to provide Primary Care Triage, with 
specific areas of focus.  This workforce would also then see patients that need face to face 
appointments in a hub based model. This will help alleviate the pressures on the diminishing 
GP workforce  
 
The expectation is that this evolving triage hub model could be based across the 3 locality’s 
and the team have an aspiration to bring a 3rd Practice on board from the southern cluster. 
In addition the project team are working closely with the GP Alliance and should the pilot 
prove successful and move beyond its pilot phase, then the model could be transferred to 
the Alliance to further develop and take forward. 
 



Of note is that this model also provides the opportunity to integrate with 111 to further 

simplify the urgent clinical pathway. 

 
 
Costs and Evaluation of benefits 
 
The business case identifies some KPIs for the pilot project, but it is recognised that further 
work would need to be done to refine these and the costs benefits of the pilot.   
 
NHSE have agreed to make non recurrent funding available in year 1 to support the 
establishment of the infrastructure and start up costs for this new model of care. The project 
team are aware that the ongoing recurrent costs are only sustainable if the project delivers 
savings or demonstrable improvements in primary care access.   However the funding 
available from NHS England does need to be spent this financial year and this is unlikely to 
be long enough to allow for collection of sufficient data to unequivocally prove the financial 
benefits. Therefore the need for short term ongoing costs have been included 
 
Any consideration for additional funding in 2016/17 will need to be considered alongside the 
CCGs other financial commitments and priorities 
 
Conclusion 
 
The attached proposal aims to test out new ways of delivering urgent primary care which 
make better use of the scare GP workforce and which can be scaled up to enable delivery of 
primary care at scale . Non recurrent funding for 15/16 Year 1 will be made available by NHS 
England (Wessex) as part of their transformation programme  
 
 
Recommendations 
 
The Governing Board are asked to support the attached proposal, with the proviso that  any 
CCG funding required for 16/17 will be considered as part of the CCGs prioritisation process.  



    

 

Business Case 

 

Transforming Patient Access and Outcomes – an integrated 

multi-channel approach to delivering quality Primary Care 

across Portsmouth 

 
 
 
 
 
 
 
This model has been designed in line with the known NHS Portsmouth City CCG 

commissioning intentions of procuring an Urgent Care pathway for patients. It provides a 

new, cost-effective and joined-up way of delivering urgent primary care. We envisage that 

once the model has been proven and refined in the context of the 8 surgeries involved 

initially, the commissioners can look at adopting the model for 24hr care across all 

Portsmouth patients. This will deliver a seamless, connected and easy to use service for 

patients with full signposting capability to deliver patients to the setting most appropriate to 

their care needs. It will drive a new way of working in Primary Care, helping to sustain the 

service through what will undoubtedly be a  challenging period in the history of the NHS. In 

addition it will start to introduce patients to the concept of e-consulting and accessing 

Primary Care online.  
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This Business Case presents an opportunity to transform the Urgent Care Pathway in 

Portsmouth, providing high quality and consistent care across General Practice 

services.   

The Case for change 

Local context 

• ONS (2011) statistics show that Portsmouth is the UK’s most densely populated city 

with lower than the England average levels of health and higher than the England 

average levels of deprivation and poverty. Our surgeries serve patients in some of 

the City’s most deprived wards, which also have the highest indices of health 

inequalities. 

• The number of premature deaths from cancer and smoking-related illnesses are 

among the worst nationally. 

• The number of years of healthy, disability-free life after the age of 65 is significantly 

lower than the rest of England.  

• Service usage figures show that Queen Alexandra Hospital (QAH) has the 6th worst 

performing Emergency Department for wait time nationally. 

• Portsmouth has the region’s fastest growing population which, combined with the 

increasingly Frail and Elderly demographic, has significantly increased demand on 

Primary Care. 

• Locally, 45% of GPs are aged 50 years or over (Portsmouth City CCG - 2015), 

compared with 40% Nationally (NHS England, 2015). This will lead to recruitment 

and retention problems which will be felt in Portsmouth earlier than it will be in 

other parts of the country. 

• More than 50% of GP visits in Portsmouth are for patients with one or more long 

term conditions. (Long Term Conditions, NHS Portsmouth, South Eastern Hampshire 

and Fareham/Gosport CCGs, July 2015) 

• The table below shows our local prevalence of common Long Term Conditions. 

15,965 of our patients have one or more long term conditions.  

 

Figure 1 - Chronic Disease Prevelance 
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• 12,045 appointments are did not attend (DNA) every year at an estimated cost of 

£170,637 in the last financial year. 

Impact on health system 

• Wait times for routine GP appointments average 3 to 4 weeks which may hinder the 

early identification and escalation of problems leading to unnecessary use of urgent 

care. 

• The A&E department at QAH is under severe pressure and is one of the worst 

performing hospitals in the UK for breaching the 4 hour wait (Health Watch 2015). 

• 68% of Practices within Wessex have had a GP vacancy within the last 6 months and  

28% of those practices have failed to recruit  (Wessex LMCS, April 2015). These 

factors can further reduce capacity within primary care and ability to meet patient 

need.  

Current model(s) 

At present, the eight different sites within the initial scope of the project have different 

procedures for handling patient requests for routine and urgent appointments: 

Portsdown Group Practice: 

• Crookhorn Surgery – GP triage for all patient requests, whether urgent or routine, 

implemented in response to an unacceptably long wait for routine appointments. 

• Cosham Park House Surgery and Paulsgrove Surgery – GP-led triage for all urgent 

appointments – implemented in response to the unavailability of same day 

appointments. 

• Kingston Crescent Surgery – variable and inconsistent triage service offered. Walk-in 

clinic introduced, but resulting in long waiting times for same day appointments. 

• Somerstown and Heyward Road Surgeries – “Traditional” model: Patients book routine 

appointments, ad hoc booking of same day appointments. No telephone triage. 

Lake Road Practice: 

• Lake Road Surgery – Duty team available with same day appointment in AM and PM for 

face to face appointments only. 

• John Pounds Surgery – “Traditional” model: Patients book routine appointments, ad hoc 

booking of same day appointments. No telephone triage. 
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Currently, there is: 

• Very limited online access to self-help via the various Practices’ websites – no online 

clinician interaction. 

• Very limited and confusing signposting via NHS Choices website. 

• Limited use of Allied Health Professionals and the wider multi-disciplinary teams. 

Currently, there is a high number of people accessing same day urgent care appointment, 

for example:  

o 237 patients accessing urgent GP patients appointments at one of the 

practices (totalling 39.5 hours) in 1 week 

o 88 nurse practitioner urgent appointments offered at one practice 

o 170 requests in one morning on telephone triage system at one practice 

o One GP per practice triaging patients for the whole day across most 

Portsdown sites 
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Patient experience 
Portsdown Group Practice and Lake Road Practice surveys which are likely to be indicative 

of most practices across the city (GP Patient Survey 2015 and in-house survey 2015) 

revealed that:    

• 17% of patients reported difficulties in getting through to practice sites by phone. 

• 42% of patients stated a preference to be able to access their GP service on the day 

they request it. 

• 25% of patients reported that they were unable to get an appointment on the day 

that they contacted our practice. 

• 57% of patients reported that they were unable to get an appointment either on the 

day or at a time convenient for them – as a result, almost 25% of respondents stated 

that they attended their local A&E department or Walk-in Centre for diagnosis 

(National Patient Survey, Jan 2015). 

• Patient feedback gathered by the Portsmouth City CCG in 2015 clearly demonstrated 

that patients are confused over which urgent care service to use because they are 

confronted with a complex range of decisions. Patients indicated that they wanted a 

simpler system. Patients said that making it easier to access Primary Care would 

make it less likely for them to attend A&E  
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What do we need to achieve? 

Given the resource constraints, burgeoning demand and patient feedback outlined in the 

previous sections, it is important that this project achieves the following outcomes. 

• Improved access to primary care by ensuring patients are seen in the right location 

by the type of clinician most appropriate to their urgent care need. 

• Reduce unnecessary GP involvement by managing patient’s urgent care needs 

differently through an urgent care pathway, enabling us to re-invest GP resource 

into the management of Long Term Conditions, aspiring to increase the length of 

routine appointment to 15 minutes. 

• Standardise the delivery of urgent care across our Practices to build resilience into 

our workforce, allowing us to adapt better to fluctuations in demand and enable 

future economies of scale. 

• Improve patient care:  

o Personalised approach 

o Flexible care 

o Retaining continuity and increase time available for elderly and LTC patients 

• Improve choice and convenience for all patients: 

o Increased information 

o Increase self-care 

o Integration with other service providers 

• Improved use of skill sets of GPs and Allied Health Professionals within practices and 

integration with the wider health economy 

• A sustainable model that: 

o is scalable across a wider geography 

o could support Hub Working 

o is scalable across out of hours and weekend working 

o is less dependent on GPs  

o is capable of responding to an ageing and growing population 

o is capable of responding to fluctuations in demand (both in-day and seasonal)  
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Our Solution 

With these outcomes in mind, we propose to transform our services, redesigning our urgent 

care pathway, standardising the delivery across our sites and rebalancing our workforce to 

better meet the demand of patients in a modern NHS.   

In order to achieve our desired outcomes, we propose to pilot a standardised urgent care 

pathway across 8 sites practices in phase 1 and 10 practices in phase 2 that will help 

patients to navigate the care system by triaging patients through a combination of: 

• Improved access to self-care and self-referral via a comprehensive information portal 

• An Enhanced Triage Centre staffed by allied health practitioners and administrators 

with less reliance on GPs 

• A redesign of our existing Practice workforces to better support our new model and 

deliver excellent care to our patients. 

It is our aim to create a simple and seamless journey for patients across all of the surgeries 

involved in the pilot and we will seek to manage 60,000- 70,000 patients in the first 

instance.  

At the core of our proposed model will be an enhanced Triage Centre which will give 

patients more choice at their first point of contact and direct them to the service most 

appropriate to manage their clinical needs. 

Access to Urgent Care will be made through the patient’s registered GP Practice. Patients 

will be asked to decide at the entry point whether they require urgent or routine care. If 

urgent care is required, the patient will have 2 options – “Phone First” or “Click First”. 

An example patient journey through the urgent care pathway is set out in Figure 1 below. 
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Figure 2 - Example patient flow through Urgent Care Pathway 

Once patients have made their request by telephone or online then their call or online 

submission will be transferred/directed into the central triage system - which will act as a 

single hub through which patients are triaged. 

Following triage, patients will receive verbal or written advice regarding self-care and any 

administrative requests such as prescriptions or fit certificates will be managed through 

existing reception teams.  

Patients who require a face to face consultation will be offered an appointment to see a 

clinician who is able to meet their needs whether this is a GP, physiotherapist, nurse or 

other member of the multidisciplinary team.  

Where possible the appointment will be at a time and location most convenient to the 

patient whether at their own surgery or at another surgery within the pilot.  

Routine and follow up appointments will be booked in the normal way via existing reception 

teams.  Patients arriving at reception for a routine appointment, will be dealt with  using 

localised mechanisms so as not to disadvantage those that aren’t able to phone or access 

the internet.  Patients will be informed about other available access points when presenting 

at reception. 
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Workforce Re-design 

It is our intention to make better use of the skills of Allied Health Professionals (AHPs) and 

those within our existing workforce to increase capacity within Primary Care.  

Through employing a physiotherapist and a pharmacist or other AHPs for the duration of 
this pilot we believe that we will be able to better meet the urgent care needs of our pa-
tients and release GP time and expertise that can be used to care for some of our most vul-
nerable patients who live with Long Term Condition(s) with the flexibility to offer longer ap-
pointment times if desired.  The role of the AHP would be to telephone triage suitable pa-
tients and then to signpost or see patients themselves where appropriate thereby reducing 
the burden on GPs and Nurse Practitioners whilst avoiding duplication and increasing Pa-
tient Choice.   
However, in order to work in a cost effective way all practices within the pilot will benefit 

from and share this additional Allied Health Professionals resource i.e. employing one 

physiotherapist instead of several. If the pilot is successful it is our intention to enter into 

further discussion with Solent Health, our main community provider, about using their 

physiotherapists and AHPs more productively than currently - i.e. the same money - not 

new money - being used for more cost effective and responsive delivery of service. 

Having recognised the skill set that is required to staff the Triage Centre is not readily 

available, we will also develop a training programme through the life of the pilot which will 

aim to develop a team of Allied Health Professionals and Administrators equipped with the 

necessary skills to safely and effectively assist patients. 
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Benefits & Measures 
Non-Financial Benefits 

Initially, this is a 6 month pilot, using current premises and mostly existing staff. This model 

will link existing commissioned services and give an alternative model of Primary Care for 

commissioners to commission.  

Some of the expected benefits of the model include (but are not limited to): 

• Developing meaningful and real collaboration amongst GP practices within the city 

sharing clinical, admin and online resource in a significantly more productive way. 

• Developing a model that is rapidly scalable across other Practices which is adaptable 

and better able to handle changes in demand 

• Developing a more future-proof service, providing patients with an urgent care 

service even if the Primary Care model was radically altered in the future 

• Helping patients to access urgent health care and advice and to receive timely 

diagnosis and referral to appropriate agencies/professionals e.g. Wellbeing Team – 

with focus on smoking cessation, dietary needs, exercise and obesity. 

• Ensuring equity of access - Portsmouth is a very compact urban area (4.77 miles by 

2.35 miles) with excellent public transport services across the city allowing easy 

access for all patients to GP sites within the scope of this pilot. Furthermore all 

buildings which will be used in the pilot scheme have good disability access and are 

DDA compliant. 

• Better use of the Multi-disciplinary teams with greater choice of whom Patients see 

and clear access points (measured by Patient survey) 

• Increasing choice (measured by Patient survey) leading to improved patient 

satisfaction and experience both for acute and for long term care – less reliance on 

GPs who will then be able to see those patients with most complex needs. (GP 

survey – are they seeing more relevant problems?). 

• Triaging 100%  of patients asking for urgent care on the day, measured by 

monitoring the clinical system and calls received. 

• Upskilling our workforce to triage effectively and with greater quality outcomes.  We 

should see a reduction in the number of triage calls being conducted by a GP as a 

result. 

• We have assumed that the reduction in need for GP input to Urgent Care will allow 
the Practices involved to release that spare capacity back into routine chronic care, 
thereby allowing us to increase the length of appointments.  We anticipate that as 
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the model is implemented more widely, significant economies of scale can be 
achieved, reducing the cost of running the service. 

 
• Implementing fully functional integrated IT system with proper clinical governance 

arrangements in place, which can then be shared with the wider Primary Care 

Community within Portsmouth. 

Financial Benefits 

• Cost benefit of reduced A&E attendances and admissions 

• Cost of A & E attendance is £108 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/26

1154/nhs_reference_costs_2012-13_acc.pdf  

• Cost of an admission is between £700 and £4,000 according to the Kings Fund in 

2012 

• It is hoped that improvement in convenience of appointments will lead to a 

reduction in DNA’s (potential efficiency opportunity  of approx. £170,000 assuming a 

costs of £3.50 per patient  per annum  

• Better use of GP (expensive) time and increased use of Allied Health Professionals 

(less expensive) time. 

• Self-care – better care of LTCs reducing the financial burden on the Health Economy. 

• Avoiding duplication – Patients telling their story once. 

• The assumption is that , a centralised system for dealing with all urgent care within 

the city will lead to significant efficiencies and potential cost savings in the Health 

Economy. 

• Using existing resources and workforce better e.g. using an AHP to conduct a 

thorough triage before passing to a relevant clinical professional. 

 

  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/261154/nhs_reference_costs_2012-13_acc.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/261154/nhs_reference_costs_2012-13_acc.pdf
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KPIs 

Metric Current 
Target by 

end of 
pilot 

Patients reporting difficulties getting through to practices by phone 17% 15% 

Patients saying they are unable to get an appointment on the day they 
contacted the practice 

25% 20% 

Percentage of urgent care cases seen by an AHP increased from current 
baseline 

25% 50% 

Patients saying that they attend local A & E department due to not being 
able to get an appointment 

25% 20% 

Increase in time available for LTC appointments 0 x 15 mi-
nute appts 

per ses-
sion 

2 x 15 mi-
nute appts 

per ses-
sion 

Patients using WebGP for self-care advice and urgent care access meas-
ure through web statistics of patients landing on the self help page, using 
the site and then exiting the site without the need to engage with a GP. 

0% 20% 

DNAs 12045 pa 10% re-
duction 
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How will we implement it? 

Implementing a change on this scale takes detailed planning and close ongoing monitoring 

with a strong governance framework to ensure that independent organisations work closely 

together towards a common goal.  This section will outline how we intend to implement the 

solutions set out in previous sections. 

A basic implementation flow is shown below: 

 

 

The attached Gantt chart gives an outline schedule for the mobilisation  of this project: 
 

Mobilisation Plan.xlsx

 
This project is designed to support the transformation of two Practices initially (Portsdown 

Group Practice and Lake Road Practice) which between them have 8 sites with a view to 

bringing a third Practice into the model  towards the end of the trial period which has an 

additional 2 sites. These practices also represent the North, Central and South Localities in 

the City. Piloting using these three Practices will prove the concept of the model and at the 
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same time prove our ability to roll the model out at other Practices. It will also provide 

useful information about the economies of scale that can be achieved through joint working 

via the Allied Health Professional workforce as it is anticipated that there will be an inverse 

relationship between resource needed per head of population. 

We also hope that we will role the model out to another Portsmouth Practice in January 
2015 so that the scalability of the model can be demonstrated.  The next Practice will be 
located in the South Locality within the city to give us full city coverage and we anticipate 
will include a further 11,000 patients in the pilot. 
 
Governance 
 
The project will be led by a programme board, made up of a Medical Director and one 
representative from each Practice.  It will also include representatives from other invited 
stakeholders such as commissioners, community providers and representatives of the 
Patient Participation Groups.  The Programme board will be responsible for reporting 
progress against the programme plan, including cost/benefit updates, back to the relevant 
partnerships but also to the commissioners.  The board will meet 2 weekly throughout the 
mobilisation period, reducing to monthly once the pilot is successfully launched.  
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Risks and dependencies 

Risks/Dependencies Mitigation/Contingency 

Patients are not truly engaged 

Development of an effective marketing 
plan, mail-out to all patients, posters, face 
to face patient focus groups, patient 
feedback forms and intention to mail-out 
to all new patients that register 

Staff and Practices aren’t engaged 

Consultation and agreement with staff 
before bid submission and before pilot 
start has already been commenced. 
 

Implementation plan is delayed/takes 
longer than expected 

Phased rollout plan, close monitoring and 
dedicated leadership/time – focus on 
reflection, learning and continuous 
learning in partnership with patients and 
staff. 
 

Recruitment issues – not a clearly defined 
skillset 

In house training will help to 
mitigate/future proof 

Unable to release capacity and/or extend 
LTC appointments and/or reduce DNAs 

Clear pathway development, training for 
all staff involved (both in signposting and 
delivery), careful metric collection and 
monitoring, project oversight and clinical 
leadership, clear patient information. 

 
IT – solution not fit for purpose 
(System1/WebGP)/ information 
governance/consent issues 

WebGP chosen as online solution after 
options appraisal – clinically safe/easy to 
navigate and ‘patient friendly’ – clinicians 
will obtain verbal consent before clinical 
records are viewed and learn from the 
success and solutions of others e.g. Wave 
1 sites for Prime Minister’s Challenge 
Fund. Over the next year the majority of 
Portsmouth Practices are transferring to 
System1 as are 95% of our community 
providers this will reduce interoperability 
issues. 
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Risks/Dependencies Mitigation/Contingency 

Solution risks – makes little difference to 
patients as patients do not use enhanced 
options available and does not improve 
patient experience – e.g. online self-care 
information, option to request clinical 
advice online, option to attend a 
convenient appointment at a 
neighbouring practice and does not 
increase patient experience 

Need to ensure patients understand 
changes/new system – clear patient 
pathway and that patient/user friendly 
language is used and good information 
given. Project implementation work - e.g. 
preparation of mail-out letters to patients, 
quotes for telephony etc. can begin in 
August before pilot is due to start to 
increase readiness for pilot start and 
prevent early project slip/delay. 
 

Pilot does not fit strategically with local 
plans for health provision 

We have the support of Portsmouth CCG 
and a clear commitment to continued 
funding and further rollout of pilot within 
the city if the KPIs are achieved. Pilot also 
supports Portsmouth CCGs 20/20 vision 
and The Joint Strategic Needs Assessment 
for Portsmouth. 
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Costs 

Project costs (6 month project) Initial Costs 
Recurring Costs 

after proof of con-
cept 

 6 months Annual 

Training Programme Development 

GP Partner sessions p/w (note 1) £27,534 £9,178 

1 x 0.5 WTE Administrative Support £11,000 £11,000 

Sub Total £38,534 £20,178 

 

Urgent Care Model 

2 x FTE Allied Health Professionals (note2) £60,000  

Information Portal and Web Design (note 3) £7,200 £1,000 

WebGP (6 months prior funding) (note 4) £11,000 
£1 per pt per an-

num 

Installation of Telephony and IT (note 5) £25,000 £2,500 

Sub Total £93,200 £74,500 

 

Overarching Costs 

1 x WTE Data Analyst (note 6) £18,000 £18,000 

1 x WTE Project Manager (note 7) £30,000 £30,000 

Development of Business Case £6,000 £0 

Marketing and Communication 
• Letters to patients 
• Posters 
• Updating Practice Leaflets 

£50,000 £5,000 

Patient Engagement £1,800 £3,600 

Medical Director (1 GP Partner Session p/w) £9,178 £18,356 

Sub Total £114,978 £74,956 

Total £256,712 £169,634 
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Notes and assumptions: 

1. Training for the pilot session will be more intensive due to the nature of the training. 

We have allowed for 3 sessions per week for the first 6 months, dropping to 1 

session per week thereafter. 

2. This will cover the cost of a Pharmacist and Physiotherapist, full-time. It is assumed 

that, in future, we will hold further discussions with PCC and Solent Health to discuss 

possibilities for secondment – i.e. using existing resources (which are already 

funded) in a better way. 

3. Ongoing web maintenance 

4. WebGP is already funded for 12 months for the two initial practices, therefore 

excluded from pilot set up costs.  The £11,000 is for the addition of the third 

practice, with 11,000 patients. 

5. Ongoing IT and telephony maintenance 

6. Data analyst – we are assuming that, once the concept is proven, we will need a half-

time data analyst ongoing. 

7. WTE Project Manager - we are assuming that, once the concept is proven, we will 

need a half-time project manager ongoing. 
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Sustainability 

It is our intention to test, adjust and prove the model before scalability to capture learning 

and inform recommendations. In this way we will be able to start small, define and redefine 

the model and then scale up to reduce risk and foster a culture of continuous improvement 

and reflection.  

Ongoing funding/rolling costs for this pilot are much reduced compared to initial start-up 
costs (£256,712 vs. £169,634) 
 
We have close working relationship with Portsmouth CCG and their full support for this pilot 
which has been demonstrated already through the letter they have provided in support of 
our previous PMCF application. 
 
If the model is successful it is our intention to continue to test with the hope that with 
scalability will come economies of scale/financial savings. 
 
We hope to increase access  and convenience for our patients using digital platforms, a 
focus on closer working and collaboration and the creation and testing of a new model of 
working. We do not believe that this would possible as independent Practices and within 
the constraints of our existing budget.  
 
We will ensure evaluation of success of model and outcomes to display a reduction in use of 
other services.  With the cost of an admission between £700 and £4,000 we would seek to 
prove that the improved access mechanism to Primary Care can reduce unplanned 
admissions and provide a significant cost saving in the acute setting which we would hope 
to see reinvested into this proposed model.  
 
If we could achieve a 5% reduction in A&E attendance and admissions over the course of 

the 6 month pilot, we will have recognised an efficiency saving to the health economy. 

Pilot Evaluation 

The pilot will be fully evaluated after 6 months to measure the impact of the service 

transformation.  The evaluation will be used to justify ongoing funding for the model and 

further role out across Portsmouth City. 

The pilot will be evaluated using a combination of the KPIs set out above and patient 

feedback about the quality of the service.  We will also seek support and evidence from 

other providers such as Portsmouth Hospitals Trust and Solent NHS Trust to further justify 

ongoing funding.  It will enable cash release from existing service provider and offer the 

potential for the CCG to commission services differently. 
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Future Work 

In order to minimise upfront costs, it is anticipated that our clinical and administrative 

teams will be located within individual surgeries. However, over time, and as the scheme 

develops, it would be possible to create a “hub and spoke” scenario whereby patients 

across the city are given the option to visit their nearest Hub for a same day appointment. 

We intend to work with local community and acute providers to explore the possibility of 

direct frontline access to services where instant access would be mutually beneficial. We 

have spoken in detail with Solent NHS Trust regarding our vision and are now actively 

engaged in preliminary conversations to progress this vision. We anticipate that by working 

together, we will be able to start offering more effective and efficient services to patients 

from September 2015. 

We will also aim to integrate our solution with 111 to further simplify the urgent clinical 

pathway. 

Options for next phase: 

 rollout to additional practices within the city 

 potential to explore a central triage/treatment centre for an increased population 

 possibility to extend to OOH provision and 7/7 working 

 pilot could help to inform testing of an integrated locality model including provision 
of a single urgent care centre. 
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Update on PMS Contract Reviews 

 

1. Introduction 

 
In January 2014, NHS England Area Teams were asked to review local PMS 
agreements over a two-year period ending in March 2016.  
 
The review process has been designed to ensure that NHS England, together with 
individual CCGs, is able to secure best value from investment of the ‘premium’ 
element of PMS funding. The PMS ‘premium’ refers to the funding per weighted 
patient currently paid to a PMS contractor in excess of the GMS global sum payment 
per weighted patient. Specifically, the guidance states that the review process is 
designed to ensure investment, over and above the core funding for services 
expected from all GP practices: 
 

 reflects joint strategic plans for primary care that have been agreed with the 

relevant CCG;  

 secures services or outcomes that go beyond what is expected of core general 

practice;  

 helps reduce health inequalities;  

 offers equality of opportunity for GP practices in each locality; 

 supports fairer distribution of funding at a locality level.  

 

There was a significant uptake of PMS when it was offered in Portsmouth City and 
there are currently 11 practices working under PMS Contracts out of a total of 23 
practices, covering over 50% of the registered population. 
 

2. Review Process to Date 

 

In September 2015 the Wessex Area Team wrote to all PMS practices in Portsmouth 
City enclosing a copy of the National Guidance, a detailed finance schedule giving 
breakdowns of all contract related income, and a template for the practice to 
complete identifying any other services they are providing which they believe are 
over and above normal GMS work in order for the CCG to consider whether these 
additional services should continue to be funded  

Practices have been asked to return their completed templates by 30 September 
2015.  They were advised to contact the Area Team or the CCG if they had any 
concerns/queries and a number of contacts have already been made.  Practices 
have also been seeking the advice of the Local Medical Committee which has 
suggested that the time scale for submission of proposals is inappropriate as 
practices need time to formulate these and discuss the financial schedules with their 
accountants. 

3. Next Steps 

The CCG will need to set out its timeline and process whereby it considers these 
applications from PMS practices and agree the principles on which this continued 
funding will be made available e.g. meeting a specific need of the practice population 
or addressing a specific inequality 
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Once the various elements of the PMS ‘premium’ have been either re-contracted or 
assessed as not to be re-commissioned, the final remainder of the ‘premium’ will be 
removed from practice baselines over a five year period commencing on 1 April 
2016. This period aligns with that used to reduce the minimum practice income 
guarantee funding in GMS practices.   Contract variations are required to be signed 
by 31 March 2016. 
 
The then needs to be reinvested in the whole of general practice i.e. both PMS and 
GMS practices and the CCG will be developing its plan for this reinvestment over the 
coming months and this will be shared with all member practices.   
 
If the Area Team fails to reach agreement with practices following the review there 
are concerns that this will have a significant impact on CCG workload in terms of 
managing disputes.  Furthermore, if the outcome of a PMS review results in a 
significant loss of income for a practice it is possible that this may impact on practice 
viability and services to patients.   
 
However, funding associated with the balance of the PMS premium removed from 
PMS agreements as a result of the review will be reinvested back into general 
medical services within the CCG area. The CCG will be developing its plan for this 
reinvestment over the coming months and this will be shared with all member 
practices when complete. 
 

Recommendation 

The Governing Board are asked to note this update on PMS reviews and support the 

establishment of a task and finish group to  

a) review the requests from PMS practices for the CCG to continue to 
commission specific services being provided over and above GMS 

b) Define the key priorities for reinvestment of the balance of the PMS premiums 
in all GP practices    

 
 
Katie Hovenden 
Director of Professional and Clinical Development   
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Update on Practice Mergers and Relocations  

 

1. Introduction  
 
This paper offers a progress report for Board Members on practice mergers or 
relocations currently being managed by the Wessex Area Team, supported by the 
CCG.   
 
It is important that the CCG continues to work closely with the Area Team to ensure 
that applications from practices to merger are dealt with efficiently and are not unduly 
delayed.  If this does happen there is a risk that practices would become 
disenfranchised and the CCGs plans to support new models of care could be 
delayed.  These concerns have been reflected in the Risk Register. 
 
2.   Drayton Surgery/Wootton Street Merger 
 
At the July Governing Board meeting the merger of Drayton Surgery and Wootton 
Street Surgery was approved.  The merger is to take effect from 1 October 2015 but 
the go live date for the practice IT may be delayed until December due to the 
software providers availability. 
 
3.   Hayward Road Surgery/Portsdown Group Practice Merger 
 
The practice merger was formally approved by NHS England on 21 November 2014 
and this will take effect from 1 October.  Wherever possible, practice mergers are 
timed to coincide with quarter end dates.  Unfortunately, due to lack of capacity, the 
IT provider is unable to migrate the IT system until 8 October in this instance.  It is 
not anticipated that this will cause significant problems.  

4.   North Harbour Practice/Northern Road Surgery Application to Merge 

An application to merge has recently been received by the Wessex Area Team.  This 
was discussed by the Primary Care Co-Commissioning Reference Group when it met 
on 26 August.  A number of issues were raised at that meeting which are now being 
worked through with the practices before the application is presented to the 
Governing Board for formal approval. 

5.   Relocation of Portsdown Group Practice to Somerstown Central 

There are ongoing discussions between NHS Property Services Ltd, the City Council, 
the Area Team and the practice regarding the terms of the Head Lease and Sub 
Leases, and the apportionment of space in the premises.  The issues are close to 
resolution and NHS Property Services would like the practice move to take place at 
the end of October.  This date may be delayed by the telephony suppliers lead in 
time.   

6. Relocation of Milton Park Practice to Cotswold House, St Mary’s 
Hospital 

Draft Heads of Terms are still under discussion. The expectation is that  the building 
work will start on site at the end October/November this year with a seven month 
build programme. 
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7. Recommendation 

As a CCG we are seeing an increase in the number of applications for practices to 
merge as the need to come together in larger more sustainable organisations is 
recognised.  All of the above mergers and applications have been approved 
previously and the board are asked to note the update on progress . 
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Introduction 
 
NHS Portsmouth Clinical Commissioning Group (CCG) is an NHS organisation 
responsible for buying healthcare services.   
 
We are led by five local GPs elected to represent all the GP practices in Portsmouth.  
Our responsibility is to ensure that Portsmouth residents have access to the best 
healthcare, as and when they need it. 
 
We do not buy all health services.  NHS England buys dental and pharmacy services 
and a range of complex, more specialised services.  Portsmouth City Council buys 
some healthcare services like substance misuse, alcohol, sexual health services and 
screening programmes.  NHS Portsmouth CCG works closely with these other 
organisations and also with all local providers of healthcare services. 
 
NHS Portsmouth CCG is still a relatively new organisation, taking on our 
responsibilities in April 2013.  Since then we have pledged our commitment to 
working with Portsmouth residents to improve services (Our Pledge to You, 
September 2014). We wish to become a role model within the local NHS in listening 
to our patients and improving services based on patient experience. 
 

Patient experience 
 
We wish to strengthen our relationship with the public by further enhancing our 
understanding of patients’ experience, using the feedback alongside clinical 
judgement and information from our other engagement activities to inform quality 
improvements.   
 
Listening to our patients is an organisational priority for NHS Portsmouth CCG.   

 

Report format 
 
This is NHS Portsmouth CCG’s second Listening to our patients report.  The report 
format this year will include:  
 
Part One 
A summary of the consultation and engagement activities the CCG has undertaken in 
2014/15. 
 

“As a CCG, we know that we have a legal requirement to involve patients and the 
public in what we do.  We believe that we should do this properly, and use the 
information from our patients effectively.  It is not just a tick box exercise – we 
genuinely want to build on patient experience to improve services for the local 
population, thereby helping with our overall vision for Portsmouth residents to live 
longer and healthier lives.” 

Chief Clinical officer, Dr Jim Hogan 
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Part Two 
Recommendations to develop the way we listen to our patients for the future. 
 
Part Three 
Summary event report for ‘Your Health, Your NHS’.  A major element of the report is 
the report for ‘Your Health, Your NHS’ which was an important engagement event 
which NHS Portsmouth CCG facilitated at Portsmouth Guildhall Square on 
Wednesday 10th June 2015.   
(Although technically the date does not fall within the time frame of this ‘Listening to 
our patients’ report, we have decided to include it so that the findings and 
recommendations arising from it remain current.  Additionally, much of the 
significant preparation for the event did fall within the timeframe to end April 2015.) 
 
 
  



6 

 
 

PART ONE 
 

A summary of the consultation and engagement activities the CCG 
has undertaken in 2014/15 
 

1.1 Urgent care: Online survey 
 
Who did we consult and what did we ask? 
 
We ran a two month online survey during June and July 2014 asking local people 
about urgent care. The survey was carried out across Portsmouth and south east 
Hampshire to provide information for all three CCGs in the area.  
 
It was available on all the CCG websites and promoted through social and local 
media. It was also promoted to our Patient Participation Groups, partner 
organisations, local authorities, condition-specific groups and groups representing 
minority groups. 
 
The survey asked people about how they used urgent care services, why they made 
the decisions they did, how well they understood the options available to them and 
what was important to them when making those decisions. 
 
What did they tell us? 
 
There were 317 respondents from Portsmouth, out of the whole sample of 828. The 
key themes from the results were: 
 

• Local people find the options available confusing (for example, a very large 
majority do not know the differences between the ‘walk-in’ services at St 
Mary’s Treatment Centre, and at Guildhall Walk) 

• They are poorly informed about the options available (for instance, the NHS 
111 phone service) 

• There is a preference for seeing a GP for a minor illness, but when people 
have a minor injury they tend to prefer to use a walk-in centre as the default 
option. 

 
What did we do? 
 
The findings from this survey have been added to the findings from previous 
engagement activities. All of this insight is being used to inform the development of 
a new system-wide Urgent Care Strategy in conjunction with engagement with local 
clinicians, and it has also been fundamental to the thinking regarding how the local 
NHS should develop urgent care when the contract for services currently delivered at 
Guildhall Walk Healthcare Centre ends in March 2016. 
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1.2 Urgent care: Wave 105 campaign 
 
Who did we consult and what did we ask? 
 
We carried out a month long urgent care campaign with Wave 105, in February 2015, 
which aimed to increase local people’s knowledge of the different urgent care 
services and when to use each one. The campaign was prominent both on air, and on 
the Wave 105 website – the station covers all three of the ‘Compact’ CCGs in 
Portsmouth and south east Hampshire, and well beyond – and a central part of the 
activity was an online survey designing to build on our previous engagement work. 
 
The target audience for this engagement work was working-age adults which is the 
main demographic of Wave 105 listeners. The survey was heavily promoted by the 
radio station both on-air and online. The CCGs supported this with social media 
activity and by contacting patient groups directly. 
 
The survey built on our previous, broad-based engagement work by gaining more 
understanding about what people felt was most important when considering how to 
improve local services, and exploring in more detail how and why people make their 
decisions around urgent care – and also, how the NHS might be able to influence 
those decisions. 
 
What did they tell us? 
 
The survey was completed by 2,600 people overall, including 120 people living in 
Portsmouth, and more than 450 across the wider south east Hampshire health 
economy.  
 
The key themes from the results were: 
 

• Simplicity of choice was highly valued 
• A sizeable minority (30% in Portsmouth) were unaware that GPs offer same-

day appointments 
• Respondents felt that patients still didn’t know enough about alternatives to 

the Emergency Department 
• When asked how the NHS could ease pressure on urgent care services, the 

most popular answer (both in Portsmouth and for the wider sample) was 
“make it easier to see a GP”. 

 
What did we do? 
 
The findings from this survey have been added to the findings from previous 
engagement activities. All of this insight is being used to inform the development of 
a new system-wide Urgent Care Strategy, in conjunction with engagement with local 
clinicians, and it has also been fundamental to the thinking regarding how the local 
NHS should develop urgent care when the contract for services currently delivered at 
Guildhall Walk Healthcare Centre ends in March 2016. 
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1.3 Falls services 
 
Who did we consult and what did we ask? 
 
We engaged with people who had suffered an injury after a fall, or cared for 
someone who had. The engagement was carried out over three months across 
Portsmouth and south east Hampshire to provide information for all three CCGs in 
the area.  
 
We ran a survey between September and November 2014, and held a series of focus 
groups or face-to-face sessions. The survey was promoted on the NHS Portsmouth 
CCG website, and via social and local media. It was also circulated to patients in 
relevant clinics at Portsmouth Hospitals NHS Trust and patient groups related to 
musculoskeletal (MSK) conditions. 
 
The face-to-face intelligence gathering was carried out with support from the 
National Osteoporosis Society and Pompey Pensioners. We asked people about their 
experiences of NHS services following a fall, which services they had received, and 
how useful those services had been to them.  
 
What did they tell us? 
 
We received 50 survey results from people living in Portsmouth and approximately 
20 city residents took part in the face-to-face discussions. The key themes from the 
feedback we received were: 
 

• Variable experience of services, both in terms of quality and availability 
• Some difficulties accessing services, such as physiotherapy. 

 
What did we do? 
 
The findings are being used to inform the development of a new pathway for falls 
patients, with the aim of commissioning higher quality and more consistent services. 
 

1.4 Assisted conception (IVF) 
 
Who did we consult and what did we ask? 
 
During September to October 2014 we carried out a two month survey on assisted 
conception (IVF) on behalf of the eight CCGs across Portsmouth, Southampton, 
Hampshire and the Isle of Wight. The survey was not restricted to any particular 
group but we did promote it particularly to groups who may represent those who 
could be particularly affected, including infertility support networks, parenting 
groups, transgender groups and LGBT (lesbian, gay, bi-sexual and transgender) 
groups. 
 
The survey was promoted through websites, social and traditional media, and by 
contacting stakeholders and potentially interested parties directly. 
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Responders were asked whether they felt assisted conception (IVF) funding should 
be a priority for the NHS, and also whether they could submit their views regarding a 
series of specific eligibility criteria relating to assisted conception (IVF) – for instance, 
relating to age, the number of cycles to be funded and health issues such as smoking 
status.   
 
What did they tell us? 
 
We had 95 responses from people living in Portsmouth, out of a total of 1,133 
responses from across the wider ‘SHIP’ area. The themes from the responses were: 
 

• No clear view on whether funding assisted conception (IVF) was a priority for 
the NHS, with slightly more (46.81% in Portsmouth) feeling it should not be a 
priority, than those who felt it should (41.5%).  

• There was support for the adoption of NICE guidance in relation to specific 
issues such as the number of cycles, funded, the maximum age at which a 
woman can receive funding, and the use of frozen embryos, as well as fresh. 

• A clear majority of respondents did not think that the criteria relating to 
health/lifestyle issues (specifically the BMI of the woman, and the smoking 
status of the couple) should be changed. 

 
What did we do? 
 
A report including both the full findings and a summary was produced for all eight 
CCGs, including Portsmouth, and published online. 
 
The engagement findings were considered by the CCG Governing Board, before a 
decision was made regarding the assisted conception (IVF) access criteria. NHS 
Portsmouth CCG decided that each eligible person could have one fresh embryo 
transfer, as before, with the option of funding an additional, frozen embryo transfer 
should that be viable from the initial process of ovarian stimulation.  
 

1.5 Better Care 
 
Better Care is a major programme that will see joint investment from Portsmouth 
City Council and NHS Portsmouth CCG to improve health and social care services in 
Portsmouth. The NHS, GPs, council, and voluntary sector providers will work together 
to support people in Portsmouth, particularly older and vulnerable people, to 
maintain their health and independence for as long as possible. For example, teams 
of social care and health workers will combine into new integrated locality 
community teams and will work in a more joined up way with GP surgeries. When 
people do need services more of these will be provided in their own homes and in 
community based settings rather than in hospital.   
  
Over the last year a range of events, presentations and meetings have taken place to 
seek people’s views and hear about their experiences of health and social care 
services in the city. Over 100 people joined the Portsmouth Better Care launch in 
early October 2014 (six months ahead of the official start of the Better Care Fund in 
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April 2015) and contributed to discussions that have helped to shape Better Care 
plans. 
 
In October there was a discussion and presentation at the 60 Plus Festival; in 
November and December 2014 Better Care information stands were held at the 
Bangladeshi welfare celebration event, giving members of the public the opportunity 
to ask questions and take away information.  
 
Between November 2014 and February 2015 the Better Care team attended a variety 
of groups to give an overview of the programme, take questions and answers, and 
record feedback. Groups attended included social isolation groups, dementia carers 
group, Cedars day service, and the Portsmouth Disability Forum.  
 
The Better Care stakeholder reference group was formed from those with a range of 
personal experience as service users, carers, residents, voluntary and community 
organisations, frontline professionals and provider representatives including care 
home providers, Portsmouth Disability Forum, Healthwatch, Pompey Pensioners, 
Carers Council, Age UK, British Red Cross and Alzheimer's society. The Stakeholder 
Reference Group meets regularly to discuss the programme and encourage 
partnership working. Discussions have included: 
 

• Reviewing engagement plans and communications materials including the 
urgent care booklet 

• the wellbeing service and the integrated locality team 
• focus on co-production 
• an update of discharge pathways and co-production 
• Portsmouth Rehabilitation & Reablement Team 
• Carers strategy 
• Long term conditions engagement plans 

 
To find out more, search ‘better care’ on www.portsmouth.gov.uk  
 

1.6 Sexual health services 
 
From August to October 2014 the Integrated Commissioning Unit conducted a 
consultation aimed at young people and adults using sexual health services in 
Portsmouth. We wanted to find out what patients attending sexual health services 
thought about the current service provided in Portsmouth as well as from those who 
did not use them, and to explore potential barriers they face. In particular, we wanted 
to gather the views and suggestions from residents on where in the community 
some services could be delivered in the future, instead of the traditional hospital 
setting.  
 
Surveys were available online, the main sexual health clinic at St Marys and a variety 
of community settings. A total of 1,271 survey responses were collected (1,161 paper 
copies and 110 online). 
 
A series of focus groups took place over a period of two months aimed at young 
people, Black Minority Ethnic (BME) communities, service users with a learning 

http://www.portsmouth.gov.uk/
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disability, MSM (men who have sex with men), members of the transgender 
community, individuals using HIV services, those with experience of substance 
misuse as well as targeted work in areas of known deprivation in the city.   
 
A secondary school was visited as well as groups for young people not in education 
to obtain their views and experiences of current sexual health services to explore 
their thoughts on how access and information could be more readily available to 
them. The views of young people also came from engagement with a local LGBT 
support group for young people aged 11-19.   
 
The ICU and Public Health teams had a stall at Portsmouth University Freshers Fayre 
to promote good sexual health, with giveaways including free contraception, 
signposting to services as well as getting the views and ideas of 309 students on 
future sexual health services.  
 
Feedback was also gathered from stakeholder organisations, pharmacists and GPs. 
The stakeholders were asked their thoughts on the provision of more community 
based services, efficiency of sexual health promotion and service delivery. 
 
For some individuals, issues of confidentiality meant that it was easier for them to 
comment and feedback on the service on a one to one basis, either face to face or 
over the telephone. 
 
From the consultation, it was clear that the quality of staffing and care is rated highly 
by those accessing the current service. The main points raised were as follows: 
 

• A focus on community and primary care based services based in both clinical 
and non-clinical settings 

• Increase of outreach workers 
• Dedicated services and targeted work with school age children and young 

people 
• The normalisation and de-stigmatisation of sexual health services through the 

mainstreaming of sexual health promotion 
• Increase access and availability of services to reflect the needs of the local 

population (review of operational times of clinics and appointment system) 
 
Feedback from patients and stakeholders continues to influence the design and 
scope of the new service and has been used to inform the Joint Strategic Needs 
Assessment.  
 

1.7 Integrated healthy lifestyles 
 
The Integrated Commissioning Unit carried out this consultation on behalf of Public 
Health to ascertain the feasibility of providing an 'Integrated Healthy Lifestyle' 
service which would assist those with poor lifestyles to change through a single 
access point service (this would be in addition to existing specialised services).  
Comments were invited via an online questionnaire and a straw poll undertaken at a 
supermarket drop—in event.  
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84 people completed the questionnaire, which included the following questions: 
• When and where did you last seek advice and support on your health?  
• Please indicate your top three healthy lifestyle issues (alcohol intake, money 

management, weight management, housing support, sexual health, smoking 
and substance misuse) 

• Please would you indicate a) if you are aware of where to get support and b) if 
you currently use services where you go? 

• Have you experienced any barriers when seeking advice on healthy lifestyles? 
• What would make it easier for you to access a Healthy Lifestyle service in your 

community and the area you live in? 
 
A drop-in session was held in Asda on 29th May 2014, where a total of 44 people 
participated in the straw poll to ascertain if members of the public would be 
interested in a single point of access for an Integrated Healthy Lifestyle service – 42 
said ‘yes’, 2 replied ‘no’. 
 
One strong theme arising from this review is that service users/members of the 
public would welcome having access to advice and guidance on health and 
wellbeing issues in one place preferably in local areas in venues such as community 
centres, libraries and shopping centres. 
 
Barriers experienced when seeking advice on healthy lifestyles seem to concentrate 
around GP appointments and clinic opening times.  The majority of service users 
expressed concerns around not being able to get appointments at convenient times.  
People who were working found it particularly difficult to attend clinics as the clinics 
are only open during office hours. 
 
A lack of information regarding the services available, where they are located and 
how to get in contact seemed to be a general theme.  The majority of service 
users/members of the public stated that they would like all information held in one 
central place and if possible this information to be accessible online. 
 
These views have been taken into consideration and have informed the way forward 
with regard to the model design to be adopted for healthy lifestyles within the city.  
Public Health is continuing to lead on this piece of work. 
 

1.8 Autism service review 
 
Consultation was undertaken with children and their families to gather their views of 
the service, process and support. This feedback has been included within discussions 
around service re-design and has subsequently resulted in a pilot scheme being 
introduced which is to include a single point of access being in place, children being 
assessed in a timely manner with no excessive wait, workforce development, gaps in 
NHS and post-diagnosis support identified and a co-produced pathway fit for 
purpose and fit for the future. This work is currently ongoing. 
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1.9 School nursing service 
 
The Integrated Commissioning Unit engaged with head teachers, parents and 
governors and results of consultation fed into the re-design of the School Nursing 
Service which is being led by Public Health. However, a decision has subsequently 
been taken to combine the School Nursing Service with the Health Visitor Service.   
 

1.10 Future of St. James’ and St. Mary’s estate 
 
We have been working with our partners at Solent NHS Trust (the main provider of 
community services in Portsmouth) and NHS Property Services (as a major NHS 
landowner, including the St James’ site) to review options for the futures of both the 
St Mary’s Community Health Campus and St James’ Hospital sites.  This is to ensure 
we are able to provide the best possible health services locally by providing services 
in modern, fit-for-purpose buildings and by using the accommodation and money 
we have available as efficiently and effectively as possible. 
 
As the work unfolds there will be a need for ongoing engagement with our 
neighbours and the wider community across Portsmouth.  
 

1.11 Governing Board meetings 
 
Our Governing Board meets in public regularly and forthcoming dates for the year 
are published on our website. Each public meeting includes a ‘Question and Answer’ 
session giving members of the public the opportunity to raise questions directly with 
the Board. Meeting papers are generally available on the website a week before each 
meeting along with the questions, answers and comments from previous meetings. 
 

 
To meet its commitment to listening and learning from our patients, the CCG has 
introduced patient stories to Governing Board meetings. These stories are gained via 
formal and informal feedback to the CCG.  Patient stories have covered care of an 
elderly couple, the wife being a carer to her blind and deaf husband, end of life care, 
a mother experiencing post-natal depression and accessing health care by a deaf 
person.  
 

Comment: We need to get the idea of self-care across as we are becoming an increasingly 

dependent society. We have an individual responsibility for things we should do ourselves and 

not expect others to do for us.  

 

Response: This fits with NHS England’s Five Year Forward View and focus on prevention and 

lifestyle. We need to give people the tools and information they need to manage their own 

conditions and know when they need help. This needs to happen when people are diagnosed 

not later. 
January 2015 Board meeting 
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Patient stories have effectively 
engaged Board members and the 
public in important discussions 
about the good and the bad in 
health services and have allowed 
the CCG to focus on what it needs 
to do to improve people’s 
experience of health care.   
 
Our Annual General Meeting (AGM) took place in September 2014, reviewing 
performance over the previous year, which included many notable achievements, 
such as improving access to support for patients with dementia and their families, 
providing treatment within a month of diagnosis for 99% of cancer patients, and 
awarding grants totalling £250,000 to 15 charities and not-for-profit groups to 
support people’s health and wellbeing. There was also discussion of the CCG’s 
strategy for the local NHS over the next five years, which is designed to give people 
better services, and to support more people to lead healthy, independent lives. 
 
The AGM was well attended with over 60 people attending including members of the 
public, member practices and other stakeholders as well as staff and Governing 
Board members.  
 

1.12 Patient Participation Group city wide forum 
 
Most surgeries in Portsmouth have a Patient Participation Group where patients 
discuss health and health care issues, meetings or online. If you would like to join 
your own practice’s group please do contact your GP surgery direct.  
 
Patient representatives from all the individual practice Patient Participation Groups 
are invited to attend regular, city-wide forums hosted by the CCG. Topics for 
discussion are suggested by the patient representatives. At each forum there are 
presentations and discussions which give patients the opportunity to feedback their 
comments and experiences to the CCG, ask any questions, and take away 
information on the requested topics and current CCG news to share with their 
practice PPG.  Each forum also includes a ‘Question and Answer’ session.  

 
Information from meetings is available on our website, including presentations, 
forum notes, and Questions & Answers: 
http://www.portsmouthccg.nhs.uk/Join-In/ppg-network.htm   

Powerful having the patient to tell us about her 

personal experience and how she is benefiting from 

our work with the voluntary sector. Very brave. 

 
March 2015 Board meeting 

Q: What triggers a visit from an out of 

hours GP? 

A: A call to either 999 or NHS 111 – 

the caller will be asked questions to 

determine the need or urgency 

 
March 2015 PPG forum 

Q: Support for carers – is respite care available? 

A: Yes there will be respite care offered to carers 

based on the individual and the carer’s needs ie: 

day care, respite or a carer visitor/sitting service. 
 

March 2015 PPG forum 

http://www.portsmouthccg.nhs.uk/Join-In/ppg-network.htm
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1.13 Complaints, concerns, comments and compliments 
 
Since 1st April 2014 Portsmouth City Council has handled complaints, concerns, 
comments and compliments on behalf of the CCG. The complaints lead works on 
behalf of patients to investigate complaints received by the CCG about the provision 
of services which involve other NHS providers as well as concerns about the services 
it commissions.   
 
To support the patient experience service, the CCG revised its complaints policy in 
2014 to include concerns, comments and compliments and set out specific guidance 
in respect of equality and diversity and the new Duty of Candour.  The CCG’s website 
has been reviewed and sets out the complaints procedure and contact details, 
including those for NHS England which handles all complaints and concerns relating 
to GPs, dentists, pharmacists and opticians.   
 
34 complaints were received by the CCG during the financial year 2014/2015, 
compared to 14 complaints received during 2013/14.  ‘Appointment delays and 
cancellations’ were the main cause for complaint, accounting for 31% (11) of all 
complaints made, followed by 18% (6) ‘all aspects of clinical care’ and 15% (5) length 
of time waiting for a response.  The main areas for complaint related mostly to 
secondary care (18). 

PPG forum discussion topics 

• St. Marys Health campus and St. James Hospital update 
• Urgent care survey and follow up from previous sessions 
• Integrated care 
• What will be different in primary care? 

30th April 
2014 

• Better Care programme 
• Information sharing 

19th August 
2014 

• Federation of GPs 
• GP practice performance and patient surveys 
• End of life (better) care 

19th 
November 

2014 

• Care packages, social care and carers support 
• Personalised independence co-ordinator pilot 
• Accident & Emergency, Kings Fund video and the Portsmouth 
position 

5th March 
2015 
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Equality and diversity monitoring forms were introduced during 2014/15.  These are 
sent to the complainant with the confirmation letter and consent form following 
discussion with the complainant over the telephone.  To date 8 of 9 people sent the 
monitoring form have responded.   
 
Detail of complaints made and the introduction of equality and diversity monitoring 
has informed the stakeholder assessment of the CCG’s Equality Delivery System 2 
2014/15, and the development of one of the CCG’s equality objectives to improve 
access to health care by people with sensory impairment/loss. 

 

1.14 Learning disabilities day service transformation 
 
This consultation was undertaken by Choices Advocacy on behalf of the CCG and 
Portsmouth City Council. A period of consultation ended May 2015. Although 
technically not falling within the timeframe of this annual report, we have included a 
summary. The consultation was conducted with the aim of ascertaining the views of 
adults with learning disabilities, and their carers, with regard to changes proposed to 
the provision of Day Service activities. 
 
The proposal is to develop a model with 3 different parts: 
  

1. Services requiring specialist adapted buildings that support people with 
complex needs in terms of physical disabilities and health related needs. 

2. A range of services each focussed on different areas of need, likely to require 
use of buildings with some requiring adaptations.  

3. A community based service that would go beyond basing activities in the 
community, to supporting people to become part of their community by 
joining in community activities and developing people to use their gifts and 
abilities. 

 
Different communication strategies were employed to enable people with learning 
disabilities to share their views, using differing styles to engage with people, creating 
safe spaces within which people have become confident and happy to share what 
they think and want. It represents a person centred approach respecting the 
respondent's decision to give their own view or indeed not to participate at all. 
 

Appointments, delay, cancellation (11):   

 10 Queen Alexandra Hospital out-
patient appointments including 2 
for physiotherapy and 2 for 
surgical follow up. 

 One regarding the delay of referral 
by Adult Mental Health Services to 
Transgender services in London. 

 

All aspects of care 
(6): 

 4 care on 
hospital wards. 

 2 care of 
elderly relatives 
at Queen 
Alexandra 
Hospital. 

 

Length of time waiting 
for a response (5): 

 2 follow 
appointment 
following diagnosis 
of cancer. 

 3 medical 
advice/treatment 
via NHS 111 
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There was a good response to this consultation with a total of 356 people taking part 
- 254 completed questionnaires were received from service users who currently 
attend various Day Service venues across the city, 49 completed questionnaires were 
received from carers and a total of 53 service users attended 6 focus group events 
that were held across the city. 
 
The final reports with feedback and recommendations will be advertised on the CCG 
and Portsmouth City Council websites – both a full report and easy read version.  
Copies of both versions will also sent to all current providers of these services to 
enable easy access for anyone who does not have access to a computer or would 
prefer a paper copy.  Next steps will be to take the report to the Steering Group to 
consider the results and actions required. 
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PART TWO 
 
Recommendations to develop the way NHS Portsmouth CCG listens 
to patients 
 
NHS Portsmouth CCG wishes to act as a role model in understanding what is 
important to patients and setting up systems which allow for meaningful 
conversation and feedback. 
 

2.1 Patient feedback 
 
The patient experience is very much seen as an integral part of quality development 
of services, and for the CCG, the effective and meaningful commissioning of services.  
Robust patient feedback will provide NHS Portsmouth CCG with an effective tool for 
service improvement and a lever for performance monitoring, when combined with 
existing commissioning intelligence. 
 
It is important that this is not a token effort.  There is no single patient or patient 
group which represents the diversity of the Portsmouth population or their health 
needs and experiences.  Likewise, it is a tall order to expect to reach all pockets of 
the population.  Embedding the reflections of patient experience into the culture of 
the organisation will take time and will not happen overnight.  It is important 
therefore to be realistic.  As such it is recommended that incremental steps are taken 
over the forthcoming year which allow for a range of activities to capture direct 
feedback from patients, service users, carers or wider communities.  It is hoped that 
this will inform the framework for future years so that eventually listening to patients 
and building on the patient experience becomes embedded within the CCG 
commissioning cycle and is not a standalone activity. 

 
In addition, the CCG needs to be careful not to focus too 
specifically on single service issues.  Development of patient 
experience is not meant to replicate existing complaints 
procedures or campaign efforts on the part of committed 
individuals or organisations.  It is important for those involved 
to be aware of the bigger picture and the overall 
responsibilities of the CCG, including the constraints which we 
all work within, including time, resources and finances.   
 

Developing a programme of listening to our patients is not meant to raise false 
expectations or increase demand but to improve the overall patient experience 
generally; that is using the patient experience to inform decisions about 
commissioning rather than expecting outcomes or decisions on an individual’s own 
care or treatment.   
 

2.2 CCG role 
 
It is recognised that patients themselves may have limited time to offer the CCG in 
recounting their experiences.  In order to attract a wide variety of feedback, we will 
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need to be focused on clear and realistic objectives with our patient representatives 
and work on a short term ‘task and finish’ basis.  We will: 
 

 Listen to patient experiences 

 Share feedback 

 Act on the feedback 

 Share the changes made as a result back with the 
patients who provided the feedback, and the wider 
population or group/community. 

 

2.3 Public engagement 
 
NHS Portsmouth CCG delivered our first major engagement and partnership event 
Your Health, Your NHS on Wednesday 10th June 2015 at Portsmouth Guildhall 
Square.   Whilst listening to patients is not new for NHS Portsmouth CCG, we wanted 
to strengthen the way we do this and make the CCG more visible to the general 
public and other local community organisations.  We wanted to ensure that such an 
event would represent ‘what is new’ about the CCG, which operates as a clinically led 
organisation with a real commitment to improving patient care for the local 
population. 
  
An event report is contained within Part Three which includes a summary of actions 
which the CCG is undertaking under the headings ‘You said, we are….’ and other 
actions in response to focused feedback at the event.  The recommendations listed 
below focus on the general principles which NHS Portsmouth CCG should commit to 
in 2015/16 to further improve on listening to our patients. 
 

2.4 Recommendations for 2015/16 
 
The CCG has a 5-year Communications and Engagement Strategy which sets out 
priorities for engagement that link with our 20/20 Vision strategic document.  
Alongside this, we have developed the recommendations below to enhance our 
approach to finding out more about patient experience. 
 

(1) Continue listening to patients to build a bigger and progressively 
representative picture of issues for Portsmouth population, and to raise the 
profile of the CCG with the local population and community sector as an 
organisation which is willing to listen to patients and actively invites patient 
involvement.  
 
 ACTION: To identify opportunities for the CCG to both host a second 

engagement event in 2015/16 and have a profile at other organised 
events in the city.  
 

 ACTION: To explore the possibility of forming a joint working group 
with relevant partner organisations to network and share learning, 
good practice and patient representation. 
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(2) Set clear objectives which focus on a realistic and achievable set of targets to 
improve the patient experience.  Ensure that this is an open dialogue so that 
as a CCG we listen to what is important to patients. 
 
 ACTION: To establish a framework of task and finish groups on themed 

areas, and to invite patients, service users, carers or community groups 
to actively input to these.   

 
Proposed task and finish groups to initially include: 
 
Dialogue – secure patient input on how dialogue can be improved, e.g.  In 
what format communication should be made, how to best reach different 
communities, how best to talk to patients/carers and capture their 
experiences, how best to make improvements from the perspective of a 
patient/carer. 
 
Transformation for improvement - work with patients to identify how we 
can monitor and evaluate changes from a patient perspective. 
 
Input on best way of improving health education and awareness - what 
would be effective for patients, relatives and carers? 
 
Voluntary Sector – seek patient input to inform how best to strengthen the 
relationship between the voluntary/community sector and NHS statutory 
organisations, to improve health and wellbeing.  

 
(3) Develop the ongoing relationship with Healthwatch, Action Portsmouth, 

Portsmouth voluntary and community service networks and other community 
organisations, particularly under represented groups of our community, and 
how we will make extra effort to hear about their experiences to help secure 
input from targeted patient groups. 
 
 ACTION: Consult with representatives on shared objectives, and to 

invite representatives to task and finish groups. 
 

(4) To promote regular updates and ongoing communication with Portsmouth 
residents. 
 
 ACTION: Link with communications advisers and community networks 

to agree a variety of communication methods for regular updates on 
action taken by NHS Portsmouth CCG through the issue of regular ‘You 
said, we are….’ reports. 

 
(5) To use patient feedback in service planning and development 

 
 ACTION: Ensure feedback received through Your Health, Your NHS is 

considered when developing commissioning plans or strategies e.g. 
emergency and urgent care. 
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(6) To identify opportunities to improve health education and awareness 
 
 ACTION: The views of patients as to how best to do this will be sought 

through voluntary and community services and task and finish groups, 
in partnership with other organisations where appropriate, such as 
Public Health.   
 

 ACTION: Make our website increasingly user friendly and actively 
promote NHS Choices as a self-help resource. 

 
(7) To incrementally develop a positive relationship with health care providers 

that allows for more pro-active listening to patients. 
 
 ACTION: To trial three ‘patient experience’ visits throughout the year, 

whereby CCG staff, clinicians and patient(s) visit a health service or site 
and seek the views of patients using the facility at the time.     

 

2.5 Get involved 
 
The above recommendations are in addition to existing methods of listening to 
patients which already exist within NHS Portsmouth CCG, and which will continue.  
These include: 
 

 Patient Participation Groups – the majority of our surgeries in Portsmouth 
have a Patient Participation Group, which are informally run and where 
patients can discuss health and health care issues.   

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

 Governing Board meetings – the NHS Portsmouth CCG Governing Board 
meets in public regularly.  All future dates are published on the CCG website.  
Each public meeting includes a ‘Question and Answer’ session where 
members of the public can raise questions directly with the Board.  On 
occasion, patients will continue to tell their story to Governing Board 
members. 

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

 Healthwatch - Healthwatch Portsmouth is an independent member led 
organisation made up of local people who want to get involved in improving 
services.  Further information can be found on their website 
www.healthwatchportsmouth.co.uk 

 Better Care Stakeholder Reference group – a developing group of 
representatives to help inform development in integrated care. To find out 
more email: bettercare@portsmouthcc.gov.uk or see www.portsmouth.gov.uk 
and search ‘better care’. 

 
NHS Portsmouth CCG believes that the above recommendations for 2015/16 are 
realistic and achievable, and will help inform future development in improving the 

http://www.healthwatchportsmouth.co.uk/
mailto:bettercare@portsmouthcc.gov.uk
http://www.portsmouth.gov.uk/
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patient experience.  It will be an iterative programme of development, and should be 
flexible to respond appropriately to comments or suggestions made by Portsmouth 
residents or voluntary and community services.    
 

2.6 Contact us 
 
Comments are invited, and if you would like to comment on the above 
recommendations, or the action detailed within the event report for Your Health, 
Your NHS please contact us: 

 
 
 
 

Write to us: 
NHS Portsmouth Clinical Commissioning Group 
CCG Headquarters 
St James’ Hospital 
Locksway Road 
Portsmouth 
PO4 8LD 
 

 Website: www.portsmouthccg.nhs.uk  

  Email: enquiries@portsmouthccg.nhs.uk 
 

     Telephone: 023 9268 4513 
 

 Follow us on twitter @portsmouthCCG 

 
 

  

http://www.portsmouthccg.nhs.uk/
mailto:enquiries@portsmouthccg.nhs.uk
http://techlavia.com/how-to-make-a-website/
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PART THREE 
Your Health, Your NHS – Summary event report 

 
 
 
 

 
 
 
 
 

  

A Review of ‘Your Health, Your NHS’ 
 

A Listening to Our Patients Event  
 

Held on Wednesday 10th June 2015  
At Portsmouth Guildhall Square 
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3.1 Your Health, Your NHS summary 
 
NHS Portsmouth Clinical Commissioning Group (CCG) hosted its first major public 
engagement event on Wednesday 10th June 2015 at Portsmouth Guildhall Square, 
publicised as ‘Your Health, Your NHS’. 
 
We have produced a full event report which is available upon request and has been 
summarised in this section to include: 
 

 Event format 

 Activities 

 Feedback and key messages 

 Conclusions and next steps 
 

3.2 Event format 
 
All communication was under the banner ‘Your Health, Your NHS - Be informed, be 
healthy, be involved’. 
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NHS Portsmouth CCG, in conjunction with Healthwatch, was keen to include as many 
partner and local community organisations as possible in the event.  This included 
both statutory and voluntary and community organisations – all of which play an 
enormous part in contributing to the overall health and wellbeing of Portsmouth 
residents. 
 
The available space at Portsmouth Guildhall Square was used to maximum capacity.  
50 stallholders were accommodated plus space for vehicles such as ambulances and 
the Tooth bus.  The City’s main health providers, Solent NHS Trust, South Central 
Ambulance Service NHS Foundation Trust, Portsmouth Hospitals NHS Trust and Care 
UK were represented alongside a wider mix of voluntary and community 
organisations. 
 
The final list of stallholders is summarised below:- 

 
Stall Organisation 

A3 Adult Social Care 

A4 Adult Social Care - Independence & Wellbeing team 

B2 Age UK 

G2 Alzheimer’s Society - dementia awareness 

B3 Better Care Fund 

B6 British Red Cross 

G1 Company of Makers - veterans survey 

F5 Guildhall Walk-In Centre 

H4 Healthwatch Portsmouth 

D1 & D2 Healthy Living Pharmacy, including blood pressure checks 

V6 Integrated Commissioning Unit - Map of GP practices, dentists, pharmacies 

C4 John Pounds Centre 

B4 Macmillan Information & Support Centre 

G3 Millbrook Healthcare - Wheelchair service 

H1 
NHS Portsmouth Clinical Commissioning Group  
* Get involved, tell us your experiences 
* Healthy quiz - win a 12 month membership for Body Blast Boot Camp 

H2 
NHS Portsmouth Clinical Commissioning Group 
*Talk to a GP - tell us what is important when you visit your GP surgery 

H3 
NHS Portsmouth Clinical Commissioning Group and Portsmouth City Council - Safeguarding 
(adults and children) 

A2 Off The Record 

V7 Pompey in the Community bus (health checks) 

C3 Portsmouth and South East Hants Osteoporosis Group 

A5 Portsmouth Carers Centre 

A7 Portsmouth Counselling Service 

A6 Portsmouth Disability Forum 

B7 Portsmouth Hospitals NHS Trust – Nutrition and Dietetics 

C1 Portsmouth Hospitals NHS Trust – Rheumatology department (1 of 2), Living well with arthritis 

C2 
Portsmouth Hospitals NHS Trust  – Rheumatology department (2 of 2) Personal care planning – 
Rheumatology and Fracture Liaison Service 

B1 Portsmouth Library 

F1 Public Health (1) Health checks information (Health checks in Pompey bus) 

F2 
Public Health (2) - Lifestyles 
* Health information, recipe cards, CO2 monitor, BMI checks 
* Alcohol - know your units 
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Stall Organisation 

F3 Public Health (3) Consultations 

F4 Public Health (4) Health services for young people 

C5 PUSH 

F7 Respond Portsmouth - You and Your Baby 

C6 SHIFT Portsmouth 

V2 Smoothie Bike Company - Make your own smoothie 

E1 
Solent NHS Trust (1) Breastfeeding & Healthy Weight team with Portsmouth Breastfeeding 
Network 

E2 Solent NHS Trust (2) Talking change / BME mental health and wellbeing 

E3 Solent NHS Trust (3) Specialist dental services 

E4 Solent NHS Trust (4) Older persons 

E5 Solent NHS Trust (5) Membership team / Patient experience team 

E6 Solent NHS Trust (6) HR / bank staffing services 

E7 Solent NHS Trust (7) Research team  

E8 Solent NHS Trust (8) Continence service 

J1 Solent NHS Trust (9a) Sexual health promotion team 

V8 Solent NHS Trust (9b) Sexual health promotion team - Camper van 

V3 South Central Ambulance Service NHS Foundation Trust (1) - Emergency Ambulance (showcase) 

V4 
South Central Ambulance Service NHS Foundation Trust (2) - Patient Transport Service 
Ambulance 

V5 South Central Ambulance Service NHS Foundation Trust (3) - Emergency Mini (showcase) 

K1 

South Central Ambulance Service NHS Foundation Trust (4) 
* Infection control - how clean are your hands 
* 111 service and when to call it 
* 999 misuse costs lives 
* Blood pressure tests 
* Patient experience, patient surveys, voluntary car drivers 

F6 Southern Domestic Abuse Service 

I1 St. Mary’s NHS Treatment Centre 

C7 Sustrans 

D3 & D4 Telecare and Homecheck 

V1 Tooth bus - mobile dentist 

A1 University of Portsmouth 

B5 Wessex Cancer Trust - Cosham Cancer Support Centre 

F8 YMCA Parent-Infant Practitioner Service 
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3.3 Activities 
 
Many CCG clinicians and other staff volunteered to help out on the day, all of whom 
were pleased to meet and engage with members of the public and to hear peoples’ 
view about health care services.  
 
The table below summarises the activities fronted by NHS Portsmouth CCG at ‘Your 
Health, Your NHS.’  Across the range of interactive activities, feedback was invited on 
a total of 22 different areas.  For each activity, the feedback received is summarised 
in Section 3.4 below and Appendices 1-6.  
 
Your Health, Your NHS, Your Views matter… 
General Comments/Feedback card/post-box 
 

See 
Appendix 
One 

Adult Focused Interview Questions 
 
• Q1 What one improvement, without any additional money, 

would you make to local health services? 
 
• Q2 Have you ever gone to Accident and Emergency (A&E) when 

it wasn’t really an emergency? 
If yes, what made you go to A&E rather than another service? 

 

See Section 
3.4.2 below 

Youth Focused Interview Questions 
 
Q1 If you were ill, which of the following would you do?  

 Look on the internet 

 Go to a pharmacy 

 Phone 111 

 Go to a GP 

 Talk to my parents 

 Talk to a friend 

 Other (please specify) 
 
Q2 If you had to use NHS Services, how would you like to communicate 
with them?  e.g. face to face, telephone, email, apps, social media or 
other (please specify) 
 

See 
Appendix 
Two and 
Section 3.4.3 
below 
 
 
 
 
 
 
 

Talk to your GP 
A GP led session on ‘What’s Important for you when you visit your GP 
surgery’  
 

See 
Appendix 
Three  

About you 
Collation of demographic information based on the requirements of 
the Equality Act 2010 for residents who participated in the GP led 
session. 
 

See 
Appendix 
Four 

Healthy Quiz (with thanks to Body Blast who donated 12 months See 



28 

 
 

membership to Boot Camp worth £450) 
 
A quiz on local health issues with bonus points for offering additional 
comments/feedback on key areas of NHS services.   
 

Appendix 
Five 

Voting Stations 
 
People visiting the event were able to use interactive voting stations to 
answer 3 yes/no questions, and to rate their experiences of NHS 
services: 
 
• When using local health services, do you feel that you are 

treated with dignity and respect? 
• Do you feel that your health care is well co-ordinated between 

different NHS services? 
• Would you use technology such as telecare and telehealth to 

help you to stay well or to help monitor any condition you may 
have? 

• Please rate your last experience of using NHS Services on a scale 
from 1 (very poor) to 5 (very good) 

 

See Section 
3.4.4 below 

Promotional messages/videos displayed throughout the day on the 
‘Big Screen’ within Portsmouth Guildhall Square. 
 

See 
Appendix 
Six 

Promotional balloons/pens and smoothie bike 
 

 

 
In addition to the interactive activities summarised above, CCG member GPs and 
staff who had volunteered to help on the day were available to answer patient 
queries and explain the role of the CCG.  Information leaflets and other promotional 
materials were available, including: 
 

 ‘Healthy Discussions’ - inviting people to be involved in discussions on health 
services in the city. 

 Governing Board meetings - publicised dates and location details for the year 
ahead. 

 Patient Participation Groups – information on quarterly city wide network 
meetings 

 Get involved leaflet including general contact details – NHS Portsmouth CCG 
postal, website, email, phone and twitter contact details. 

 

3.4 Feedback and key messages 

 
3.4.1 General  
 
Evaluation feedback indicates that the event was really successful.  Feedback from 
the general public on the day was very positive with requests that it be repeated in 
the future. People were generally happy to talk freely about their experiences, 
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commented that it felt good to be listened to and were constructive in their 
comments and suggestions. Stallholders similarly reported that they found the event 
useful for both public feedback and the networking opportunities that it provided.  
 
Feedback questionnaires have been distributed to all stallholders and CCG 
volunteers, with an overwhelmingly positive response. 74% of stallholders who 
responded felt that Your Health, Your NHS had been ‘good’ or ‘very good’ in terms 
of its usefulness for public and patient engagement. Those that voted it ‘fair’ did so 
because predominately the lower courtyard of the Portsmouth Guildhall square felt 
busier, and benefited more from passing footfall, than the upper platform where 
some stalls were located.   
 
NHS Portsmouth CCG itself estimates active engagement with over 500 people on 
the day. This is a conservative estimate and certainly many more passed through the 
square looking at stalls.  
 
An analysis of feedback from each activity is contained within appendices 1- 6. 
 

3.4.2 Adult interview question feedback 
 
Over 200 adults at Your Health, Your NHS were happy to be interviewed on the day 
by CCG volunteers and responded to two key health questions, providing a total of 
245 suggestions for improvement (with some people offering more than one 
suggestion). 
 

Table 1 - What one improvement, without any additional money, would 
you make to local health services? 
 
You said: 
 
By far the most frequently mentioned issue raised was the need to improve access to 
a GP in primary care, which was voiced by 69 interviewees (28%)  The majority of 
these related to general access/appointments, but 7 related specifically to the need 
for extended hours within primary care. 
 
A further 27 (11%) responses also highlighted reduced waiting times across the 
board (A&E, acute, community and primary care) as the one improvement they 
would like. 
 
22 suggestions (9%) were made to increase/improve health education and awareness 
for members of the public, followed by 8% of comments received stating that in their 
experience no change was required and they reported that they were happy with 
their healthcare experiences. 
 
In decreasing order, other comments/suggestions made included: 
Improve communication 
Staff (improve staffing levels/training or attitude) 
Resources 
Scrap/Reduce car parking fees 
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Improve mental health services 
Reduce management 
Charge for services 
Reduce ambulance delays 
Improve screening 
Improve dental care 
Improve community care 
 
A number of individual comments were also made, and are available upon request, 
but are not included in this summary report. 
 
We are…. 
 
Improving access to primary care. This is a national and local priority. Challenges 
include increased demand from an ageing and growing population along with 
recruitment and retention issues. 
 
The number and variety of comments received provide feedback which the CCG 
needs to explore.  It is recommended that the CCG prioritises action in the top three 
areas cited for improvement: 
 
1. Improving access in primary care 
 

 Explore opportunities and schemes which will improve access within general 
practice.  The CCG has funded a 12 month pilot project for an Acute Visiting 
Service which should reduce the number of urgent home visits undertaken by 
individual practices, freeing up appointment slots for routine and urgent 
appointments in practices.  The CCG is also actively supporting the 
Portsmouth City Primary Care Alliance which encourages practices to work 
more closely together on a cluster basis and share new ideas – all of which 
should improve efficiency within general practice 

 

 Identify and share good practice, through funded initiatives such as 
‘Productive General Practice’ and though the promotion of integrated care 
and cluster working. 

 

 Explore the potential impact of new technology and ways of working. The 
CCG is working with a group of practices who are exploring new cost effective 
ways of delivering urgent primary care through use of an enhanced triage 
centre and the use of web based technology. The intention is to decrease the 
proportion of patients who say they are unable to get an appointment on the 
day they contacted their practice. This model will build on the pilot initiative 
in the use of new appointment software and telephone consultations which 
has been supported for a one year period in three practices for 2014/15. 

 

 Assess the contribution of other clinical groups to helping with access in 
general care.  The CCG has encouraged practices or groups of practices to 
submit applications for Clinical Pharmacists in General Practice pilot by 
September 2015.  The CCG has also supported and funded the appointment 
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of additional nurses in primary care, who are working across practices in the 
North cluster and in Southsea to more actively support vulnerable patients in 
their home, thereby freeing up doctor time to undertake additional routine 
appointments. 
 

 The CCG has supported and funded a pharmacy based minor ailments scheme 
in the city which provides alternative access for advice and treatment for the 
management of specific conditions 

 
NHS Portsmouth CCG was already aware of the importance of improving access to a 
GP in primary care, and taking action on this as the above illustrates. In addition to 
this, NHS Portsmouth CCG is working with others to develop a new urgent care 
strategy to fundamentally streamline urgent care services.  The objective is to create 
a simple to navigate, sustainable patient centred, high quality urgent and emergency 
care integrated system providing 24/7 access that ensures patients are seen by the 
most appropriate professional at the right time in the right setting.  This would 
include access within primary care.  
 
2. Reduce general waiting times 
 
NHS Portsmouth CCG monitors the performance of waiting times amongst all local 
providers.  We actively work with providers to review care pathways and strengthen 
referral criteria where required.  We are aware that the four hour wait target within 
A&E is a significant pressure point for which recovery plans are ongoing.  
 
Phase one of the Urgent Care plan has been completed: this includes unscheduled 
care centre, new medical staffing models, increasing senior decision making capacity 
at night and weekends, and expanded ambulatory care. The successes of these 
initiatives are tracked on a weekly basis by Portsmouth Hospitals Trust.  Urgent Care 
phase II builds on the initiatives in phase I, in addition seeking to reduce occupancy 
to 90% or less, establish a medical decision unit to reduce the risk of queues as well 
as continue to match urgent care workforce to patient demand. 
 
The CCG Chief Clinical Officer will continue to oversee achievement against target in 
all these areas.  Opportunities which enable feedback and updates to members of 
the public will be explored. 
 
3. Improve health education/awareness for members of the public 
 
This is an area which the CCG currently pursues, especially in conjunction with the 
Public Health department of Portsmouth City Council, but recognises that there is 
significantly more scope to enhance.  Of key importance will be selecting the right 
issues to address and the most effective channels of communication. 
 
In addition, the draft emergency and urgent care strategy aims to provide better 
support for people to self-care.  This will include equipping as many people as 
possible with the necessary skills, knowledge and support needed to self-care.  This 
is a responsive way of meeting peoples’ urgent but non-life threatening care needs.  
The strategy recognises that whilst many people do this, we could do more to 
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support people to take control of their own health by: 

 Helping people to access the right support, tools and information to manage 
their health problem. 

 Enabling people to use services appropriately and resources effectively. 

 Changing the behaviours and perceptions of patients and carers which 
influence how they choose to use the services available. 

Once ratified, the emergency and urgent care strategy will identify a number of 
suggested actions and steps towards achieving this. 
 
 

Table 2 - Have you ever gone to Accident and Emergency (A&E) when it 
wasn’t really an emergency?  
If yes, what made you go to A&E rather than another service? 
 

You said: 
 
A total of 202 members of the public responded to this question. Of these, 48 (24%) 
confirmed that they had used A&E services when it wasn’t really an emergency.  154 
respondents (76%) did not feel that they had done so, and that any use of A&E was 
appropriate. 
 
This of course is a subjective question, but one which is important to the CCG given 
the continued pressures on local A&E services.  Of the 24% of respondents who 
confirmed that their use of A&E hadn’t been for a real emergency the CCG was keen 
to understand the reason for attendance, to help inform future education and 
awareness raising and provision of services. 
 
Feedback on what triggered attendance at A&E rather than another service was not 
provided in all 48 cases, but from the responses given some common themes were 
identified.  In order of frequency these included: 
 

 Worry/panic – A&E visit triggered by anxiety which subsequently turned out 
not to be urgent (reported by 14 respondents) 

 Lack of awareness of alternative facilities such as St Mary’s NHS Treatment 
Centre (reported by 8 respondents) 

 Reports that ‘It was the only place that was open.  There was nowhere else to 
go’ (reported by five respondents) 

 Difficulty in accessing GP (reported by five respondents) 

 Insufficient mental health support (particularly at weekends) (reported by 3 
respondents) 

 Lack of confidence from experience of other settings, belief ‘would be safe’ at 
A&E (reported by 2 respondents) 

 Required speedy access to medication (reported by 2 respondents) 
 
Of those who responded that they had not attended A&E when it wasn’t really an 
emergency, many explained that they used alternative facilities instead with an 
obvious high level of awareness of St Mary’s NHS Treatment Centre, Guildhall Walk, 
and pharmacies. 
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We are…. 
 
Developing an emergency and urgent care strategy which has the vision to create “A 
simple to navigate, sustainable patient centred, high quality urgent and emergency 
care integrated system providing 24/7 access that ensures patients are seen by the 
most appropriate professional at the right time in the right setting”. 
 
The strategy is currently in draft form and will be reviewed further prior to 
ratification.  To achieve the vision there are identified changes which need to take 
place, including: 
 

 Better support for people to self-care  

 Responsive urgent care services – right advice first time 

 Highly responsive urgent care out of hospital services 

 Connecting urgent and emergency care services together  

 Emergency Care Units 
 
The emergency and urgent care strategy will inform the action plans for 
development in each area. 
 

 
3.4.3 Youth interview question feedback 
 
100 young people responded to two questions. 
 
You said: 
 

 In response to the question If you were ill, what would you do? ‘Talking to 
parents’ was the most frequently reported option.  This is helpful to know 
when planning education and awareness of health issues for young people so 
that any education messages are targeted in forms that are suitable for both 
young people and their parents. Use of internet and visit to GP were almost 
equal in popularity of response, with many stating that they would do both.   

 

 The second question asked young people If you had to use NHS Services, how 
would you like to communicate with them?  Despite the popularity of social 
media, smartphones and other technology, it can be seen that the value of a 
face to face contact should not be underestimated and remains the preferred 
route of choice for health services amongst the cohort of young people 
interviewed.  Telephone contact for many allowed the same opportunities 
along with perceived faster access and the opportunity for ‘clear, concise 
questions and answers.’  

 
We are…. 
 
Exploring opportunities to develop our website and approach to social media to 
ensure that it is user friendly, including to young people, and to actively promote 
NHS Choices.  
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3.4.4 Voting station feedback 
 
The voting stations at the event were well visited. The stations consisted of voting 
balls only, no additional feedback or information was collated unless visitors also 
completed a comments card.  There were signs prompting people to complete a 
comments card if they wished. 
 

 
 
When using local health services, do you feel that you are treated with dignity 
and respect? 
 
You said: 
 
132 people voted on whether they felt that they were treated with dignity and 
respect within local health services. 
 
115 voted YES (87%) 
17 voted NO (13%) 
 
Do you feel that your health care is well co-ordinated between different NHS 
services? 
 
You said:- 
 
116 people voted on whether they felt that their healthcare is well co-ordinated 
between different NHS services. 
 
55 voted YES (47%) 
61 voted NO (53%) 
 
We are…. 
 
Aware that co-ordination of healthcare between different services and, additionally, 
between different organisations, is a big issue.   
 
Action is already being taken to improve co-ordination by enhancing integrated 
care.  Through the Better Care initiative a strategy has been agreed with the end aim 
of creating a single health and social care system, which puts people and their 
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families in the centre.  This will be delivered through a single commissioning vehicle 
and an integrated delivery vehicle.   
 
The Better Care objectives are to: 
 

 Develop a common set of leadership values and behaviours underpinning 
integration and collaborative working. 

 Streamline processes so that there will be a single point of access for all 
health and social care services with no duplication taking place.  

 Use personal budgets routinely and widely across health and social care.  

 Create multi-disciplinary integrated locality teams, consisting of primary, 
social and secondary care medical with one trusted assessor and a common 
assessment framework. 

 Place more specialist services in the community, maximising use of 
ambulatory pathways, with many services available 7 days a week. 

 Increase involvement and provision from a flexible and responsive third 
sector.  

 Establish IT system(s) and processes that can work across all health and social 
care providers. 

 Agree clear and transparent information sharing protocols and governance 
arrangements. 

 
In order to achieve the objectives, radical changes are required in ways of working.  It 
will not happen overnight but remains a long term vision.  Incremental steps are 
being taken towards each objective through a series of pilot projects, which are 
being closely monitored.  Progress is reported to the CCG’s Clinical Committee on a 
regular basis. 
 
Would you use technology such as telecare and telehealth to help you to stay 
well or to help monitor any condition you may have? 
 
You said: 
 
23 people voted on the use of technology, with 100% of votes confirming that they 
would use technology to help stay well or monitor conditions. 
 
We are…. 
 
Reviewing the positive response to the suggested use of technology and telecare, 
that will be shared with local NHS providers so that they can consider further rollout 
of this way of working, where appropriate, within their services.  Additional 
comments received via feedback in the ‘Healthy Quiz’ (see Appendix 5) does 
however make it clear that telecare/telehealth will not suit or be convenient to all so 
the use of technology needs to be considered as one of several options. 
 
We also asked people the following:  
 
Please rate your last experience of using NHS Services on a scale from 1-5 
(from 1 very poor, to 5 very good) 
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204 people participated in rating their last experience of a health service from very 
poor to very good.  
 
28% gave the highest rating possible of 'very good', with a further 16% rating 
services as 'good'. Only 4% of participants felt that they had a ' poor' or 'very poor' 
experience.  
 

1 Very Poor 2 Poor 3 Fair 4 Good 5 Very Good 
2 7 15 33 57 

 

3.4.5 Stallholder feedback 
 
NHS Portsmouth CCG invited prompt feedback via Survey Monkey from all the 
stallholders.  35 responses were received with very positive results overall.  
Stallholders were asked for feedback on: 
 

 Organisation prior to the event 

 Organisation at the event 

 Venue location 

 Venue facilities 

 The range of stallholders and facilities 

 Usefulness for public and patient engagement  

 Usefulness for networking 
 

3.4.6 Volunteer feedback 
 
CCG staff who volunteered to help at the event were also asked for their feedback on 
the same categories as the stallholders.   
 

3.4.7 Key lessons learned 
 
NHS Portsmouth CCG was very much aware that this was the first event of this kind 
that it has organised and as such was keen to capture any lessons learned to help 
inform any further events. 
 
Many of the lessons learned arose from the stallholder and volunteer feedback in 
addition to the observations of the working group that was responsible for delivery 
of the event.  On the whole the event did work well, so it will be important to 
remember what helped facilitate this and to repeat much of the prior organisation 
conducted by the working team which will enable any event to proceed smoothly.  
Additional recommendations for future events include: 
 

 Clarity on objectives from outset 

 Consider alternative methods of engagement and event timing 

 Communications and advance publicity to be better targeted depending on 
intended audience 
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3.5 Conclusions and next steps 
 
A wealth of information was gathered at Your Health, Your NHS.  The event has been 
described as successful, great for networking and great for patient 
engagement/feedback.  All of this is only true if the information gathered is now 
proactively used to help inform commissioning and development plans. 
 
At this stage, the bigger challenge remains of ensuring that we act upon the 
feedback we have received, that we are accountable to our patients in reporting on 
how we have acted upon it, and that we embed the patient experience into all 
aspects of the organisation. 
 
We also need to be sure that the action we take is well informed.  We have obtained 
valuable input but cannot pretend that it reflects the diversity of our local 
population.   
 
Members from the quality and commissioning directorate will be responsible for 
facilitating the ongoing action arising from Your Health, Your NHS, linking with other 
directorates within the CCG or Compact as appropriate to develop each point.   At 
this stage of development, feedback from the Governing Board is essential to 
endorse the recommendations, ensure that they are a ‘strategic fit’ and advise on 
how they may best be embedded within existing and new areas of work and 
development for the CCG.   
 
The Governing Board is asked to: 
 

 Review the event report and analysis of patient feedback received. 

 Endorse the action already being taken, as described in ‘You said, we are….’ 
sections of this report. 

 Approve and support the actions contained within Part Two of the 2014/15 
Listening to our patients report. 
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APPENDIX ONE – Your Health, Your NHS, Your views matter: feedback 
from comment cards 
 

People attending the event were invited to provide any general comments or 
feedback about their experiences of health services and 10 comment cards were 
completed with feedback as follows: 

 

If you repeat again, include:  

 Exercise 

 BP/Pulse 

 Exercise 

 Diabetes test 

 Eye sight test 

 Hearing test 
Difficulty with receptionists on occasion. 
When child is misdiagnosed at QA then goes to St Mary’s only to be told that 
because the first assessment was at QA they couldn’t do anything. 
I feel that the NHS has been sold off to big pharmacy companies at the expense of 
more holistic and less damaging treatment interventions. This is a big change over 
about last 20-25 years. Please stop being tied to drugs for everything, same for 
everyone. 
GP couldn’t/wouldn’t ask of anaesthetics department at QA what it was in the 
cocktail which had so disagreed with me. 
Frontline staff very dedicated. Rehab support not in place. Services not joined up. 
Care in QAH very good. Food wasn’t very nice – would like the option to pay for food 
to have more variety and tastier. 
Promoting this event inside the Civic Offices. 
Latex allergy so will not approach any stalls as balloons flying. Symptoms as soon as 
entered the square. 
Poor experience with maternity services during previous and current pregnancy and 
with ambulance.  
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APPENDIX TWO - Feedback from Youth Focused Interview Questions 
 
At Your Health, Your NHS, NHS Portsmouth CCG was keen to hear from young 
people with regard to their experience of NHS services and in particular what their 
preferred method of communication with health services would be, which may help 
inform future communication methods of health and awareness raising and service 
provision. 100 young people responded to the two questions at Your Health, Your 
NHS.  They were able to choose more than one option for question 1, so the total 
numbers recorded exceed 100. 
 
Please see paragraph 3.4.3 for a summary of the responses, and the action that NHS 
Portsmouth CCG will be taking. 
 

Q1 If you were ill, which of the following would you do?  
 Look on the internet 

 Go to a pharmacy 

 Phone 111 

 Go to a GP 

 Talk to my parents 

 Talk to a friend 

 Other (please specify) 
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Within the responses provided, it can be seen that ‘talking to parents’ was the most 
frequently reported option.  This is helpful to know when planning education and 
awareness of health issues for young people so that any education messages are 
targeted in forms that are suitable for both young people and their parents. 
 
Use of internet and visit to GP were almost equal in popularity of response, with 
many stating that they would do both.   

 
Q2 If you had to use NHS Services, how would you like to 
communicate with them?  E.g. face to face, telephone, email, apps, 
social media or other (please specify) 
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Despite the popularity of social media, smartphones and other technology, it can be 
seen that the value of a face to face contact should not be underestimated and 
remains the preferred route of choice for health services amongst the cohort of 
young people interviewed at Your Health, Your NHS. In commentary offered by 
young people on the day it was felt that face to face contact would allow for ‘a 
proper conversation’ and would be especially important for serious issues. 
 
Telephone contact for many allowed the same opportunities along with perceived 
faster access and the opportunity for ‘clear, concise questions and answers.’  
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APPENDIX THREE - ‘Talk to your GP’ – Feedback from GP led session on 
‘What’s important for you when you visit your GP surgery’  
 
NHS Portsmouth CCG is a clinically led organisation, led by five local GPs who are 
elected to represent all the practices in Portsmouth.  The NHS is constantly in the 
news and there is lots of talk about the importance of people being able to see their 
GP in a timely way, and the government has said that they want GP practices to open 
7 days a week. 
 
The Governing Board of the CCG wanted to hear patient views on what is important 
to them when they visit their GP surgery and made sure that they were available at 
Your Health, Your NHS to directly listen to patients and have a conversation around a 
series of ten semi structured questions.  Each conversation was detailed and lasted 
around 15 – 25 minutes. 
 
We are extremely grateful to the patients who took this time to talk to our elected 
GP representatives and had 46 responses collated from Your Health, Your NHS.  This 
is really useful feedback which will help inform future models of primary care for 
Portsmouth, including further development of the emergency and urgent care 
strategy, which is currently in draft form. 
 
The summary feedback for each question is below:- 
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APPENDIX FOUR - Demographic information 
 
‘About you’ Collation of demographic information based on the requirements 
of the Equality Act 2010 for residents who participated in the GP led session. 
 
The 46 patients/members of the public who participated in telling our GPs what is 
important to them when they visit their GP surgery were invited to complete an 
optional ‘About you’ form. This was available for those that were willing to provide 
their demographic information (based on the requirements of the Equality Act 2010) 
 
The demographic information was collated for 25 respondents and is summarised 
below.   There was a mix of age ranges, a stronger slant towards female respondents, 
and all respondents classified themselves as white.  Amongst the cohort there was a 
limited range of long term health conditions.  
 

Age 

Under 
20 

21-30 31-40 41-50 51-60 61-70 71-80 81+ 

1 1 4 4 5 5 5 0 
 
 

Disability 
Are your day-to-day activities limited because of a health problem or disability 
which has lasted, or is expected to last, at least 12 months?  

Yes, a lot Yes, limited No Prefer not to say 
2 3 18 0 
 
If you have answered “yes”, please indicate your health problems or disability 
Vision 
(partial 
sight or 
blindness) 

Hearing 
(partial 
hearing or 
deafness) 

Physical 
disability 

Learning 
disability 

Mental 
Health 

Long terms 
conditions 
(i.e. diabetes, 
heart 
problems 
etc.) 

All 

0 0 4 1 1 1 1 
 
Ethnicity 
22 patients responded to this question, and all classified themselves as “white” 
 
Gender: 

 Male – 8 respondents 

 Female – 17 respondents 
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APPENDIX FIVE - Healthy Quiz: feedback provided by quiz entrants 
 
NHS Portsmouth CCG facilitated a quiz on local health issues with bonus points for 
offering additional comments and feedback on key areas of NHS services.   
 
The overall winner of the quiz was notified on Friday 26th June 2015. NHS 
Portsmouth CCG is very grateful to Body Blast, who donated 12 months membership 
to its BodyBlast Boot Camp (worth £450). 
 
30 members of the public took the time to complete the quiz, some offering 
insightful and valid comments on the areas invited, for which NHS Portsmouth CCG 
is very grateful. The comments received are listed below in each area to inform 
future planning. 

 

Please tell us why you think people visit A&E when their condition is not life 
threatening or urgent? 

 Reassurance 

 Unable to get same day GP appointment 111 advise to go to A&E 

 Flu 

 Closest/don’t know where else to go 

 In case it gets worse 

 Waiting time 

 Uncertainty about where to go. Might be sent there anyway. Lack of out of 
hours /weekend care 

 People think it may turn into something more serious 

 They are able to help. Not experience or trained enough to deal with 
conditions 

 Doctors shut 

 Because they are scared and need support 

 Because they can’t get GP appointment 

 Can’t get appointment at GP 

 Reassurance 

 Because they are unaware of other areas 

 Advice 

 Because they want to be better 

 To make sure 

 Feel safe there. Trust staff. Familiar as been before. 

 Because people get drunk too often 

 Because they are worried 

 In case it gets worse 

 When the GP surgeries are closed at weekend, require some good help. 

 Ignorance and lack of out of hours services 

 Reassurance 60+. No GP appointments. No walk in near  them 
 

Please tell us how you think people may be better supported at home or in the 
community to reduce emergency admissions. 

 Telephone appointments 
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 More funding for care workers and more time given for care 

 Because it makes room for people with serious illness 

 Home is sweet home and community groups helping one another/each other. 

 Health nurse call out support worker 

 Through more social and mental health services 

 With a trusted familiar person. 

 Health visitor’s visit/carers visit. 

 More local community support, i.e. CPN’s Carers, Health Workers 

 More places for people to be seen at home. 

 Skype 

 Access to ‘sitting’ service. 

 Emergency first aid operating in the area 24/7 

 Access to a Dr in Tesco’s 

 Local Health Practices/home workers 

 More services in the community at affordable prices 

 Earlier interventions on all care education. 

 Understanding the NHS system with support. 

 People need to know where else they can go, need a bigger campaign. 

 Better Health and Social Care provision. 

 Good personal care plans – joined up working with health and social care. 

 Local Drop in’s. 
 

Would you prefer to see your ‘usual’ GP (if you had to wait for an 
appointment) or would you be happy to see another GP? 

 Any GP 

 Another GP sooner 

 Depends on how serious one’s need is. 

 In desperate situation I prefer to see another GP 

 Any 

 No I want to see my own GP 

 Doesn’t matter 

 Happy to see anyone. 

 Ok to see whoever 

 My own GP 

 I would prefer to see usual GP. 

 Happy to see anyone but does prefer to see GP 

 Usual 

 Usual GP 

 Any 

 See another GP sooner 

 Any 

 Do not mind. 

 Happy to see anyone 

 Depends on query. Long terms problem would like to see own GP 

 Yes 

 Any 
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 Happy to see another GP 

 Usual GP if possible however if urgent than another GP 

 Prefer to see usual 
 
Would the use of technology e.g. telecare or Skype appointments, be useful to 
you?  

 Yes 

 No 

 No, not everyone can afford phones or internet 

 Yes would help and better life 

 No 

 Skype and telephone mobile 

 Yes 

 Not sure 

 No 

 Not really as on benefits so don’t have access. 

 Yes 

 No 

 Yes 

 No I prefer one to one in person 

 Not online 

 Yes 

 No, has the opportunity to have a GP consultation on the phone. 

 Yes 

 Yes 

 Yes definitely 

 No 

 Yes 

 Yes 
 
What is the best way to keep people updated about local health services? 

 Newspaper, leaflets, Facebook. 

 Local News, Leaflets, radio. 

 Post 

 On the surgery noticeboard. 

 Signposting text message. 

 Facebook, local people. 

 GP Surgeries. 

 Post and telephone. 

 Community news, posters. 

 Local radio. 

 Internet. 

 The News 

 Info in surgeries 

 Flagship. 

 Out and about, library and shops. 
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 Email. Mobile phone, TV 

 Emails, letters. 

 Social Media, Flagship and posters. 

 Ads (radio/tv). 

 Email. 

 Media. 

 Tweets, local newspaper, advertising in community areas. 

 Notice boards and local newsfeeds 
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APPENDIX SIX - Promotional messages and videos displayed throughout 
the day on the Portsmouth Guildhall Square ‘Big Screen’ 
 

 CCG ‘ED’ videos (1m 50s for each): 
https://www.dropbox.com/s/dtj8r4yich1bu4g/Self%20Care%20at%20Home.m
p4?dl=0 
https://www.dropbox.com/s/q9hjan07c65kf5k/Pharmacy.mp4?dl=0 
https://www.dropbox.com/s/lu29mybojtuj97a/MIU.mp4?dl=0 
https://www.dropbox.com/s/tjwxhio9qd6awm3/NHS%20111.mp4?dl=0 
https://www.dropbox.com/s/cfusxj66vzvrk6r/Ed%20Series%20CCC.mp4?dl=0 

 

 Company of Makers (1m / 30s) 
https://www.youtube.com/watch?v=_HqyGZ-AoZc 
https://www.youtube.com/watch?v=FtqpFUXE1No 

 

 MacMillan – Get support (30s) 
https://www.youtube.com/watch?v=uU_VewKdaXQ&list=PL4YhGgVzlQXj5xi1
AA2AcC4qf4SBZkMzJ&index=3 

 

 Kings Fund, guide to urgent care services (6m30s) 
https://vimeo.com/69224754 

 

 Portsmouth City Council telecare (5m20s) 
https://www.portsmouth.gov.uk/ext/health-and-care/health/telecare.aspx 

 

 Portsmouth Hospitals NHS Trust - Passion and Pride (3m) 
https://www.youtube.com/watch?v=EU6C7JtMxcI 

 

 Portsmouth Hospitals NHS Trust - Super Nurses (50s) 
https://www.youtube.com/watch?v=5R1Y1DmfLSU 

 

 Healthwatch (1m45s)  
https://www.youtube.com/watch?v=Xf2M0aWfuL4 

 

 South Central Ambulance Service (6 m total) 
https://www.youtube.com/watch?v=vFDXd7NuuHY; 
https://www.youtube.com/watch?v=4eSvix6jA1k; 
https://www.youtube.com/watch?v=r-ZkfbAbX3I 

 

 Alzheimer’s Society (4 slides) 
 

 Off The Record (3m40s) 
https://www.youtube.com/watch?v=Fq4cPsnoxRQ 
 

 
 

 

https://www.dropbox.com/s/dtj8r4yich1bu4g/Self%20Care%20at%20Home.mp4?dl=0
https://www.dropbox.com/s/dtj8r4yich1bu4g/Self%20Care%20at%20Home.mp4?dl=0
https://www.dropbox.com/s/q9hjan07c65kf5k/Pharmacy.mp4?dl=0
https://www.dropbox.com/s/lu29mybojtuj97a/MIU.mp4?dl=0
https://www.dropbox.com/s/tjwxhio9qd6awm3/NHS%20111.mp4?dl=0
https://www.dropbox.com/s/cfusxj66vzvrk6r/Ed%20Series%20CCC.mp4?dl=0
https://www.youtube.com/watch?v=_HqyGZ-AoZc
https://www.youtube.com/watch?v=FtqpFUXE1No
https://www.youtube.com/watch?v=uU_VewKdaXQ&list=PL4YhGgVzlQXj5xi1AA2AcC4qf4SBZkMzJ&index=3
https://www.youtube.com/watch?v=uU_VewKdaXQ&list=PL4YhGgVzlQXj5xi1AA2AcC4qf4SBZkMzJ&index=3
https://vimeo.com/69224754
https://www.portsmouth.gov.uk/ext/health-and-care/health/telecare.aspx
https://www.youtube.com/watch?v=EU6C7JtMxcI
https://www.youtube.com/watch?v=5R1Y1DmfLSU
https://www.youtube.com/watch?v=Xf2M0aWfuL4
https://www.youtube.com/watch?v=vFDXd7NuuHY
https://www.youtube.com/watch?v=4eSvix6jA1k
https://www.youtube.com/watch?v=r-ZkfbAbX3I
https://www.youtube.com/watch?v=Fq4cPsnoxRQ
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In line with the CCGs Risk Management Framework the Audit 
Committee has reviewed the Governing Board Assurance 
Framework, taking into account recommendations for changes 
and updates proposed by the Clinical Executive and this is 
presented to the Governing Board for their ratification.  
 
The Clinical Executive has reviewed the Governing Board 
Assurance Framework on behalf of the Audit Committee, which 
the Audit Committee (9th September 2015) has subsequently 
approved for presentation to the Governing Board. 
 
The Governing Board will note that the following is proposed: 

 New risks: 
o GB14 - Solent Community Nursing team staffing 

GB15 - Delegated Commissioning of Primary Care  

 Reduction in current risk scores for GB11, GB08 and 
GB05.  

 

 
Recommendations/ 
Actions Requested 
 

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

Potential Conflicts 
of Interests for 
Board Members 

GB15, GB02 

Author 
Soraya Saeed, Senior Project Manager 
 

Sponsoring 
Member 

Tom Morton, Chair of Audit Committee 

Date of Paper 11 September 2015 
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NHS Portsmouth CCG Governing Board Assurance Framework 
 
 

 
 

Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective 

Description of risk 
Responsible 

officer 
L I 

Original 
Risk Score 

Description of actions (Key 
controls / processes) 

Sources of assurance 
Further action needed for 

improvement 
L I 

Residual 
risk score 

Movement 

GB07 Resources 1  D,E,F  IF the CCG and/or 
key partners fail to 
meet their financial 
duties, THEN this 

could impact on 
service delivery and 
outcomes for 
patients  

Michelle 
Spandley 

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

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

Finalise SCAS 15/16 contract  
  
Assess impact of provider and 
local authority recovery plans  
  
Clarification of CCG financial 
risks and mitigating plans  
 
Review primary care allocation  
 
Establish Health & Care 
Executive  

4 4 16 
 

GB13 Quality 2  F  IF urgent care 
system capacity 
pressures continue 
THEN this could 
result in sub optimal 
care including  
• Poor clinical 
outcomes  
• Harm and patient 
safety risks  
• Loss of privacy and 
dignity • Poor patient 
and carer 
experiences  

Dr, Dapo 
Alalade 

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

Development of quality & 
safety dashboard for urgent 
care will provide timely data on:  
Reduction in numbers of:  
Ambulance handover delays;  
Outliers from specialities;  
Patient moves;  
Patients queuing  
This will be an indicator of 
system pressures  

CQC summit took place on 
2/7/15 – PHT required to 
complete action plan to 
address enforcement notices 
and compliance actions by 
6/8/15  

4 4 16 
 

GB14 Staffing     Solent NHS Trust: 
potential impact on 
the ability to provide 
patient care by the 
Portsmouth 
Community Nursing 
team  
Solent has recently 
experienced a high 
number of registered 

Dr, Dapo 
Alalade 

4 4 16 Monthly meetings with 
providers for progress update  
 
Monitored via quality schedule 
Monitored at CQRM  

Confirmation that CCG funding 
provides a safe staffing level 
for 15/16 delivering the full 
capacity required for 15/16  
  
Solent will engage with the 
integrated locality model and 
this should deliver efficiencies 
during 16/17. This includes 
allocating at least one member 

Monitoring in place and will 
continue  
 
Ongoing service development 
plans in place with 
Commissioners  
 
Urgent face to face meeting 
arranged between CCG & 
Solent Execs 29/7/15  

4 4 16 
new 
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Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective 

Description of risk 
Responsible 

officer 
L I 

Original 
Risk Score 

Description of actions (Key 
controls / processes) 

Sources of assurance 
Further action needed for 

improvement 
L I 

Residual 
risk score 

Movement 

nursing vacancies 
within the community 
nursing team and 
has undergone a 
significant 
recruitment process. 
This is ongoing and 
there remains (to 
date) 11.0 wte 
vacancy rate across 
the area. IF these 

posts are not 
recruited to 
effectively and 
efficiently, with the 
additional impact of 
a high number of 
new staff in post, 
THEN the quality of 
patient care 
delivered maybe 
compromised with 
the potential for care 
to be prioritised 
reactively as 
opposed to 
proactively.  

of staff to act as a lead point of 
contact for their organisation to 
engage in meetings and project 
development etc.  
 
Solent commit to working with 
the ICU to benchmark their 
Community Nursing service 
against other areas to confirm 
additional potential efficiencies 
or good practice that could be 
implemented through 15/16  

 
Contract query raised for 
additional data relating to staff 
sickness levels and patient 
safety incidents in community 
nursing & PRRT  

GB04 Provider 
relationships 

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

Dr Jim 
Hogan 

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

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

Establish Health & Care 
Executive  

3 4 12 
 

GB10 NHS 
Constitution 

1  D,E,F  IF the CCG does not 
meet the rights and 
pledges under the 
NHS Constitution 
THEN this may 
result in a 
detrimental impact 
on patient services 
and experience  

Innes 
Richens 

4 4 16 Contract monitoring and 
utilisation of levers and 
penalties  
  
ED improvement plan and 
operational resilience plans (for 
elective and non-elective) with 
Portsmouth Hospitals NHS 
Trust (PHT)  
  
Commissioner work 
programmes with PHT and 

Contract monitoring groups 
including CQRM and ECRM  
 
CCG integrated performance 
reporting to CCG Board  
 
Accountability framework 
signed by all partners  
 
Regular and embedded use of 
system wide performance 
monitoring (kit bag)  

Monitor trajectory agreed by 
UCB - 95% ED 4 hr waits by 
end of Quarter 3  

3 4 12 
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Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective 

Description of risk 
Responsible 

officer 
L I 

Original 
Risk Score 

Description of actions (Key 
controls / processes) 

Sources of assurance 
Further action needed for 

improvement 
L I 

Residual 
risk score 

Movement 

other providers to redesign and 
review services to improve 
delivery  
 
Collaborative working 
arrangements with the Trust 
Development Agency  

 
Diagnostics improvement plan 
monitoring System wide 
programme performance via 
System Transformation and 
Resilience Group (STAR 
Board)  

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

is significant media 
interest in the review 
when published 
THEN it could result 
in reputational 
damage to the CCG 
and other NHS 
organisations.  

Suzannah 
Rosenberg 

4 4 16 The SAB and Serious Case 
Review sub group are 
responsible for overseeing this 
process and agreeing when the 
report will be released into the 
public domain  
  
The action plan has been 
shared with providers and has 
not identified any significant 
failures for the CCG  

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

The SCR panel has met on two 
occasions. Meeting with IMR 
authors scheduled for October.  
 
Lessons learned will be shared 
at CCG Governing Board once 
report is published  
 
Co-ordination between CCG 
and provider comms 
departments on media 
response  

4 3 12 

 

GB09 Estates 1,2  C,D,E,F  IF plans for the 
utilisation of Estates 
across 
commissioners and 
providers in the 
system is not aligned 
or coherent, THEN 
this would impact on 
the quality of 
service, patient 
experience and use 
of resources  

Michelle 
Spandley 

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

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

Completion of business case  3 3 9 
 

GB02 Engagement 1,2,3,4  A,B  IF GP member 
practices do not 
engage with the 
CCG’s vision for the 
future THEN this 
may have a 
detrimental impact 
on the delivery of 
commissioning 
intentions  

Dr Jim 
Hogan 

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

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

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

2 4 8 
 

GB03 Local Health 
Economy 

3  C,D,E,F,G  IF we do not achieve 
the transformation of 

Innes 
Richens 

4 4 16 Exec level joint planning 
sessions with PCC, Solent & 

Accountability to Health and 
Wellbeing board / System 

Maximising opportunities of 
delegated commissioning  

2 4 8 
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Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective 

Description of risk 
Responsible 

officer 
L I 

Original 
Risk Score 

Description of actions (Key 
controls / processes) 

Sources of assurance 
Further action needed for 

improvement 
L I 

Residual 
risk score 

Movement 

services THEN we 
may not be able to 
meet the rising 
demand for services  

PHT  
 
BCFS75 agreement & plan  

Transformation and Resilience 
Group (STAR Board)  

 
Continued development of the 
Portsmouth GP Alliance  
 
Establish Health & Care 
Executive  

GB05 Collaborative 
working 

1  C,D,F,G  IF NHS England 
(Wessex) and CCG 
commissioning 
strategies are not 
aligned in relation to 
specialised 
commissioning 
THEN this may 
result in 
fragmentation of 
services  

Innes 
Richens 

4 4 16 Agreed approach with local 
Area Teams  
  
Impact of commissioning 
decisions described effectively  
  
Analysis of commissioning 
intentions  
  
Collaborative contract 
monitoring  
 
NHSE(Wx) engagement with 
collaborative procurements  
 
Taken on delegated 
responsibility  

Audit of commissioning 
intentions to check for gaps 
and overlaps  
  
NHSE (Wessex) / CCG 
operating plans  
  
NHSE (Wessex) two way 
assurance process  
 
Governing Board has taken on 
responsibility for primary care 
commissioning  

 2 3 6 

 

GB08 Information 
Technology 

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

Innes 
Richens 

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

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

IT interoperability business 
case to be completed  

2 3 6 

 

GB15 Delegated 
Commissioni
ng of Primary 
Care 

1  A,F,G  IF there is not a 
robust agreement 
between CCG and 
the Area Team 
regarding handover 
of responsibilities 
THEN we will may 
not have the 
capacity and 
capability to manage  

Katie 
Hovenden 

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

Primary Care Dashboard  
  
Primary Care Reference Group 
overseeing transition  
  
Development of Primary Care 
Balance Score Card  
  
Inclusion of primary care 
quality issues within QSEG 

Agreement of joint plan with 
Area team regarding PMS 
reviews  
  
Development of plan for 
reinvestment of PMS reed up 
resources  
 
Scoping of additional staffing 
requirements to support 

2 3 6 
 new 
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Risk 
Ref 

Area Strategic 
Priority 

Strategic 
Objective 

Description of risk 
Responsible 

officer 
L I 

Original 
Risk Score 

Description of actions (Key 
controls / processes) 

Sources of assurance 
Further action needed for 

improvement 
L I 

Residual 
risk score 

Movement 

the functions without 
adversely affecting 
engagement with 
member practices, 
delivery of primary 
care and CCG 
reputation  

on aspects of primary care 
contracting.  

agenda  
 
Feedback from practices and 
the LMC  

management of all delegated 
functions once national HR 
guidance received and 
transition complete  

  
Strategic Priorities 

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

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

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

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

  

Strategic Objectives 

A enable our GP surgeries as members to engage and drive commissioning 

B engage with our patients and our public in our commissioning and our decision making 

C work with our partners to collaborate to deliver improvements in health outcomes 

D invest in improving and better health and wellbeing 

E manage our resources effectively 

F ensure that our services are safe and focused on maintaining and improving quality 

G develop the CCG as a mature organisation considered as credible and competent with the appropriate capacities and capabilities 

 

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

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

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

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

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

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

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

04.02.15 v9.0 Proposed updates to GBAF from MS/SR 04.02.15. For review by Exec 11.02.15. Approved by Exec 11.02.15 for recommendation to Audit Committee 04.03.15  
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GOVERNING BOARD 
 

 
Date of Meeting 23 September 2015 

 

Agenda Item No  
 

14 

 
Title 
 

Standing Orders 

 
Purpose of Paper 
 

 
The Remuneration Committee has identified an anomaly in our 
standing orders in that they currently merge the appointment 
requirements for the separate roles of Clinical leader and 
Accountable Officer. The Accountable Officer role is a substantive 
role ultimately made by the Secretary of State. The Clinical 
Leader role is an elected position.  
 
The role of Clinical Leader must be (as defined in national 
guidance – ‘Clinical commissioning group governing body 
members: roles outlines. Attributes and skills – October 2012’) 
either the CCGs Accountable Officer or Chair – stating: 
 
“Clinical 
Leader  

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

 
The Wessex Local Medical Committee has provided its view that 
reinforces that these roles are separate.  
 
It is proposed to clarify this in our Standing Orders by separating 
section 2.1.4 into two separate sections – one for Accountable 
Officer and one for Clinical Leader. The attached document sets 
out the proposed revised standing orders along with a summary 
of the changes proposed.  
 
There will also be a requirement for minor editing of our 
Constitution to be clear which of the two roles has specific 
responsibilities and the proposed variation is set out on the 
summary report.  
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Recommendations/ 
Actions requested 
 

 
The Governing Board is asked to approve the revised standing 
orders and the variation to its constitution.    

Potential Conflicts 
of Interests for 
Board Members 

 
Yes – Potential conflict of interest for Dr Jim Hogan 

 
Author 
 

 
Tracy Sanders 

 
Sponsoring 
member 
 

 
Andy Silvester, Lay member and Chair of Remuneration 
Committee 

 
Date of Paper 
 

 
7 September  2015 

 
 



 

1 

 

Summary of changes to Standing Orders  

 

The existing Section 2.1.4 would be split into two separate sections. One for Accountable Officer 

and one for Clinical Leader. 

 

The Accountable Officer section (section 2.1.4) includes requirements as follows: 

 

 Nominations – formal application 

 Eligibility – must be at the time of application be an elected clinical executive.  

 Appointment process – selection and appointment by Governing Board and approval by 

NHS England. Should no appointment be able to be made that meets the eligibility 

requirements then the Remuneration Committee would consider appropriate alternative 

arrangements.  

 Term of office  - substantive appointment 

 Notice period – as stipulated in their contract of employment 

 Grounds for removal – can be removed from office by the Governing Board of the CCG 

under circumstances described in CCG policies or by NHS England (on behalf of the 

Secretary of State for Health) 

 

The Clinical Leader section (section 2.1.6) includes requirements as follows: 

 

 Eligibility – the Clinical Leader shall be a GP who is an elected member of member 

practices on the Governing Board and must be either the Accountable Officer or Chair 

 Nomination and appointment process – selection by Governing Board  

 Term of office – shall remain in post for an initial period of no more than three years whilst 

remaining an elected clinical executive 

 Eligibility for re-appointment – reappointment will be via re-election as a representative of 

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

Board 

 Notice period – three months prior written notice to the Governing Board 

 Grounds for removal – same as that currently listed for Chair 

 

Please note all subsequent numbering in section 2 of the Standing Orders has been updated 

accordingly to reflect the additional heading.   



 

2 

Variation to Constitution  

 

7.3.5 – remove reference to accountable officer. Sentence now reads: ‘One of the elected clinical 

executives will be selected by the five clinical executives to be clinical leader of the CCG. This 

person must be either the Accountable Officer or Chair of the CCG’ 

 

7.4.7 – delete reference to elected clinical executive. Sentence now reads: ‘The Accountable 

Officer – of the CCG is a member of the governing body and is responsible for the overall direction 

and management of the CCG’ 

 

7.4.9 – move this after 7.4.10 in a separate Clinical Leader section. Sentence now reads: ‘The 

Clinical Leader of the CCG will be the senior clinical voice of the CCG in interactions with all 

stakeholders including NHS England. The Clinical Leader will be an elected clinical executive who 

is either also the Accountable Officer or Chair of the CCG’ 

 

8.10.2 Amend the first two bullets of the list of composition of the Governing Body to read: 

 

 The CCGs Clinical Leader (who will also be either the Accountable Officer or Chair of the 

Governing Body) 

 Chair of the Governing Body (who will also be a clinical executive) 

 Accountable Officer 

 

And reference to the five clinical executives will replace reference to the Accountable Officer to 

Clinical Leader. ‘Five clinical executives as representatives of member practices (including Chair 

and Clinical Leader) 



 

Page 1 of 16 
NHS Portsmouth Clinical Commissioning Group Standing Orders 

 

STANDING ORDERS 
 

1. STATUTORY FRAMEWORK AND STATUS 
 
1.1. Introduction  

 
1.1.1. These standing orders have been drawn up to regulate the proceedings of 

NHS Portsmouth Clinical Commissioning Group (hereafter referred to as 
CCG) so that the CCG can fulfil its obligations, as set out largely in the 
2006 Act, as amended by the 2012 Act and related regulations.   
 

1.1.2. The standing orders, together with the CCG’s scheme of reservation and 
delegation and the CCG’s prime financial policies, provide a procedural 
framework within which the CCG discharges its business. They set out: 

 
a) the arrangements for conducting the business of the CCG; 
b) the appointment of member practice representatives;  
c) the procedure to be followed at meetings of the CCG, the governing 

body (hereafter referred to as governing board the local terminology 
for its governing body) and any committees or sub-committees of the 
CCG or the governing board;  

d) the process to delegate powers, 
e) The declaration of interests and standards of conduct.  

 
These arrangements must comply, and be consistent where applicable, 
with requirements set out in the 2006 Act (as amended by the 2012 Act) 
and related regulations and take account as appropriate of any relevant 
guidance. 

 
1.1.3. The standing orders, scheme of reservation and delegation and prime 

financial policies have effect as if incorporated into the CCG’s constitution.  
CCG members, employees, members of the governing board, members 
of the governing board’s committees and sub-committees, members of 
the CCG’s committees and sub-committees and persons working on 
behalf of the CCG should be aware of the existence of these documents 
and, where necessary, be familiar with their detailed provisions.  Failure to 
comply with the standing orders, scheme of reservation and delegation 
and prime financial policies may be regarded as a disciplinary matter that 
could result in dismissal. 
 

1.2. Scheme of reservation and delegation 
 

1.2.1. The 2006 Act (as amended by the 2012 Act) provides the CCG with 
powers to delegate the CCG’s functions and those of the governing board 
to certain bodies (such as committees) and certain persons.  The CCG 
has decided that certain decisions may only be exercised by the CCG in 
formal session. These decisions and also those delegated are contained 
in the CCG’s scheme of reservation and delegation. 
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2. COMPOSITION OF GOVERNING BOARD MEMBERSHIP, KEY ROLES 
AND APPOINTMENT PROCESS 

 
2.1. Key Roles 
 
2.1.1. Sections 7 and 8 of the CCG’s constitution sets out the composition of the 

CCG’s governing board and identifies certain key roles and 
responsibilities within the CCG and its governing board.  These standing 
orders set out how the CCG appoints individuals to these key roles. 

  

2.1.2. The Chair, as listed in paragraph 7.4.3 of the CCG’s constitution, is 
subject to the following appointment process:  
 
a) Eligibility – the Chair shall be a GP who is an elected member of the 

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

Board and appointment supported by NHS England; 
c) Term of office – the Chair shall remain in post for an initial period of 

no more than three years; 
d) Eligibility for reappointment – reappointment will be via the re-election 

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

e) Notice period – three months prior written notice to the Governing 
Board. 

f) Grounds for removal from office – the Chair could be removed from 
office by NHS England or if they are or subsequently become: 

 

 Retired from the practice or primary care service provider; 

 Suspended by either the GMC or NHS England; 

 Subject to serious misconduct proceedings; 

 the practice ceases to be eligible for membership to the 
governing board; 

 That Member ceases to hold a contract for the provision of 
primary medical services within the Area of the CCG. 

  
They may also be removed from office by the Accountable Officer of 
the CCG under circumstances described in the CCG’s HR policies in 
line with their terms and conditions of appointment or as set out within 
their secondment agreement with their main employer (as applicable). 
 

 

2.1.3 The Deputy Chair as listed in section 7.4 of the CCG’s constitution, is 
subject to the following appointment process:  
 
a) Eligibility – must be a lay member representative; 
b) Nomination and appointment process – the Deputy Chair will be 

selected by the Governing Board from the lay members on the 
Governing Board; 
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c) Term of office – shall remain in post for an initial period of no more 
than three years; 

d) Eligibility for reappointment – reappointment as a lay member on the 
Governing Board and re-selected by the Governing Board as deputy 
chair; 

e) Notice period – three months prior written notice to the Governing 
Board. 

f) Grounds for removal from office – as stated for lay members (see 
section 2.1.8) 

 
2.1.4 The Accountable Officer as listed in section 7.4 of the CCG’s 

constitution, is subject to the following appointment process:  
 

a) Nominations – formal application; 
b) Eligibility – must be at the time of application be an elected clinical 

executive (see section 2.1.5) 
c) Appointment process – selection and appointment by the Governing 

Board and approval by NHS England. Should no appointment be 
made that meets the eligibility requirements then the Workforce and 
Remuneration Committee would consider appropriate alternative 
arrangements; 

d) Term of office – substantive appointment; 
e) Grounds for removal from office –the Accountable Officer may be 

removed from office by the Governing Board of the CCG under 
circumstances described in the CCG’s policies or by NHS England 
(on behalf of the Secretary of State) 

f) Notice period – as stipulated in their contract of employment 
 
2.1.5 The Clinical Executives (Representatives of Member Practices) as listed 

in section 7.3 of the CCG’s constitution, are subject to the following 
appointment process:  
 
a) Nominations – by voting by the members of the CCG; 
b) Eligibility – must be a GP employed by a member practice of the 

CCG; 
c) Appointment process – elections shall be conducted by the Local 

Medical Committee or other organisation approved by members; 
d) Term of office – shall remain in post for an initial period of no more 

than three years; 
e) Eligibility for reappointment –re-election as a representative of 

member practices; 
f) Notice period – three months prior written notice to the governing 

board. 
g) Grounds for removal from office – A Clinical Executive could be 

removed from office by NHS England if they are, or subsequently 
become: 

 

 Retired from the practice or primary care service provider; 
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 Suspended by either the GMC or the NHS Commissioning 
Board; 

 subject to serious misconduct proceedings; 

 the Practice ceases to be eligible for membership; 

 That Member ceases to hold a contract for the provision of 
primary medical services within the Area of the Clinical 
Commissioning Group. 

 
They may also be removed from office by the Accountable Officer of the 
CCG under circumstances described in the CCG’s HR policies in line with 
their terms and conditions of appointment or as set out within their 
secondment agreement with their main employer (as applicable). 

 
2.1.6 The Clinical Leader as listed in section 7.4 of the constitution is subject 

to the following appointment process: 
 

a) Eligibility  

 Must be a GP who is elected by member practices as a clinical 
executive  on the Governing Board 

 Must be either the Accountable Officer or Chair of the Governing 
Board 

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

c) Term of Office – shall remain in post for an initial period of no more 
than three years whilst always remaining as an elected clinical 
executive; 

d) Eligibility for reappointment – reappointment will be via re-election as 
a clinical executive representative by member practices  on the 
Governing Board and subsequent re-selection by the Governing 
Board; 

e) Notice period – three months prior written notice to the governing 
board. 

f) Grounds for removal from office – could be removed from office by 
NHS Engalnd or  if they are, or subsequently become: 

 

 Retired from the practice or primary care service provider; 

 Suspended by either the GMC or the NHS Commissioning Board; 

 subject to serious misconduct proceedings; 

 the Practice ceases to be eligible for membership; 

 That Member ceases to hold a contract for the provision of 
primary medical services within the Area of the Clinical 
Commissioning Group. 

 
They may also be removed from office by under circumstances described 
in the CCG’s HR policies in line with their terms and conditions of 
appointment or as set out within their secondment agreement with their 
main employer (as applicable). 
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2.1.7 The Practice Manager representative as listed in section 7.3 of the 
constitution is subject to the following appointment process:  

 
a) Nominations – through voting by member practices; 
b) Eligibility – must be a practice manager or recognised equivalent of a 

member practice or practices; 
c) Appointment process – via elections administered by the CCG; 
d) Term of Office – shall remain in post for an initial period of no more 

than three years; 
e) Eligibility for reappointment – re-election as representative by 

member practices; 
f) Notice period – three months prior written notice to the governing 

board. 
g) Grounds for removal from office –  

 

 left member practice; 

 practice ceases to be eligible for membership; 

 member practice ceases to hold a contract for the provision of 
primary medical services within the area of the CCG; 

 suspended by the practice; 

 Subject to serious misconduct proceedings. 
 

They may also be removed from office by the Accountable Officer of the 
CCG under circumstances described in the CCG’s HR policies in line with 
their terms and conditions of appointment or as set out within their 
secondment agreement with their main employer (as applicable). 

 
2.1.8 The Lay Members are subject to the following appointment process:  

 
a) Nominations – selection process from members of the local 

community; 
b) Eligibility – the lay members shall be residents within the area 

covered by the CCG. One lay member will have recent financial and 
audit experience and another member will have expertise and 
knowledge of the local community. One of the lay members will have 
the additional role of Deputy Chair of the Governing Board; 

c) Appointment process – appointment by the Chair; 
d) Term of office - the lay members shall serve on the governing board 

of the CCG for an initial period of no more than three years; 
e) Eligibility for reappointment – reselection by the Chair; 
f) Notice period – three months prior written notice to the governing 

board. 
g) Grounds for removal from office – if they are, or subsequently 

become: 
 

 a serving civil servant within the Department of Health, or 
members /employees of the Care Quality Commission;  
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 Serving as a Chair or non-executive of another NHS body 
beyond the formal establishment of the relevant CCG  

 not eligible to work in the UK;  

 subject to a bankruptcy restrictions order or an interim bankruptcy 
restrictions order;  

 in the last five years been dismissed from employment by a 
health service body otherwise than because of redundancy;  

 a person who has received a prison sentence or suspended 
sentence of three months or more in the last five years;  

 a person who has been dismissed by a former employer (within 
or outside the NHS) on the grounds of misconduct within the last 
5 years;  

 a health care professional whose registration is subject to 
conditions, or who is subject to proceedings before a fitness to 
practise committee of the relevant regulatory body, or who is the 
subject of an allegation or investigation which could lead to such 
proceedings;  

 a person who is under a disqualification order under the 
Company Directors Disqualification Act 1986 or the Company 
Directors Disqualification (Northern Ireland) Order 2002, or an 
order made under section 429(2) of the Insolvency Act 1986 
(disabilities on revocation of administration order against an 
individual);  

 a person who has at any time been removed from the 
management or control of a charity 

 
They may also be removed from office by the Chair of the CCG under 
circumstances described in the CCG’s HR policies in line with their terms 
and conditions of appointment or as set out within their secondment 
agreement with their main employer (as applicable). 

 
2.1.9 The Registered Nurse, as listed in section 8.7 of the CCG’s constitution, 

is subject to the following appointment process:  
 

a) Nominations – formal application; 
b) Eligibility – a registered nurse who has developed a high level of 

professional expertise and knowledge. The individual should have no 
conflicts of interest i.e. they should not be employed by any 
organisation from which the CCG secures any significant volume of 
provision. The individual should bring significant additional 
perspectives beyond primary care and should not be a general 
practice employee; 

c) Appointment process – formal application and interview by the Chair; 
d) Term of office - shall serve on the governing board of the CCG for an 

initial period of no more than three years; 
e) Eligibility for reappointment – re-appointment by the Chair of the  

Governing Board; 
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f) Notice period – three months prior written notice to the governing 
board. 

g) Grounds for removal from office –  
 

 retired from practice; 

 suspended by the NMC, or NHS England;  

 subject to serious misconduct proceedings; 

 the individual becomes employed in an organisation from which 
the CCG commissions; 

 
They may also be removed from office by the Chair of the CCG under 
circumstances described in the CCG’s HR policies in line with their terms 
and conditions of appointment or as set out within their secondment 
agreement with their main employer (as applicable). 

 
2.1.10 The Secondary Care Specialist Doctor as listed in section 8.7 of the 

CCG’s constitution, is subject to the following appointment process:  
 

a) Nominations – formal application; 
b) Eligibility – a doctor who is, or has been, a secondary care specialist, 

who has a high level of understanding of how care is delivered in a 
secondary care setting. Whilst the individual may no longer practise 
medicine, they will need to demonstrate that they still have a relevant 
understanding of care in the secondary setting. The individual should 
have no conflicts of interest i.e. they should not be employed by any 
organisation from which the CCG secures any significant volume of 
provision; 

c) Appointment process – formal application and interview by the Chair; 
d) Term of office - shall serve on the governing board of the CCG for an 

initial period of no more than three years; 
e) Eligibility for reappointment – re-appointment by the Chair of the 

Governing Board; 
f) Notice period – three months prior written notice to the governing 

board. 
g) Grounds for removal from office -  

 

 retired from practice; 

 suspended by the GMC; 

 subject to serious misconduct proceedings; 

 The individual becomes employed in an organisation from which 
the CCG commissions. 

 
They may also be removed from office by the Chair of the CCG under 
circumstances described in the CCG’s HR policies in line with their terms 
and conditions of appointment or as set out within their secondment 
agreement with their main employer (as applicable). 
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2.1.11 The Chief Finance Officer as listed in section 7.4.11 of the CCG’s 
constitution, is subject to the following appointment process:  

 
a) Nominations – formal application; 
b) Eligibility – someone with a recognised professional accounting 

qualification meeting the job specification; 
c) Appointment process – formal application and interview by the 

Chair and Accountable Officer; 
d) Grounds for removal from office – the Chief Finance Officer can 

be removed from office by the Accountable Officer of the CCG 
under circumstances described in CCG policies; 

e) Notice period – as stipulated in their contract of employment. 
 
 
2.1.12 The Chief Operating Officer as listed in section 7.4.11 of the CCG’s 

constitution, is subject to the following appointment process:  
 

a) Nominations – formal application; 
b) Eligibility – as per job specification; 
c) Appointment process – formal application and interview by the 

Chair and Accountable Officer; 
d) Grounds for removal from office – the Chief Operating Officer can 

be removed from office by the Accountable Officer of the CCG 
under circumstances described in CCG policies; 

e) Notice period – as stipulated in their contract of employment. 
 
 
2.1.13 The Representative of Portsmouth City Council (PCC) as listed in 

section 8.7 of the CCG’s constitution, will be the Portsmouth City Council 
Chief Executive.  
 

2.1.14 The Director of Public Health as listed in section 8.7 of the CCG’s 
constitution, will be the appointed Director of Public Health employed by 
Portsmouth City Council. 

 
2.1.15 The roles and responsibilities of each of these key roles are set out 

throughout section 7 of the CCG’s constitution. 
 

2.1.16 The Practice Members Forum may pass a motion of no-confidence in 
any member of the governing body by virtue of a 2/3rds majority, with 
each member practice having an equal single vote.  

 
2.1.17 Following any vote of no-confidence nominated representatives of the 

forum would need to discuss the consequences and available remedies 
with either the Accountable Officer or Chair.  

 
2.1.18 Should such vote be in relation to the entire Governing Board then contact 

would need to be made with the local Director of NHS England.  
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3. MEETINGS OF THE CCG  
 

3.1. Calling meetings 
 

3.1.1. Meetings of the CCG shall be held at regular intervals at such times and 
places as the CCG may determine. 

 
3.1.2. The Chair of the committees and sub committees can call any additional 

meetings as required.  Other members of the committees may request 
additional meetings from the appropriate chair person. 

 
3.1.3. The meetings of the Governing Board shall be held at least six times per 

annum and shall be open to the public. 
 
3.1.4. The date, time and venue of all meetings of the Governing Board will be 

made public with at least five working days’ notice on the CCG website. 
 
3.1.5. The CCG shall hold an Annual General Meeting (AGM) of the Governing 

Board once in each year provided not more than fifteen months shall 
elapse between the date of one AGM and the next. 

 
3.1.6. The AGM of the Governing Board shall be held in premises which are 

accessible to the public within the geographical area of the CCG. 
 
3.1.7. All members of the Governing Board whether elected or appointed shall 

be permitted to carry a vote on any decision of the Board.  No observer 
shall carry a vote.  

 
3.1.8. In the case of an equality of votes, the Chair shall carry the casting vote. 
 
3.1.9. A special meeting may be called at any time by the Chair or any two 

members of the Governing Board upon not less than two clear days 
written notice given to the other members of the Governing Board of 
matters to be discussed. 
 

3.2. Agenda, supporting papers and business to be transacted 
 

3.2.1. Items of business to be transacted for inclusion on the agenda of a 
meeting need to be notified to the Chair of the meeting at least seven 
working days (i.e. excluding weekends and bank holidays) before the 
meeting takes place.  Supporting papers for such items need to be 
submitted at least eleven working days before the meeting takes place. 
The Agenda and supporting papers for the meeting will be circulated to all 
members of a meeting at least five working days before the date the 
meeting takes place. 
  

3.2.2. The names of the Chair and Members present at the meeting shall be 
recorded. 
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3.2.3. Agendas and certain papers for the CCG’s governing board – including 
details about meeting dates, times and venues - will be published on the 
CCG’s website at www.portsmouthccg.nhs.uk and will be available on 
request either in person, by letter of e-mail to the CCG’s Headquarters at: 

 
Post - NHS Portsmouth CCG Headquarters 
   St James’ Hospital 
   Locksway Road 
   Portsmouth 
   Hampshire 
   PO4 8LD 
 
E-mail - enquiries@portsmouthccg.nhs.uk 

 
3.3. Petitions 

 
3.3.1. Where a petition has been received by the CCG, the chair of the 

governing board shall include the petition, where they consider 
appropriate, as an item for the agenda of the next meeting of the 
governing board. 

 
3.4. Chair of a meeting 

 
3.4.1. At any meeting of the CCG the chair of the meeting, if any and if present, 

shall preside.  If the chair is absent from the meeting, the deputy chair, if 
any and if present, shall preside.  
 

3.4.2. If the chair is absent temporarily on the grounds of a declared conflict of 
interest the deputy chair, if present, shall preside.   If both the chair and 
deputy chair are absent, or are disqualified from participating, or there is 
neither a chair nor deputy a member of the CCG, governing board, or 
committee respectively shall be chosen by the members present, or by a 
majority of them, shall preside. 
 

3.5. Chair's ruling 
 

3.5.1. The decision of the chair of the governing board on questions of order, 
relevancy and regularity and their interpretation of the constitution, 
standing orders, scheme of reservation and delegation and prime financial 
policies at the meeting, shall be final. 
 

3.6. Quorum 
 

3.6.1. The Governing Board shall be quorate when there are two members 
present, one being a clinical representative (from the five Clinical 
Executives, registered nurse and secondary care doctor), together with 
one other representative (from the three lay members, practice manager, 
chief finance officer and chief operating officer).  In order to ensure a 
quorate board when a conflict of interest arises in primary care, the 

http://www.portsmouthccg.nhs.uk/
mailto:enquiries@portsmouthccg.nhs.uk
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definition of clinical representatives includes the non-elected clinical 
representatives on the board. 
 

3.6.2. Deputies may attend meetings in the absence of members subject to prior 
approval by the Chair, but may not vote or be included in the quorum 
numbers unless a formal acting-up arrangement is in place. 

 
3.6.3. Where any of the positions are occupied on a shared basis by more than 

one individual that position shall only exercise one vote. 
 
3.6.4. Others may be invited to attend for specific items with the prior agreement 

of the chair. 
 
3.6.5. For all other of the CCG’s committees, the details of the quorum for these 

meetings and status of representatives are set out in the appropriate 
terms of reference for those committees. 

 
3.7. Decision Making 

 
3.7.1. Section8 of the CCG’s constitution, together with the scheme of 

reservation and delegation, sets out the governing structure for the 
exercise of the CCG’s statutory functions.  The Chair will work to establish 
consensus as the basis for decisions of the governing board.  If, 
exceptionally, the governing board cannot reach a decision, the chair will 
put the matter to a vote usually by a show of hands.  The process for 
which is set out below: 
 
a) Eligibility – only designated members of the governing board (as in 

8.7.2 of the constitution) may vote.  Deputies for members may not 
vote unless a formal acting-up arrangement is in place; 

b) Majority necessary to confirm a decision – majority of one; 
c) Casting vote – the Chair shall have a second vote; 
d) Dissenting views – all dissenting views to be recorded in the minutes. 
  

3.7.2. Should a vote be taken, the outcome of the vote, and any dissenting 
views, must be recorded in the minutes of the meeting. 

 
3.7.3. For all other of the CCG’s committees, the details of the process for 

holding a vote are set out in the appropriate terms of reference. 
 
3.8. Emergency powers and urgent decisions 

 
3.8.1. A member of the governing board may give written notice of an 

emergency motion after the issue of the notice of meeting and agenda, up 
to one hour before the time fixed for the meeting, subject to agreement of 
the Chair, and provided the motion is seconded by another member of the 
governing board.  The notice shall state the grounds of urgency.  If in 
order, it shall be declared to the governing board at the commencement of 
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business of the meeting as an additional item included on the agenda.  
The Chair’s decision to include the item shall be final. 

 
3.8.2. The Chair may call an emergency meeting. 
 
3.8.3. Urgent decisions (those matters that need to be concluded within five 

working days) may be taken by the Chair (or in their absence, the Deputy 
Chair), the Accountable Officer (or in their absence, one of their chief 
officer deputies) and one other member of the governing board.  Any 
decisions of this nature will be conveyed to the Governing Board members 
via e-mail and a record made of the decision, rationale and the 
communications. 
 

3.9. Suspension of Standing Orders 
 

3.9.1. Except where it would contravene any statutory provision or any direction 
made by the Secretary of State for Health or NHS England, any part of 
these standing orders may be suspended at any meeting, provided half of 
the Governing Board members present are in agreement.  
 

3.9.2. A decision to suspend standing orders together with the reasons for doing 
so shall be recorded in the minutes of the meeting.  

 
3.9.3. A separate record of matters discussed during the suspension shall be 

kept. These records shall be made available to the governing board’s 
audit committee for review of the reasonableness of the decision to 
suspend standing orders. 

 
3.10. Record of Attendance 

 
3.10.1. The names of all members of the governing board present shall be 

recorded in the minutes of the governing board meetings. 
 
3.10.2. The names of all members of the governing board’s committees present 

shall be recorded in the minutes of the respective governing board 
committee meetings.  

 
3.10.3. Where a member is representing a member practice, the name of the 

practice shall also be recorded. 
 
3.11. Minutes 

 
3.11.1. The minutes of the proceedings of a meeting shall be drawn up and 

submitted for agreement at the next ensuing meeting. Approval will be 
recorded. 

 
3.11.2. No discussion shall take place upon the minutes except upon their 

accuracy or where the Chair considers discussion appropriate. 
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3.11.3. Minutes shall be circulated in accordance with members’ wishes.  Where 
providing a record of a public meeting the minutes shall be made available 
to the public as required by Code of Practice on Openness in the NHS. 

 
3.11.4. The name of the person recording and drafting the minutes shall also be 

recorded in the minutes. 
 
3.11.5. The minutes will be published on the CCG’s website at 

www.portsmouthccg.nhs.uk and will be available on request either in 
person, letter or e-mail to the CCGs Headquarters at: 

 
Post - NHS Portsmouth CCG Headquarters 
   St James’ Hospital 
   Locksway Road 
   Portsmouth 
   Hampshire 
   PO4 8LD 
 
E-Mail - enquiries@portsmouthccg.nhs.uk 

 
3.11.6. Members will receive minutes via e-mail and will also have access via the 

CCG’s website. 
 
3.12. Admission of public and the press 

 
3.12.1. Admission and exclusion on grounds of confidentiality of business 

to be transacted. 
 
3.12.1.1 The public and representatives of the press may attend all meetings of the 

governing board, but shall be required to withdraw when it is determined 
that representatives of the press, and other members of the public, be 
excluded from the remainder of this meeting having regard to the 
confidential nature of the business to be transacted, publicity on which 
would be prejudicial to the public interest’, as stated in Section 1 (2), 
Public Bodies (Admission to Meetings) Act 1960. 
 

3.12.2 General Disturbances 
 
3.12.2.1 The Chair or the person presiding over the meeting shall give such 

directions as they think fit with regard to the arrangements for meetings 
and accommodation of the public and representatives of the press such as 
to ensure that the business shall be conducted without interruption and 
disruption. In addition to the power to exclude members of the public and 
representatives of the press on grounds of the confidential nature of the 
business to be transacted, they may also be when the governing body 
resolves ‘that in the interests of public order the meeting adjourn for (the 
period to be specified) to enable the governing board to complete its 
business without the presence of the public’ as stated in Section 1 (8) 
Public Bodies (Admission to Meetings) Act 1960. 

http://www.portsmouthccg.nhs.uk/
mailto:info@portsmouth.nhs.uk
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3.12.3 Business Proposed to be transacted when the press and public have 

been excluded from a meeting 
 
3.12.3.1 Matters to be dealt with by the governing board following exclusion of 

representatives of the press, and members of the public, as provided in 
(3.6.1) and (3.6.2) above shall be confidential to the members of the 
governing board. 

 
3.12.4 Use of Mechanical or Electrical Equipment for Recording or 

Transmission of Meetings 
 
3.12.4.1 Nothing in these Standing Orders shall be construed as permitting the 

introduction by the public, or press representatives, of recording, 
transmitting, video or similar apparatus into meetings of the governing 
board or committee thereof.  Such permission shall be granted only upon 
resolution of the governing board. 
 

4. APPOINTMENT OF COMMITTEES AND SUB-COMMITTEES 
 

4.1. Appointment of committees and sub-committees 
 

4.1.1. The CCG may appoint committees and sub-committees of the CCG, 
subject to any regulations made by the Secretary of State and make 
provision for the appointment of committees and sub-committees of its 
governing board.  

 
4.1.2. Committees established by the CCG are set out within its Constitution at 

8.7.4 
 
4.1.3. The provisions of these standing orders shall apply where relevant to the 

operation of the governing board, the governing board’s committees and 
sub-committee and all committees and sub-committees unless stated 
otherwise in the committee or sub-committee’s terms of reference. 

 
4.2. Delegation of Powers by Committees to Sub-committees 

 
4.2.1. Where committees are authorised to establish sub-committees they may 

not delegate executive powers to the sub-committee unless expressly 
authorised by the Governing Board. 
 

4.3. Approval of Appointments to Committees and Sub-Committees 
 

4.3.1. The CCG shall approve the appointments to each of the committees and 
sub-committees which it has formally constituted including those of the 
governing board.   

 
5. DUTY TO REPORT NON-COMPLIANCE WITH STANDING ORDERS 

AND PRIME FINANCIAL POLICIES 
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5.1. If for any reason these standing orders are not complied with, full details 

of the non-compliance and any justification for non-compliance and the 
circumstances around the non-compliance, shall be reported to the next 
formal meeting of the governing board for action or ratification. All 
members of the CCG and staff have a duty to disclose any non-
compliance with these standing orders to the Accountable Officer and 
Chief Finance Officer as soon as possible.  
 

6. USE OF SEAL AND AUTHORISATION OF DOCUMENTS 
 

6.1. Custody of seal 
 
6.1.1 The seal shall be kept in a secure place by the Chief Finance Officer. 
 
6.2. Sealing of Documents 
 
6.2.1 Where it is necessary that a document shall be sealed, the seal shall be 

affixed (by one member of the Governing Board as denoted in section 
6.4.1) in the presence of one other who can be a member of the 
Governing Board, but not also from the originating department and shall 
be attested by them. 

 
6.3. Register of Sealing 

 
The Chief Finance Officer shall keep a register and shall enter a record of 
the sealing of every document. 
 

6.4. CCG seal 
 
6.4.1. The CCG may have a seal for executing documents where necessary. 

The following individuals or officers are authorised to authenticate its use 
by their signature:  

 
a) the accountable officer; 
b) the chair of the governing board; 
c) the chief finance officer; 
d) the chief operating officer; 
e) the chief strategic officer 

 
6.5. Use of Seal – General Guide 
 
6.5.1. The Seal shall be used in the following circumstances.  This may not be a 

complete list: 
 

(i) All contracts for the lease of land and/or building; 
(ii) Any other lease agreement where the total payable under the lease 

exceeds £100,000; 
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(iii) Any contract or agreement with organisations other than NHS or 
other government bodies including local authorities where the 
annual costs exceed or are expected to exceed £100,000. 

 
6.6. Execution of a document by signature 

 
6.6.1. Where any document will be a necessary step in legal proceedings on 

behalf of the CCG, it shall, unless enactment or otherwise requires or 
authorises, be signed by the Chief Operating Officer/Accountable Officer, 
or any /Officer. 

 
6.6.2. The following individuals are authorised to execute a document on behalf 

of the CCG by their signature.  
 

a) the accountable officer; 
b) the chair of the governing board; 
c) the chief finance officer; 
d) the chief operating officer; 
e) the chief strategic officer 

 
7. OVERLAP WITH OTHER CCG POLICY STATEMENTS/ PROCEDURES 

AND REGULATIONS 
 

7.1. Policy statements: general principles 
 

7.1.1. The governing board and its committees and sub-committees will from 
time to time agree and approve policy statements/procedures which will 
apply to all or specific groups of staff employed by NHS Portsmouth 
Clinical Commissioning Group.  The decisions to approve such policies 
and procedures will be recorded in an appropriate CCG minute and will be 
deemed where appropriate to be an integral part of the CCG’s standing 
orders. 

 
 
 
Previous version approved:  16 July 2014 Governing Board 
This version approved:   tbc being considered 23 September 2015 
Approved by:     Governing Board 
Document Owner:    Chief Strategic Officer 
 
TS/07.09.15 
 
G:\PCCG - Organisation Development and Governance\Governance\Constitution & statement to member practices\Standing 
Orders redrafting AO&CL Sept 15\Standing Orders DRAFT GB23.09.15.docx 



 

 
 
 

 

GOVERNING BOARD 
 

 
Date of Meeting 23 September 2015 

 

Agenda Item No  
 

15 

 
Title 
 

Minutes for Approval 

 
Purpose of Paper 
 

 
To approve the following: 
 

 Minutes of the NHS Portsmouth CCG Annual General Meeting 
held on 15 July 2015. 
 

 
Recommendations/ 
Actions requested 
 

 
Approve 

Potential Conflicts 
of Interests for 
Board Members 

 
None 

 
Author 
 

 
Various 

 
Sponsoring 
member 
 

 
Dr Tim Wilkinson – Chair 

 
Date of Paper 
 

 
11 September 2015 

 



1 
 

 
 

DRAFT 
 

Minutes of the NHS Portsmouth Clinical Commissioning Group Annual General Meeting 
held on Wednesday 15 July 2015 at 3.30pm in the Entertainments Hall, St James’ Hospital, 

Locksway Road, Milton, Portsmouth PO4 8LD 
 

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  
Dr Jim Hogan - Clinical Leader and Chief Clinical Officer  
Dr Janet Maxwell - Director of Public Health, Portsmouth City Council 
Tom Morton - Lay Member  
Jackie Powell - Lay Member (until 4pm) 
Innes Richens - Chief Operating Officer  
Mr Andy Silvester - Lay Member  
Michelle Spandley - Chief Financial Officer  
Dr Tahwinder Upile - Secondary Care Specialist Doctor 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive  
 
In Attendance 
 
Jayne Collis - Business Development Manager 
 
Apologies 
 
David Williams - Chief Executive, Portsmouth City Council 
 

 
1. Welcome and Apologies  
 

Apologies were received from David Williams. 
 
Dr Tim Wilkinson welcomed everyone to the second Annual General Meeting of NHS 
Portsmouth Clinical Commissioning Group (CCG) and outlined the plans for the evening.  
  

2. 2020 Vision - Highlights 
 

Dr Jim Hogan set out the CCGs vision for the future and went on to describe his views of 
the progress of the CCG to date including: 
 

 How the CCG has worked hard to have strong relationships with both commissioners 
and providers locally which has enabled it to achieve success. 

 Have worked hard to ensure we are financially safe and this becomes more difficult 
for the future. 

 Proud of being truly a membership organisation and one which is clinically led. 
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 We have taken on delegated commissioning primary care to help us take a whole 
system approach to deliver our vision from primary care, community and hospital 
based services. 

 Pleased to see integrated IT systems coming in to place across members, with our 
community partners and now in discussions with the Local Authority – this makes 
saying it once so much easier. 

 Strong open relationships have been built with our patients.  Citizens and carers 
including our City wide PPG, question times to test our strategies and our recent ‘Your 
Health, Your NHS’ event in the Guildhall. 

 We have worked hard to ensure good relations with our Local Authority which has 
resulted in us being leaders in establishing integrated commissioning arrangements 
and a Better Care Fund Plan which was considered exemplary – both now being 
followed by others.  This means we can make savings through joint plans as a system 
and we have established a City wide executive to develop these approaches further. 

 Recognise the Voluntary and Community Sector has a lot to offer and we have 
continued to invest in this going forward, where others are disinvesting.  

 Pleased to be one of 9 national sites for Integrated Personalised Commissioning in 
partnership with Age UK. 

 This year saw the best contracting round ever with our providers, enabled by our 
relationships and this means we are at a place where we can now focus on new 
operating models and contracting models for outcomes. 

 Urgent care has been difficult but we have our accountability framework in place 
which sets out each partners responsibilities and now we need to add greater vigour. 

 Our diabetes model continues to be exemplary and we have recently had a visit from 
the National Audit Office to look at a spreading our good practice and are hosting 
visitors from New Zealand next week. 

 We have embedded our successful approach to community ophthalmology and are 
now looking to translate this to other areas – focused on proactively keeping 
individuals out of the acute setting. 

 
Dr Hogan concluded by outlining the future needed to be different and we needed to 
move from being reactive to proactive, leading on transformation and integration which 
solves problems and does not create them.  He highlighted that this would include: 
 

 Moving from buying activity to outcomes in contracting. 

 A greater focus on prevention. 

 Implementing new models of care to reduce handoffs and becoming seamless. 

 Enable the best use of all resources especially workforce. 

 Must work as a system, recognising the impact of the actions on all particularly as our 
partners around us our forecasting deficits which can lead to behaviours that drive 
deficits from one place to another – must make sure we get the best for the ‘health 
and social care Portsmouth Pound’. 

 We will develop our blueprint for Portsmouth which will set out our vision for 
community hub, 7 days services and improved access to diagnostics by primary care. 

 
Discussion then took place regarding the CCGs work with the Voluntary and Community 
Sector and in particular how small local organisations can get involved in the programme.  
 

3. Value Making 
 
Michelle Spandley presented an overview of how the CCG uses its money to add value.   
 
She outlined:  
 

 How we met our financial targets for 2014/15. 
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 If Portsmouth was a village of 100 people how we split by age, health profiles and 
medical conditions and the impact on life expectancy. 

 Where we spent our money in 14/15 and how we plan to spend in 15/16 and 
explained the changes and reason for these between years. 

 Outlined how much we spend per head of population and how much specific activities 
cost the NHS each time they are undertaken. 

 
Michelle concluded by setting out the planned investments the CCG was making for 
2015/16 and some of the financial risks the CCG and its local partners were facing.  
 

4. Approval of Annual Report and Accounts 
 

Dr Tim Wilkinson noted that the Audit Committee of the CCG had developed and 
approved the CCGs annual report and accounts in June on behalf of the Governing 
Board and that these had been published on the CCGs website.  Copies were available 
on request.  
 
Dr Tim Wilkinson asked Governing Board members to raise their hands to show their 
approval for the annual report and accounts.  
 
The Governing Board noted their approval for the CCGs Annual Report and 
Accounts for 2014/15. 
 

5. Portsmouth Living Well Project 
 
Innes Richens, Chief Operating Officer outlined how the Portsmouth Living Well Project 
was an example of where the CCG has been able to make a real difference through 
partnership work between the NHS and the voluntary sector.  He introduced Dianne 
Sherlock from Age UK Portsmouth, Ged Kearney from Solent NHS Trust and Linsey 
Reynolds from Age UK.  
 
Linsey Reynolds outlined the AGE UK national integrated care model and explained how 
it had been developed, being informed by national and international research.  The 
theoretical model had then been tested firstly in Cornwall and then in Portsmouth – and 
they were now planning to set the model up in several locations across the country.  She 
explained how the model is focused around the individual health outcomes and outlined: 
 

 How people are chosen for the project via data analysis and GP assessment targeting 
those deemed the highest risk with multiple long term conditions. 

 How a fully integrated support team is available for each person. 

 Designing person-centred care management plan with care co-ordination and guided 
conversations. 

 Providing one to one support and ensuring wrap around local support services from a 
wide range of organisations and agencies. 

 Seeking an overall improvement in quality of life and reductions in avoidable hospital 
admissions. 
 

Ged Kearney went on to provide information about the Portsmouth journey and how we 
have translated and adopted the national model.  Ged outlined the agreements, 
processes and systems that needed to be put in place alongside appropriate training and 
information governance protocols.  Ged noted the project had gone live in May and there 
are plans to have 1000 guided conversations by next February.  He went on to explain 
how the project links with integrated personal commissioning and better care 
programmes locally and explained the benefits to be gained from personalisation as well 
as the integration of health and social care are core elements of the living well project.  
 



4 
 

Dianne Sherlock outlined some of the good work and successes of the project so far.  
She emphasised that the guided conversations are just that and the person remains in 
control and can decide how they are involved in the programme.  She outlined that 
funding has been received both from Age UK and the NHS.  She also stated that they use 
this funding with other partners as well as Age UK recognising that many local community 
organisations have specialist offers to meet needs.  Dianne explained the current 
dependency cycle and how the project seeks to change this such as the dependency on 
GPs, hospital and A&E.  Dianne explained what the project does based on their 
experience with ‘Mr T’ over a six week period. 
 
Dianne concluded by summarising the story so far for the national programme and how 
Portsmouth are sharing their experiences to those looking to now replicate it elsewhere in 
the future.  
 
Discussion took place around how the project worked, how it was being rolled out across 
the City, how it worked alongside other schemes and projects and how people could get 
involved.  
 

6. Meeting Close 
 
Dr Tim Wilkinson thanked everyone for attending the meeting which he hoped they had 
found interesting.   
 
 
 
 
 

Jayne Collis 
17 July 2015 
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Minutes of a Meeting of the Clinical Strategy Commi ttee held on Wednesday 1 July 2015 at 
1.00pm 3.00pm in the Committee Room, CCG Headquarte rs,  

St James’ Hospital 
 

Summary of Actions 
 

Agenda 
Item Action Who By 

3, 
(5,3.6.15) 

Commissioners to link with Public Health regarding re-design 
of patient education materials 

S Malcolm/ 
T Wilkinson 

August 
meeting 

3, 
(6, 3.6.15) 

Changes to Hip & Knee Follow Up arrangements to be 
communicated to practices. 

S Malcolm/ 
T Wilkinson 

August 
meeting 

3 
(8,3.6.15) 

Urgent Care Strategy – not yet finalised.  The Committed 
stated the Strategy must be ready to be taken to the July 
Governing Board and be brought to CSC in August 

A Berry 
July (GB) 
August 
(CSC) 

3 (11, 
3.6.15) 

A summary of planned care achievements to be brought to 
CSC in August T Wilkinson August 

meeting 

4 
Louise Bevan to ensure that a process for mapping capacity 
of existing services against the new model of services in light 
of concerns raised by GPs. 

L Bevan ASAP 

6 The Urgent Care Strategy Plan to be brought to the August 
CSC meeting. A Berry August 

meeting 

7 Mike Drake to write a briefing paper for the next CSC meeting 
with a short summary against each of the projects. M Drake August 

meeting 

8c 
B Dickinson to develop a mitigation plan as a matter of 
urgency to address the overheat and any future overheat, 
also to consider whether a ‘cap’ on total spend can be agreed 

B Dickinson ASAP 

8d 
Vicky Rennie to meet with Jane Cole outside of the meeting 
to discuss and get support regarding invoicing for PCC’s 
contribution towards funding of CAT. 

V Rennie/ 
Jane Cole ASAP 

8f Prime Hubs – Tracy Davies to provide the CSC with more 
details for additional KPIs and these to be added to the Plan T Davies ASAP 

8g 
Ambulatory – Tracy Davies to meet with Finance to finalise 
in-patient activity and associated costs.  Once agreed, figures 
to be added to the project plan. 

T Davies ASAP 

 
Present: 
 
Dr Dapo Alalade          - Clinical Executive Member 
Dr Linda Collie - Clinical Executive Member 
Carly Darwin - Practice Manager Representative   
Dr Jim Hogan (Chair) - Clinical Leader/Chief Clinical Officer 
Innes Richens  - Chief Operating Officer  
Dr Kevin Vernon - Clinical Commissioning Lead 
 
In Attendance: 
 
Jane Cole -  Deputy Chief Finance Officer 
Lyn Darby -  Deputy Chief Commissioning Officer (for Alex Berry) 
Tracy Davies -  Senior Commissioning Manager 
Michael Drake - Director of Planning and Performance  
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Linda Foster - Executive Assistant (Minutes) 
Katie Hovenden - Director of Professional and Clinical Development 
Preeti Sheth -  Head of Integrated Commissioning 
 
 
 
1. Apologies and Welcome 

 
Apologies were received from Alex Berry, Dr Elizabeth Fellows, Dr Jonathan Price, 
Suzannah Rosenberg, Dr Matthew Smith, Michelle Spandley and Dr Tim Wilkinson. 
 

2. Declarations of Interest 
 
Nil. 
 

3. Minutes of Previous Meeting 
 
A correction to be made page 3 paragraph 1; changing the name from Hall to Horsburgh. 
 
The minutes of the Clinical Commissioning Committee  held on Wednesday 3 June 
2015 were approved as an accurate record  
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 3 
June 2015 were discussed and reviewed as follows: 
 
Agenda 
Item Action Who By Progress 

3 (9, 
1.4.15) 

Quality of NHS 111 reports – Issues 
around national pathways &software. 
IR and Dr J Price ongoing discussions. 

IR Ongoing Ongoing  

4 M Lindley to link with communications 
team regarding marketing of the 
Carers Strategy & identifying key 
messages for GPs 

ML July/Aug Completed  

5 Commissioners to link with Public 
Health regarding re-design of patient 
education materials 

SM/TW July/Aug Bring to next 
meeting 

6 Changes to Hip & Knee Follow Up 
arrangements to be communicated to 
practices 

SM/TW Once 
agreed 

Bring to next 
meeting 

8 Urgent Care Strategy – This is not yet 
finalised & ready for presenting. 
NB: The Committee stated that the  
Strategy must be ready to be taken 
to the July Governing Board and be 
brought to August’s CSC Meeting. 

AB July/August August CSC  

9 J York to share information on current 
bed provision with practices 

JY July Completed  

9 J York to provide a summary update 
on BCF to the communications team – 
JY to work with the Alliance by way of 
the BCF Programme Board. 

JY July Completed  

9a J Hawkins to ensure collection and 
establishment of baseline data on the 
AVS Project for evaluation 

JH July Completed  

9b K Pearson to share proposed KPIs KP July Completed  
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Agenda 
Item Action Who By Progress 

from the service spec with CSC for 
comment/feedback. 

9d B Dickinson to attend July CSC re: 
Crisis Concordat Project plan. 

BD July On Agenda  

11 T Wilkinson to bring Colonoscopy & 
endoscopy follow-up report to CSC 

TW July  On Agenda  

11 A summary of planned care 
achievements to be brought to CSC 

TW August Bring to next 
meeting 

 
4. Report on the Integrated Wellbeing Service Somer stown Pilot 

 
Jane Leech, Programme Manager and Louise Bevan attended the CSC meeting. 
 
Jane Leech gave an overview of the Integrated Wellbeing Service Somerstown 1 year Pilot 
that had been undertaken between March 2014 and March 2015. The Pilot was funded by 
Portsmouth Clinical Commissioning Group; a detailed report was attached to the Agenda. 
 
The aim of the pilot was to integrate and coordinate existing and emerging Public Health 
Portsmouth resources in a locality setting, underpinned by an assets based community 
development approach:  to mobilise and utilise resource, building community capacity 
frameworks to deliver health and wellbeing outcomes. 
 
Jane Leech explained the role of the 4 Health & Wellbeing workers based in the 
Somerstown Housing Offices.  Working with individuals and families in the community, they 
act as a conduit or first point of contact.  13 Community Sign-posters (volunteers) also 
joined the team to work on tasks they had a particular interest in. 
 
Dr Hogan asked if there had been any big successes of the pilot. Jane Leech responded 
that there had been, and explained that good relationships had been brokered with service 
providers and the Health & Wellbeing Workers. The pilot has proved a valuable lesson to 
be taken forward for future services to be rolled out across the city.   
 
Jane Leech highlighted a couple of examples of the positive impact that the pilot had made 
to two individuals:  One person was referred to the Health & Wellbeing worker by The 
Alcohol Intervention Team based in QA, and since attending his appointments with the 
H&WB worker had not been admitted to QA for his alcohol problems.  The other was an 
individual living a particularly isolated lifestyle, and since being introduced to the team at 
the Hub has started to access the Hub most days and is making good progress towards a 
healthier and happier lifestyle. 
 
Dr Kevin Vernon asked if there were any concerns around capacity especially for the hard 
to reach groups and whether the team has enough resource?  Louise Bevan said the team 
did not envisage capacity to be a concern, however, Louise agreed to look into this. 
 
Louise Bevan to ensure that a process for mapping capacity of existing services against 
the new model of services in light of concerns raised by GPs. 

Action: L Bevan 
 

Building upon the success of the pilot, Jane Leech explained the team would like to 
continue and grow the programme. Jane informed the committee that Public Health 
Portsmouth will be rolling out a series of Rapid Participation Appraisals (RPAs) which is a 
community engagement process to identify priorities and support the integration of delivery 
in localities across the City.  The team are seeking support from GPs across the City.   
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Dr Hogan commented that as well as GP practices, there would need to be engagement 
with residents, patients, and Health colleagues (CCG). 
 
The Clinical Strategy Committee noted the content o f the Integrated Wellbeing 
Service Somerstown Report 
 

5. St Mary’s NHS Treatment Centre Endoscopy Recall Project 
 
Claire Pond, Clinical Quality Manager presented the above report.  
 
Claire Pond informed the Clincal Strategy Committee that this project was initiated as a 
result of a query by a Portsmouth GP with regards to the procedure for endoscopy recalls 
to St Mary’s NHS Treatment Centre. 
 
Recall of patients requiring repeat endoscopy began in March 2014 of patients seen in 
13/14 for a colonoscopy, as these patients might be at risk of disease. The number of 
repeat endoscopies required was 31% and there were no adverse outcomes for those 
patients. 
 
The CCG had raised the omission to recall as a Serious Incident and a Root Cause 
Analysis report was completed and submitted in September 2014.  A part of shared 
learning the Patient Safety Team for NHS England (Wessex) subsequently published a 
summary in its newsletter “Lessons Learnt”. 
 
As a result, patients now receive an annual recall 1 year after the initial colonoscopy. 
 
The Clinical Strategy Committee noted the content o f the St Mary’s NHS Treatment 
Centre Endoscopy Recall Project Report 
 

6. Unscheduled (Urgent) Care Strategy 
 
Lyn Darby gave a brief verbal update on the Unscheduled Care Strategy Plan, and 
informed the CSC that a draft version will be available the following week.  
 
Innes Richens stipulated that the final Plan must be submitted by Friday 3rd July, for the 
Governing Board Meeting being held on July 15th 2015. 
 
The Urgent Care Strategy Plan to be brought to the August CSC Meeting. 

Action: A Berry 
7. Priorities List 

 
Michael Drake presented the priorities list of 2015/16 projects.  He explained that after the 
meeting today, the majority of the plans would be over the line; ie: had been reviewed by 
the Clinical Strategy Committee. 
 
Mike Drake proposed to write a briefing paper for the next meeting (August) with a short 
summary against each of the projects and where we are with them, 4 months into the year. 
The summary will identify transformational and operational impacts and any gaps there 
might be.   

Action: M Drake 
8. Project Plans for Review: 

 
There are thirteen project plans presented for review. 
 

8a Veterans Health 
 
 Mandy Lindley attended the meeting to present the Veterans Health Project Plan. 
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Mandy Lindley explained that Dr Elizabeth Fellows has been highly involved Veterans 
Health and in the Community Covenant work.  The work includes better systems to identify 
veterans, better communications with military healthcare, improved training and awareness 
for health professionals, better development and integration of specialist veteran support 
services. 
 
There were 13 successful bids in the city for Community Covenant funds, which were used 
in a variety of ways. The CCG funded a project: - Healthcare survey of services provision.  
The team are looking at the community covenant to ensure we get as much investment as 
possible. 
 
It was noted that Mandy Lindley will be leaving later this year.  The Clinical Strategy 
Committee wished to thank her for the hard work and dedication she has shown to her 
work with veteran health, and wished her well as she moved onto her new role. 
 
The Clincal Strategy Committee agreed that the Vete rans Health project should be 
taken forward. The project should now be built into  the appropriate work programme 
for 15/16 and be reported on monthly in line with t he CCG planning process and 
updates be provided to the Planning Executive Group  as requested through 15/16. 

 
8b Autism Pilots 
 
 Natasha Koerner attended the meeting to present the Autism Pilot Project Plan. 
 

Natasha Koerner informed the Committee that the pilot will run from 1 April 2015 to 31 
March 2016 and is now at the end of the first quarter of monitoring.  The pilot will provide a 
single point of access/entry to the diagnostic pathway in a timely way, using a multi-
disciplinary team approach.  An autism coordinator has been employed to provide support 
to families. Monitoring of the pilot will include identifying any gaps, any in-appropriate 
referrals.  £40,000 agreed funding by the CCG. The pilot will inform the future model. 
 
Dr Dapo Alalade asked about the recruitment of staff for assessments.  Mandy Lindley 
informed that the autism coordinator had been seconded and that six speech & language 
therapists had been trained.  No additional staff were required for the assessments. 

 It was noted that the pilot will also provide post-diagnosis support to families. 
 

Natasha Koerner wished to highlight that Solent NHS Trust may request extra funding after 
the pilot ends, and that referrals from CAMHs, CPMs and others will need to be looked at. 
It was noted that Hampshire Autism have been great in coordinating support in the first 
quarter of the pilot. 
 
The Clincal Strategy Committee agreed that the Auti sm Pilot project should be taken 
forward. The project should now be built into the a ppropriate work programme for 
15/16 and be reported on monthly in line with the C CG planning process and 
updates be provided to the Planning Executive Group  as requested through 15/16. 

 
8c Crisis Care Concordat 
 
 Barry Dickinson attended the meeting to present the Crisis Care Concordat Project Plan. 
 

Barry Dickinson informed the Committee that the Crisis Care Concordat project is a 
nationally-driven programme which was signed up to October 2014.  The directive is to 
improve responses to people experiencing mental health crises across all agencies in a 
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timely, effective and compassionate way.  Police cells would not be used for Section 136 
detentions.   
 
Solent NHS has commissioned a new suite to be built which will be available to use in the 
next few weeks. Medisec have been providing this service during April and May 15, 
however usage costs are approximately £39 - £40,000.  The Section 136 Management 
group want to reduce these costs and will use the Solent suite pan Hampshire.  It was 
noted that some other CCGs use Southern Health and are paying the same cost per case.  
 
The Committee agreed that a mitigation plan needed to be developed as a matter of 
urgency to address the over-heat and any future overheat.  Also, to consider whether a 
‘cap’ on total spend could be agreed. 

Action:  B Dickinson 
 
Barry Dickinson informed there are Consultant to Consultant consultations going on 
between the Crisis Team and the Section 136 Suite Team and with patients.  
Feedback from patient surveys has shown they feel it helps them to be detained in the 136 
suite. Dr Jim Hogan commented it would be good to obtain the information from the 
surveys and interesting to see the results regarding dual-diagnosis patients. 
 
On the basis of the issues above being addressed, t he Clinical Strategy Committee 
agreed the Crisis Care Concordat Project Plan shoul d be taken forward. 
The project should now be built into the appropriat e work programme for 15/16 and 
be reported on monthly in line with the CCG plannin g process and updates be 
provided to the Planning Executive Group as request ed through 15/16.  

 
8d Clinical Advisory Team (CAT) 

Vicky Rennie attended the meeting to present the Clinical Advisory Team Project Plan. 

Vicky Rennie informed the committee that the CAT is a group of specialist advisors that 
provide timely education, training and advice to professionals/clinicians and teams working 
with adults and children with long term conditions and disabilities in Portsmouth.  The CAT 
have been instrumental in reduction the Community Store cost overspends.   

Portsmouth Adult Social care have agreed to contribute £30,000 recurrent annual funds for 
the element of the service they use and to support development and succession training 
and up-skilling. Vickie Rennie sought advice from the committee on how to invoice 
Portsmouth City Council for the £30K. It was noted that there will be savings of £12,278 
15/16 for the CCG. 

Vicky Rennie to meet with Jane Cole, Deputy Chief Finance Officer outside of this meeting 
to discuss and get support with regards to invoicing PCC. 

Action: V Rennie/J Cole 
 

The Clinical Strategy Committee agreed the Clinical  Advisory Team Project Plan 
should be taken forward. The project should now be built into the appropriate work 
programme for 15/16 and be reported on monthly in l ine with the CCG planning 
process and updates be provided to the Planning Exe cutive Group as requested 
through 15/16. 
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8e Care Closer to Home Project Plans 
 

Lyn Darby, Deputy Chief Commissioning Officer presented five project plans that form part 
of  the Care Closer to Home Plan, and explained that the plans were being re-presented 
following feedback from the Clinical Strategy Committee and gave an update on: 
 

• Treatment Centre Procurement 
The Tender process is underway, with the successful bidder to be announced in 
September. Key changes to the Service will be a Community Ophthalmology Service, 
an ENT Service and Cardiac Event Monitors.  The Community Ophthalmology Service 
will start three months after the commencement of the initial service. 
 
Lyn Darby advised the new service will not be paid by tariff, but will be paid by results 
(PBR).  Mobilisation commences September onwards and the new service will begin 
March 16. 
 
Dr Alalade queried what the criteria would be for ENT.  Lyn Darby informed this would 
be negotiated in due course; commissioners will be requesting volunteers from GP 
colleagues to input into the pathways. 
 
• MSK 
Commissioners are working on extricating the AQP element out of the service.   
Investment in Solent NHS Trust and Southern Health NHS Trust will help to reduce 
waiting times.   Work with Southern Health regarding physio services, has halved the 
waiting times and received good feedback. 
 
All three CCGs use Solent's Interface Service; commissioners are making changes to 
the pathway for consultants at PHT and Southampton.  
 
It was noted that commissioners are learning from the West Sussex CCG’s Pain 
Service model to help model the CCGs Community Pain Service. 

 
• Contracting 
This project plan covers the additional monitoring arrangements and contractual 
process being implemented throughout the year and expiration of contracts as part of 
changes to the service. 
 
There will be some changes to the criteria relating to Procedures of Low Clinical Value 
(PLCV).  This will need to be shared with GPs across Portsmouth and Southampton. 
 
Impact of the Hip & Knee procedure will mean more patients require follow up 
appointments which will be difficult to monitor as there will be many exceptions.  
Commissioners will need to focus on those they have to challenge on. 
 
• Long Term Conditions (LTC) 
Patient Engagement on LTC going into the Hubs has already started, also discussions 
with Clinicians regarding putting services into the community and what this will look 
like. 
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Lyn Darby highlighted some of the services that will be brought into the Hubs; Diabetes 
Service, Familial High Collesterolemia, Neurology Services (from April 16), and Urology 
Services.  Urology/continence issue discussions are being held to with Solent and 
Southern on how to do things differently. It was noted this could be an opportunity to 
reduce referrals into the Acute Trust also increase lifestyle benefits. 
 
• Cancer & End of Life 
Commissioners are working with PHT to achieve all Cancer waiting time standards. 
Commissioners are reviewing the outcome of the changes made to the 2 week wait 
forms and implementation of the new 4 week wait urgent pathways. 
The aim of the project plan is to improve access to services, achievement of waiting 
time standards, equity of access and standardised pathways, especially for EOL 
services and implementation of improved communications with patients and GPs or 
treatment of cancer. 
 

The Clinical Strategy Committee agreed the Care Clo ser To Home Project Plans 
should be taken forward. The project should now be built into the appropriate work 
programme for 15/16 and be reported on monthly in l ine with the CCG planning 
process and updates be provided to the Planning Exe cutive Group as requested 
through 15/16. 

 
8f 15/16 Urgent Care Project Plans 
 

Tracy Davies, Senior Commissioning Manager presented Urgent Care project plans. 
 
Tracy Davies explained that the Urgent Care Project plans have been split into two 
projects: SCAS 999/111/OOHs Service and the Urgent Care Prime Hubs. 
  

• SCAS 999/111/OOHs Service  
The project plan aim is to support delivery of the services, monitoring of metrics, 
avoiding duplication and transfer avoidance. 
 
Commissioners are looking at Direct Booking for 111 and OOHs  as well as agreeing 
the handover model for 111.  Tracy Davies explained the work of the ‘Halo Crew’; 
which is where the patient is managed in the corridor.  SCAS are working with PHT 
regarding handovers. 
 
The committee were informed on the differences between 999 Hear & Treat (SCAS on 
the phone), See & Treat (Ambulance crew leave the patient at home) and See, Treat & 
Convey (patient is taken to hospital). 
 
• Prime Hubs 
Tracy Davies explained that currently the Urgent Care Centre is available 12 hours a 
day, 7 days a week.  Discussions are in progress with OOHs and ED for the future 
service.  The plan is that the Prime Hub will be delivered through Multi-care Provider 
(MCP) to provide a seamless service 24/7, for urgent walk in patients as well as those 
conveyed by ambulance. 
 



9 

 

A question was asked regarding whether the activity through the Hub would count as 
PHT activity.  It was conformed that it would not and that only unscheduled activity 
could be counted as 4 hour target. 
 
Dr Kevin Vernon commented that the Hubs would require a good system for sharing of 
information.  The system used currently is Oceania but this will need to be looked at.   
It was noted that OOHs will be provided at the Prime Hub and Urgent Care therefore 
both being provided at one Centre. 
 
The committee requested that around ten additional KPIs need to be negotiated and 
added to the plan on a page. 

Action: T Davies   
• Ambulatory 
Tracy Davies informed the Committee of the Business Case to increase capacity for 
ambulatory care which started in November 2014.  Commissioners will redesign most 
of the pathways for 15/16. 
 
DVT activity and pathways are being looked at regarding options and costings for 
Hubs/GP surgeries/Doppler’s. It is hoped the model will be used by all three CCGs. 
 
Other pathways being investigated are Chest Pains (later this year) and Headaches; 
Commissioners are waiting to review West Sussex CCG’s project plan model on this. 
 
A meeting will be held with the Finance Team to finalise in-patient activity and 
associated costs.  Once agreed, figures to be added to the project plan. 

Action: T Davies 
• Stroke 
Lyn Darby informed the Committee of the Sentinel Audit of Stroke patients; which 
showed two areas in which the service was lacking:  6 monthly reviews and 6 week 
post stroke reviews.   
 
Lyn Darby explained that the Stroke Project Plan is to implement the 6 week follow up 
and 6 monthly reviews for patients, which will lead to an improvement in the quality of 
life for those individuals that have had a stroke. 
 
For Portsmouth the plan is to re-model Stroke reviews for the over 65’s, the cost per 
review will be around £250-£300.  Portsmouth CCG finances will need to be looked 
into; the costs will be split out for Fareham & Gosport and SE Hampshire CCGs 
patients. It is hoped the other two CCGs will also take this up to improve Quality. 
 

The Clinical Strategy Committee agreed the Urgent C are Project Plan should be 
taken forward. The project should now be built into  the appropriate work programme 
for 15/16 and be reported on monthly in line with t he CCG planning process and 
updates be provided to the Planning Executive Group  as requested through 15/16. 

 
9. Planning Update 

 
Michael Drake, Director of Planning and Performance presented the Planning Update 
paper to the Committee.  He informed that the CCG’s final submission was made on 27 
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May 2015.  Dr Jim Hogan has received a letter of acknowledgement and approval of the 
submission plans for 15/16 from NHS England. 
 
Mike Drake updated the committee on 15/16 QIPP; savings and investments plans were 
covered.  It was noted that delivery of plans in some cases, were better than others due to 
their associated risks. These are reported through Planning Executive Group. (PEG) 
 
Mike Drake gave an update on the PEG meeting held in June.  The meeting focussed on 
three main areas: 

• Better Care Fund Programme for Portsmouth – useful to understand cause and 
effect. 

• Maternity and Child Health across Portsmouth and South East Hampshire – firmed 
up plans/schemes and the need to expedite. 

• Urgent Care Strategy – the strategy has been delayed as it keeps changing, it 
needs to be expedited through the planning process and PEG. 

The Clinical Strategy Committee: 

• Noted the current QIPP position and the risks ident ified regarding delivery of 
the 15/16 plans 

• Agreed to provide strong clinical and executive sup port to work up plans to 
enable the full delivery of QIPP required 

• Agreed to share any QIPP ideas and/or suggestions f or review, research and 
potentially work up into project plans to help addr ess the QIPP challenge 
 

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

• Minutes of the Clinical Executive Committee Meeting held on the 22 April 2015 
• Minutes of the Planning Executive Group Meeting held on 12 May 2015 

 
The Clinical Strategy Committee accepted the above minutes. 
 

11. Any Other Business 
 
There were no other items of Business. 
 

12. Date of Next Meeting 
 
The next meeting will be held on Wednesday 5th August 2015 at 1:00 pm in the CCG 
Committee Room, St James’ Hospital. 

 

 

Lin Foster  
13.07.15. 
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Minutes of a Meeting of the Clinical Strategy Committee held on Wednesday 5 August 2015 
at 1.00pm 3.00pm in the Committee Room, CCG Headquarters,  

St James’ Hospital 
 

Summary of Actions 
 

Agenda 
Item 

Action Who By 

3 
(6,3.6.15) 

Changes to Hip & Knee Follow up arrangements to be 
communicated to practices. Still awaiting confirmation & sign 
off from PHT – Dr Tim Wilkinson to escalate to Simon Holmes 

T Wilkinson ASAP 

3 
(11,3.6.15) 

A summary of planned care achievements to be brought to 
CSC. 

T Wilkinson  
Sept. 
meeting 

3  
(4, 1.7.15) 

Dr Matt Smith to look at capacity mapping of existing services 
against the new Wellbeing Service, and provide a verbal update 
report to September CSC. 

M Smith 
Sept. 
meeting 

3  
(8c,1.7.15) 

Crisis Care Concordat project plan 
Preeti Sheth to follow up with Barry Dickinson on funding and 
Section 136 issues. 

P Sheth ASAP 

3  
(8g,1.7.15) 

Ambulatory Project Plan – Alex Berry to circulate a general 
update on contracting and pathways 

A Berry 
August/ 
ASAP 

4 
Katie Hovenden to investigate the use of TARGET as an 
opportunity to showcase some of the practice improvements. 

K Hovenden 
Sept. 
meeting 

4 

Going forward the Primary Care Team will work on the 
development of a CQUIN which encourages and incentivises 
innovation in primary care and which helps practices meet the 
challenges of the future with regard to primary care 
transformation. 

Primary Care 
Team 

Ongoing 
work 

5 
Jo Gooch will arrange a one-off meeting with Portsmouth 
CCG Executives to assess what has been learnt to date from 
the Millimans Project. 

J Gooch 
Sept. 
meeting 

6 
The CSC to review the Emergency and Urgent Care Strategy 
and send comments to Alex Berry by 14 August 2015. 

All 14.08.15. 

6 
Innes Richens, Jim Hogan, Alex Berry and Katie Hovenden to 
consider how to engage with member practices with 
developing and shaping the strategy. 

IR/JH/AB/KH 
Sept. 
meeting 

6 
Alex Berry to share the strategy with the Urgent Care Board 
with the caveat that this is an early draft and there needs to 
be significant engagement with Primary Care. 

A Berry 
August 
2015 

8a IAPT & LTC Project Plan to be brought to the October CSC B Dickinson 
October 
meeting 

10 
Matters Arising from the CEC Minutes dated 24.6.15. 
Suzannah Rosenberg to share the section of PHT’s CQC 
Draft Action Plan in relation to End of Life. 

S Rosenberg 
Sept. 
meeting 

11 

Innes Richens to draft a letter to the Chair of the SHIP 8 
Priorities Committee expressing concern regarding the clarity 
of the policy statement in the Lymphoedema Policy 
recommendation. 

I Richens 
Sept. 
meeting 

11 
Suzannah Rosenberg to develop a local pathway to ensure 
patients are able to access treatment where appropriate. 

S Rosenberg 
Sept. 
meeting 
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Present: 
 
Dr Linda Collie - Clinical Executive Member 
Dr Elizabeth Fellows - Clinical Executive Member 
Dr Jim Hogan (Chair) - Clinical Leader/Chief Clinical Officer 
Dr Jonathan Price - Clinical Commissioning Lead 
Innes Richens  - Chief Operating Officer  
Michelle Spandley - Chief Finance Officer 
Dr Tim Wilkinson - Chair of Governing Board/Clinical Executive Member 
 
In Attendance: 
 
Alex Berry -  Chief Commissioning Officer 
Jane Cole -  Deputy Chief Finance Officer 
Linda Foster - Executive Assistant (Minutes) 
Katie Hovenden - Director of Professional and Clinical Development 
Suzannah Rosenberg - Director of Quality and Commissioning 
Preeti Sheth - Head of Integrated Commissioning 
Dr Matthew Smith - Consultant, Public Health, Portsmouth City Council 
 
 

 
1. Apologies and Welcome 

 
Apologies were received from Dr Dapo Alalade, Carly Darwin, Michael Drake and  
Dr Kevin Vernon 
 

2. Declarations of Interest 
 
All GPs declared an interest in Agenda Item 8d – Flu Local Incentive Scheme 
 

3. Minutes of Previous Meeting 
 
The minutes of the Clinical Commissioning Committee held on Wednesday 1 July 
2015 were approved as an accurate record  
 
The summary of actions from the Clinical Commissioning Committee held on Wednesday 1 
July 2015 were discussed and reviewed as follows: 
 

Agenda 
Item 

Action Who By Progress 

3 
(5,3.6.15) 

Commissioners to link with Public Health 
regarding re-design of patient education 
materials 

SM/TW Ongoing – 
meeting 
arranged 

Completed 

3 (6, 
3.6.15) 

Changes to Hip & Knee Follow up 
arrangements to be communicated to 
practices. Still awaiting confirmation & 
sign off from PHT – TW to escalate 

SM/TW ASAP TW to escalate 
to Simon 
Holmes 
Action: TW 

3, 
(8,3.6.15) 

Urgent Care Strategy to July Board and 
August CSC meeting 

AB July/August On this Agenda 

3, 
(11,3.6.15) 

A summary of planned care 
achievements to be brought to CSC. 

TW August  Action: TW 

4 Louise Bevan to ensure the process for 
capacity mapping of existing services 
against the new Wellbeing Service. 
Matt Smith to look into the issue and 
report back to September CSC 

LB Ongoing Verbal report to 
Sept CSC 
Action: MS 



3 
 

Agenda 
Item 

Action Who By Progress 

7 Mike Drake to provide a briefing paper & 
summary to CSC on project plans 

MD August Completed 

8c Crisis Care Concordat project plan. 
Barry Dickinson to develop mitigation 
plan to address overheat and finances. 
Preeti Sheth to follow up with BD on 
funding and Section 136 issues. 

BD ASAP Action: PS 

8d Clinical Advisory Team project plan. 
Vicky Rennie to meet with Jane Cole 
regarding whether savings reflected 
QIPP & invoicing for PCC’s contribution. 

VR/JC ASAP Completed 

8f Prime Hubs project plan. 
Tracy Davies to provide CSC with details 
of additional KPIs for this project. 

TD ASAP Ongoing 

8g Ambulatory project plan. 
AB to circulate a general update on 
contracting and pathways. 

AB August Action: AB 

 
4. Year End Report on the 14/15 Primary Care CQUIN 

 
Mark Compton attended the meeting to present the above report and to ask the Clinical 
Strategy Committee to consider and endorse the recommendations contained within. 
 
Mark Compton explained that the 14/15 Primary Care CQUIN scheme was commissioned 
to support key strategic priorities and medicine’s optimisation and primary care 
improvement for Portsmouth CCG member GP practices. The budget of £470,000 had 
been fully utilised.  
 
Analysis conducted as part of the report indicates that the scheme has been largely 
successful in achieving its goal.  The report identifies a number of areas of good practice 
and positive engagement with member practices; and several areas of learning and 
potential improvements that may be utilised in future primary care CQUIN schemes. 

 
The top 4 (of 9) recommendations were highlighted and discussed: 

 Where possible future incentive schemes to employ SMART objects to ensure they 
are clearly measureable and time dependant going forward 

 That the wide range of focus of the CQUIN is scaled back, and emphasis is place 
on key strategic priority areas (improving care within the CQUIN) 

 That incentive models are structured to incorporate a mixture of incentives (not just 
financial) including a narrative to explain why the change is sought 

 That a systematic process is devised whereby exemplar best practice can be 
readily shared across practices 

 
Katie Hovenden agreed with the recommendation to scale back the breadth of CQUIN; and 
added that engagement with practices suggests they would welcome a more focus on the 
strategic areas of delivery and change. Dr Fellows also agreed that focus and simplification 
would be welcomed.  
 
The Committee discussed how Best Practice could be shared between practices and the 
development of future incentive schemes. 
 
Katie Hovenden to investigate the use of TARGET as an opportunity to showcase some of 
the practice improvements. 

Action: K Hovenden 
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Going forward the Primary Care Team will work on the development of a CQUIN which 
encourages and incentivises innovation in primary care and which helps practices meet the 
challenges of the future with regard to primary care transformation. 

Action: Primary Care Team 
 

The Clinical Strategy Committee accepted the content and recommendations of the 
14/15 Primary Care CQUIIN Report. 
 

5. Millimans Presentation Phase 2 
 
Jo Gooch, CCG Strategic Projects Director, introduced Paul Davies and Alison Allen from 
Millimans Analytics, to provide an update to the CSC members on the work that Millimans 
are undertaking on behalf of the COMPACT CCGs.   
 
The presentation will be circulated to CSC members for information. 
 
Paul Davies explained Phase 1 was the modelling of care management programmes work 
and the recommended steps to take for Phase 2.    
 
Phase 2 focusses on the data analysis of our population of patients (Portsmouth) with 
acute or chronic conditions - Chronic Condition Hierarchical Groups (CCHGs). The 
analysis shows there is potential to reduce admissions and length of stays for the under 
65s and over 65s, with the main savings being admissions avoidance of 13% for under 65s 
and 10% for over 65s. 
 
Paul Davies highlighted the CCHG categories that patients would be assigned to 
depending on their diagnosis (one or more categories). He explained that the clinician 
produces the care treatment plan, which is driven by the category coding and this decides 
where the patient ends up in the model. Paul advised it was important to understand how 
co-morbidities work together. There is a separate set of CCHG codes for children. 
 
It was noted that the methodology and data reflected 3 historical years of hospital inpatient 
data, and the CCHG process is driven by primary and secondary diagnosis.  Limitations to 
this are that the analytics only reflects the population that have been hospitalised. It would 
be helpful to have data from primary care. 
 
Paul Davies explained the trend analysis and costs for the two sets of categories: 
PPPM (per patient per month) – money spent on the patient and PMPM (per member per 
month) spent on patients in hospital. The data will be analysed and the trends tested so 
that the data is more representative of the patients in Portsmouth in the future. This 
information can also be drilled down to undertake pathway analysis. There were 
discussions around long term conditions patients and how this helps prioritise their need, 
also regarding the interventions that will have an impact. 
 
Jo Gooch will arrange a one-off meeting with Portsmouth CCG Executives to assess what 
has been learnt to date from the Millimans Project. 

Action: J Gooch 
 
Dr Jim Hogan, on behalf of the CSC thanked the presenters for attending the meeting and 
for their informative presentation on the project. 
 

6. Emergency and Urgent Care Strategy 
 
Alex Berry, Chief Commissioning Officer shared the Draft Emergency and Urgent Care 
Strategy. The document will be circulated to CSC members for information and comment. 
Alex explained that the strategy had been long in development and this is the 1st draft of 
the 3-5 year plan for Urgent and Emergency Care.  



5 
 

 
The strategy has two key components: 
 
a) Urgent care – to ensure the patient gets the right treatment at the right time in the right 

place – empowering patients to take responsibility (and if working together this should 
mean fewer emergencies for 111/SCAS/primary care) and  
 

b) Emergency life-threatening care – to manage life-threatening conditions that present. 
 
Pages 21 – 26 focus on patient self-care management and the changes that need to 
happen to realise the vision, and move to the future system of urgent and emergency care: 
 

 Better support for people to self-care 

 Responsive urgent care services – right advice first time 

 Highly responsive urgent care out of hospital services 

 Connecting urgent and emergency care services together 

 Emergency care units 
 

 
The 5 objectives of the Strategy are: 
 
1 Self-care activities for patients 
2 The right advice at the right time 
3 A responsive Urgent Care Service 
4 Impact to PHT and its service links to other emergency networks eg: Southampton 
5 That services are fully integrated eg: IT/information sharing/interoperability 

 
The Clinical Strategy Committee was asked to review the document and send comments to 
Alex Berry by Friday 14th August.      Action: ALL 
 
Katie Hovenden asked how the commissioners would engage with primary care to get 
them on-board with the new model.  It was agreed that primary care engagement is key 
and that all stakeholders understand and have an opportunity to be involved.  
 
Innes Richens suggested that primary care could be involved in specific areas (not the 
whole strategy) eg The Co-ordination Centre; by making it clear that we are trying to 
provide urgent care in Hubs and these are the issues. 
 
Innes Richens, Jim Hogan, Alex Berry and Katie Hovenden to consider how to engage 
member practices with developing and shaping the strategy. 

Action: IR/JH/AB/KH 
 

It was agreed the Strategy can be shared with the Urgent Care Board but with the caveat 
that this is an early draft and there needs to be significant engagement with primary care. 

Action: Alex Berry 
 

The Clinical Strategy Committee noted the content of the draft Emergency and 
Urgent Care Strategy and agreed to review and forward comments to Alex Berry. 

 
7. Project Plans Briefing and Summary 

 
Michelle Spandley, Chief Finance Officer presented the Project Plans Briefing and 
Summary on behalf of the Director of Planning and Performance. 
 
The CSC members were informed that the Planning Team have undertaken a review and 
re-scoring of the project plans. The paper seeks agreement to continue with the work.  The 
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team have been working through any anomalies or issues and the projects now are more 
robust.  All projects have been categorised as Transformational, Operational or ‘Business 
as usual’. The projects in table 2 (page 2) will be reviewed with project leads, supported by 
the Planning Team in order to understand the changes made. 
 
Michelle Spandley explained that project delivery is captured through Covalent and is being 
reported better now. Monthly assurance, support and accountability around project delivery 
is provided by the Planning Executive Group (PEG) on behalf of the CCG, which in turn 
informs reporting. 
 
The final element of the review was to identify any potential areas felt to be missing from 
the suite of plans currently in place, these were tabled on page 4.  The Planning Team will 
be linking with project managers for their plans to support these categories. 
 
The Clinical Strategy Committee noted the content of the Project Plans Briefing and 
Summary, and approved the actions recommended on page 4 and 5 going forward. 
 

8. Project Plans for Review: 
 

8a) IAPT and Long Term Conditions Project Plan 
 

Barry Dickinson informed the CSC members that more information is required and being 
sought regarding benchmarking and evidence to support the plan.  It was therefore 
requested that this project plan is deferred and to be brought back to the October CSC 
Meeting. 
 
The Clinical Strategy Committee agreed the project plan is to be brought back to the 
October meeting. 
 

8b) AMH Transformation Programme Project Plan 
 

Barry Dickinson informed the CSC members that this project has started recruiting to posts 
and staff will start working in the next couple of weeks. The Project Manager is already in 
post and it is hoped to see results and impact in November.  
It was noted that the project plan was missing some savings figures (£200,000). 
 
The Clinical Strategy Committee reviewed the project plan, and approved the AMH 

Transformation Programme Project Plan can continue to be taken forward.  The 

project should now be built into the appropriate work programme for 15/16 and be 

reported on monthly in line with the CCG planning process and updates be provided 

to the Planning Executive Group as requested through 15/16. 

 
8c) SEND Reforms Project Plan 
 
 Amanda Waller updated and informed the CSC members on the milestones in the SEND 

Reforms plan on a page.   
 

 EHC plans assessment and sign off proposal for Education Health and Social Care 
are in place coordinated by the SEND Coordinator team based in PCC.   

 The health clinical sign off at ISP Panel is a new role and a funded pilot is 
underway. 

 Local Offer is populate with health community services for children with special 
educational needs/and or disability is now on the website:  
http://www.portsmouthlocaloffer.org/ 

 The CCG has joined the LA Global Mediation Contract to enable access to 
mediation as health are now responsible for delivering the health element for the 

http://www.portsmouthlocaloffer.org/
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EHC plan and can be challenged in a Mediation or Tribunal – there is EHC Plan 
going to mediation on 18 August 2015. 

 Transition to adult services joint commissioning plans is underway. 

 Conversions of 900 Statements and Learning Disability Agreements into EHC Plans 
(approx. 300 per year) are on track for this year. 

 A steering group has been set up between the CCG and the Local Authority.  Work 
is underway to develop the Memorandum of Undertaking (MOU).  Dr Linda Collie 
and Amanda Waller will review the wording of the MOU with Emma Fawell. 
It was noted that the MOU reflected the Designated Medical Officer role (DMO) 

 An Information Governance Information Sharing Protocol document has been 
produced so that information can be shared safely between the Local Authority and 
health professionals. 

 A pilot Inclusion Support Panel (ISP) is underway – this will be reviewed in 
November. 

 
It was agreed that any additional resources and finances required for this project should 
come back the Clinical Strategy Committee for approval through the usual Planning Team 
process.   Amanda Waller and Dr Linda Collie to work together on this. 

Action: A Waller/L Collie 
 

The Clincal Strategy Committee agreed that the SEND Reforms project should 

continue to be taken forward.  The project should now be built into the appropriate 

work programme for 15/16 and be reported on monthly in line with the CCG planning 

process and updates be provided to the Planning Executive Group as requested 

through 15/16. 

 

9d) Flu Incentive Scheme 

  

It was noted that all GPs declared an interest in this Project Plan. 

 

Steve McInnes presented the Flu Incentive Scheme project plan proposed to incentivise 

Portsmouth GP practices to increase uptake of the Flu vaccination for housebound patients 

and those in nursing and residential homes.  This is a separate scheme to the National Flu 

Vaccination Scheme. 

 

The local scheme is similar to the successful one in 14/15 which was funded out of non-

recurrent funds. The actual spend last year was £15,000. This year’s (15/16) scheme 

requests a maximum of £40,000 although uptake is expected to be higher as the scheme 

will be implemented earlier.  It is hoped that the scheme will be funded recurrently in the 

future. 

 

Michelle Spandley asked whether other areas support primary care in this way.  Steve 

McInnes confirmed that some did.  Also, a question was raised as to whether it is cost-

effective to offer this incentive scheme. Again, it was confirmed most likely £15-20K is a 

good investment. Michelle Spandley commented it would be helpful to have included some 

avoidance measures as evidence in the project plan and to do so in the future. 

 

Innes Richens, (COO) and Michelle Spandley (CFO) jointly approved the local Flu 

Incentive Scheme to be taken forward.  The project should now be built into the 

appropriate work programme for 15/16 and be reported on monthly in line with the 

CCG planning process and updates be provided to the Planning Executive Group as 

requested through 15/16. 
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9. Planning Update 
 

Michelle Spandley provided the CSC with a brief update on the planning and QIPP paper 
which focusses on 2015/16.  The Planning Update informs on what the Planning Team 
have been working on and what work there is planned to do. The CSC is asked to review 
the update and agree the recommendations, actions and next steps detailed in the paper. 
 
Project Plans 
Commissioning Managers have been asked to refresh their project plans for 15/16 going 
forward. Meetings are taking place with all commissioning and project managers for 
Covalent – the use of Covalent for reporting is gaining pace in the use of monitoring of 
plans. 
 
15/16 QIPP Plans 
Michelle Spandley advised that PHT are over-performing element to QIPP. Monitoring will 
show they are ‘off pace’.  A conversation between PHT and the CCG is needed on these 
issues. 
The Clinical Strategy Committee: 

 Noted the current QIPP position and the risks identified regarding delivery of 

the 15/16 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 

 

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

 Minutes of the Clinical Executive Committee Meeting held on the 27.5.2015 

 Minutes of the Clinical Executive Committee Meeting held on the 24.6.2015 

 Minutes of the Planning Executive Group Meeting held on 9.6.2015 

 Minutes of the SHIP8 Priorities Committee Meeting held on 23.4.2015 
 
The Clinical Strategy Committee accepted the above minutes. 

 
 Matters Arising from the CEC Meeting held on 24.6.15 
  

PHT CQC Inspection – Dr Jonathan Price asked if the PHT CQC Recovery Plan is 
available yet, in particular in relation to End of Life.  
 
The Inspection Report is on the CQC website and the Urgent Care EOL Strategy went to 
PHT’s Board in July.  PHT have provided response with their Quality Improvement Plan.  
When the final report is received by the CCG Board it will be shared. 
 
Suzannah Rosenberg to share the section of PHTs’ CQC Draft Action Plan in relation to 
End of Life. 

Action: S Rosenberg 
11. SHIP 8 Lymphoedema Final Policy recommendation 
 

Katie Hovenden presented the SHIP 8 Committee Statement 004 Treatments for patients 

with lymphoedema.  The CSC was asked to review and if appropriate approve the final 

policy recommendation produced by the SHIP 8 Priorities Committee.  Also to consider the 

implication for access to treatments for lymphoedema for Portsmouth patients.  
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The CSC members discussed the policy statement.  Innes Richens agreed to draft a letter 

to the Chair of SHIP 8 Priorities Committee expressing concern that the statement 

regarding Lymphoedema did not provide the usual clear, evidence-based recommendation. 

Action: I Richens 

Suzannah Rosenberg to pick up action to develop a local pathway to ensure patients are 

able to access treatment where appropriate. 

Action: S Rosenberg 

12. Any Other Business 
 
There were no other items of Business. 
 

13. Date of Next Meeting 
 

The next meeting will be held on Wednesday 2 September 2015 at 1:00 pm in the CCG 

Committee Room, St James’ Hospital.   
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Minutes of a Meeting of the Audit Committee held on  
Wednesday 27 May, 10:00am to 12:00 midday  

in the Committee Room, NHS Portsmouth CCG Headquarters, St James’ Hospital 
 

Summary of Actions 
 

Agenda Item Action Who By 

9f    
(10/12/14 + 
27/05/15) 

Email an electronic copy of the HFMA NHS Audit Committee 
Handbook Self-Assessment Checklist for consideration/ 
feedback; responses would be collated and taken to the 
September meeting 

ALL 14 August 2015 

 
Present: 
 
Dr Elizabeth Fellows  - Clinical Executive Member 
Tom Morton  - Audit Committee Chair 
Jackie Powell  - Lay Member 
Andy Silvester  - Lay Member 
 
In attendance: 
 
Will Barnard  - Audit Manager, TIAA Ltd 
Nikki Burnett  - Finance Manager 
Jane Cole  - Deputy Chief Finance Officer, NHS Portsmouth CCG 
Heather Greenhowe  - Local Counter Fraud Specialist, Hampshire & Isle of Wight  
   Fraud & Security Management Service 
Paul King  - Audit Director, Ernst & Young 
Debbie O’Connor  - Personal Assistant to Chief Finance Officer 
Innes Richens  - Chief Operating Officer 
Michelle Spandley  - Chief Finance Officer 
Angela Sumner  - Information Governance Manager, NHS South   
   Commissioning Support Unit (in attendance for item 9a) 
Ian Young  - Manager, Ernst & Young 
 
______________________________________________________________________________ 
 
1. Apologies and Welcome 
 
1.1 Apologies were received from Julie Cullen, Dr Jim Hogan, Tracy Sanders and Doug 

Stevens. 
 
2. Declarations of Interest 
 
2.1 There were no declarations of interest. 
 
3. Minutes of the meeting held on 4 March 2015 
 
3.1 The minutes of the Audit Committee meeting held on Wednesday 4 March 2015 were 

approved as an accurate record, with the exception that Jane Cole, Deputy Chief Finance 
Officer, should be added to the attendance list. 

 
3.2 Jackie Powell queried whether there was an update on page 5 under item 7a concerning 

the debate as to where GPs fit within the Local Counter Fraud Service.  Heather 
Greenhowe confirmed that GPs had access to the Local Counter Fraud Service if they 
required advice; they were also offered fraud awareness training if requested and there 
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was an ongoing debate in general on this issue.  As part of the delegation, it was 
suggested that the CCG would need to understand where counter fraud fits within 
information that is transferring over. 

 
4. Matters Arising 
 
4.1 a. Summary of Actions 
 
 The summary of actions from the last meeting were discussed and reviewed as follows: 
 
Agenda  
Item 

Action Who By Progress 
 

9f    
(10/12/14) 

Email an electronic copy of the 
HFMA NHS Audit Committee 
Handbook Self-Assessment 
Checklist for feedback in order to  
bring back summary to 
September Audit Committee 

TM September 
meeting 

Email electronic copy to 
members for consideration/ 
feedback; responses would 
be collated and taken to the 
September meeting 

11   
(10/12/14) 

Circulate Overdue Debt Update 
Paper 

NB Next meeting Completed. 

7a Circulate the new NHS Protect 
Standards for Commissioners 

HG Next meeting Completed. 

7b Email relevant links to the Audit 
Commission’s website detailing 
the arrangements for NFI 

IY End of March Completed. 

9a Email Final Data Custodian Work 
Programme 2015 

JB End of March Completed. 

9b GB10 and GB13: ‘further action 
needed for improvement’ column 
would be reviewed for the next 
meeting. 

IR Next meeting Completed. 

9d Under section 6.2 GBAF, 6.2.1 
add explicit reference to GP 
membership  

IR Next meeting Completed. 

11 Circulate the Standards of 
Business Conduct Policy 

TS End of March Completed. 

 
5. External Audit 
 

a. External Audit Results Report 2014/15 
 

Paul King presented Ernst & Young’s External Audit Results Report 2014/15 which 
summarised its preliminary audit conclusion in relation to the Portsmouth CCG’s financial 
position and results for year ended 31 March 2015.  Work is currently ongoing and they 
would issue their final conclusion after the Audit Committee meeting. 
 
In terms of the Executive Summary (page 2), it is anticipated that an unqualified opinion on 
the financial statements and the regularity of income and expenditure would be issued by 
the deadline of Friday 29 May.   They also do not expect to have any matters to report to 
the National Audit Officer.  Similarly, it is expected to conclude that the CCG has the 
appropriate arrangements in place in respect of Value for Money.   
 
The audit certificate will be issued to demonstrate that the full requirements of the Audit 
Commission’s Code of Audit Practice have been discharged and would expect to issue the 
audit certificate at the same time as the audit opinion. 
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Paul King highlighted the new format of this report using PowerPoint in order to make it 
more comprehensible.  The fact of presenting it in short form gives an indication that there 
have not been many substantive issues to report to the Committee, which is a positive 
indicator of the way in which the audit had gone. 
 
In terms of the audit risks set out on page 4, Ernst & Young set out a number of risks in 
their audit plan.   
 
Risks of management override of controls – Ernst & Young carried out the work they had 
planned to do and the assurance gained and issues arising in the right-hand column set 
out the findings and they concluded that there were no issues arising from it. 
 
Addressing audit risks – other audit risks ‘Not significant audit risks’ (page 5) – Continuing 
Healthcare (CHC) provision.  After discussions with management and through testing of 
expenditure and provisions, Ernst & Young did not find any indication of provisions and 
payments for legacy claims that should not have been made. 
 
Financial statements audit – issues & misstatement arising from the audit (page 6) at the 
time of writing this report, Ernst & Young were still working on these areas, but were now 
pleased to confirm that these were now complete.  They were currently awaiting receipt of 
the letter of representation which would be signed after the meeting. There were no 
uncorrected misstatements.  There were a small number of misstatements which have 
been corrected and are listed under Appendix A.  There were no other disclosure items to 
report. 
 
Appendix 1 – Corrected audit misstatements (page 10) were identified during the course of 
the audit and had been corrected by management within the revised financial statements. 
 
Financial statements audit – internal control, written representations and whole of 
government accounts (page 7) – no issues in terms of the quality of the annual accounts 
and Paul King. 
 
Arrangements to secure economy, efficiency and effectives (page 8) – no risks identified.  
No issues to report. 
 
Independence and audit fees (page 9) – No independence issues to report.  The audit fee 
is in line with the agreed scale fee.  Ernst & Young have not carried out any non-audit 
work. 
 
Appendix A – corrected audit misstatements (page 10) – This lists disclosure items.  The 
verbal report is positive 
 
The external Auditors, Paul King and Ian Young, highlighted that the audit had gone 
particularly smoothly as a result of the quality of the accounts and working papers, which 
was a credit to the team. 
 
Tom Morton indicated that that these comments were very helpful and much appreciated 
and wanted to record his and the Audit Committee thanks to Michelle Spandley, Jane Cole, 
Nikki Burnett and the finance team for all their hard work. 
 
The Audit Committee approved the contents of External Audit Results report 2014/15 
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b. Annual Audit Fee Letter 2015/16 
 
Paul King presented the External Audit Fee for 2015/16 which sets out the work Ernst & 
Young propose to undertake for the 2015/16 financial year.  The fee reflects the risk-based 
approach to audit planning set out in the Code of Audit Practice.  The basic fee stated for 
2015/16 will be 25% less than in 2014/15.   
 
The Audit Committee accepted the contents of the Annual Audit Fee Letter 2015/16 
 
c. Audit Committee Health Sector Briefing 
 
The briefing produced by the CCG’s External Auditors, to inform the Audit Committee of 
general issues affecting the health sector, was noted which were extremely useful and 
helpful. 
 
The Audit Committee noted the contents of the Audit Committee Health Sector 
Briefing 
 

6. Internal Audit   
 

a. Internal Audit Progress Report 2014/15 
 
Will Barnard presented the Internal Progress Report 2014/15 which gave a summary of 
progress against the 2014/15 Internal Audit Plan.  The following two reports were still to be 
finalised: 
 

 Aligned Commissioning and Strategic Development – fieldwork almost completed 

 Better Care Fund – at draft report stage 
 
The Audit Committee noted the Internal Audit Progress Report 2014/15 
 
b. Internal Audit 2014/15 Individual Review Reports 
 
The following 2014/15 plans have been completed: 
 

 PCC Integrated Commissioning Unit – overall assessment reasonable.  Two 
recommendations were raised: section 75 governance arrangements to be split to 
separate the functions; the role of the ICB and processes for improving strategies 
should be clarified to staff.  Michelle Spandley confirmed that these issues had now 
been signed off and recommendations implemented. 

 Financial Feeder Systems – overall assessment substantial.  One routine 
recommendation to share detailed financial procedures with other COMPACT 
colleagues. 

 Payroll & Human Resources Arrangements –overall assessment substantial.  One 
routine recommendation which has now been superseded as HR services were 
now being provided by Portsmouth City Council. 

 Information Governance Toolkit v12 – overall assessment reasonable.  One routine 
recommendation to take appropriate action to improve compliance. 

 Review of Performance Management (Hosting Arrangements) – this was issued as 
a ‘draft’ but the final report was emailed out prior to meeting; however, there were 
no changes and the overall assessment was substantial.  One recommendation key 
performance indicators should be shared with relevant partners/stakeholders 

 
The Audit Committee noted the contents in the Internal Audit 2014/15 Individual 
review Reports 
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b. Internal Audit 2014/15 Annual Report and Head of Internal Audit Opinion 
 

Will Barnard presented the Internal Audit 2014/15 Annual Report and Head of Internal 
Audit Opinion which provided information on the effectiveness of the system of internal 
control at Portsmouth CCG for the year ended 31 March 2015.  The overall Opinion was 
one of ‘Reasonable’ assurance No audit reports were issued with a ‘Limited’ or ‘Nil’ 
assurance.  Will Barnard reported that the internal audit work had gone particularly well 
which was as a result of the good working practices of the various teams.  Tom Morton 
indicated that these were very helpful and positive.  However, Innes Richens expressed 
caution in that the CCG needed to constantly question the areas which are looked at in 
order for this to be challenging and to avoid complacency. 
 
Michelle Spandley highlighted that she had already met with Will Barnard on these issues 
in order to consider the scope of work and what the CCG would be looking at in the future 
to make sure that it was being challenged in order to avoid complacency.   
 
Jackie Powell questioned the reporting of risk on page 8 under Corporate Governance and 
Controls Assurance.  Innes Richens explained that individual teams have their own risk 
registers and this information is then fed into the GBAF and taken to Governing Board 
meetings. 
 
Dr Fellows indicated the importance of getting the message out to staff concerning the 
work of Internal Audit, as the results of the audits can be very useful and to everyone’s 
benefit in ensuring that it makes the CCG better. 
 
The Audit Committee noted the contents of Internal Audit 2014/15 Annual Reports 
and Head of Internal Audit Opinion 
 

7. Local Counter Fraud Services 
 

a. Local Counter Fraud Services Annual Report 
 

Heather Greenhowe presented the Counter Fraud Annual report which provided Counter 
Fraud activities over the last year. 
 
The Local Counter Fraud Services have met with key personnel of the Learning and 
Development teams within Portsmouth City Council with responsibility for risk, to ensure 
that corporate documents appropriately reflect anti-fraud measures. 
 
Levels of employee fraud awareness would be periodically measured by means of a staff 
survey and it is intended to get this out to staff within the next month. 
 
NHS Protect had confirmed that CCGs will not be assessed this year.  A self-assessment 
will be completed at the end of July and arrangements have been made with the CSU who 
are currently going through the contracts to ensure that the legal requirements under the 
standards of the new requirements are being followed. 
 
There was one ongoing investigation concerning GP suspected of paying himself a salary 
for his wife, who was not an employee of the practice. 
 
Jackie Powell queried the section 4.8.1 on Continuing Healthcare - Heather Greenhowe 
gave an update and reported that she had arranged to meet the CHC leads for the all 
organisations in order to identify some of the areas that were at risk to fraud and these 
discussions were currently ongoing.  Nikki Burnett pointed out that the personal health 
budgets that the CCG currently have are under the same remit as those people who lead 
on the CHC who should also pick up on this. 
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Page 23 Appendix A - Sharp business practice – Jane Cole explained to members that a 
company tried had to charge the CCG an extortionate amount for a course which one of 
the Executive team were unable to attend which was supposedly ‘free’.  Fortunately, this 
invoice was reduced to an insignificant amount. 
 
The Audit Committee noted the contents of the Local Counter Fraud Services 
Annual Report 
 

8. Financial Matters 
 

a. Approve Annual Report/Annual Accounts 2014/15 
 

Michelle Spandley presented final copies of the Annual Report and Annual Accounts 
2014/15 for the Portsmouth CCG for approval.  There was a review meeting held on the 6 
May 2015 at which changes were suggested and incorporated and subsequently, some 
minor changes had been made since these were emailed out on Friday. 
 
Tom Morton thanked Michelle Spandley, Jane Cole, Nikki Burnett David Barker and the 
finance team for producing good annual report/accounts which were well written and 
presented. 
 
The Audit Committee formally approved the Annual Report/Annual Accounts for 
2014/15 
 
b. Use of NHS Portsmouth CCG Trust Seal 

 
Tom Morton presented the Report on the use of the NHS Portsmouth CCG seal for the 
period 1 April 2015 to 27 May 2015.  The seal was only used once concerning a 
Partnership Agreement between Portsmouth City Council and Portsmouth CCG relating to 
the commissioning of Health and Social Care Services in support of the Better Care Fund. 
 
The Audit Committee accepted the contents of the NHS Portsmouth CCG Trust Seal 
 
c. Record of Chair’s Actions / Single Tender Action 

 
Tom Morton presented a Chairman’s Actions which requested the Chair to ratify the ITT 
documents released for the Treatment Centre procurement. 
 
Tom Morton wanted to formally declare and record an interest that he is on the panel of the 
ITT. 
 
The Audit Committee noted the contents of the Record of the Chair’s Actions 

 
9. Governance Matters 
 

a. Information Governance Update 
 

Tom Morton welcomed Angela Sumner to the Audit Committee in her new role as 
Information Governance Manager, replacing Janice Boucher who had recently left the CSU 
to take up a position in London. 
 
Angela Sumner updated the Audit Committee on the developments and actions relating to 
the IG toolkit and the wider Information governance work programme and was pleased to 
confirm that the CCG had achieved all the levels for each of the requirements. 
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Jackie Powell had a couple of queries as follows: 
 
The validity for Age UK and Action Portsmouth to have completed and submitted Version 
13 of the Information Governance Toolkit for the voluntary sector by 31st March 2016 to 
level 2.   Angela Sumner assured the Audit Committee that the Information Governance 
team were supporting Age UK and Action Portsmouth who had not previously provided 
information to the Toolkit.  The Project Managers will monitor the progress of the IG Action 
Plans and report any concerns to the CSU Information Governance Manager.     
 
12-352 of Appendix 1 – Information protected through use of pseudonymisation and 
anonymisation techniques where appropriate.  It was confirmed that the CCG does not 
access this data this is sorted by other organisations such as the Home and Community 
Services Information System (HCSIS). 
 
12-421 of Appendix 1 – The CCG does not hold this data. 
 
Tom Morton thanked Angela Sumner for giving the Audit Committee an information 
governance update. 
 
The Audit Committee noted the contents of the Information Governance Update 

 
b. Governing Board Assurance Framework 
 
Tom Morton indicated that Board members had recently attended an interesting Board 
development session concerning how the CCG managed and understood its risks and 
identified what the risks really meant. 
 
Innes Richens presented the Governing Board Assurance Framework and confirmed that 
following on from the internal audit of the CCG’s risk management processes in November 
2014, the CCG commissioned Amberwing to undertake risk management training to 
improve and standardise the CCG’s approach to risk management.  A bespoke training 
session for Portsmouth CCG Governing Board members took place at the Board 
Development on 22 April.   
 
The Governing Board Assurance Framework was amended following this review and was 
reviewed by the Clinical Executive Committee at its meeting on the 29 April 2015. 
 
The CCG’s Risk Management Framework had also been updated and was ratified at the 
CCG’s Board meeting on 18 March 2015. 
 
The Audit Committee approved the proposed Governing Board Assurance 
Framework  
 
c. Internal Audit Recommendations Follow Up Report 
 
Michelle Spandley updated the Committee on the Internal Audit Recommendations Follow 
Up Report to confirm that all remaining recommendations had been reviewed and either 
implemented or alternative actions in place.  This concludes all audit recommendations up 
to 31 March 2014.  A review of 2014/15 recommendations will be brought to a future 
meeting. 
 
d. Register of Gifts/Hospitalities 
 
None to declare. 
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e. Register of Interests – potential conflicts of interest 
 

None to declare.  However, the Register of Interests is reviewed at every Governing Board 
meeting. 
 

10. Any Other Business 
 
None raised. 
 

11. Dates and Times of future meetings 
 
The next meeting will be held on Wednesday 9 September 2015, 1:00-3:00pm, in the 
Committee Room, NHS Portsmouth CCG Headquarters, St James Hospital, Portsmouth. 
 
Tom Morton closed the meeting by indicating that an awful amount of hard work had gone 
into the external and internal audit teams to deliver high quality reports and outcomes for 
the CCG for this year and would like to formally thank the auditors and the internal teams 
for all their hard work. 
   

Wednesday 9 September 2015 1:00-3:00 CCG Committee Room 
Wednesday 9 December 2015 1:00-3:00 CCG Meeting Room 
Wednesday 2 March 2016  10:00-12:00 CCG Committee Room 
Wednesday 25 May 2016  1:00-3:00 CCG Committee Room 
Wednesday 7 September 2016 10:00-12:00 CCG Committee Room 
Wednesday 7 December 2016 10:00-12:00 CCG Committee Room 
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Introduction to the Safeguarding Adults Review- by David Cooper Independent 
chair of Portsmouth Safeguarding Adults Board 

While none of Mr A's relatives were known to be still alive at the point of publication 
of this report, his death no doubt touched a number of people, who were close to him 
over the years. As the report indicates he was known as an intelligent, polite and 
independent man. While his health was deteriorating, he had a right to expect a 
better quality of life during the last months of his life. 

I want to take this opportunity to thank Jane Brentor for completing the review, and 
members of the Safeguarding Adults Review Sub-group, especially Tracey Keats 
and Lorraine Burton, for finalising the action plans to implement the 
recommendations from the Safeguarding Adult Review. 

The review was commissioned by the Portsmouth Safeguarding Adults Board at a 
meeting, on the 19th March 2014, in line with the Boards Multi Agency Learning and 
Review Framework, and was managed through the convening of a SAR Board.  At 
the outset the case was identified as a Serious Case Review, but with changes to 
safeguarding arrangements introduced by Care Act 2014, it has been completed as 
a Safeguarding Adults Review (SAR). Ms Brentor was appointed as an independent 
investigator, and commenced work in May 2014. 

It is important to say that the purpose of a Safeguarding Adults Review is not to 
apportion blame to an individual or organisation, but to identify the lessons to be 
learned and apply these to future cases to prevent similar harm occuring in the 
future; however the report does highlight a number of failings by organisations 

The Safeguarding Adults Review Board agreed the following terms of reference for 
the review; 

• To establish the chronology of events in relation to Mr A as relevant up to and 
immediately following his death, 

• To examine the adequacy of the interdisciplinary collaboration and 
communication between all agencies involved in the care of Mr A or in the 
provision of services to him, during the relevant period including delays in the 
processes, 

• To establish whether local policies and relevant legislation have been adhered 
to, 

• To prepare an independent report, based on the findings and make 
recommendations to the Safeguarding Adults Board, ensuring the report is 
without bias or favour. 
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Background  

The events outlined in the report are very distressing. Mr A was a vulnerable man, 
who was well known to local services. The warden of the supported housing scheme 
in which he lived, reported in January 2013 that his health was deteriorating, and that 
he was losing weight and self-neglecting. Medical and social care support was 
sought, and provided. 

The report states that from March 2013 onwards Mr A's condition continued to 
deteriorate, and in the following 3 months before his death he was visited by 
professionals from 10 agencies. Despite this, communication between the agencies 
was very poor e.g. his medication was removed and there is no record of this being 
shared with the Community Nurse. He was also referred for a brain scan but there 
was no record of this in the medical notes. 

On the 1st May 2013 a multi-agency meeting took place, and attempts were made to 
provide alternative care for Mr A, but without success. This was over a Bank Holiday 
weekend. On the 5th May finding him on the floor, an ambulance was called, but he 
was not admitted to hospital. On the following day staff visited in the afternoon and 
found Mr A had not moved since their morning visit, an ambulance was called and 
he was admitted to hospital. Where his condition continued to deteriorate, and he 
died on the 13th May.  

 Conclusions and actions 

The report draws a number of important conclusions. These are detailed in the 
report, so I will not go in to them in detail here, other than to draw your attention to 
the lack of a clear medical diagnosis, poor communication, and coordination 
amongst the various agencies and professional involved in Mr A's care, and the lack 
of a robust risk assessment, and the availability of commissioned care provision over 
a Bank Holiday period. It is also disappointing that there was a significant delay in 
commissioning a Safeguarding Adults Review.  

Given the wide range of agencies, and professionals involved in Mr A's care at this 
time, the report concludes by making a number of recommendations of a multi-
agency nature, and these have been coordinated into an action plan. However once 
again it is disappointing that some agencies have again lacked urgency in assisting 
with the completion of an action plan.  

Local agencies in Portsmouth will now need to demonstrate sustained action and 
urgency, as the Portsmouth Safeguarding Adults Board takes forward the actions to 
implement the recommendations in this review. 
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Executive Summary 

Background 

The circumstances of Mr A’s death, the care during the months immediately prior to 
his death and the actions that followed his death fulfil the conditions to warrant a 
Safeguarding Adult Review (SAR). 

The purpose of this case review was to: 

• To establish the chronology of events in relation to Mr A as relevant up to and 
immediately following his death in May 2013.  

• To examine the adequacy of the interdisciplinary collaboration and communication 
between all the agencies involved in the care of Mr A or in the provision of 
services to him during the relevant period including consideration of delays in the 
processes. 

• To establish whether local policies and relevant legislation have been adhered to. 
• To prepare an independent report based on the findings and make 

recommendations to the Safeguarding Adults’ Board ensuring that the report is 
without bias or favour. 

The review was based on Internal Management Review reports and chronologies 
and interviews with report authors and other relevant individuals.  None of Mr A’s 
known relatives are known to be still alive at the point of publication of this report. 

Overview of chronology of events 

Mr A was a man who was misdiagnosed with a learning disability in his very early 
years and had been supported throughout his life by his family or other services.  He 
was, however, an intelligent man who was generally polite and independent although 
his appearance was usually quite dishevelled. He spent the last seven years of his 
life in a supported housing scheme managed by Portsmouth City Council (PCC) and, 
during the last four months of his life was visited by professionals from ten different 
disciplines.  He had been mostly independent, only having 2 hours help per week 
from Age UK to help him shop until December 2012 when he started to exhibit 
behaviour that was unusual to those who knew him at the housing scheme.   

On the 14th January 2013 the Housing Scheme Manager made a referral to Adult 
Social care (ASC), identifying poor fluid intake, loss of weight and self-neglect.  ASC 
identified this referral as high priority. After a further period of strange behaviour Mr A 
was supported to visit his GP in February 2013.   

The GP undertook blood tests and referred to physiotherapy and again to ASC for a 
package of care. The GP also planned to communicate with the pharmacy services 
for a Nomad tray and made a referral to the psychogeriatrician service. The 
physiotherapy service, following a request for information from the GP, identified Mr 
A’s referral as ‘routine’.  

A visit to the GP on the 5th March resulted in an audiogram to investigate the 
‘buzzing sounds’ that Mr A was experiencing.  Six weeks after referral to ASC, an 
Independence Support Assistant (ISA) was allocated to assess Mr A and made an 
assessment that Mr A needed care to help him in the mornings and to prompt him to 
take his medication.  This was commissioned and the independent care provider, 
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Care UK, started care provision on the 14th March.  As a result of the GP referral to 
the psychogeriatrician, the Older Persons Mental Health (OPMH) service’s support 
worker visited on the 13th March and agreed to visit weekly to help Mr A to develop a 
routine and keep his flat tidy.  During that assessment visit it was established that Mr 
A showed no signs of paranoia and scored 30/30 on his mini mental test.   

The OPMH worker also referred for a Nomad and requested an Occupational 
Therapy (OT) assessment.  There was no plan to pursue a diagnosis.  A visit from 
the ISA on the 19th March noted that Mr A’s medication was strewn around his flat 
and followed this up the following day with a call to the GP.  It was clear at this time 
that the initial referral for a Nomad had not been made and that the GP had only 
made such a referral on the 20th March. The ISA discussed Mr A with the OPMH 
support worker with both identifying that Mr A left a lot of money around his flat.  

During the week of the 23rd March, Mr A was recorded by care workers as having 
frequently been sick but there was no follow up plan and medication checks were not 
recorded throughout that week.  Housing staff noted that Mr A’s bizarre behaviour 
was continuing and he was said to be cutting up his clothes. 

At the beginning of April the OT visited but, due to Mr A’s tiredness and ill health, 
needed to visit four times, completing the assessment on the 24th April when it was 
noted that Mr A’s functioning was below that to be expected for his age and offered 
follow up OT support.  Mr A continued to have episodes of sickness.  On the 12th 
April, the physiotherapist visited at the same time as the district nurse, the Age UK 
shopping support worker and the OPMH support worker.  The physiotherapist 
indicated that Mr A had sufficient help and did not need physiotherapy; the 
community nurse was present to dress a wound of unknown origin to Mr A’s calf; the 
OPMH support worker was present as a routine visit but noted how difficult Mr A 
found multiple visitors and that he was not eating well.   

The community nurse had clearly visited before but notes were missing.  There was 
no recorded communication between these agency visitors despite their joint 
attendance at Mr A’s home. Medication was still seen to be strewn around the flat 
and the OPMH support worker removed all medication, identifying that Mr A may be 
at risk of over medicating.  It is said that this information was conveyed to the 
community nurse but the nursing service has no record of this.  On the 19th April the 
housing service’s notes show that the OPMH support worker visited with a 
psychogeriatrician from St James hospital and referred Mr A for a brain scan but 
there is no record of this in the health notes.  A commode was ordered for Mr A by 
the housing service.  Care UK visits continued but there were no records of 
medication checks or note that medication was unavailable for 24 consecutive visits. 

On the 22nd April the ISA took Mr A to the bank to obtain documents to enable a 
financial assessment, where Mr A exhibited a high level of agitation.  Regular 
community nursing visits continued until 24th April when they stopped with no forward 
plan and despite the need for continued wound dressing. The physiotherapist 
received a further referral and contacted the ISA for background information but did 
not visit.  The GP received notification that Mr A had had hearing aids fitted.  
Following further episodes of bizarre behaviour and sickness, and in response to a 
call from the Housing service, the ISA visited on the 29th April and noted that Mr A 
was not eating.  No plan was made to address this but, again in response to a call 
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from the housing service the following day, the OPMH support worker visited and 
witnessed a very messy and potentially dangerous state in Mr A’s flat.  The OPMH 
support worker was still present when a duty GP visited who was told that 
medication had been removed 12 days earlier. The only plan that was made by the 
covering GP was for a further blood test and urine test and to discuss the medication 
with Mr A’s allocated GP.  No record of such a discussion is recorded in the GP 
notes. The covering GP has since confirmed that this action did not happen.   

A meeting between OPMH service, ASC and Housing took place on the 1st May. As 
a result a plan was recorded to increase care to twice daily and make referrals to 
other services.  The results of the urine test ordered by the covering GP were 
returned to the surgery on the 2nd May but no plan was made to address the findings 
which were showing serious signs that should have had attention.  Two calls were 
made by housing services to the OPMH support worker on consecutive days 
describing bizarre and risky behaviour by Mr A.  ASC services attempted to find a 
provider to provide the increased care but were unable to and, eventually, OPMH 
intermediate care services agreed to undertake evening visits on the next two days.  
This was over a bank holiday weekend.  Finding Mr A on the floor on the 5th May, 
housing services called 999 and ambulance staff called but, after discussion with the 
out of hours doctor, did not admit to hospital.  On the 6th May, Care UK staff visited in 
the afternoon and found that Mr A had not moved since their morning visit and called 
999.  Mr A was admitted to hospital. 

Portsmouth Hospitals (NHS) Trust (PHT) carried out treatment to resuscitate Mr A 
and address his low blood pressure and low body temperature.  By the 9th May, Mr 
A’s condition was deteriorating and on two occasions a brain scan was requested.  A 
plan for end of life care was discussed with Mr A’s sister who had only very limited 
contact with him by this time and Mr A died just after midnight on the 13th May. 

Other information 

• Although no specific mental capacity assessment took place, the majority of 
professionals involved considered that Mr A had the capacity to make 
informed decisions, particularly if he was given one to one time in which to 
consider actions. 

• The information recorded in the primary care notes indicate that Mr A’s blood 
pressure and kidney function were not showing significant impact from the 
lack of medication when blood and urine samples were analysed until the final 
few days before his hospital admission.   

• I was told that, at the time, several agencies were suffering from staff 
shortages and a lack of consistent management.   

• There appeared to be some lack of clarity on the part of the GP practice about 
the way to order a Nomad medication management box.   

Analysis 

It is important to stress that all the people who have been interviewed as part of this 
case review have been professional and caring.  In no instance did I feel that anyone 
was deliberately negligent or purposefully superficial, in fact most people appeared 
to have a fondness for Mr A and a desire to support him.  In the majority of people I 
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have also experienced a willingness to acknowledge areas where they may have 
failed and a keenness to learn from the outcome of the review.  

Analysis of the events was undertaken in response to a series of questions: 

• Were assessments sufficiently adequate to identify the reasons for Mr 
A’s behaviour? 

At the end of 2012 and the beginning of 2013 several incidents occurred that were 
out of character.  However, during subsequent assessments, Mr A is recorded as 
scoring a full record on a mini mental test and, in interviews with staff during this 
review, he is consistently said to have had the capacity to make informed decisions. 
A plan was devised to support him but no investigations were set up to establish a 
diagnosis. Despite ten agencies (or disciplines within agencies) being eventually 
involved with Mr A and seven of these being health disciplines, there remains no 
diagnosis or explanation for the quite dramatic changes in Mr A’s behaviour.   

• Was there a sufficiently holistic approach to how care was provided? 

The primary support and care for Mr A was provided by: 

• Primary care providing routine response to surgery visits and a home 
visit when required;  

• Housing services providing a supported housing function; 
• Adult social care undertaking assessment and commissioning of a care 

package; 
• Community nursing to dress a leg wound;  
• A care agency providing half hour daily visits to maintain hygiene and 

prompt medication; 
• Older people’s mental health services visiting approximately weekly,  
• Therapy assessment (OPMH);  
• Physiotherapy;  

Although the housing scheme manager undertook several calls to other agencies 
individually, with increasingly desperate pleas for support, agencies did not liaise in 
order to respond to these calls. Mr A’s medication was removed from his flat by 
OPMH services on the 12th without a safe plan to reinstate it. The discussions that 
are said to have happened with community nursing and primary care did not result in 
the creation of a plan or any record of agencies working together to resolve the lack 
of medication or address the maintenance of Mr A’s dignity and care in a rapidly 
deteriorating situation. 

• Where necessary, were risk assessments undertaken appropriately? 

There were three occasions when significant risks were identified that should have 
led to risk assessments by ASC but did not. No formal risk assessment informed the 
community nursing  decision to skip a visit following the visit to dress Mr A’s leg 
wound on the 24th April and the lack of such an assessment appears to have allowed 
subsequent visits to ‘drop off’ the nursing list.  No record exists of the OPMH support 
worker making a formal assessment of risk in removing medication from the flat.  It is 
unclear on what basis the risks of leaving Mr A in his home on the first visit by the 
ambulance service were assessed. None of the agencies who could have 
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undertaken a mental capacity assessment (as part of the assessment of risk) took 
this action.  The duty GP recognised the risks of leaving Mr A without immediate 
action on the 30th April but did not undertake a risk assessment, making assumptions 
without considering what would happen if those assumptions failed to materialise.    

• Were arrangements in place to escalate crises to sufficiently qualified 
or senior staff? 

Although allocation to an unqualified ASC worker took place in early March, it was 
not until the 30th April that a qualified social worker was made aware of the risks. 
Again, an unqualified OPMH support worker had been involved since early March 
and it was not until the meeting on the 1st May that a professionally qualified staff 
member was formally involved.  Housing service staff attempted to gain support from 
other agencies on repeated occasions but did not inform any of their senior 
managers of the considerable risks they were witnessing. 

• Were there issues associated with standards of practice and, if so, how 
did these affect the outcome for Mr A? 

Care UK was commissioned to check medication but repeatedly did not carry out this 
task and did not report this failure.  The primary care practice were aware that Mr A 
had been referred for a Nomad system but firstly failed to make the referral and then 
took no action despite knowing that the Nomad system would not be available for 
some weeks. The process for managing a CPA was not managed as it is designed 
to be; the GP and several of the involved professionals were not invited. ADC staff 
provided quite a significant level of personal care to Mr A despite the service not 
being registered with CQC for the provision of personal care.  The ambulance 
services left a patient who was known to be without medication for some weeks, with 
a low body temperature and who was unable to stand.  When the results of a urine 
test showed significant proteinuria no action was taken to respond. The Community 
Nursing service leaving a wound without attention for 12 days was also poor 
practice. 

• Were arrangements appropriate to be able to meet any limitations of 
service capacity? 

Allocation within ASC took six weeks and two days and then a further six days 
before the first assessment visit. Such a wait could have resulted either from lack of 
workers to whom allocation could be made or insufficient process management but 
this delay was inappropriate.  Community nursing staff members told me that they 
were under-resourced, and this was confirmed in interview with a senior staff 
member.  This led to the cessation of visits to dress Mr A’s wounds from the 24th 
April when he should have been receiving three visits per week.  The lack of 
availability of commissioned care over a bank holiday was inadequate. 
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Conclusions 

I believe that the lack of a diagnosis or investigations into Mr A’s physical and mental 
state was significant in failing to devise a suitable plan. 

I also concluded that communication between professionals, and actions as a result 
of communication, was extremely limited in planning Mr A’s care despite both the 
number of agencies involved and the acknowledged complexity of Mr A’s situation.   

I also concluded that planning was not based on clear, objective risk assessments 
and neither was each agency’s initial plan updated according to each assessed new 
risk that was presented. 

I further concluded that a lack of availability of commissioned care or alternatives led 
to inconsistent staff providing care when the decision had been made to increase the 
daily care provision.   

In the course of considering the circumstance of this case I must make a view as to 
the quality of professional practice and concluded as follows: 

1 Within ASC there was, I believe, some lack of clarity about to whom and when 
to escalate issues which was most likely caused by inexperience and a desire 
to perform well and was not due to professional neglect on the part of the 
agency. 

2 In considering the removal of medication by OPMH services, I do not believe 
that this was poor professional practice in the context of what was acceptable 
to the organisation at the time.  However, it will be my recommendation that 
this needs to change.  

3 Although it was inappropriate for housing staff, as an unregistered provider, to 
provide personal care, in the context of an environment where senior 
members of the housing staff authorise the provision of personal care ‘in an 
emergency’ and because no policy exists to describe how often emergencies 
can be tolerated, I do not conclude that these actions constituted poor 
professional practice but will recommend that clarity of personal care 
provision is improved. 

4 In the case of the care workers from the care agency, I consider that there 
was professional neglect in that, as a commissioned organisation, they failed 
completely to record the monitoring of medication for at least 24 consecutive 
days. 

5 In the case of the ambulance service, I am hampered by the lack of provision 
of a detailed IMR but I have concerns about the state in which Mr A was left 
on their first visit and will recommend that a full investigation is undertaken. 

6 In considering the lack of follow up for wound dressing after a visit by the 
community nursing services on the 24th April, I have noted that the system for 
following this up was not sufficiently robust and conclude that this was not, in 
itself, poor professional practice but rather a system failure. 

7 Lastly in the case of the primary care practice, I have considered the lack of a 
recognised system for following up actions resulting from covering GPs 
visiting the patients of another GP.  This, by omission, allowed the lack of 
medication to continue and the blood and urine test not being followed up. I 
believe this is poor professional practice about which I will make 
recommendation.  
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Recommendations 

Because of the length of time that has passed since Mr A’s death and the willingness 
of organisations to learn and change, I have been informed, and have been shown 
evidence in some cases, of a number of processes, structures and procedures that 
have changed in that time.   However this report includes all recommendations 
resulting from my findings. The following inter- and multi-agency recommendations 
are significant: 

1. The reasons for the delay in the commissioning the SAR in this case 
should be investigated and, if poor practice or areas of omission are found, 
actions put in place to reduce the likelihood of such delay occurring again. 

2. There should be a key professional identified to take coordinating 
responsibility in complex cases in line with better care recommendations 
and fully integrated working practice. Appropriate terminology will be 
devised to ensure that the term does not become confused with similar 
terminology used by individual disciplines to indicate a role that covers 
their own agency only.   

3. In order that an identified lead worker has sufficient trust, respect and 
authority to support their role, there should be a greater emphasis on cross 
discipline training and, where possible and safe, there should be rotation 
of roles and ‘role swaps’. 

4. The application of the virtual ward approach or a fully integrated health 
and social care service must be a priority and a process for assessing its 
efficacy in increasing risk sharing and subsequent improvements in care 
planning must be put in place.  

5. All agencies should review their Bank holiday arrangements in order to 
ensure sufficient cover is available to meet generic needs including with 
the availability of purchased care.   

6. When there are significant staffing vacancies, risk assessments should be 
mandatory in each organisation to consider the impact and actions to 
minimise these. Community staff levels must be maintained at a safe level 
to manage both routine and high risk situations. 

7. The already existing law relating to Mental Capacity assessments should 
be fully enforced and understood.   

8. All agencies should challenge whether their Supervision policies are 
practically reasonable; are being complied with and whether there is 
sufficient oversight of unqualified workers with encouragement at induction 
stage to ask for help and not to view requests for advice as ‘wasting 
manager’s time’ or failure due to a lack of skills.  

9. All agencies should ensure that their workers clearly identify their 
professional status to avoid misunderstanding about the level of 
experience or accountability that might otherwise be assumed by other 
disciplines 

10. There should be a review of the use of risk assessments – especially 
where issues of self-neglect, lack of financial management, poor nutrition 
and hydration exist.  Any change of practice or finding of the need for 
greater emphasis resulting from this review should be included in routine 
training. 

11. The positive impact of the extensive learning sessions which have been 
carried out in some of the Solent disciplines using information from the 
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internal review of Mr A’s situation and which demonstrate positive learning 
and responsibility to change practice should be reinforced in all agencies 
as a result of the learning from this SAR report. 

12. The means of supporting shared access to records when several agencies 
are involved should be further investigated as part of long term planning.   

13. A means of enabling all agencies to value the contextual information 
provided by Housing officers with a day to day knowledge of their service 
users should be found. 

14. The Procedures and Guidance for Multi-agency Safeguarding Adults 
Policy which were updated jointly with Southampton, Hampshire and the 
Isle of Wight in July 2013 and includes a section on Managing Self 
Neglect, Mental Capacity and Best Interests must be fully implemented.  
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The Report  

 
Section 1 - Background 

 

Mr A died in early May 2013 and the circumstances of his death fulfilled the criteria 
for commissioning a Safeguarding adult review (SAR) in that: 

• There is reasonable cause for concern about how the Adult 
Safeguarding Board’s member agencies worked together to safeguard 
and 

• There were safeguarding concerns expressed just prior to death 
• An individual was receiving services from more than one statutory 

agency at the time of death 
• It is suspected that there is multi-agency learning that can be achieved 

by this review 
• It is believed that death arose during the delivery of care. 

At the Portsmouth Safeguarding Adults board on the 19th March 2014 it was 
identified that a review should be commissioned.  At that time this was identified as a 
Serious Case Review but the Care Act 2014 has since named this process as 
undertaking a Safeguarding Adult Review (SAR). I was approached on the 15th May 
2014 and my role as independent investigator was confirmed on the 20th May 2014. 
This was just over a year after the death of Mr A.  The SAR has the following Terms 
of Reference: 

Terms of Reference for Safeguarding Adult Review for Mr A June 2014 

The purpose of this case review is to: 

To establish the chronology of events in relation to Mr A as relevant up to and 
immediately following his death in May 2013.  

To examine the adequacy of the interdisciplinary collaboration and communication 
between all the agencies involved in the care of Mr A or in the provision of services 
to him during the relevant period including consideration of delays in the processes. 

To establish whether local policies and relevant legislation have been adhered to. 

To prepare an independent report based on the findings and make 
recommendations to the Safeguarding Adult Board ensuring that the report is without 
bias or favour. 

Conditions of review 

Although the report will be completed under contract with Portsmouth City Council, it 
is commissioned on behalf of the Safeguarding Adult Board to which the report will 
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be submitted. 
 

The report process will take as long as is necessary to sufficiently establish the facts 
but is expected to be completed by the 3rd September.  Should further time be 
necessary, this will be agreed with the Chair of the Safeguarding adult review Board 
on behalf of the Safeguarding Adult Board.  Should he be unavailable the 
Independent Chair of the Safeguarding Adult Board will be consulted. 

Content of review report 
 

The report will cover the following areas: 

• Background to the commissioning of the review 
• Information about Mr A 
• Chronology of key events 
• Analysis and Conclusions  
• Recommendations and actions – to include wider learning points. 
• References 

 

Whilst it wasn’t part of the remit of this SAR there was a delay between Mr A’s death 
and the commissioning of the SAR which is something that agencies should attend 
to and I have made recommendations to this effect. 

The SAR process started in May 2013 when I was approached to undertake this 
work.  The SAR Board is made up of the Head of Adult Services for Portsmouth City 
Council (chair), the Safeguarding lead for Solent Health Trust, the Designated Nurse 
for Safeguarding Adults, NHS Portsmouth and IOW CCG and the Assistant Head of 
Adult Social Care (Assessment, Care Management and Social Work, for Portsmouth 
City Council.  An initial SAR board meeting took place at the end of May with a follow 
up meeting at the end of June 2014; IMRs were requested for completion by the 18th 
July 2014 with a further SAR panel meeting at the end of July 2014.  The majority of 
interviews with relevant staff took place during the last week of July and the first 
week of August 2014 whilst an interview with the GP took place the third week of 
August.  Remaining queries were undertaken by email correspondence with various 
professionals during that period. A list of interviewees can be seen in Appendix B. 

Significant work had been undertaken by Solent NHS Trust which provided useful 
background.  However, it is necessarily the case that staff members found the length 
of time that had elapsed since the event made it difficult for them to remember or 
access information to inform the SAR and staff interviewed placed significant 
reliance on records when their own memory made answers uncertain. 
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Section 1.1 - Methodology 

The report is based on information obtained from within Independent Management 
Reviews from:  

• Portsmouth Adult Social Care (ASC) 
• Solent Health Trust 
• Care UK – independent care provider 
• Portsmouth Housing Services 

Safeguarding Lead responsible for North Harbour General Practice - the individual’s 
allocated primary care provider. 

Portsmouth Hospitals NHS Trust – the hospital to which the individual was admitted 
just prior to his death 

In each case the IMRs were completed by clinicians or officers who were uninvolved 
in the care of Mr A and each included a chronology of their agency’s actions in 
relation to Mr A.  In addition South Central Ambulance only submitted a chronology 
due to their limited involvement but did respond in writing to questions arising from 
the chronology.  In the case of Solent Heath Trust, it was agreed by the SAR panel 
that their Serious Incident requiring investigation (SIRI) report would replace the 
requested format for the IMR. 

I met or had telephone contact with each of the authors of the IMRs to ensure correct 
interpretation of the reports and to ask some additional points of clarity and detail.  In 
the case of the Housing Services’ report I met with the author accompanied by the 
housing scheme manager.  

Additional information was provided from the Police by the Joint Commissioning 
Team which indicated very limited involvement of Mr A with the police during his 
lifetime and nothing of significance to the SAR process. 

Two of the agencies had several staff members involved with Mr A; these being 
Portsmouth Adult Social Care and Solent Health Trust.  I therefore interviewed key 
members of staff within these two agencies and also met with both the General 
Practitioners who worked with Mr A during the period relevant to the review. 

Interviews followed a pre-set written format, resulting from my reading of background 
information, meetings with the Safeguarding lead for Solent and the independent 
review author in Portsmouth City Council (PCC) but were expanded on during the 
meetings depending on the information resulting from these pre-set questions.  I 
made notes during the meetings and at the end of each meeting I confirmed key 
points with the interviewees.  Because I had taken the step of having this 
confirmation at the end of each interview, and because I do not want to add to what 
could be a bureaucratic process, I did not type out all the interview notes and neither 
did I send notes for signature.  I am confident that each interviewee answered freely 
and that my notes were representative of their answers. 

 

From the information obtained in the IMRs, the chronologies provided by each 
agency and information from interviews I completed an amalgamated chronology 
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using a comments column to add my own comments where information appeared 
conflicting or indicated questionable practice.  This was also a useful vehicle to 
include information that may not have been known at the time of the action referred 
to in the chronology but that is relevant to the event. 

I undertook a detailed analysis of this chronology, notes of interviews and IMR 
reports to reach conclusions and recommendations. 

During the process of the SAR, three SAR panels were held, at the third of which the 
authors of the IMRs were requested to attend to answer the panel’s questions.  Two 
of the IMR authors failed to attend, one because of the unfortunate death of the 
individual and the other due to other pressing events.  I therefore took forward the 
panel’s questions to a further interview with the remaining report author.  It was 
agreed by the panel chair that the question outstanding for the author who had died 
was not of such significance to warrant further follow up.  A summary of the 
questions and answers was completed and this further informed the SAR report 
content.  

Mr A had two sisters but only one of his sisters was involved at the time of the SAR 
review period and she had declined to be more than superficially involved.  For this 
reason and because of the time elapse that had occurred since Mr A’s death without 
any contact from any of the agencies, I considered it insensitive to meet with his 
sister as part of the process of the SAR.  Further investigation since that time has 
elicited that both Mr A’s sisters have now died and he is not known to have any other 
relatives. 
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Section 2 - About Mr A 

I want to start this report with information about Mr A because it is important to me 
that readers of the report see him as a person and not just the subject of a serious 
case review.  Throughout my findings I have experienced examples of professionals 
looking from their own view point alone but this report aims to provide a holistic 
picture. 

Mr A was born in December 1933 and died at the age of 79 years.  He had two 
sisters but did not appear to be much in contact with either of them during the period 
of his life when he was living at his last place of residence.  Mr A was ‘diagnosed’ as 
having a learning disability when he was approximately 3 years old and there is 
anecdotal views held that one or both of his sisters had some limited social 
functioning.  In fact, Mr A had a severe stammer that became worse if he was 
frustrated but he did not have a learning disability and he is stated as having 
achieved an Open University degree.  However, his early diagnosis led to him 
leading what appears to be a somewhat sheltered life and, again from anecdotal 
knowledge only, it was felt that he and his sisters would need additional support 
when his mother went into care in 1986.  For similar reasons he was later supported 
in 1988 into an Adult Placement environment, living with a family who offered him 
some care and support.  This was followed by two further Adult Placement family 
arrangements but came to an end when the latest family were unable to continue 
with the placement because of their own health conditions. All of these placements 
were in Portsmouth because Mr A wanted to be near one of his sisters, who was in 
residential care, and the other sister who lived in Southsea.  

When the final placement came to an end in 2002, Mr A was supported to accept a 
residential care placement because there were no further Adult Placement 
opportunities. This placement must not be seen to suggest that Mr A actually 
required the support that residential care currently offers but it does suggest that he 
was used to being supported throughout his life and more independent alternatives 
did not seem to be available at the time.  In 2006, after 4 years in residential care, Mr 
A went to the rehab flat at Arthur Dann Court (ADC) – part of Portsmouth City 
Council’s housing provision – and was assessed as being suitable for a tenancy.  He 
was able to look after himself and needed minimal, if any, support; managing his 
shopping, washing and self-care.  

Mr A has been variously described as an intelligent man; a man who liked to read; 
someone with rather eccentric behaviour and ‘appearing as a street homeless 
person by appearance’; polite and dignified and able to say what he thinks.  His 
speech difficulties did cause him to become frustrated at himself, sometimes biting 
his arm with his frustration but always apologising if he shouted or became angry.  
Even during the very last few days when Mr A could barely walk and asked for help 
to access the toilet, he asked to be left alone to use the facility and thanked the 
person who had helped him.  It is clear that he valued his own independence and 
understood local and national events but may have held some misinformed beliefs – 
for example that he had to collect his pension weekly or ‘it would be stopped’.  It is 
possible that this led him to be determined to carry out his weekly visit to the bank 
and to do his shopping even when he was very limited in his ability and had 
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shopping support provided.  Of those I spoke to, the housing ‘scheme manager of 
Arthur Dann Court probably knew Mr A best and described him as: 

'He was polite and respectful, a great reader of non-fiction, had a daily paper, read 
Shakespeare, looked dishevelled and was considered ‘a character’ from his 
appearance.  He was a loner but not abusive.  He did get frustrated and shouted 
when he couldn’t make himself understood but would apologise.' 

On his personal details care form, Mr A describes what is important to him as: 

‘Being honest is very important to me, treat others how you would like to be treated.  
My independence means a lot to me and I appreciate any support I am given’ 

By the time that Mr A began to deteriorate in December of 2012, his behaviour was 
described by the Housing Scheme manager as ‘bizarre’ and out of character but it 
was at this point that other agencies became involved who did not have a 
background of knowing Mr A’s usual behaviour.  It is clear that Mr A was assessed 
according to behaviour demonstrated in early 2013 rather than in the context of the 
rest of his lifelong behaviour.  What is now known is that, by March 2013, Mr A was 
losing weight, had a wound but did not encourage others to see it and his behaviour 
was not typical. 

Section 3 - Chronology of key events  

Mr A was a man who had been mostly independent, only having 2 hours help per 
week from Age UK to help him shop until December 2012 when he started to exhibit 
behaviour that was unusual to those who knew him at Arthur Dann House, the 
housing scheme where he lived.  On the 14th January 2013 the Housing Scheme 
Manager made a referral to Adult Social care (ASC), identifying poor fluid intake, 
loss of weight and self-neglect.  ASC identified this referral as high priority. After a 
further period of strange behaviour such as screaming and placing torn up paper in a 
bag given to staff as laundry, Mr A was supported to visit his GP in February 2013 
when staff reported poor self-care, throwing things and other behaviour changes.  
The GP undertook blood tests and referred to physiotherapy and again to ASC for a 
package of care. The GP also planned to communicate with the pharmacy services 
for a Nomad tray and made a referral to the psychogeriatrician service. The 
physiotherapy service, following a request for information from the GP, identified Mr 
A’s referral as ‘routine’.  

A visit to the GP on the 5th March resulted in an audiogram to investigate the 
‘buzzing sounds’ that Mr A was experiencing.  Six weeks after referral to ASC, an 
Independence Support Assistant (ISA) was allocated to assess Mr A and, on visiting 
on the 6th March 6 days after allocation, made an assessment that Mr A needed care 
to help him in the mornings and to prompt him to take his medication.  This was 
commissioned and an initial care assessment visit by the independent care provider, 
Care UK, took place the following day and care started on the 14th March.  As a 
result of the GP referral to the psychogeriatrician, the Older Persons Mental Health 
(OPMH) service’s support worker visited on the 13th March and agreed to visit 
weekly to help Mr A to develop a routine and keep his flat tidy.  During that 
assessment visit it was established that Mr A showed no signs of paranoia and 
scored 30/30 on his mini mental test.  The OPMH worker also referred for a Nomad 
and requested an Occupational Therapy (OT) assessment.  There was no plan to 
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pursue a diagnosis. A visit from the ISA on the 19th March to review the progress of 
the package noted that Mr A’s medication was strewn around his flat and followed 
this up the following day with a call to the GP to request information about the 
Nomad.  It was clear at this time that the initial referral for a Nomad had not been 
made and that the GP made such a referral on the 20th March. The ISA discussed 
Mr A with the OPMH support worker with both identifying that Mr A left a lot of money 
around his flat. During the week of the 23rd March, Mr A was recorded by care 
workers as having frequently been sick but there was no follow up plan and 
medication checks were not recorded throughout that week.  Housing staff noted that 
Mr A’s bizarre behaviour was continuing and he was said to be cutting up his 
clothes. 

At the beginning of April the OT visited but, due to Mr A’s tiredness and ill health, the 
OT needed to visit four times, completing his assessment on the 24th April when he 
noted that Mr A’s functioning was below that to be expected for his age and offering 
follow up OT support.  Mr A continued to have episodes of sickness.  On the 12th 
April, the physiotherapist visited at the same time as the district nurse, the Age UK 
shopping support worker and the OPMH support worker.  The physiotherapist 
indicated that Mr A had sufficient help and did not need physiotherapy; the 
community nurse was present to dress a wound of unknown origin to Mr A’s calf; the 
OPMH support worker was present as a routine visit but she noted how difficult Mr A 
found multiple visitors and that he was not eating well.  The community nurse had 
clearly visited before but notes were missing.  Medication was still seen to be strewn 
around the flat and the OPMH support worker removed all medication, identifying 
that Mr A may be at risk of over medicating.  She said that she conveyed this 
information to the community nurse but the nursing service has no record of this.  On 
the 19th April the housing service’s notes show that the OPMH support worker visited 
with a psychogeriatrician from St James hospital and referred Mr A for a brain scan 
but there is no record of this in the health notes.  A commode was ordered for Mr A 
by the housing service.  Care UK visits continued but there were no records of 
medication checks or note that medication was unavailable for 24 consecutive visits. 

On the 22nd April the ISA took Mr A to the bank to obtain documents to enable a 
financial assessment, where Mr A exhibited a high level of agitation.  Regular 
community nursing visits continued until 24th April when they stopped with no forward 
plan. The physiotherapist received a further referral and contacted the ISA for 
background information but did not visit.  The GP received notification that Mr A had 
had hearing aids fitted.  Following further episodes of bizarre behaviour and 
sickness, and in response to a call from the Housing service, the ISA visited on the 
29th April and noted that Mr A was not eating.  No plan was made to address this but, 
again in response to a call from the housing service the following day, the OPMH 
support worker visited and witnessed a very messy and potentially dangerous state 
in Mr A’s flat.  She was still present when a duty GP visited who was told that 
medication had been removed 12 days earlier. The only plan that was made by the 
covering GP was for a further blood test and urine test and to discuss the medication 
with Mr A’s allocated GP.  No record of such a discussion is recorded in the GP 
notes. The covering GP has since confirmed that this action did not happen.   

A meeting between OPMH service, ASC and Housing took place on the 1st May. As 
a result a plan was recorded to increase care to twice daily and make referrals to 
other services.  The results of the urine test ordered by the covering GP were 
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returned to the surgery on the 2nd May but no plan was made to address the findings 
which were showing serious signs that should have had attention.  Two calls were 
made by housing services to the OPMH support worker on consecutive days 
describing bizarre and risky behaviour by Mr A.  ASC services attempted to find a 
provider to provide the increased care but were unable to and, eventually, OPMH 
intermediate care services agreed to undertake evening visits on the next two days.  
This was over a bank holiday weekend.  Finding Mr A on the floor on the 5th May, 
housing services called 999 and ambulance staff called but, after discussion with the 
out of hours doctor, did not admit to hospital.  On the 6th May, Care UK staff visited in 
the afternoon and found that Mr A had not moved since their morning visit and called 
999.  Mr A was admitted to hospital. 

Portsmouth Hospitals (NHS) Trust (PHT) carried out treatment to resuscitate Mr A 
and address his low blood pressure and low body temperature.  By the 9th May, Mr 
A’s condition was deteriorating and on two occasions a brain scan was requested.  A 
plan for end of life care was discussed with Mr A’s sister who had only very limited 
contact with him by this time and Mr A died just after midnight on the 13th May. 

It is critical to the understanding of this report that the table of events presented as 
appendix A is taken into account.  This table does not cover the detail of every single 
phone call or record (which is available in each of the IMR reports) but does include 
the vast majority of contacts and, I believe, the amalgamated information from all 
agencies about key events of the period specifically from the end of 2012 to Mr A’s 
death in May 2013 and immediately following this.  The table is supplemented by 
information gained during recent interviews in order to present a comprehensive 
review.   

 
Section 4 - Other information obtained during SAR 

This section includes information that was presented to me and differs from the 
following section in that it covers statements of the facts or views, as interpreted by 
those interviewed and does not represent my analysis of those statements. 

During interviews with some key staff members further information was gained which 
has informed this review but which cannot be integrated into the chronology.  
Although the source of each of the following points is known to me, it is not generally 
included as I made it clear during interviews that the information gained would not be 
used to attribute blame or be directly ascribed to single individuals.  However, in 
some cases, it is unavoidable if the point is to be made. 

Section 4.1 - Points are specific to Mr A’s health and health management: 

The view in the community was that Mr A had not had a prescription for his 
medication issued since at least January 2013 whereas there is a record in the GP 
notes of prescriptions being issued bimonthly, as was the usual practice for Mr A, in 
January, March and May. The pharmacy has not been contacted to establish 
whether these scripts resulted in issue of medication. 

Although no specific mental capacity assessment took place, the majority of 
professionals involved considered that Mr A had the capacity to make informed 
decisions, particularly if he was given one to one time in which to consider actions.  
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However, when asked what those interviewed felt was wrong with Mr A’s health, a 
number of people considered that he had ‘mental health problems’.  One statement 
made indicated that the speaker felt that most people treated Mr A as if he had 
mental health issues and this was certainly backed up by my impressions from a 
number of others during interviews.   

Although I have been told by two people that the older peoples’ mental health team 
members do not have the skills to identify physical health problems and it is clear to 
me that team members do see themselves as specialists, I was told that signs of 
physical ill health are addressed by those attending from the OPMH team.   

The information recorded in the primary care notes indicate that Mr A’s blood 
pressure and kidney function were not showing significant impact from the lack of 
medication when blood and urine samples were analysed until the final few days 
before his hospital admission.  In the opinion of the GP I was told that although some 
limited reduced functioning could have been the consequence of the lack of 
medication, this is likely to have increased the susceptibility to other problems such 
as sepsis, due to reduced immunity, rather than having been the key reason for Mr 
A’s deterioration in itself.  

 

Section 4.2 - Points are specific to staffing and other resource issues: 

A number of interviewees expressed the view that the policy of keeping more people 
in the community and reducing community hospital provision has meant that more 
vulnerable people require community attention.  Although I have been told that 
staffing in the community nursing team has now been increased and vacancies are 
mostly covered, it is clear that there were significant staff vacancies at the time 
covered by this report (for example the North team was 205 hours short of being fully 
staffed).  

I was told that, at the time, several agencies were suffering from staff shortages and 
a lack of consistent management.  Care UK were at the point of closing their 
Portsmouth branch due to long term sickness of the local manager and an inability to 
recruit staff, especially male staff which, I am told, is an issue nationally.  They were 
said to be ‘in chaos’ and it was acknowledged that audits, supervision and practice 
checking were not happening at the time.  ASC had temporary Safeguarding service 
management and, I was told, were too busy to follow up some of the actions 
recommended in safeguarding meetings following Mr A’s death. 

The safeguarding leads for Solent and ASC told me that, when they are away, the 
attention to detail cannot be covered to the same level. 

The ISA is an unqualified worker who, at the time, had only two and a half days of 
her working week available to her to cover her case load due to undertaking duty 
and having meetings.  A number of other professionals felt that they were not made 
aware that she was not a qualified social worker.  She explained to me that she felt 
that Mr A had been independent for seven years in ADC and should be supported 
not to lose that independence.   

It is the experience of at least two people that I spoke to, that the wait for care to be 
arranged ‘takes days’.  However, I understand that the ‘care finding’ team can 
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access care within 24 hours and that there is no delay if care needs are urgent.  This 
was clearly not the case during the bank holiday period in May 2013. 

Both GPs to whom I spoke in Mr A’s practice stated that they recognised that they 
have the responsibility for the health of their patients but that they feel disempowered 
by some of the processes they are required to practice as a result of their contract. 

 

Section 4.3 - points specific to the communication and relationships between 
agencies: 

It is the view of a number of people considering Mr A’s situation in retrospect, that no 
individual or agency took ownership of his health and care problems.  I am told that a 
number of different professional teams are based in shared buildings but that, 
although there is opportunity, they did not then and often still do not undertake 
informal or regular discussions about shared work.  Although this could have been 
managed by applying the CPA process, it was not in this case. There was no clear 
CPA plan at the beginning of Mr A’s involvement with the OPMH services but I am 
told that this is usual if a diagnosis is not known. 

A number of people interviewed felt that the application of the Virtual Ward approach 
will have the impact of resolving the lack of ownership and certainly there is some 
hope that the ‘Better Care Fund’ will improve this with its focus on greater 
integration. I understand that a geriatrician leads the Virtual ward and that all 
disciplines are represented. However, I also had it made clear to me that there is a 
view that OPMH cases are less frequently bought to the meetings.  One suggestion 
made to me was that there should be a ‘key worker’ if more than 3 or 4 agencies are 
involved.  

On questioning the potential efficacy of having a key worker role, I was informed by 
one interviewee that this approach had been tried in the past but that individuals 
were not given sufficient authority and lacked confidence and understanding of the 
role of other professionals involved.  It was that person’s view that the approach 
would fail again unless greater cross learning and respect was achieved by having 
shared training days. 

There was a high level of emphasis from the two doctors that I interviewed in the 
primary care setting that caring for 1,800 patients in the community means that there 
must be a reliance on the other disciplines in the community teams reporting when 
problems arise.  I was told that if a patient is engaging with care, comes regularly to 
appointments and few problems are recorded as was indicated in Mr A’s primary 
care notes, then a GP cannot chase up each individual patient.   

The duty GP described the communication between agencies as poor and the 
communication with ASC in particular as ‘abysmal’.  Although a monthly meeting is 
held with community health services, the GP does not believe this serves to provide 
routine communication.  A view was also given by this surgery’s GPs that it was not 
believed that the Virtual ward approach works for primary care, believing that the 
community matrons ‘control’ the process and do not respect primary care views. 
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Section 4.4 - points specific to practice issues: 

I was informed of the good working relationship between PHT safeguarding lead and 
PCC ASC staff and there genuinely appeared to be a high level of mutual respect. 

There appears to be some lack of clarity on the part of the GP practice about the 
way to order a Nomad medication management box.  The GP believes that there is 
no choice but to order through the Single Point of Access who will request from the 
community pharmacist and that this may take several weeks because, it was stated, 
there are only 2 community pharmacists available to undertake the assessment for 
Nomads.  The benefits of this approach were understood but it was felt that the 
surgery has no control and does not receive any feedback – ‘once it’s gone, it’s 
gone’.  The duty GP also informed me that there are problems both with ordering a 
Nomad and changing or stopping particular medication. However, I was told by all 
other clinical practitioners that I interviewed that primary care and others can order 
Nomads direct from the chemist and can indicate a level of urgency. 

The duty GP informed me that the record of the surgery having a low hospital 
admission rate is held in high esteem by the senior partner of the practice but that 
this acts as a deterrent to admissions even when some of the practice staff consider 
that admission would be in the patient’s best interests.  

It was made clear to me during my investigation period in 2014 by several people 
that safeguarding approaches are seen as matters of priority and given a significant 
level of personal attention with real accountability.  I understand that currently ASC 
staff personally screen all ambulance and police referrals to identify those which 
need urgent attention (about 5%) and that the PHT safeguarding lead personally 
rings or contacts PCC if she feels that a referral is high priority and that a referral 
made by secure email may be missed.   

Knowledge of supervision policies and training regarding safeguarding, self-neglect 
and mental capacity seemed widely understood and available although the actual 
practice of supervision varied with some Solent staff feeling that they did not have 
sufficient supervision during the time that they were working with Mr A. In the ISA’s 
case she felt that her supervisor did not then offer her supervision for both 
Occupational therapy activities and social care activities which she feels were both 
required in the role of an Independence Support Assistant. I have been told that this 
may have been a lack of understanding on her part as the role was set up to support 
links between social care and occupational therapy senior staff from the outset.  I 
was told that there is still a lack of ‘ring fenced’ time for supervision in both Solent 
and ASC. 

I asked about who PHT wards notify in the event of a death on the ward and 
understand that only the next of kin and the GP is informed.  Ward staff do not have 
knowledge of sheltered accommodation housing.  I also understand that a risk 
assessment/threshold tool has been devised but that this has not yet been 
authorised.  It has been made clear that the likelihood of this being available to ward 
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staff is very low because it would expect too high a level of expertise in staff 
members who are not qualified to make such judgements. 

 

Both the primary care practice in this case and some Solent staff identified a view 
that they are required to undertake ‘tick box’ activities due to the nature of the 
contracts with commissioners and that this can mean that they become task 
orientated and that it is more difficult to see the holistic nature of the people with 
whom they are working.  They made it clear that this relates to the fulfilment of 
standards and measureable outcomes interpreted as required under contracts. 

 

Section 5 - Analysis 

Firstly it is important to stress that all the people who have been interviewed as part 
of this case review have been professional and caring.  My findings have reinforced 
my belief that health and social care professionals come to work each day to do a 
good job and that the people with whom they work are at the centre of their 
involvement.  In no instance did I feel that anyone was deliberately negligent or 
purposefully superficial, in fact most people appeared to have a fondness for Mr A 
and a desire to support him.  In the majority of people I have also experienced a 
willingness to acknowledge areas where they may have failed and a keenness to 
learn from the outcome of the review.  However, the purpose of this review is to 
rigorously analyse the actions, judgements and omissions that influenced the care 
that Mr A received and to identify areas of learning. 

My analysis will be undertaken under a series of questions from which I will draw my 
conclusions: 

Were assessments sufficiently adequate to identify the reasons for Mr A’s 
behaviour? 

Was there a sufficiently holistic approach to how care was provided? 

Where necessary were risk assessments undertaken appropriately? 

Were arrangements in place to escalate crises to sufficiently qualified or senior staff? 

Were there issues associated with standards of practice and, if so, how did these 
affect the outcome for Mr A? 

Were arrangements appropriate to be able to meet any limitations of service 
capacity? 

 

Section 5.1 - Were assessments sufficiently adequate to identify the reasons 
for Mr A’s behaviour? 

Mr A had been known to be a polite, quiet man who valued his independence and, 
despite dishevelled appearance, was intelligent and read a lot.  At the end of 2012 
and the beginning of 2013 several incidents occurred that were out of character.  It is 
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quite possible that these behaviours may be symptoms of confusion and Mr A was of 
an age where dementia may well have been considered.  However, during 
subsequent assessments, Mr A is recorded as scoring a full record on a mini mental 
test and, in interviews with staff during this review, he is consistently said to have 
had the capacity to make informed decisions (although no staff member undertook a 
mental capacity assessment). No mental health diagnosis was ever recorded and no 
reason for changed behaviour was identified.  I accept that the diagnosis may take 
several weeks to make and involves a series of tests to eliminate causes.  However, 
no plan existed to inform a diagnosis. 

Staff at the housing scheme recorded and described the episodes of bizarre or 
unusual behaviour; the GP, who was told of the behaviour changes, did make a full 
plan which included reference to Mr A’s physical needs and did refer to the 
psychogeriatric services which led to the involvement of the OPMH team.  The first 
visit by this team on the 13th March 2013 identified that Mr A had insight into his 
needs and a plan was devised to support him but no investigations were set up to 
establish a diagnosis. There does not appear to be a full assessment recorded from 
the initial visit and, although Mr A was treated as being on a Care Programme 
Approach, he did not have a CPA plan.  The OPMH services agreed to provide a 
senior support worker to visit weekly despite there not being a mental health 
diagnosis.  The GP ordered a blood test to ‘exclude physical causes’ for the change 
of behaviour but, when this appeared to be within reasonable limits, it is not clear 
whether further tests were requested.  It is not until the CPA meeting on the 1st May 
2013 that there is a reference to ‘chasing the brain scan’ and it is only verbally that I 
have been told that the GP did not see the need to chase the CT scan as the 
community team were not raising this as an issue.  I was not shown any record of a 
request for a CT scan and it is not identified in the primary care chronology.  Housing 
records indicate that the visit by the psychogeriatrician may have initiated a referral 
for a brain scan. Medication was not changed apart from in response to a possible 
chest infection and some signs of anaemia – there was no treatment identified as a 
result of a diagnosis that would explain the changed behaviour.   Mr A’s behaviour 
became more and more extreme.  None of these behavioural or physical symptoms 
led to investigations resulting in a diagnosis prior to hospital admission. 

Despite ten agencies (or disciplines within agencies) being eventually involved with 
Mr A and seven of these being health disciplines, there remains no diagnosis or 
explanation for the quite dramatic changes in Mr A’s behaviour.  There was not, at 
any time during the period covered by the chronology above, a diagnosis of mental 
health problems. Two requests were made by PHT for ‘urgent brain scans’ which 
actually took place on the day that it became clear that treatment would not be 
different whatever the diagnosis.  It is, however, fair to say that some of those 
agencies had not been made aware of the extent of the behaviour changes.  
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Section 5.2 - Was there a sufficiently  holistic approach to how care was 
provided? 

During the majority of the period under review Mr A had the support of eight 
professional disciplines: primary care; community nursing; older people’s mental 
health services, therapy assessment (OPMH); physiotherapy; adult social care; 
housing services and a care agency.   During the review period there are a number 
of incidents where communication between up to three of these agencies at a time 
did occur but none of them undertook to initiate comprehensive discussions about Mr 
A’s needs either with or without him.  The OPMH services identified that they were 
‘not allowed’ to record in the care agency’s notes so preventing another opportunity 
for liaison.  On the 5th May the ambulance service found Mr A unable to stand and 
with very low body temperature and with the knowledge that he had been without 
medication for up to two and a half months.  In response to further questions, the 
ambulance service has explained that a discussion with the out of hours GP service 
(the 5th May was a bank holiday weekend) took place from Mr A’s flat without access 
to any other services. 

Although the housing scheme manager undertook several calls to other agencies 
individually, with increasingly desperate pleas for support, agencies did not liaise in 
order to respond to these calls.  On the 2nd May, the day before a bank holiday 
weekend, the scheme manager rang the GP who advised contact with OPMH 
services who then handed on to ASC who did not ring back until late in the day.   
ASC only liaised with OPMH on that day because they could not obtain care and 
needed the OPMH intermediate care team to provide extra visits.   

The removal of medication on the 12th April from Mr A’s flat due to his non-
compliance and a fear that he might accidentally overdose was perhaps a 
reasonable action although there was no risk assessment undertaken to evidence 
this.  However, a plan was needed to enable the medication to be available for Mr A 
to use.  OPMH services insist that the community nursing services were made aware 
but the nursing services insist that they would not leave a patient without medication 
had they been made aware.  On the 30th April a GP (not Mr A’s usual GP) was made 
aware by OPMH services that he did not have access to his medication but there is 
no record of this conversation or any action in the primary care record to rectify this.   

My interviews with professionals involved has given me an impression of caring 
individuals who each take responsibility to varying extents for the tasks allocated to 
their discipline but all of whom fail to see Mr A as a whole person.  The most holistic 
description of Mr A is recorded by the OPMH support worker on the 12th April but 
there follows no action to address the issues; for example there is no SALT referral 
despite a record of Mr A having difficulty swallowing, no question of changing the 
shopping activity with Age UK or of letting other agencies know that Mr A was at 
continued financial risk because of the money left around.  Most importantly she 
recorded that she removed all medication and there is a disputed and informal 
discussion with the district nurse as the only action to address the lack of medication.   
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Section 5.3 – Where necessary were risk assessments undertaken 
appropriately? 

A key role for ASC is to undertake assessment of the risks to individuals and those 
around them.  On three occasions, significant risks were identified that should have 
led to risk assessments and a record of actions offered to address those risks.  
These were 1) on the first visit from ASC when risks associated with nutrition and 
finance were noted, confirming those identified at referral five or six weeks earlier; 2) 
on the 29th April when a visit again indicated a lack of nutrition and no medication; 3) 
during a telephone discussion on the 30th April when housing staff conveyed their 
concerns about broken glass, knives and tripping hazards in Mr A’s flat.  Just one 
day later the ‘CPA’ meeting at which the ASC worker was present, does note some 
of the risks but there is no record of a risk assessment and still the issues of nutrition 
and hydration (basic life needs) are not addressed as risks.  On the 3rd May the 
stated risks identified by housing staff of risks to Mr A and those around him still did 
not result in a risk assessment and, instead, the focus is around trying to create 
sufficient cover over the bank holiday.   

However, it is not just the role of ASC staff to undertake risk assessments.  It has 
been acknowledged that community nursing staff, when short staffed, made 
decisions about whether a visit could wait on the basis of risk.  No formal risk 
assessment informed the decision to skip a visit following the visit to dress Mr A’s leg 
wound on the 24th April and the lack of such an assessment appears to have allowed 
subsequent visits to ‘drop off’ the nursing list.  This meant that Mr A was left with the 
same dressing on his leg between 24th April and the admission to hospital on the 6th 
May, by which time the wound was weeping and the leg wound had become a 
‘chronic necrotic ulcer with surrounding cellulitis up to his knee’. 

Furthermore, no record exists of the OPMH support worker making a formal 
assessment of risk in removing medication from the flat.  Informal discussions with a 
community nurse and even the discussion with the visiting GP three weeks later are 
insufficient to address what should have been identified as a major risk issue.  
Although the consequences of lack of medication do not appear to be demonstrated 
in blood and urine tests during those weeks, the OPMH support worker is not 
qualified to make a decision that medication is not needed. 

The physiotherapy services did identify risks and there is a record of attention being 
paid to those risks but they relied on the services that they assume were being 
managed by other agencies.  However, they did demonstrate professional good 
practice in feeding this back to referrers. 

The visit by the ambulance services on the 5th May clearly identified low body 
temperature and an awareness of medication having been unavailable for several 
weeks.  I have received only a brief chronology from the ambulance services and a 
note that ‘From the notes taken from the call log we believe it would have been a 
clinical decision made by the ambulance crew and the doctor. The crew spoke to 
[another doctor] and the decision was made that ‘ it can wait until Tuesday to see the 
GP.’(as recorded in a response to questions I asked of the Safeguarding officer at 
SCAS). It is unclear on what basis the risks to Mr A were assessed other than that 
they were aware he had ‘mental health issues’ and a carer visiting later in the day.  
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They witnessed a man who could not stand, had low body temperature and no 
medication but left the care of this situation to a medically unqualified carer.   

Housing staff records regularly show that they reported what they believed to have 
been risks to Mr A and those around him. When faced with a lack of action, there is 
no record of further risk assessments to minimise risks or to escalate and there 
appeared to be a willingness to understand the pressure on other agencies and 
consequently accept a lack of action. 

None of the agencies who could have undertaken a mental capacity assessment (as 
part of the assessment of risk) took this action.  The GP told me that he felt he was 
not qualified and did not ask for this information from any other agency after his 
referral to the psychogeriatrician; the ASC services should have considered mental 
capacity as part of assessing capacity to make informed decisions when OPMH 
services are known to be involved; OPMH services should routinely consider mental 
capacity in considering action plans.  Although each of the workers from these 
agencies told me that they considered Mr A had mental capacity, they each 
witnessed behaviour that made this questionable at least some of the time.  The oft 
repeated plan to manage medication by means of a Nomad would rely on Mr A’s 
capacity to understand the process and consequences, as he did not have 
medications support throughout the day, but no assessment was made to verify this.  
The decision to manage his finances by means of ‘piggy banks’ assumed that Mr A 
had the capacity to do this despite his very obvious behaviour demonstrating that he 
did not take into account the risks of leaving money around when so many people 
were visiting. 

The duty GP recognised the risks of leaving Mr A without immediate action on the 
30th April but did not undertake a risk assessment, making assumptions without 
considering what would happen if those assumptions failed to materialise.  It has 
since been acknowledged by the duty GP that Mr A should have been admitted to 
hospital. 

 

Section 5.4 – Were arrangements in place to escalate crises to sufficiently 
qualified or senior staff? 

Daily visits were taking place by Care UK staff who witnessed deteriorating 
behaviour in Mr A - days of sickness and vomiting effects and a risky environment in 
the flat -  but did not report these findings to other agencies and only escalated to 
senior staff in their own agency five days prior to admission to hospital.  The author 
of the Care UK IMR has acknowledged that this was inadequate and not the practice 
expected of visiting care staff. 

The unqualified Independence Support Assistant in ASC noted a number of risks 
and it is clear from information above that she did not formally undertake risk 
assessments and she has since reported that she was ‘too overwhelmed by the 
messy flat’ to consider the remaining risks.  She did, however, describe Mr A’s care 
needs as ‘complex’.  She has accepted that her commitment to her role made her 
feel less willing to seek help for fear of having ‘failed’. Eventually, on the 30th April, 
she made a qualified social worker aware of the risks. 
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The unqualified senior OPMH support worker had significant experience in the field 
and was used to making practical decisions.  It is, however, very questionable as to 
whether it was her role to remove medication completely.  She described a process 
whereby all the recording by staff in her role was ‘verified’ by a senior and relied on 
this to ensure that her actions were understood by senior staff.  It was again not until 
the meeting on the 1st May that a professionally qualified staff member was formally 
involved. 

The intermediate Care Team (OPMH) noted quite extreme risks on the 4th May and 
had the benefit of objectivity having not been previously involved but, again, relied on 
the regular team to pick up the issues after the bank holiday without escalation to 
senior staff. 

The staff members at ADC were increasingly concerned and sought help from a 
number of sources, which was entirely appropriate, and were clearly frustrated by 
the lack of support for the activities that they had to undertake on a day to day basis.   
Housing Scheme managers do not have regular supervision beyond an annual 
personal development meeting and no guidance about escalation of risk situations 
has been provided. This was confirmed by the Housing Scheme Manager of ADC; 
she is managed by a Sheltered Housing Manager who in turn is managed by an 
assistant manager who, in turn, is managed by the overall Housing Manager who 
completed the IMR.  The Housing Scheme Manager is supported by six support 
assistants in ADC. 

 

Section 5.5 - Were there issues associated with standards of practice and, if 
so, how did these affect the outcome for Mr A? 

Although some of the points made in this section have also been included 
elsewhere, I have chosen to highlight them separately because they may 
demonstrate poor or inadequate practice specifically. 

Care UK were commissioned to check medication but, not only failed to record that 
they were doing this, but actually must have failed to undertake this task at all during 
the period that Mr A was without any medication.  They did not carry out a task for 
which they were commissioned and did not report this failure which maintained the 
lack of attention to Mr A continuing to have no medication. 

The process for managing a CPA was not managed as it is designed to be.  The GP 
and several of the involved professionals were not invited.  

ADC staff provided quite a significant level of personal care to Mr A.  However, the 
service is not registered with CQC for the provision of personal care.  The service 
sanctions the provision of personal care ‘in an emergency’ and this is evidenced by a 
basket of cleaning and personal care equipment being provided to the staff for this 
purpose. However, if care is not available then the likelihood of repeated 
‘emergencies’ will be high with housing staff routinely providing personal care 
several times as was the case with Mr A.   

The method of ordering a Nomad system has involved a certain amount of confusion 
with the primary care team, in this case, believing that they can only order through 
the community pharmacist despite being aware that this can take weeks or even 
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months.  They appear to have accepted this belief without taking responsibility for 
the consequences.  

Mr A was losing weight and those who knew him well were describing very changed 
behaviour.  Each of those primarily involved in the care from ASC and OPMH dealt 
only with the more obvious circumstances experienced during each visit.   

Specific policies already existed for ‘the Assessment, Prevention and Management 
of Leg ulcers’; ‘Tissue Viability – The Prevention and Management of Wounds’; Self 
Neglect and Adult Safeguarding Guidelines’ and I am told that there has been 
increased training to specific teams regarding these policies.  However, on 
questioning the three community team members that I spoke to, they did not appear 
to have a real awareness of the policies but did say they would know where to look 
for them.   

The ambulance services left a patient who was known to be without medication for 
some weeks, with a low body temperature and who was unable to stand.  This was 
together with reported concerns from the Housing staff. 

The on duty primary care doctor visited on the 30th April and was told that medication 
had been removed; noted oedema of both hands and feet, a low body temperature 
and low saturations; was made aware of housing and mental health staff concerns; 
noted the dressing but made no examination and took no action apart from ordering 
a blood and urine test.  When this test showed significant proteinuria still no action 
was taken the following day and, again a day later, another GP referred the 
concerned housing services to the OPMH services despite a record existing in the 
notes of these findings.  Anecdotally I have also been told that Mr A’s experience of 
primary care may have been affected by the belief that Mr A’s appearance and 
difficulty in communicating made him less likely to receive full investigations – this 
was based on antibiotics being prescribed for a chest infection without a chest 
examination. 

Leaving a wound without attention was clearly poor practice although the cause of 
the oversight has been acknowledged. 

None of the services paid attention to the offer of Therapy support to prevent decline 
or assist Mr A to improve his functioning. 

Section 5.6 – Were arrangements appropriate to be able to meet any limitations of 
service capacity?  

The referral made by staff at ADC to ASC was allocated code 1 priority.  This was 
the highest level of assessed priority in response to the information that Mr A was 
neglecting his personal care and mismanaging his medication and food intake.  
Allocation took six weeks and two days and then a further six days before the first 
assessment visit.   No interim follow up was offered apart from in response to a call 
from the housing scheme manager.  The potential impact of poor nutrition could 
have been significantly exacerbated within that time, seriously worsening the risk.  
Such a wait could have resulted either from lack of workers to whom allocation could 
be made or insufficient process management.  This is evidenced by the information 
from the ASC mental health worker who told the scheme manager that ‘Mr A was on 
the highest of priority list but there are also others on the list.’  It has also been 
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confirmed by a senior ASC staff member that there were some process management 
issues in the team at the time. 

Community nursing staff members told me that they were under-resourced, and this 
was confirmed in interview with a senior staff member.  They believe that this led to 
decisions having to be made routinely to miss some planned visits on the basis of 
information handed over from the previous day’s visits.  This led to the cessation of 
visits to dress Mr A’s wounds from the 24th April when he should have been receiving 
three visits per week.  

Already described is the passing from agency to agency experienced by ADC staff 
on the day before a bank holiday weekend.  Care UK and, it is assumed, no other 
agency commissioned or provided by ASC, could provide an increase in care to 
meet Mr A’s needs described as desperate by the housing staff.   The Intermediate 
Care Team stepped in to provide evening check visits.  However even they were 
unable to confirm that they could take on this task until the end of the day before the 
weekend as they feared they too would be short of resources.   

Anecdotally there was a view from the OPMH services that additional social care 
‘always took days to set up’.  This has been partially confirmed by the ASC worker 
who recognised that getting authority for additional care and then getting a start date 
was not always timely at the time.  However, she felt that usually care can be 
accessed urgently if necessary.  It is unclear whether resources or processes were 
the cause of delays. 

Initially I had some concern that the approach of having limited numbers of 
safeguarding leads in the key agencies relies significantly on individual commitment 
and availability.  On discussion however, I accept that safeguarding should not be 
seen to be the responsibility of single professionals and that all others involved 
should take their own responsibility whether or not the named ‘safeguarding leads’ 
are involved. 

As a point of clarity the lack of a coroner’s report has been the subject of some 
uncertainty during this review.  The usual reasons to request a coroner’s report are 
that a death is unexpected and/or that an individual was considered to be under 
safeguarding investigation.  Because the details of the community provision and the 
fact that safeguarding referrals were not known about at the time of his death, no 
action in this respect was taken.  However, in view of the findings in this report, the 
coroner will be approached for a view. 
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Section 6 - Conclusions 

Section 6.1 lack of diagnosis 

I believe that the lack of a diagnosis or investigations into Mr A’s physical and mental 
state was significant in failing to devise a suitable plan.  At this stage it is not 
possible to know what it was that caused Mr A’s confusion and behavioural changes. 
However, it is clear that he experienced rapid behaviour change, bizarre behaviour, 
did not have short term memory loss and experienced buzzing in his head.  Tests 
demonstrate that the effects of lack of medication were not the whole, or possibly 
even the main, cause of his health changes but no one put his numerous symptoms 
together to inform a diagnosis. He was hampered by his pre-existing communication 
and sight limitations but a normally polite, intelligent man became someone who 
lacked dignity and self-control at the end of his life.  It is perfectly likely that whatever 
care package or support Mr A could have had would not have prevented that sad 
end but it is also possible that others could have been helped to understand and 
support him in a different way if attention had been paid to his diagnosis.  It is also 
possible that he appreciated being able to stay in the environment he knew and 
retain some independence which may have been taken from him ‘for his own good’ if 
his behaviour had been found to be caused by a medical cause.  However just 
before his admission to hospital his statement that ‘he felt like hell and wished he 
were there’ clearly indicates that he needed a different type of support in his final 
days at home. 

Section 6.2 communication 

I also conclude that communication between professionals, and actions as a result of 
communication, was extremely limited in planning Mr A’s care despite both the 
number of agencies involved and the acknowledged complexity of Mr A’s situation.  
There was knowledge by each that other agencies were involved but there were 
frequently noted references that another agency would take responsibility for an 
action without confirmation or liaison and, when actions did not take place such as 
the continued lack of a Nomad, no worker took key responsibility. 

Despite caring and well intentioned staff being involved there was a lack of 
coordination and communication which meant that a thorough plan of support was 
not available and agencies became reactive rather than proactive.  Information 
existed to lead the various agencies to more thoroughly investigate but various 
individuals attempted to perform their own remit without taking account of the 
information known to the Housing services and joining this up to form a context of Mr 
A’s own life.   

The meeting on the 30th April, described as a CPA, was an opportunity missed to 
coordinate the care and care failings in relation to Mr A and take actions to rectify 
these. 

It is likely that poor practice and willingness, or other reason, not to take ownership 
of Mr A’s whole care needs was significant.  Each agency seems to have worked 
almost in isolation or at least quite independently.  As an independent reviewer, I 
have the benefit of retrospective and comprehensive knowledge which has given me 
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the advantage of seeing the deterioration in Mr A’s behaviour, his continued weight 
loss, the lack of a diagnosis and the absence of detailed holistic action plans.  
However, it would have been possible for much of what I have found to have been 
shared at the time had one agency taken ownership or had one or more case 
conference meetings taken place.  

 

Section 6.3 Lack of risk assessments and the impact of service capacity 

I also conclude that planning was not based on clear, objective risk assessments 
and neither was each agency’s initial plan updated according to each assessed new 
risk that was presented. Housing staff made strong efforts to inform other agencies 
of risks regarding Mr A’s health and the potential risks to other residents at ADC.  
They were right, in my view, to identify these risks but their willingness to tolerate 
lack of support appears to have preventing them being much more assertive about 
ASC allocation and they failed to report the quite severe risks they were witnessing 
to more senior housing staff. 

I also consider that there was a lack of assessment of Mr A’s mental capacity.  I 
accept that there is an assumption of mental capacity unless there is reason to 
investigate otherwise but, in Mr A’s case I believe that his behaviour gave sufficient 
reason for mental capacity assessment on numerous occasions which should have 
informed practice; for example on considering financial protection, medicine 
management and his ability to decide his own future. 

In my view a wait of over six weeks between referral to ASC and the first visit to 
assess by an allocated worker is an insufficiently timely response to a potentially 
high risk situation, described as poor nutrition and hydration that could have been life 
threatening and did not sufficiently take into account the outline risk assessment that 
had taken place when identifying the referral as ‘code 1’ or high risk.  I further 
conclude that limitations on service capacity played a part in the level and timing of 
support provided to Mr A.  This failure, whether it was due to reduced or inadequate 
team capacity or a failure to adequately manage process through a lack of service 
management, signifies failure due to service capacity limitations. 

In addition, the described need to ‘drop’ some daily visits due to lack of sufficient 
community nursing staff and the fact that there were significant vacancies in the 
team is, without doubt, a factor in the failure to adequately manage Mr A’s nursing 
needs that resulted from service capacity issues.  It is likely that the lack of fresh 
dressing or swabbing of Mr A’s calf wound led to the necrotising ulcer and the 
spread of cellulitis to his knee that was present when he was admitted to hospital.   

I further conclude that a lack of availability of commissioned care or alternatives led 
to inconsistent staff providing care when the decision had been made to increase the 
daily care provision.  I believe that this meant that, not only did Mr A receive intimate 
personal care from yet more people who he did not know but also they were unable 
to understand the context of his needs. There was wholly insufficient planning and 
resources available to cover a crisis situation during a period when professionals 
would be unavailable over the May bank holiday.  The lack of care availability; the 
lack of ownership for the risks and the inadequacy of the eventual response which 
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left the housing staff to manage a deteriorating situation with only an emergency out 
of hours number to contact was inadequate. 

 

Section 6.4 Failure of escalation 

It is my opinion that there were a number of failures to escalate issues to the right 
level of authority or experience and I have addressed these in section 6.5 below.   

 

Section 6.5 – Consideration of professional practice 

In the course of considering the circumstance of this case I must make a view as to 
the quality of professional practice. I have specifically looked at the responsibilities of 
Adult Social Care, the OPMH support services, the housing services, Care UK, the 
ambulance service, the community nursing service and the primary care provision to 
Mr A.   

In the case of ASC, an unqualified worker was allocated to work with Mr A.  I have 
no reason to believe that was inappropriate at the start of the period of assessment. 
The role of ISA carries with it some professional responsibility but is also subject to 
management by a qualified worker. Individual supervision can only lead to managing 
actions if information is escalated and it has already been established that the 
complexity of Mr A’s situation was not escalated in a timely way.  It is possible that 
the determination to maintain Mr A’s independence could lead to a disinclination to 
seek alternatives and I believe that this played a part in the lack of more 
comprehensive plans with Mr A.  Clarity of supervision arrangements appeared to be 
in some doubt to the worker themselves with uncertainty about access to both 
Occupational Therapy and Social Work expertise and I have since been told that 
both disciplines could have managed the complexity of Mr A’s circumstances.  There 
was therefore, I believe, some lack of clarity about to whom and when to escalate 
issues which was most likely caused by inexperience and a desire to perform well 
and was not due to professional neglect on the part of the agency. 

In the case of the OPMH services, again an unqualified worker was allocated and 
was, in my view, appropriate to undertake the function of helping Mr A to develop a 
routine and keep his flat clean.  Whether the mental health services should have 
remained involved without a mental health diagnosis being ascertained is 
questionable but OPMH services do not appear to think this unusual from my 
discussions. Removal of medication when a situation is described (although without 
a risk assessment) as being high risk is understandable and the process of relying 
on qualified workers undertaking peer review of recording was considered sufficient 
to monitor the actions of unqualified staff.  The removal of medication without a 
secure plan to follow this up should not, in my view, have happened but the service 
appears to accept that appropriate action was taken to manage this by passing on 
the information to community nursing services and, later, verbally to the covering 
GP.  This situation was not poor professional practice in the context of what was 
acceptable to the organisation at the time.  However, it will be my recommendation 
that this needs to change.  
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Housing staff provided a high level of personal care for Mr A.  Although the staff 
cannot be blamed for acting in a supportive way when Mr A was clearly in danger or 
distressed and individual staff members acted humanely, sadly, by supporting Mr A 
in this way, it is likely that this was the means by which a number of housing staff 
became infected with diarrhoea and vomiting.  Although I do not have specific 
evidence of this, it was the view expressed by the Scheme manager. The agency 
was acting without the registration of CQC for the provision of personal care. I 
believe that it is also likely that, by tolerating the provision of care by ADC staff, other 
care provision was seen as less urgent.  However, in the context of an environment 
where senior members of the housing staff authorise the provision of personal care 
‘in an emergency’ and because no policy exists to describe how often emergencies 
can be tolerated, I do not conclude that these actions constituted poor professional 
practice but will recommend that clarity of personal care provision is improved. 

In the case of the care workers from the care agency, I consider that there was 
professional neglect in that, as a commissioned organisation, they failed completely 
to record the monitoring of medication for at least 24 consecutive days and this was 
a task for which they were specifically commissioned.  It appears that the agency 
was about to close their local branch and so were in a state of disarray with limited 
management or audit available. 

In the case of the ambulance service, I am hampered by the lack of provision of a 
detailed IMR and have only the interview with the Safeguarding Lead for SCAS who 
spoke to me without notes.  It was his view that the decision to leave Mr A without 
admitting him on the 5th May and after what he assumes (because it is general 
practice) that a full examination took place was ‘an unusual’ decision.  He stated 
that, had the level of leakage and swelling around the leg wound dressing that was 
present the following day on admission to hospital, been witnessed by the 
ambulance staff on the 5th May, it should have received attention within four hours.  
Leaving the primary care practice to follow up on the 7th would therefore seem 
negligent.  However, I do not have sufficient evidence to conclude that this was the 
case and will recommend that a full investigation is undertaken. 

In consideration of whether there was poor professional practice in the community 
nursing team, I have reviewed the decision to ‘drop’ a visit to dress Mr A’s wound on 
the days following the 24th April.  On its own this would not have been negligent as it 
appears that the decision was based on information from the nurse who undertook 
the previous visit (a student nurse) and the intention was to replace the visit on a 
following day.  The fact that the system for following this up was not sufficiently 
robust and further visits were not highlighted on the visit rota was not, in itself, poor 
professional practice but rather a system failure. 

Lastly in the case of the primary care practice, I have considered the actions of those 
who were primarily involved in the days towards the end of Mr A’s life.  I accept that, 
in general, GPs rely on the community team and would not have reason to question 
the health or be aware of deterioration of individuals.  The surgery does not have a 
recognised system for following up actions resulting from covering GPs visiting the 
patients of another GP.  This, by omission, allows situations to develop whereby 
planned actions, such as happened with Mr A’s care not being discussed and the 
blood and urine test not being followed up, to happen and this is poor professional 
practice about which I will make recommendation. I remain concerned about the 
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practice, as represented by my interviews with two of the partners, being unwilling to 
take responsibility for the impact of their understanding of the Nomad ordering 
system. 

 

Section 6.6 – Final comments in relation to the Terms of Reference 

This report has established the chronology of events in relation to Mr A as relevant 
up to and immediately following his death in May 2013.  

In examining the adequacy of the interdisciplinary collaboration and communication 
between all the agencies involved in the care of Mr A, I have concluded that there 
were failures of communication and holistic working and, in examining the  provision 
of services to him during the relevant period, I have concluded that there were 
failures to undertake adequate risk assessments, escalate risks to sufficiently 
experienced or responsible staff, some limitations of service capacity which caused 
delays and, in some instances, failure to provide care and, lastly, some lack of 
adherence to service standards and good practice. 

I am unable to make a conclusion about the adherence to agency polices.  I met 
many staff who could not quote their agency’s policies relating to management of 
self-neglect, supervision, safeguarding and others but accept that practical, 
professional and emotional commitment to the principles of the policies is more 
important than specific awareness of the policies themselves and I believe that this 
was present in the staff I interviewed.  However, there are some instances of a 
failure to fully comply with relevant legislation by omission rather than commission.  
Specifically this relates to the lack of application of the Mental Capacity Act as 
described above. 

I have therefore produced an independent report based on the findings and make 
the following recommendations to the Portsmouth Safeguarding Adults’ Board with 
the expectation that these will be fully considered and an action plan devised to 
address them within three months of the final presentation of this report, the 
implementation of which will be overseen by the relevant board as agreed by the 
Portsmouth Safeguarding Adult Board. 
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Section 7 - Recommendations 

MULTI AND INTER AGENCY 

The reasons for the delay in the commissioning the SAR in this case should be 
investigated and, if poor practice or areas of omission are found, actions put in place 
to reduce the likelihood of such delay occurring again. 

There should be a key professional identified to take coordinating responsibility in 
complex cases in line with better care recommendations and fully integrated working 
practice. Appropriate terminology will be devised to ensure that the term does not 
become confused with similar terminology used by individual disciplines to indicate a 
role that covers their own agency only.   

In order that an identified lead worker has sufficient trust, respect and authority to 
support their role, there should be a greater emphasis on cross discipline training 
and, where possible and safe, there should be rotation of roles and ‘role swaps’. 

The application of the virtual ward approach or a fully integrated health and social 
care service must be a priority and a process for assessing its efficacy in increasing 
risk sharing and subsequent improvements in care planning must be put in place.  

All agencies should review their Bank holiday arrangements in order to ensure 
sufficient cover is available to meet generic needs including with the availability of 
purchased care.   

When there are significant staffing vacancies, risk assessments should be 
mandatory in each organisation to consider the impact and actions to minimise 
these. Community staff levels must be maintained at a safe level to manage both 
routine and high risk situations. 

The already existing law relating to Mental Capacity assessments should be fully 
enforced and understood.   

All agencies should challenge whether their Supervision policies are practically 
reasonable; are being complied with and whether there is sufficient oversight of 
unqualified workers with encouragement at induction stage to ask for help and not to 
view requests for advice as ‘wasting manager’s time’ or failure due to a lack of skills.  

All agencies should ensure that their workers clearly identify their professional status 
to avoid misunderstanding about the level of experience or accountability that might 
otherwise be assumed by other disciplines 

There should be a review of the use of risk assessments – especially where issues 
of self-neglect, lack of financial management, poor nutrition and hydration exist.  Any 
change of practice or finding of the need for greater emphasis resulting from this 
review should be included in routine training. 

The positive impact of the extensive learning sessions which have been carried out 
in some of the Solent disciplines using information from the internal review of Mr A’s 
situation and which demonstrate positive learning and responsibility to change 
practice should be reinforced in all agencies as a result of the learning from this SAR 
report. 
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The means of supporting shared access to records when several agencies are 
involved should be further investigated as part of long term planning.   

A means of enabling all agencies to value the contextual information provided by 
Housing officers with a day to day knowledge of their service users should be found. 

The Procedures and Guidance for Multi-agency Safeguarding Adults Policy which 
were updated jointly with Southampton, Hampshire and the Isle of Wight in July 2013 
and includes a section on Managing Self Neglect, Mental Capacity and Best 
Interests must be fully implemented.  

ADULT SOCIAL CARE 

1. The new approach to safeguarding training which was launched in august 
2013 with six day training sessions must be provided as mandatory to all 
social workers in order that all social workers (not just those identified as 
safeguarding team investigators) will take responsibility for lower level 
investigations so making safeguarding ‘everybody’s business’ and the holistic 
nature of the new approach must be emphasised in order that it is fully 
appreciated. 

1.1 All safeguarding follow up meetings must happen within 21 days or, if cancelled, 
another date must be made at the point of cancellation to prevent ‘drift’ and 
responsibility must be allocated for checking caseloads of any individuals who are off 
sick. 

1.2 Management oversight of the role of Independence Support Assistant must be 
formally provided by both Occupational Therapists and Social workers.   

1.3 Information sharing by accessing RiO through specific workers and admin staff 
must be maintained. 

1.4 If not already the case, training should be considered on the impact of multiple 
disabilities on person centred planning. 

 

 

 

2. SOLENT NHS TRUST 

OPMH 

2.1 Clarity of diagnosis or investigations leading to diagnosis should be a priority in 
OPMH cases as part of the initial plan.   

2.2 Decisions about removal of medication should be approved by a qualified 
clinician unless in an emergency in which case a qualified worker should be involved 
within 4 hours and alternative arrangements should be put in place within 24 hours  

2.3 CPA meetings should include all involved agencies.  If the multi-disciplinary case 
sharing, decision making and planning is managed via the Virtual Ward then this 
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should not be given the status of a CPA or that approach should be recorded as the 
means of managing the CPA 

2.4 Record must be made of all visits or interactions even when the visit is only to 
accompany another agency or clinician.   

2.5 The Strategic Operating Procedure to manage the use of the RIO electronic 
recording system to reduce the gaps in the primary care record should be fully 
operational by the end of 2014. 

2.6 All existing OPMH staff should receive training on the ‘identification and 
response to the deteriorating patient’ and this should routinely be included in training 
plans for new personnel with the referral to Speech and Language Therapy (SALT) 
included as a consideration in this. 

3. COMMUNITY NURSING 

3.1 Community Nursing visits must be subject to daily recording with missed visits 
highlighted and bought forward to the following day to prevent them ‘dropping off’ the 
list.   

3.2 A process for identifying the reason for loss of patient held notes and any risks 
associated with the loss of such notes should be developed.  If patient held notes are 
critical to the ongoing care, sufficient information to allow good management must be 
kept in agency held systems. 

3.3 A duty system with community nursing staff specifically identified to carry out 
unplanned visits to reduce the pressure on the planned visit rota should be 
implemented.   

3.4 Student nurses should not attend patients identified as complex except with a 
qualified professional. 

4. PHYSIOTHERAPY 

4.1 Triage should not be based on prior knowledge or experience of falls if a new 
referral is received – a visit should be advised. 

 

5. SALT 

5.1 The response to poor nutrition and loss of weight needs clarity of risk 
assessment in order to triage. 

6. CARE AGENCY 

6.1 It should go without saying that care agencies should undertake the tasks 
identified on the care plan. 

6.2 There should be sufficient staffing to provide continuity of carers. 

6.3 The Personalisation team created in mid-2013 (or other appropriate resource) 
must have the remit of making care provision more meaningful, implementing person 
centred recording and ensuring appropriate personalisation training to staff. This will 
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include spot checking care plans and ensuring that the escalation process is working 
in practice.  

7. JOINT COMMISSIONERS  

7.1 Commissioners must have in place a means of accessing information from 
providers (including micro commissioners such as care management staff) to identify 
occasions when task based care is inadequately provided, if this does not already 
exist as part of contract monitoring. 

7.2 Continuity of carer should be a stipulation of personal care contracts if it is not 
already. 

7.3 Recognition of greater impact on primary care of keeping people in community 
settings rather than hospitalisation must continue to play a part in the use of the 
Better Care Fund. 

8. SCAS 

8.1 A detailed investigation, similar in style to an internal management review, 
should be undertaken of the actions of visiting SCAS staff attending Mr A on the 5th 
May 2013 and any information about any consequent actions should be provided to 
the Safeguarding Adults Board by an agreed date. 

8.2 The process for authorisation of non-admission, where there is an alternative 
view expressed by the visiting ambulance staff, should be reviewed and clarified to 
commissioners 

8.3 Where risk is identified, there should be a record of the information that informs 
the actions that are taken to minimise that risk by the use of a recognised risk 
assessment process.   

9. PHT 

9.1 As part of safeguarding training, all staff should be encouraged to understand 
that a safeguarding issue may apply to others beyond the specific patient in 
question.  

9.2 Ward staff should be encouraged to take details of other agencies involved in 
addition to the next of kin to enable appropriate actions to inform in the event of 
death 

9.3 The use of the risk assessment /threshold management tool should be clarified 

9.4 The process for safeguarding referrals should be unified so that the same 
approach is used across the Trust including the ED team with a question to be 
added to the incident report form – ‘is this a safeguarding issue?’. 

10. NHS ENGLAND LOCAL AREA TEAM 

10.1 The method of ordering Nomad must be clarified to primary care so that there is 
consistent knowledge and understanding within all GP practices that there are two 
processes for ordering Nomads and that these are within the control of the referrer 
depending on level of urgency. 



SAR Report - Final - 120115 

41 
 

10.2 Shared responsibility must be taken by GPs covering patients who are not 
‘their’ patients during the absence of the allocated GP.  A means of follow up on 
subsequent days or handover must be in place to ensure continuity of care and 
reduce the impact of missed information failing to inform the whole picture, including 
a risk assessment of leaving actions until the allocated GP is available. 

10.3 GPs must be supported to take ownership of resource limitations recognising 
the impact this may have on their relationship with patients.   

10.4 In managing the National Contract, there should be consideration of the 
administrative burdens placed upon contracted health services where practitioners 
are emphasising quantitative performance indicators over qualitative indicators, to 
support and encourage them to reduce the unintended consequence of limiting 
holistic approaches in providing services.  

10.5 NHS England should be made aware of the possible influence that the 
maintenance of reputational high performance may be having on the practice of 
hospital admission decisions in the surgery involved in this case. 

11. HOUSING SERVICES 

11.1 Housing Scheme managers need to be encouraged to understand the key role 
that they hold in maintaining the day to day knowledge of individuals and be 
encouraged to actively inform assessments of need.  They should be encouraged to 
be assertive in referring changes to behaviour in the context of having known an 
individual.   

11.2 Housing managers need to emphasise to housing scheme managers that an 
understanding of limited resources in other agencies should not allow them to 
tolerate unacceptable risk and be supported to escalate concerns appropriately.   

11.3 If the practice of not providing supervision is continued, then guidance must be 
created to inform and support scheme managers to escalate risk situations 
appropriately. 

11.4 There should be a clarification of the limits of what tasks can be undertaken 
regarding the provision of personal care and how often repeated ‘emergencies’ 
should be tolerated. 

11.5 There needs to be clarity about flat clearance in the absence of a willing next of 
kin and the timescales around this.   
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        Appendix A 

Chronology of Events regarding Mr A – combined actions of all agencies. 

Mr A was born in December 1933 and died on 12th May 2013. 

Date Agency Action 
Approx. 
1936 

n/k Thought to have been diagnosed with a learning disability.   
NB Mr A was said to have an Open University degree at the time of his death. 

1988 – 
2003  

PCC - SS 3 different Adult Placements 

2003 – 
2006 

PCC - SS Residential care 

2006 PCC – H Became resident in Arthur Dann Court, initially as a rehab placement and then 
as a permanent resident.  After initial support for shopping and orientation Mr 
A was independent. 

December 2012 – end January 2013 
 

End of 
2012 

PCC – H Reports that Age UK were finding it difficult to keep Mr A’s flat clean and did 
not want to continue to visit because of ‘his strange behaviour’.  By this time 
Mr A had twice weekly cleaner from Age UK (not arranged by Social Services) 

7.12.12 PCC – H  Record of swearing by Mr A 
10.1.13 PCC – H Incident of diarrhoea and vomiting.  Very, very agitated and shouting 
14.1.13 PCC - 

ASC 
Referral to Social Services from Housing manager. Duty response the next day 
and placed on waiting list with allocation code 1 (high) 

In December 2012, staff at ADC, where Mr A was resident, reported that Mr A had been rude and 
swearing which was recognised as very unusual. The Housing Scheme Manager saw Mr A most days 
and felt that she knew him well. He had been independent needing very little support from the staff 
at ADC but further unusual behaviour was noted by ADC staff during January and February 2013. 
During this period, on 14th January, the Housing Scheme Manager made a referral to Adult Social 
Care (ASC) in Portsmouth City Council (PCC) identifying poor fluid intake, loss of weight and self-
neglect, issues that should have been considered as high risk. 
 
28.1.13 PCC – H ADC staff spoke to Mr A asking him not to take his teeth out in the lounge, not 

to throw cutlery and tea towels outside his door.  Also had a call from Age UK 
cleaner who said she would not go into flat as Mr A acting strangely 

30.1.13 PCC – H 
and 
ASC 

Housing manager chased referral, told not yet allocated.  Housing manager 
said Mr A is neglecting himself and poor intake of food and fluids and appears 
to have lost weight. 
Housing Manager said to be happy to await allocation, monitor and feedback if 
situation changed  

31.1.13 PCC – H Mr A had put his dirty washing on the road outside and was lying on the floor 
outside his flat. 

February 2013 
 

3.2.13 PCC – H Almost midnight – pulled cord for urgent help saying he needed some food.  
Appeared unaware of time 

17.2.13 PCC – H Mr A gave staff a bag apparently of laundry but it was full of ripped up 
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newspaper 
19.2.13 PCC – H Incident of screaming and ‘making funny noises’ in lift 
20.2.13 GP GP took bloods and referred to physiotherapy and to SS for package of care. 

Also planned to communicate with pharmacy for Nomad tray and referral to 
psychogeriatrician  

Mr A was supported to visit his GP, in February 2013 to whom the Housing Scheme Manager 
identified behavioural changes, throwing things and poor self-care.  Unfortunately it appears that the 
referral to the community pharmacy for the Nomad did not take place.  No consideration here 
appears to have been undertaken as to whether Mr A had the mental capacity to manage the 
Nomad.  It was considered that the blood test would ‘exclude physical causes for the changed 
behaviour’. This is the initial stage of excluding some diagnoses which could be followed up with 
further testing if inconclusive. 
 
21.2.13 Solent Physiotherapy asking GP for medical summary and identified no reported falls 

so triaged as routine 
22.2.13 GP Referral to psychogeriatrician 
25.2.13 GP Practice nurse took blood to exclude physical causes of behaviour changes and 

poor mobility 
27.2.13 PCC – 

ASC 
Allocation ISA with case weighting code 2 (highest unless safeguarding) 

Allocation to a social care worker did not take place until some six weeks after referral.  Although the 
Housing Scheme Manager had told ASC that she was willing to wait and would report back any 
further changes, she did say in interview that she felt unsupported. An Independence Support 
Assistant (ISA) was allocated.  This is an unqualified role and the individual undertook ASC ‘duty’ work 
two days a week and was only able to spend two and a half days a week on her considerable case 
load.  In February 2013, the ISA had been working in this role for eighteen months.  At this time social 
care professionals did not routinely have access to the computer recording systems of Solent 
professionals.   
28.2.13 PCC –

ASC 
Assessment contact made and visit arranged for 6.3.13 

March 2013 

3.3.13 PCC – H Carer told ADC staff that Mr A was lying on the floor surrounded by his 
shopping 

5.3.13 GP Practice nurse undertook audiogram to investigate difficulty hearing and 
buzzing sounds 

6.3.13 PCC – 
ASC 

Assessment visit by ISA – agreed to seek half hour visit by carers  for personal 
care and medication checks 7 days per week  

7.3.13 Care UK Care assessment visit 
This care was provided by Care UK who started the package on the 14th March, following the 
assessment visit on the 6th. Care UK records show that that they were commissioned to undertake 
personal care and medication prompting. 
Care UK undertook an initial assessment on the 7th March.  This includes a reasonably completed 
‘personal details’ form, although several elements of the form are not completed, but a very poorly 
completed ‘emergency transfer form’ which should have included - but does not - assessed needs, 
medication and preferences and identifies another GP in the practice rather than Mr A’s GP . It is now 
apparent that the author of the IMR for Care UK did not have the paperwork that was later made 
available to the report author and so did not comment on this but did confirm that carers working for 
Care UK routinely prompt people to take medication and that the sort of package provided to Mr A 
was fairly standard for the tasks identified. 
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11.3.13 GP Surgery visit by Mr A for review of audiogram 
13.3.13 Solent 

– 
OPMH 

Core Assessment noted MMSE 30/30 with insight into self-neglect and no 
delusion or paranoia. Agreed to visit weekly to support keeping flat clean and 
develop a routine. 
Referred for NOMAD and to OT  
 

14.3.13 GP Referral sent to audiology dept 
 
The audiology review resulted in a letter being sent to the audiology department for an appointment.  
It must be remembered that Mr A already suffering from speech limitations and had a squint and had 
what was recorded as ‘poor eyesight’.  The buzzing sound meant that he could not hear clearly, speak 
clearly or see clearly by this time. 
16.3.13 GP Letter received from OPMH with plan:  

Senior support worker to assess mental health needs 
Care package once daily 
Senior support worker to visit and work on routine and flat tidiness  
OT assessment for functional abilities 
GP to set up Nomad 

Weekly visits were provided by a senior support worker. This plan was communicated to the GP.  No 
working diagnosis was made and there was no plan to pursue a diagnosis recorded. It remains 
unclear why the mental health service developed a care plan that covered such basic tasks without a 
mental health diagnosis and no plan to establish such a diagnosis. 
 
14.3.13 – 
18.3.13 

Care UK Carer visits record frustration in MrA, medication spread throughout flat, flat 
messy, money and clothes on floor, smell of vomit, being unable to help with 
meds 

On no occasion did any of the Care UK carers record during this period that they had checked 
medications despite this being an allocated task.   
 
19.3.13 PCC – 

ASC 
Visit to Mr A– saw medication scattered across floor 

19.3.13 Solent 
– 
OPMH 

Visit – Mr A about to go out to Tesco’s.  Noted a lot of money around flat. 

19 - 
22.3.13 

Care UK Recorded some agitation but becoming settled.  No medication documented 

20.3.13 PCC – 
ASC 

Telephone call to GP who was acknowledging that there is no evidence of an 
earlier referral 
States ‘symptoms interfere severely with patients routine’ 
Obvious confusion – no action taken 

It was also clear, during this time, that the apparent referral for a Nomad was identified as the means 
of managing the medication that was found scattered in Mr A’s flat, again without any consideration 
of whether Mr A had the mental capacity to manage a Nomad.  This was chased up by the ISA 
resulting in what looks to be the first referral from the surgery to the community pharmacists.   
 
20.3.13 GP Nomad referral to community pharmacist 
21.3.13 GP Referral faxed to physiotherapy 
21.3.13 PCC – 

ASC 
and 
Solent 

ISA contacted senior support worker to establish reason for involvement and 
was told that there is a lot of money scattered over the flat.  They agree that 
ISA is to discuss this with Mr A 
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OPMH 
During this period there were two instances of communication between the senior support worker 
and the ISA to identify roles and to make a plan to support Mr A’s money management by buying 
‘piggy banks’.  No arrangements suggested re external support with finances such as appointeeship 
There was no communication from Care UK carers with any other professionals.   
Overbuying but clearly capable of shopping despite agency also doing this. 
 
21.3.13 PCC – 

ASC 
Visit – Mr A on floor with trousers down and coat and blazer buttoned up over 
his lower body – communication difficulties prevented establishing why but 
ISA helped Mr A to rectify himself.  £165 found in notes on bed and £5 in 
lounge and advice given to make money less visible.  Mr A agreed to two ‘piggy 
banks’ to be purchased by senior Support worker. Some practical support in 
clearing up and putting shopping away – several duplicated items all in date. 
Mr A given option of increase of cleaning care to 2 hours or a deep clean – he 
chose the first and was aware he would have to pay. ISA agreed to arrange 
increase with Age UK 

23.3.13 – 
29.3.13 

Care UK Noted that Mr A on floor on 23.3.13, appeared to have been sick on 25.3.13, 
was feeling sick on 26.3.13, had stomach trouble and a blocked toilet on 
27.3.13, had puffy eyes on 28.3.13 and was cutting up his clothes on 29.3.13.  
On none of these days were medications documented 

27.3.13 GP Noted that Mr A had painful hands yesterday but better today.  Carer at ADC, 
advised to monitor. 

29.3.13 PCC – H Mr A said to be cutting up his clothes 
April 2014 

30.3 to 
5.4.13 

Care UK Some agitation noted but more settled 

2.4.13 Solent 
– OT 

Visit to assess but Mr A too tired 
 

The assessment for motor and processing skills was carried out by the therapy team.  In this case it 
was to be completed by the OPMH Occupational Therapist and was finally completed on the 25th 
April. Further input to prevent decline and enhance capabilities was identified as an option but does 
not seem to have been taken up. 
 
6-12.4.13 Care UK Recorded episodes of sickness and frequently in bed during day but settled.  

No record of medication checks. 
6.4.13 PCC – H Mr A ‘half naked and retching’. Record that he ‘desperately needs more care’ 

NB There is no record, on this occasion, of this being identified to ASC.   
 

10.4.13 Solent 
– OT 

Assessment visit with further visit arranged for 17.4. 

11.4.13 Solent 
– 
OPMH 

Visit but Mr A was asleep 

12.4.13 Solent 
– 
OPMH, 
District 
Nurse 
and 
Physio 

DN present to dress wound – indication that previous visits have taken place 
but notes missing. 
Physio left after saying that mobilisation around flat is satisfactory and No 
further Action following referral from GP; noted medication around flat and 
flat messy but recorded involvement of other agencies to manage these issues 
DN concerned about medication around flat 
OPMH noted MrA’s frustration and being overwhelmed with so many visitors – 
he was trying to eat a meal but was noted to cough on eating.  She considered 



SAR Report - Final - 120115 

47 
 

poorly fitting dentures or a swallowing problem and expressed her lack of 
certainty about whether the cough mixture bought by Mr A would help in view 
of this. 
OPMH noted that Age UK do shopping which was repeated by Mr A– stating 
that Mr A need not go shopping therefore and is wasting money. 
OPMH spoke to Housing scheme manager and noted that Mr A takes money 
from the bank weekly.  Also that he has an appointment for a hearing aid.  Also 
that Mr A has asked for contact with his sister. 
DN identified 3 x weekly visits to dress wound. 
OPMH appears to state that all medication will be removed from flat and there 
is mention of discussing this with GP although unclear who will do this. OPMH 
notes also record that two previous calls have been made to the surgery re the 
availability of a Nomad.  A record made in OPMH files that there was a 
discussion with the DN who was also present. 

This is the first recorded visit from the community nursing services to dress a wound on Mr A’s leg, 
about which there is no record of how this occurred but there is reference to notes being missing 
and, on questioning, it is clear that these cannot be traced. The loss of notes is recorded but there is 
no record of any further plan to investigate how this occurred and neither is there any apparent 
concern about what could have happened to the notes.  However, it is apparent that the notes that 
were missing were the patient held notes so the responsibility for their loss does not necessarily lie 
with the nursing staff.  There is reference to a care plan that was clearly available to the nursing staff 
from previous visits and it is apparent that previous visits to undertake wound dressing had taken 
place.   
The senior support worker stated that she would remove all medication and, later, told the report 
author that she was concerned that Mr A may accidently overdose.  She was clear, and her records 
show, that she told the District Nurse who was present that she intended to do this and that a 
discussion should be held with the GP although it is not clear who would undertake this discussion.  
The report author was also told by one of the community nurses that they were unaware of the 
medication having been removed and that they would, had they known, have taken steps to set up 
alternative plans for medication. It is important to note here that, during interview with one of the 
community nursing staff, the report author learnt that she considered that the nursing team were 
very busy and were experiencing staff shortages.  She described that the team had ‘four or five 
sheets’ of closely written names of patients to be seen by between five and eight staff at any one 
time.  She explained that, if the team could not undertake all the visits, they would decide who could 
be missed each day but did not have a continuity method for making sure that missed visits did not 
occur on consecutive days and therefore that patients could ‘drop off this list’.  
 
12.4.13 Age UK Visit to do cleaning 
12 - 
17.4.13 

Care UK Record only that Mr A was settled but no record of medication 

17.4.13 Solent 
OT 

Visit unsuccessful because no purchases to test sandwich making etc.  Noted 
that there was no food in cupboard 

17.4.13 PCC – 
ASC 

Visit – some clearing of papers but unable to find bank statement for financial 
assessment. 

17.4.13 Solent 
– DN 

Dressed wound 

 
19.4.13 

Solent 
– DN 

Dressed wound 

19.4.13 PCC- 
Housing 

Record of a visit by the OPMH support worker and a consultant from St James 
and a note that ‘Mr A is to have a brain scan’ 

On the 19th April the senior support worker visited with a consultant from St James hospital who, 
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according to the record made in ADC, identified that Mr A needed a brain scan.  There is no record of 
this in the Solent chronology. This visit may be quite critical in that it could represent the only 
apparent action to identify a mental health diagnosis but no details are available. 
 
22.4.13 Solent - 

OT 
Telephone call from ADC saying that a doctor had visited and Mr A would 
benefit from a commode.  OT agreed to order 

On the 22nd April a commode was ordered which appears to have been delivered within the usual 
five working days.  This was requested by Housing services following a discussion with Mr A who told 
the Housing support worker that the doctor had said he must use the toilet rather than use pads but 
that he felt it was too far for him to walk. It is not possible to establish whether this was Mr A’s GP 
(there is no record in the GP notes) or the consultant who visited from St James.  However, it does 
seem reasonable that a clinician would be likely to tell Mr A not to use pads when there was no 
physical incontinence in order to maintain his normal functions and, again, reasonable that a request 
for a commode to reduce the distance to the toilet would be an appropriate action for the Housing 
services officer to take. 
22.4.13 Solent 

– DN 
Dressed wound 
 
 

22.4.13 PCC - 
ASC 

ISA took Mr A to the bank where he was quite agitated and his behaviour was 
said to be unusual by the bank staff  

During the visit to the bank, Mr A became very agitated and staff at the bank, who clearly knew Mr A 
well, tried to help him and described his behaviour as unusual and out of character. 
 
23 – 
28.4.13 

Care UK Recorded as being settled, despite being on floor for two of the days and no 
record of visit on last day. No medication checks recorded. 

During the latter half of April, visits by Care UK staff are recorded regularly but, for 24 consecutive 
days, no medication checks were recorded and Mr A was said to be ‘settled’ on each occasion when 
the carer left despite the descriptions by other agencies of levels of disruption and distress. 
 
24.4.13 Solent 

– DN 
Student nurse.  Dressed wound 
 

Regular community nursing visits took place to dress the wound until the 24th April when they 
stopped with no forward plan.   
 
25.4.13 Solent 

– 
OPMH 

Generally tidied and cleared up money into cash box.  Noted no Nomad and 
record of intention to follow up. 

25.4.13 Solent 
– OT 

Undertook assessment of motor and process skills. 
OT notes that Mr A was significantly below the expected capabilities of a 
person his age and stated that ‘occupational therapy services may be indicated 
to enhance and/or prevent further decline’ 

25.4.13 Solent 
– 
physio 

Referral received, poor outdoor mobility, difficulty rising from sitting.  Plan to 
liaise with other health care professionals 

 It does not appear that such a visit took place prior to Mr A’s admission to hospital and, following a 
further referral, it is noted by the physiotherapy triage, that Mr A had been admitted and therefore 
the case was closed to the physiotherapy services. 
 
25.4.13 Solent- 

physio 
Call to ASC who offered to support if communication difficulties.  Plan for 
physio to visit. 

26.4.13 GP Letter received to say that bilateral hearing aids fitted 
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27.4.13 PCC – H Mr A lying on the floor having been sick all over his clothes.  When support 
offered he shouted at the ADC staff member to get out 

29.4.13 PCC - 
ASC 

Visit in response to call from Housing manager – same day response. Lots of 
torn up paper and smell of urine. Noted not eating, advised to have the 
support from ADC but Mr A felt they were too busy.  Noted he needed help 
with microwave and that he said he did not eat because he always felt sick.  
Recorded that more support is needed 

The ISA visited and noted that Mr A was not eating.  There does not appear to have been any 
immediate plan for additional care at this point despite the poor nutrition and unwillingness to eat.  
 
29.4.13 Solent 

– 
OPMH 

Call to surgery to enquire after Nomad.  Told that a referral had been made on 
20/3/13 but may take some time longer and that they ‘should just wait’. 

This confirms that the first referral did not take place in February. 
In the view of the Community Mental Health Nurse ‘when a nomad is required and if there is no-
body monitoring medication we contact the surgery by phone to request a nomad & this is set up 
straight away by liaising with chemist and GP’. She stated that ‘no other surgery in the area will refer 
to community pharmacist if a nomad has been requested and the chemist is willing to supply’. 
 
30.4.13 Solent 

– 
OPMH 

Same day response to a call from Housing Manager.  Flat in severely messy 
state – paper, broken crockery and glass, knives, hot chocolate on walls. 
Spoke to carer who said that there is often faeces spread around bathroom 
with John unable to clean himself and returning to bed soiled. 
Noted that Mr A had lost weight, showing signs of fluid retention under eyes, 
difficulty passing urine and puffy hands. 
Told Dr who visited at the same time that no medication available to Mr A as 
they had been removed due to non-compliance. 

30.4.13 GP Covering GP visited – mental health nurse and community matron present. 
Identified that he was throwing his medication out, very unsteady on feet, 
noted dressing on leg (but no evidence of examining this), oedema on both 
hands and feet, low blood temperature and low saturations – good BP and 
‘well perfused’ 

The covering GP noted the dressing on Mr A’s leg but did not record any examination of the dressing.  
The GP remembers that it was not leaking through and there was no red or swollen area around the 
dressing.  The only plan that was made by the covering GP was for a further blood test and urine test 
and to discuss the medication with Mr A’s allocated GP.  No record of such a discussion is recorded in 
the GP notes. The covering GP has since confirmed that this action did not happen with the allocated 
GP, assuming that the practice nurses would fulfil this task or that the feedback from the planned 
CPA meeting would inform the action plan that would be made by the allocated GP.  The covering GP 
recognises that there is no formal process of handover when duty visits are made.  No plan, other 
than chasing the Nomad, was made to ensure medications would be taken.  By this time Mr A had 
been without medication for at least two weeks and, more likely, had not been taking his medication 
regularly for between six weeks and two months.  The primary care IMR author states that ‘one could 
argue’ that other options could have been considered; these being hospital admission and urgent 
medication supervision and clarified that these were not discussed with Mr A and no follow up was 
arranged. 
During an interview with the covering GP, who is a partner in the practice, the report author was told 
that it was recognised that the low blood pressure and low saturations as well as the oedema were 
not good signs and did indicate that Mr A potentially had a ‘fluid overload’ which was probably due 
to his lack of diuretic medication but that the physical examination showed that he looked well.  The 
report author was told that it was felt that one should make a decision based on observations in 
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preference to clinical readings.  The report author understands that the covering GP was aware of 
the medication that Mr A should have been taking as a printed short history is provided prior to a 
home visit and that it was also known that the Nomad would be likely to be further delayed.  The 
covering GP was aware of the planned meeting the following day and an assumption was therefore 
made that Mr A would be admitted to some residential or nursing care environment.  For this reason 
it was felt that it would be inappropriate to change plans which the covering GP was reasonably 
confident would be changed again the following day.  The covering GP now realises that this 
assumption did not lead to the making of a safe plan. 
The symptoms being experienced by Mr A were all indications of the diagnoses for which he should 
have been receiving medication.  However, results of blood tests in the surgery from blood taken at 
this time, showed no change in levels from those taken in February 2013 which were considered 
normal for a person of Mr A’s age.  It should be noted that the report author was told by the GP that 
third stage kidney disease is also quite normal for a person of Mr A’s age and that he is not recorded 
as having diabetes, although it appears that the SCAS staff member commented that there was no 
diabetes medication found during the visit on the 5th May which leads one to assume that diabetes 
could have been thought to be present. 
 
30.4.13 PCC - 

ASC 
Received call from Housing manager re above situation and her concern about 
the dangers to Mr A.  ISA escalated to qualified social worker and assistant 
team manager.  ISA and qualified social worker to attend planning meeting on 
1.5.13 

30.4.13 Care UK Noted patient distressed and settled by staff 
This also appears to be the only occasion when the Care UK worker reported their concerns to more 
senior management within their own organisation.  The report author was told that Care UK expect 
staff to report any concerns back on the same day and the incidents described prior to this date 
would normally have been expected to elicit escalation to senior staff.  However, senior staff were 
mostly absent in the local office of Care UK at the time. 
 

May 2013 
1.5.13 Solent 

– 
OPMH 

Meeting called as a ‘CPA’ (Care Programme Approach) but with only ASC, 
OPMH, Housing Manager. 
Noted that Mr A does not like a lot of people visiting but that, despite 
acceptance of OPMH and additional cleaning, Mr As behaviour and tidiness has 
not improved. 
Noted that Mr A is still awaiting a brain scan. 
Plan recorded as increase care to 45 mins am, 15 mins lunchtime and pm, 
although ASC record shows increase to two visits per day. 
To consider flooring as carpet is a trip hazard; request further physio, refer to 
SALT and to appointee service 

The report author has been told that normally ‘the nominated CPA coordinator fully assesses the 
person’s needs with other people in their care and includes mental health needs, medication and 
side effects, employment, training or education, personal circumstances including family and carers, 
social needs, physical health, etc’.  The meeting did not include anyone from community nursing, the 
occupational therapy services, physiotherapy services or an invitation to the GP.  The meeting 
attendees noted that Mr A had worsened.  The ISA described Mr A as not meeting the level of need 
that would justify residential care.  This does not appear to have been fully accepted by other 
agencies although it is usual, although not always the case, that most ASC services provide additional 
community alternatives before moving from a care plan of only one visit per day to a plan for 
residential care.  There is a single line reference to ‘still awaiting a brain scan’.  This is the first 
reference in the chronology from the health agencies, including the GP, of a referral for a brain scan 
but the Housing chronology records that Mr A ‘is to have a brain scan’ following the visit by the 
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consultant from St James on the 22nd April and there appears to be no plan made to follow this up.  
There was still no working diagnosis of the reasons for Mr A’s behaviour, despite all present believing 
(from interviews since) that Mr A did not have dementia and had mental capacity to make informed 
decisions.  The meeting attendees concentrated on the physical environment and practical impact of 
Mr A’s behaviour and failed to fully consider the reasons.  In recent interview with the ISA she noted 
that she was overwhelmed with the practicalities and did not feel she had time to stop to consider 
other issues.  
 
1.5.13 Solent 

– DN 
Visit to take bloods 

2.5.13 GP Blood and urine results show significant proteinuria 
 

No action is recorded to address this. Proteinuria is the presence of protein in the urine and the most 
common causes are said to be diabetes or high blood pressure or an underlying kidney disease.  
Although in mild or temporary proteinuria, no treatment may be necessary, the surgery was aware of 
Mr A’s condition and that he had been without medication. On questioning, the doctor who had 
undertaken the visit on the 30th April confirmed that ‘significant proteinuria’ would indicate a ‘leaky 
kidney’ which would probably need treatment within 24 hours.  No action was initiated in response 
to the urine test result.  
 
2.5.13 Care UK All well. 
2.5.13 Solent 

– 
OPMH 

Call from Housing scheme manager – Mr A lying outside another resident’s 
door ‘babbling incoherently’ and unable to stand but crawled back to his bed. 
Also said that there was concern that he would interfere with other residents. 
The Housing scheme manager had contacted GP (this may be the blank entry 
referred to below) who said to contact OPMH but during this call she was 
advised to contact ASC.   
Later call back by OPMH to check outcome but still no contact and advised to 
contact senior support worker if concerned.  
Still later various phone calls but apparently no visit – eventually informed that 
duty ASC said a review would be made the next day. 
NB reference to senior support worker having visited in morning and not 
experiencing any problems but no actual record 

The following day, in response to a call from ADC, another covering GP wrote very brief notes 
describing Mr A’s behaviour as ‘acting out’ and giving advice for ADC to contact OPMH services.   
Mr A was assisted back to his flat (conflicting records state that he ‘crawled’ or was helped in a 
wheelchair) and back to bed.   
 
2.5.13 GP Telephone consultation – advised call mental health team 

 
2.5.13 GP Empty entry 
3.5.13 Solent - 

OPMH 
Call to ADC – advised of Mr A having wandered naked and covered in faeces.  
Scheme Manager considers an increase in care will be insufficient. 

3.5.13 PCC – 
ASC 

Record of email from ASC finance team that they will be unable to take on the 
appointeeship with any degree of urgency. 
Record that SALT will visit in the community but on waiting list. 
In response to call from Scheme manager describing high risk situation, ISA 
spoke to senior SW who advised to ask OPMH ICT to help as care package 
unable to start. 
Call to OPMH ICT to request help over bank holiday as care package increase 
cannot start until after weekend – ICT could not confirm that they will 
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definitely be able to visit. 
Plan for care package increase to start 6.5.13 and review visit 7.5.13 
NB The 3rd May was the Friday before a bank holiday weekend.   

3.5.13 Solent 
– 
OPMH 

Call to ‘Warden’ to inform that the Intermediate Care Team would provide an 
evening visit to Mr A over the bank holiday in addition to the usual carer in the 
morning. 
Housing manager stated that Mr A was wondering naked and covered in 
faeces. Contact number given ‘if she was concerned’ 
 

3.5.13 Solent 
– 
OPMH 

Not clear who but OPMH took call and then rang ADC to tell them that the 
team leader for ICT confirmed that a visit at approx. 5 – 6 pm would happen 
over the weekend.  Scheme manager very concerned, saying ADC cannot cope 
anymore and that Mr A should move 

3 – 
4.5.13 

Care UK No record of problems. 

4.5.13 Solent 
– 
OPMH 
ICT 

Home visit – noted Mr A thin and in oversized clothes; scaly lower legs; poor 
standing; unaware of how his flat came to be in a mess. (There does not seem 
to have been any plan to manage any of these issues on that day.)  However, 
ICT worker chatted and Mr A said he felt happy not sad and liked his 
neighbours and the ADC staff.  Food reheated and a drink made. 
Mr A happy to have further visits. 
Attempted to refer state of legs to DNs via SPA but closed as after 8pm. 

OPMH ICT worker had the advantage of being new to the situation and could have been more 
objective about his findings.  No plan was made to address the obvious confusion and weight loss – 
however, the attempted referral to the DN service was appropriate albeit not actually taking place 
due to the service being unavailable. 
 
5.5.13 PCC - H ADC staff took Mr A his lunch and found him on the floor and unable to get up.  

Called 999.  Mr A had yellow skin and red and swollen right eye. 
ADC record of ambulance visit notes that they wanted to take him to hospital 
but were advised to leave him at home for GP to be contacted to call the next 
day.  There is also a note that the ambulance staff were concerned about the 
lack of medication and said this was the cause of the yellow skin. 

5.5.13 SCAS Housing called 999, ambulance staff report shows that Mr A had fallen and 
could not get up.  They did not admit but are said to have wanted to admit. 
Noted that he had not had medication for 2.5 months. 
Referred to duty GP to discuss with own GP 
Safeguarding referral completed 

The crew members noted that Mr A’s hands were swollen and that this was backing up to his arms.  
There is limited record in the chronology of the ambulance staff decision making at the time but an 
email accompanying the chronology states that SCAS wanted to admit Mr A and so contacted the out 
of hours duty GP.  A response from the ambulance service has confirmed that the duty GP in 
conjunction with the ambulance crew made a decision that ‘it can wait until Tuesday’ (i.e. after the 
bank holiday).  The report author understands that it is routine to contact the GP in all cases where 
ambulance staff consider that they may be unable to treat safely at home. The decision is recorded 
as being based on Mr A having carers once a day and that he had mental health issues being 
currently under review.  Other agencies were not involved in this decision.  Information from the 
safeguarding lead role in SCAS confirmed that Mr A would have had what he described as a ‘top to 
toe’ examination where the presence of an old dressing and the possibility of a septic wound should 
have been considered.  The examining ambulance practitioner would have had para medic 
qualifications and will have received level 2 safeguarding training.  SCAS would have expected that 
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they will have based the decision not to admit on clinical risk and would have considered medical 
condition, social elements and whether safe to leave at home.  All SCAS staff will have assessment 
training and qualification and will all have completed level 2 safeguarding training.   To put this in 
context, ambulance staff saw a person who, they were told, had seen his GP the previous week, had 
been without medication for several weeks, had fallen but was recorded as not dizzy on standing.  It 
is conceivable that this played a part in the decision that two further days would make little 
difference.  However, it was acknowledged by the SCAS safeguarding officer that this does appear an 
unusual decision in this case. 
SCAS submitted a safeguarding referral because of their concerns about the nursing care Mr A was 
receiving in the community and lack of medication.  This would indicate that they had noted the lack 
of clean dressing and considered that the lack of medication was a safeguarding risk.  However, there 
appears to be no recognition of the fact that the referral was made on a bank holiday and may not 
receive attention immediately.  No interim safeguarding measures were taken.  However, contact 
with the GP surgery has established that the ambulance triage nurse requested a GP review visit on 
the 7th May (2 days later).  The ambulance crew also made a referral to the Falls Service and gave 
ADC staff advice about ringing 999 if Mr A worsened. 
 
5.5.13 PRRT Receipt of SCAS referral – call to Scheme manager and checked RIO – noted 

that already known to OPMH and ICT with a referral already made to physio so 
felt that no further action from PRRT would be appropriate or of benefit to Mr 
Howard. 
Also noted that ‘it appeared from records that Nomad only discussed on 12th 
April and therefore had not been without meds for long. 
NB There are 23 days between the 12th April and the 5th May. 
 

5.5.13 Solent 
– 
OPMH 
ICT 

Mr A dressed and eating a piece of cake.  Requested help to urinate and 
thanked worker for bringing commode though asked to be left alone to 
urinate. 
ICT worker noted that they were told Mr A had very low BP; 3rd stage kidney 
failure; and had not been receiving medication with staff being very (++) 
concerned. Told by ADC staff that SCAS had raised a vulnerable person alert 

5.5.13 GP Letter from physio saying needs better met by community 
5.5.13 Care UK Washed but Mr A did not want food 
6.5.13 Care UK Morning – Mr A on sofa with trousers down and saying he ‘felt like hell’.  

Unable to stand 
Afternoon – Mr A in same position and unable to stand or eat.  Ambulance 
called. 
NB  This is the beginning of the 2x per day visits by Care UK.  

6.5.13 SCAS Called again to Mr A.  Noted low body temperature and inability to stand. 
Admitted. 
Appears that another Safeguarding referral completed. 

6.5.13 PHT Admitted – low BP, Low temperature, calf wound leaking, (see detailed 
chronology) 

The ambulance staff found Mr A to have low blood pressure, low body temperature and expressed to 
ADC staff that, if he had been left, Mr A would be in a coma.  Mr A was admitted to Queen Alexandra 
Hospital (PHT).   
 
6.5.13 PHT Incident form completed (but not safeguarding)  
7.5.13 GP Ambulance control triage nurse requested GP review on the 7th 

NB By the time this was planned, contact had been received that Mr A had 
been admitted. 
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7.5.13 GP Informed by Ambulance that Mr A admitted with hypothermia and poor 
perfusion  

7.5.13 PCC – 
ASC 

ASC advised that Mr A admitted to hospital and that SCAS had been concerned 
that he would have been in a coma if left longer. 
Requested a ‘section 2’ due to need for Nomad  
NB ‘Section 2’ is a referral for social care assessment  

7.5.13 GP, 
Solent 
OPMH  

Telephone discussion between covering GP and Senior Support worker 

7.5.13 GP Received notification from A and E re admission with pneumonia – treatment 
of resuscitation, intravenous fluids, antibiotics, and a referral to admissions 
unit  

8.5.13 LD 
liaison 
nurse 
QAH 

Informed Community Mental Health nurse that Mr A in hospital and also that 
an incident form had been made due to leg ulcer and level of care in 
community. 

9.5.13 PHT Worsening condition.  Space occupying lesion queried and urgent brain scan 
requested 

10.5.13 PHT Worsening.  Safeguarding alert submitted 
11.5.13 PHT Urgent brain scan again requested. 

Decision made not to resuscitate  
The second of these requests resulted in the brain scan taking place with results being difficult to 
interpret but not identifying more than minor abnormalities.  The plan not to resuscitate was 
discussed with Mr A’s sister who agreed to the plan.  There is no record of the decision being 
discussed with Mr A himself and ward notes indicate that Mr A may have been unable to 
communicate by this stage.  No reference was made in the PHT notes of a mental capacity 
assessment to assess Mr A’s ability to participate in this decision. 
 
11.5.13 PHT Discussion with NoK, (sister, who agreed with palliative plan. 
12.5.13 PHT Deteriorating, comfortable, said not to be distressed, palliative care only 
12.5.13 PHT Mr A died (approx. midnight) 
Mr A died of multi organ failure just before midnight on the 12th May. Mr A’s sister was informed of 
his death and ADC staff were informed some days later by OPMH services. 
 
13.5.13 GP Letter from hospital received saying Mr A has severe Sepsis and having end of 

life care 
 

July 2013 
16.7.13 PCC – 

ASC 
ISA entered flat with another person to clear any money or important 
documents and to clear fridge.  
NB Two months after Mr A death with flat vacant and unused in this time. 
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Appendix B 

Interviews carried out as part of Safeguarding Adult Review – Mr A. 
11th July 2014 

• PCC/ASC IMR author 
• Solent Safeguarding officer 

29th July 2014 

• PCC/ASC Safeguarding Team Manager 
• PCC/ASC Independence Support Assistant allocated to Mr A 
• PCC/Housing ADC Scheme Manager (accompanied by Housing Manager – IMR author 
• PHT, Quality Officer 

5th August 2014 

• Solent - Senior Support Worker OPMH and allocated to Mr A 
• Solent (SALT) undertook initial document review for Solent 
• Solent - Nurse who undertook SIRI 
• Solent – Senior Staff Nurse in the team working with Mr A 
• Solent - Senior Manager who commissioned the SIRI and is responsible for the PRRT, the 

community localities and has the lead for the Solent action plan resulting from the SIRI 

14th August 2014 

• Care UK Quality Manager (by phone) 

20th August 2014 

• GP allocated to Mr A 

3rd October 2014 

• South Central Ambulance Safeguarding officer (by phone) 

9th October 2014 

• GP at North Harbour surgery – saw Mr A as duty covering  GP 
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         Appendix C 

Glossary of abbreviations 

 

SAR    Safeguarding adult review 

ASC    Adult Social Care 

ADC    Arthur Dann Court 

PCC    Portsmouth City Council 

OPMH    Older People’s Mental Health 

ICT    Intermediate Care Team 

ISA    Independence Support Assistant 

IMR    Independent Management Report 

SIRI    Serious Incident Investigation 

NHS    National Health Service 

GP    General Practitioner 

CPA    Care Programme Approach (mental health) 

PHT    Portsmouth Hospitals (NHS) Trust  

PRRT    Portsmouth Rehabilitation and Reablement Team 

CQC    Care Quality Commission 

 

  

 

 

 

 

 

 



Improving health services… 

Safeguarding Adults Review  
Mr A 

Suzannah Rosenberg 

Director of Quality and Commissioning 

September 2015 



Improving health services… 

Safeguarding Adult Review 
(SAR) 

• Terminology changed to a SAR from serious case 
review (SCR) with the introduction of the Care Act 
2014 in April this year. 

 

• SARs are a new duty for Local Authorities to carry out 
when someone with care and support needs dies as 
a result of neglect or abuse and there is a concern 
that the Local Authority or its partners could have 
done more to protect them 

2 



Improving health services… 

Purpose of a SAR 

• To determine what the relevant agencies and 
individuals involved in the case might have done 
differently that could have prevented harm or death.   

• To learn lessons to prevent similar harm occurring in 
the future.  No blame for individuals or organisations 

• Mr A is the first commissioned SAR for Portsmouth 
Board.  

• Full report and executive summary published on the 
Portsmouth Safeguarding Adult Board website 
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Improving health services… 

Mr A 

• Mr A was a 79 year old, vulnerable man, who was 
well known to local services 

• Diagnosed with a learning disability when he was a 
child, but in fact had a severe stammer that became 
worse if he was frustrated 

• He achieved an Open University degree 

• Supported throughout his life by his family or by 
other services 

4 



Improving health services… 

Mr A 

• Described as an intelligent man; someone with 
eccentric behaviour with the appearance of a street 
homeless person 

 

• Speech difficulties caused him some difficulties but 
always apologised if became angry 

 

• Valued his independence 
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Improving health services… 

Mr A 

• In January 2013, he began to loose weight and started 
to neglect himself.  He was unable to manage his 
medication, he became more confused and 
incontinent 

• Reported to both health and social care agencies by 
the supported housing scheme manager, who knew 
him very well 

• Admitted to hospital on 6 May after being found on 
the floor in the same place for two days. 

• On 13 May 2013 Mr A sadly died  
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Improving health services… 

Mr A 

In the three months leading 
up to his death he was visited 

by 10 different agencies, 
including a GP, community 

nursing, mental health 
services, social care, 
physiotherapy & the 
ambulance service 
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Improving health services… 

Mr A 

Despite this: 

• Communication was poor 

• Lack of a clear medical diagnosis 

• Poor coordination by agencies 

• Lack of risk assessment and 
management 

• Lack of commissioned care over a 
Bank Holiday period 

8 



Improving health services… 

Examples of Concerns 

• Agencies working in isolation, not speaking to each 
other 

• Little appreciation of Mr A’s declining mental health, 
communication needs & his capacity to consent to 
his care and treatment 

9 

• Reliance on the Housing Scheme Manager who 
clearly was concerned but unable to cope with Mr A’s 
presenting needs 

• Little attention to a leaking leg ulcer or incontinence 
•   Missing or missed medication 
 



Improving health services… 

Action Plan 

• Recommendations 
coordinated into an action 
plan and endorsed by all 
organisations involved in Mr 
A’s care 

 

• Action plan monitored by 
the Safeguarding Board 
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Improving health services… 

Recommendations 

• 14 Multi-agency Actions 

• 5 Adult Social Care 

• 12 Solent NHS Trust 

• 3 Care Agency 

• 3 Joint Commissioners 

• 3 SCAS 

• 4 Portsmouth Hospitals Trust 

• 5 NHS England / CCG 

• 5 Housing Services 
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Improving health services… 

CCG Responsibilities 

• Disseminate lessons learned to primary care via 
safeguarding training, website and newsletter 

• Ensure the transformation of community services 
(Better Care) takes account of supporting more 
vulnerable and complex patients in the community 

• Issue pathway/guidance for GPs on requesting 
medication compliance devices  

• Whilst recognising the efforts GPs are taking to 
manage patients in their own homes, the CCG will 
reinforce the message that this should not at the                    
expense of patient safety 

 

12 
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