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1 Guildhall Square (Civic Offices) 
Portsmouth  PO1 2GJ 

 
Primary Care Commissioning Committee 

 
A meeting will be held from 1.00pm – 2.45pm on Wednesday 17 May 2017 

in Conference Room A, 2nd Floor, Civic Offices, Portsmouth 
 

AGENDA 
 

 Subject Lead Attachment 
 

1.  Apologies for Absence and Welcome 
 

Dr J Cullen Verbal 

2.  Declarations of Interest 
 

Dr J Cullen Verbal 

3.  Minutes of Previous Meeting 
 
a. To agree the minutes of the Primary Care Commissioning 

Committee meeting held on Wednesday 15 March 2017. 
b. Matters Arising 
 

Dr J Cullen White 

4.  Primary Care Commissioning Committee Work 
Programme 
 

Ms T Sanders Yellow 

5.  Delegated Primary Care Commissioning 16/17 Annual 
Report 
 

Ms K Hovenden Cream 

6.  Update on Estates and Technology Transformation Fund 
(ETTF) Proposals 
 

Ms K Hovenden Pink 

7.  Improved Access Initiative Business Case 
 

Mr M Compton White 

8.  MCP Alliance Agreement for a Virtual MCP 
 

Mrs J Gooch Cream 

9.  Minutes of Other Meetings 
 
• Primary Care Operational Group 
• Multispecialty Community Provider (MCP) Working Group 

 

 
 
Ms K Hovenden 
Mr I Richens 

 
 
Blue 
Green 

10.  Date and Time of Next Meeting in Public 
 
The next Primary Care Commissioning Committee meeting to be held in public will take place on 
Wednesday 19 July 2017 at 1.00pm – 2.45pm in Conference Room A, 2nd Floor, Civic Offices, 
Portsmouth. 
 

11.  Meeting Close 
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DRAFT 
 

Minutes of the NHS Portsmouth Primary Care Commissioning Committee meeting held on 
Wednesday 15 March 2017 at 1.00pm – 2.45pm in Conference Room A, 2nd Floor, Civic 

Offices, Portsmouth 
 

Summary of Actions 
Primary Care Commissioning Committee held on Wednesday 15 March 2017 

 
Agenda 
Item 

Action Who By 

3 Minutes of Previous Meeting – Amend the minutes as 
agreed. 

J Collis May 17 

4 GP Locally Commissioned Services -  Review future 
LCS plans as part of MCP work programme to ensure 
alignment. 

T Russell/ 
J Gooch 

Ongoing 

6 Quality Improvement Framework for Primary Medical 
Care – Include reference under reporting to the 
escalation algorithm as agreed with NHS England. 

T Russell/ 
S Rosenberg 

May 17 

7 Primary Care Commissioning for Quality and 
Innovation (CQUIN) Scheme 2017/18 – Check the 
relevance of the term virtual ward used in the context 
given and if required to be used then provide a definition. 

T Russell May 17 

9 Any Other Business - Notify Committee when the CQC 
publish their updated findings following the recent re-
inspection visit to the Craneswater Group Practice. 

K Hovenden May 17 

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

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

 
2. Declarations of Interest 
 

Dr Linda Collie declared a possible conflict of interest relating to Items 4 and 7 on the 
agenda.  It was agreed that Dr Collie could still participate in discussions but would be 
excluded for any decision making for these two items. 
 

3. Minutes of Previous Meeting 
 
The minutes of the Primary Care Commissioning Committee meeting held on Wednesday 
18 January 2017 were approved as an accurate record subject to the following change: 
 
Page 3, Agenda Item 5, last sentence in paragraph, delete “would also be working for the 
CCG in relation to workforce development.” and replace with “would also become involved 
in workforce development in association with succession planning.” 
 
An update on actions from the previous meeting was provided as follows: 

 
Agenda 
Item 

Action Who By Progress 

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

T Russell Mar 17 Terri Russell reported that 
this is in hand and a paper 
has been submitted to the 
Clinical Executive 
Committee. 

 
4. GP Locally Commissioned Services 

 
It was noted that Dr Linda Collie had a possible conflict of interest for this item. 
 
Terri Russell presented a paper which highlighted some of the key outcomes from 2016-17 
and summarised the proposed changes and budgetary requirements for 2017-18 for GP 
Locally Commissioning Services. 
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Terri Russell commented on the Leg Ulcer target noting that there had been exceptional 
outcomes and the service is working well and feedback from patients was good. 
 
Terri Russell drew attention to the proposed changes for 2017-18. 
 
Dr Julie Cullen asked why repeat prescribing and requesting and chasing diagnostics and 
results were not part of the GP contract.  Katie Hovenden explained that there had been a 
debate about follow up of diagnostics as patients see a consultant and then they are 
referred back to the GP to organise tests. Responsibility for following up on diagnostic tests 
should be the responsibility of the person requesting the test and this will addressed via the 
contractual route.  With regards to repeat prescribing, at the moment if patients are referred 
to hospital for an outpatient appointment in the majority of cases the patient is referred 
back to the GP to start the prescribed drugs.  This is also being addressed by changing the 
standard NHS contract so that when seen in secondary care patients will have to be given 
a minimum amount of the prescribed drug.  Including these items in the PMS reinvestment 
basket is to reflect the fact that these changes have not been made consistently yet.  Dr 
Julie Cullen asked when this would be reviewed.  Katie Hovenden explained that it will 
depend on when the CCG receives assurance from PHT that they are compliant with the 
contract requirements.   
 
Innes Richens said that one of the aims of the Multispecialty Community Provider (MCP), 
the next item on the agenda, is sustaining Primary Care for the future and asked how the 
CCG is making decisions about Local Commissioned Services to support MCP 
development in the future.  Terri Russell said that the Leg Ulcers Commissioned service is 
a good example of something which could become part of the MCP but we need to 
continue to commission from individual practices in the meantime.  It was agreed that 
future LCS plans would be reviewed as part of MCP work programme to ensure alignment. 

Action:  T Russell/J Gooch 
 
Jackie Powell asked about the structured education programme for diabetes.  Terri Russell 
explained that the CCG will encourage GPs to refer and ensure patients are following best 
practice.  Katie Hovenden explained that we believe practices are making referrals for 
structured education but data may not have been captured due to coding issues.  Previous 
National Audit data was based on only 7 practices and we now have assurance that all 
practices in the city are submitting data to this national audit.  
 
The Primary Care Commissioning Committee noted the outcomes from 2016-17 
services, reviewed the proposed changes and agreed in principle to the CCG 
commissioning these services for 2017-18.  
 

5. Multispecialty Community Provider (MCP) Progress Report 
 
Jo Gooch presented a paper which provided an update on the progress of developing a 
local MCP model.  She explained that the CCG had been working for a while with local 
healthcare providers to develop a virtual MCP contract arrangement in 2017/18 before 
possibly commissioning a partially integrated MCP contract from 2018/19.  The MCP will 
focus on three core functions; sustainable primary care, out of hospital primary and 
community care teams and demand management.   
 
The MCP working group has been meeting regularly and clinical input is provided by Dr 
Annie Eggins and Dr Linda Collie.  The minutes of the working group are presented later 
on the agenda. 
The working group are in the process of developing a stakeholder engagement plan and 
are looking to get the partnership alliance agreement in place as soon as possible.  The 
group will continue to look at procurement and how MCP fits in with wider conversations. 
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Jackie Powell commented that it had been reported in the news that the Government put in 
money in urgent care centres and asked if this is a benefit or a risk to us.  Jo Gooch 
explained that we already have that model in Portsmouth and this issue will be considered 
by the ACS leadership team.  
 
Michelle Spandley commented that as the MCP develops we will need to be careful about 
the impact  on the system and ensure changes don’t result in increased costs.  Jo Gooch 
said that the group is looking at how to deliver services locally and reorganising what we 
have now in order to get better outcomes for patients.  
 
Dr Julie Cullen commented that from a nursing and allied health professional point of view 
it is very welcome and putting services together can’t come soon enough. 
 
The Primary Care Commissioning Committee noted the report. 
 

6. Quality Improvement Framework for Primary Medical Care 
 
Katie Hovenden presented a paper which detailed the Quality Improvement Framework for 
Primary Medical Care.  She explained that a paper had previously been presented to the 
Committee that had identified the need for the framework which is presented here for 
information.  The framework covers the 3 core areas of quality assessment, improvement 
and assurance and links in with some of the key elements of the CCGs overarching Quality 
Strategic Framework.  The aim is to have a list of metrics which are significant importance 
and have been brought together as a dashboard in Covalent and will be reviewed regularly 
in PGOG.  Some of these metrics will also be reported to the Governing Board as part of 
the performance report. 
 
Suzannah Rosenberg commented that a reference to the escalation algorithm, as agreed 
with NHS England, should be included under reporting.  It was agreed that a reference 
would be included. 

Action:  T Russell/S Rosenberg 
 
Michelle Spandley asked if this paper would be linked with the next paper on the agenda 
related to CQUIN.  Terri Russell explained that it is one of the elements in CQUIN this year. 
 
Tom Morton asked about encouragement and Terri Russell explained that the CCG will 
use all the levers it has at its disposal in order to encourage practices to be involved. 
 
Jackie Powell asked about patient engagement and if it would be possible to tap into the 
PPG links that we already have for practices.  Terri Russell explained that patient 
experience is measured in the dashboard and whilst it only represents a cohort of patients 
but it is an area of improvement that we will be encouraging. 
 
The Primary Care Commissioning Committee noted the report. 
 

7. Primary Care Commissioning for Quality and Innovation (CQUIN) Scheme 2017/18 
 
It was noted that Dr Linda Collie had a possible conflict of interest for this item. 
 
Terri Russell presented a paper which detailed the Primary Care Commissioning for 
Quality and Innovation (CQUIN) Scheme for 2017/18.  She highlighted the following areas 
of the paper: 
 
Scheme Objectives 
 
These are the same as last year with the addition of “sharing good practice”. 
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CCG Engagement – Evening events are always well received and these will continue and 
the CCG will invite nurses when appropriate.  A Practice Managers Advisory Group is also 
being planned. 
 
Access – We need to work with practices to understand how patients are accessing 
services. 
 
Katie Hovenden commented that the use of Academic Health Sciences Network (AHSN) 
tools generate consensus and encourage practices to work at the “top of their licence” with 
appropriate training.  It also prompts them to consider if there are other groups of 
healthcare workers that can take on the task.  The way services are delivered is changing 
and we will still meet the needs of patients but a nurse practitioner may be a more 
appropriate person for patients to see in the future. 
 
Dr Linda Collie said that we will be looking at patient journeys as well to see if we can 
streamline processes. 
 
Use of Technology – This aims to maximise the use of new and existing technology and 
tools in order to support improvements in patient care and experience and increase 
efficiency in general practice. 
 
Jackie Powell asked about OptimiseRx.  Katie Hovenden explained that it was patient 
specific prescribing support software which will look through a patients records to check if 
they have had the appropriate tests etc for the medication they are being prescribed.  It 
ensures safety as well as supporting effective interventions and cost effectiveness. 
 
Michelle Spandley asked about the wording e-referrals, where available.  Terri Russell 
explained that it is the wording that is in the contractual changes letter and we will change 
the wording once it is in place in line with the agreed plan.  
 
Collaborative Working – This is to encourage development effective working relationships 
that bring practices and community partners together to delivery new models of care in the 
city eg. MDT/virtual wards, MCP. 
 
Dr Julie Cullen asked about the use of the term “virtual ward”.  It was agreed that the 
relevance of the term “virtual ward” used in the context given would be checked and if 
required to be used then a definition would be provided. 

Action:  T Russell 
 
Sharing Good Practice – A new optional initiative has been added, identification and 
referral to Talking Change for patients with long term conditions. 
 
The Primary Care Commissioning Committee approved the objectives as set out in 
the 2017/18 Primary Care CQUIN.  
 

8. Minutes of Other Meetings 
 
The minutes of the following meetings were presented for acceptance by the Committee: 
 
• Minutes of the Primary Care Operational Group meetings held on 9 January 2017 and 

6 February 2017. 
 
• Minutes of the Multispecialty Community Provider (MCP) Working Group meetings held 

on 18 January 2017, 25 January 2017, 1 February 2017, 15 February 2017 and 22 
February 2017. 
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The Primary Care Commissioning Committee accepted the minutes. 

9. Any Other Business 
 
Katie Hovenden reported that whilst the final report has not yet been published, the draft 
report of the findings from the CQC’s reinspection visit to the Craneswater Group Practice 
indicates a significant improvement.  It was agreed that the Committee would be notified 
when the CQC publish their updated findings. 

Action:  K Hovenden 
 

10. Date of Next Meeting in Public 
 
The next Primary Care Commissioning Committee meeting to be held in public will take 
place on Wednesday 17 May 2017 at 1.00pm – 2.45pm in Conference Room A, 2nd Floor, 
Civic Offices.  Tom Morton thanked everyone for attending the meeting and reminded 
members of the public that feedback and comments would be welcomed. 
 
 
 
 
 
Jayne Collis 
7 April 2017 



 
 
 

 

 
 

PRIMARY CARE COMMISSIONING COMMITTEE 
 

Date of Meeting 17 May 2017 
 
Agenda Item No  
 

4 

 
Title 
 

Primary Care Commissioning Committee Work 
Programme 

 
Purpose of Paper 
 

 
The Primary Care Commissioning Committee carries out duties and 
functions delegated to it by NHS England. 
 
The attached work programme details the meeting programme over 
the 2017/18 financial year.  
 
Items for meeting agendas are in keeping with the work of the Primary 
Care Commissioning Committee as outlined in the delegation 
agreement between the CCG and NHS England. 
 
Proposed additional items are highlighted for ease of identification. 
 

 
Recommendations/ 
Actions requested 
 

 
The Primary Care Commissioning Committee is requested to: 

• Review  
• Approve the work programme and  
• Consider items ‘as required’ along with items listed under the 

‘specifics’ section to determine if they wish these to be included 
in the main body of the programme and the timetable for each 
item. 
 

Engagement Activities – 
Clinical, Stakeholder and 
Public/Patient 

Not applicable 

Item previously 
considered at Not applicable 

Potential Conflicts of 
Interests for Committee 
Members 

None 

 
Author 
 

Justina Jeffs, Head of Governance 

 
Sponsoring member 
 

Tracy Sanders, Chief Strategic Officer 

 
Date of Paper 
 

4 May 2017 

 



 

Primary Care Commissioning Committee Annual Work Programme 
 

Primary Care Commissioning Committee Work Programme 2017/18 

What Lead 
(management 
lead) 

When May Jul Sept Nov Jan Mar 
17 19 20 15 17 21 

Meeting in Public         
Declarations of interest Chair Every x x x x x x 
Minutes of previous meeting  Chair  Every x x x x x x 
Minutes of Primary Care Operational Group 
(PGOG) 

Primary Care Lead Every x x x x x x 

Finance Report Finance Lead Every x x x x x x 
Risks Chair Every x x x x x x 
Primary care funding/budget allocation review Primary Care Lead Annual       
Locally Commissioned Services 2017/18 Primary Care Lead Annual      x 
Annual Report to NHS England Primary Care Lead Annual x      
Primary Care Commissioning Committee Work 
Programme 

Chair  Annual x      

Commissioning Intentions Primary Care Lead Annual     x  
Terms of Reference of Primary Care 
Operational Group (PGOG) 

Primary Care Lead Annual      x 

Review of Committee terms of reference Chair  Max 3 years  x     
Policy Approval (disputes processes etc) Primary Care Lead As req’d       
Premise closures/relocations/change proposals Primary Care Lead As req’d       
PMS contract reinvestment plans Primary Care Lead As req’d       
Practice Performance Matters Primary Care Lead As req’d       
Quality Incentive Scheme proposals and 
updates 

Primary Care Lead As req’d       

Meeting in Private         
Minutes of previous meeting Chair Every x x x x x x 
Declarations of Interest Chair Every x x x x x x 
Finance Report (discretionary payments) Finance Lead Every x x x x x x 
Merger proposals Primary Care Lead As req’d       



 

Primary Care Commissioning Committee Annual Work Programme 
 

What Lead 
(management 
lead) 

When May Jul Sept Nov Jan Mar 
17 19 20 15 17 21 

Premises development proposals Primary Care Lead As req’d       
Primary Care service development business 
cases & updates 

Primary Care Lead As req’d       

Public Consultations Primary Care Lead As req’d       
Specifics         
• Les/Des timetables 
• Estates/technology 
• Sustainability/resilience (linked to seasonal 

pressures including winter planning etc) 
• Bid applications 
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Delegated Primary Care Commissioning  
16/17 Annual report 

1. Introduction 

NHS England delegated specific primary care commissioning functions to the CCG under 
section 13 of the NHS Act with effect from April 2015. The specific delegated functions are 
set out in paragraph 12 of the legal Delegation and are: 
 
1. decisions in relation to the commissioning, procurement and management of Primary 

Medical Services Contracts, including but not limited to the following activities: 
 

a. decisions in relation to Enhanced Services; 
b. decisions in relation to Local Incentive Schemes (including the design of such 

schemes) 
c. decisions in relation to the establishment of new GP practices (including 

branch surgeries) and closure of GP practices;  
d. decisions about ‘discretionary’ payments; 
e. decisions about commissioning urgent care (including home visits as 

required) for out of area registered patients; 
 

2. the approval of practice mergers 
3. planning primary medical care services in the Area, including carrying out needs 

assessments 
4. undertaking reviews of primary medical care services in the Area; 
5. decisions in relation to the management of poorly performing GP practices and including, 

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

6. management of the Delegated Funds in the Area; 
7. Premises Costs Directions Functions;  
8. co-ordinating a common approach to the commissioning of primary care services with 

other commissioners in the Area where appropriate; 
 
The delegation agreement requires delegated CCGs to provide a report within 2 months of 
the end of each year setting out how they have carried out their delegated functions.  The 
following report sets out the activity undertaken or approach developed in relation to these 
delegated functions and summarises the contractual changes agreed in year and any 
procurements undertaken.   
 
 Financial report describing the management of the delegated funds is also included. 
 

2. Primary Care Commissioning Committee 

Following a governances review in 2015/16 the Primary Care Commissioning committee 
was established.  The committee meets in public and had its first meeting in March 2016. 
 
The committee reports to the Governing Board and to NHS England as appropriate. The 
CCG introduced its new primary care delegated governance arrangements in March 2016.  
 
The Primary Care Operating Group oversees and manages the day to day business 
associated with the commissioning and contracting of all primary care activity and reports to 
the Primary Care Commissioning Committee.  
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3. Management of Delegated Functions 

 
The primary care teams from CCGs and NHS England (Wessex) have been working on the 
development of consistent procedures which clearly define the responsibilities of delegated 
CCGs and NHSE. These seek to make best use of limited resource and expertise whilst 
ensuring the practices’ key relationships are with CCGs and that decision making rests with 
the CCG.  The NHS England team continues to provide contractual support for some of 
these functions e.g. the issuing of contract variations. 
 
3.1 Contract review Group 

 
The CCG has established an internal primary care contract review group with both quality 
and primary care team representatives, to review information relating to non-compliance of 
general medical practice with the terms of the contract, poor contractual performance or 
practice and to review concerns which are thought to pose a serious risk to the efficiency, 
effectiveness, reputation or patient safety of NHS Services and are likely to be non-
compliant with the contract.  This includes consideration of published CQC reports and 
whether any breach or remedial notice is appropriate or proportionate.  No such notices 
were issued in 2016/17. 

 
3.2 Primary Care Quality Improvement 
 
As a part of the delegation agreement the CCG retains a duty to support the continuous 
improvement in the quality of primary medical services.   

 
3.2.1 Primary Care Quality Improvement Framework 

 
The recently agreed primary care quality improvement framework sets out NHS Portsmouth 
CCG’s approach to quality assessment, improvement and assurance.  This incorporates 
how the CCG will work with GP practices and other stakeholders in supporting quality 
improvement and associated improved outcomes for patients.  The framework includes the 
development of a primary care dashboard which will be presented to PCCC when finalised.  

 
3.2.2 CQUIN 

 
As in previous years practices were offered an incentive in the form of the Primary Care 
CQUIN with the objectives of focussing on improving the quality, safety, and efficiency of 
patient care through the identification and implementation of alternative ways of working and 
delivering care. 
 
The scheme comprised several components, each aligned to the objectives set out above: 

• Engagement Programme 
• Improved Access Programme 
• Technology Programme 
• Collaborative Working Programme 
• Efficient Use of Resources Programme 

 
The total funding made available to practices via this CQUIN for 16/17 was £492,935 
 
A full evaluation of the scheme is underway however early indications suggest there have 
been a number of positive outcomes: 
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Practice Engagement 
  
Feedback from member GPs has been that the commissioning events have been very well 
received again this year, in particular the new format which allows for small group discussion 
and sharing of best practice across an increased range of topics. Some of the comments 
received are detailed below: 

- Two way dialogue and good updates on lots of topics. 
- Excellent chance to discuss with peers 
- Know much more about scope of Wellbeing Service and Action Portsmouth.  Exciting 

stuff regarding Clinical Pharmacists and Physio's in practice. 
- Well organised and run, kept to time, really useful workshops, informative and 

helpful. 
- Data sharing & feedback, opportunity to share ideas with others. 

 
Results from the National Stakeholder survey have been positive for 2016/17 with a 79% 
response rate from practices, 79% of all stakeholders feeling they have been engaged by 
the CCG in the year and 79% of all responders also believing they have a good working 
relationship with the CCG (higher than the national and regional averages) 

Collaborative Working 

Multidisciplinary Team Meetings (MDT). Following feedback from all practices who took 
part in the MDT element of the 16/17 CQUIN, practices felt this was a valuable piece of work 
and has had a real impact on their patients identified as part of this programme.  This has 
been due to the co-ordinated approach working with the necessary healthcare professionals 
and improved information sharing resulting in better management of these patients. 

Due to the success of this, the MDT features as part of the 17/18 CQUIN, with a few 
changes being made to the format of the meetings as requested by practices. 

Whilst many factors will have played a part, looking at quarter 3 data in comparison to the 
same period last year, our inpatient emergency admissions have decreased by 10%. 

Technology 

Portsmouth TPP IT User Group – the User Group has facilitated the roll-out of a number of 
new processes, including direct referrals to Solent.  It has also supported the successful 
implementation of the Ardens decision support tool, supporting the use of local referral 
pathways and processes and the standardisation of READ coding. 

 
3.2.3 CQC inspections 

 
CQC visited and published reports in relation to 12 practices within Portsmouth CCG during 
2016/17 with some practices already having been visited in 15/16.  All bar one practice in 
Portsmouth CCG has now been inspected under the new regime.  16 practices are now 
rated as “Good” overall and 2 as “Requiring Improvement” Of particular note is the fact that 
the two practices previously rated as “Inadequate” and in special measures have been re-
inspected.  Both have been taken out of special measures and one of these has improved to 
the extent that is has been given a new rating of “Good” overall and across all 5 domains.  
Where practices do have areas requiring improvement the primary care team request a copy 
of the practices action plan and offers support with implementation if required. 

 
3.3 Mergers and Closures 

 
The CCG is now responsible for the operational management of practice mergers and 
branch closures. Guidance has been developed and shared with practices particularly 
focussing on the need for the appropriate level of stakeholder and patient engagement.  
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3.3.1 Mergers 

The following mergers were approved in 2016/17 by the CCG 

Practices Approval route Date 
approved 

Date of 
merger 

Portsdown Group 
Practice and Northern 
Road Surgery  

Primary Care Commissioning 
Committee   
(following recommendation  by 
the Primary Care Operational 
Group) 

20/07/2016 1st October 
2016 

Portsdown Group 
Practice and Derby Rd  

Primary Care Commissioning 
Committee  Via Chairs Action 
(following recommendation  by 
the Primary Care Operational 
Group in October) 

016/11/2016 Deferred* 

 
*The merger of Portsdown Group practice and Derby Road is currently on hold at the 
request of the two practices. 
 
The following merger was approved in 2015/16 but took place in 2016/17 
 
Practices Approval route Date 

approved 
Date of 
merger 

Milton Park Practice  
and Baffins surgery 

Primary Care Commissioning 
Committee   
(following recommendation  by 
the Primary Care Operational 
Group) 

20/01/2016 1st October 
2016** 

 
**Whilst the practices effectively merged on 1.10.16 the formal merger was delayed until 
January 2017 due to Primary Care Support England failing to process the merge of the 
patient registrations 

 
3.3.2 Branch Closures 

 
The following branch closures were approved in 2016/17 
 
Practice (and branch 
site) 

Approval route Date 
approved 

Date of 
closure 

Trafalgar Medical Group 
Practice  (Ramillies 
Branch Surgery Site ) 

Primary Care Commissioning 
Committee  (following 
recommendation  by the Primary 
Care Operational Group) 

20/07/2016 30/09/2016 

Portsdown Group 
Practice (Northern Road 
Branch Surgery site) 

Primary Care Commissioning 
Committee  (following 
recommendation  by the Primary 
Care Operational Group) 

20/07/2016 30/09/2016 

 
3.3.3 Closure Of Queens Road Surgery 

The two GP partners at Queens Road Surgery gave written notice to the CCG on the 30th 
December 2016 of their intention to resign their PMS contract as at the 30th June 2017, all 
opportunities to merge with surrounding practices having been explored and rejected. The 
CCG, in discussion with NHS England, considered the risk and benefits of the available 
options to secure ongoing provision of primary medical services for patients of this practice. 
The conclusion reached was that the CCG would need to support patients to re-register at  
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an alternative practice of their choice.  In discussion with the LMC, an offer of transitional 
support has been made to affected practices in the city to support the initial work to manage 
the influx of a significant number of new patients in a short period of time. 

 
3.4 Applications for increased GMS space 
 
No applications were received in 2016/17 

 
3.5 Heyward Road Branch Surgery Premises Development  

 
The Primary Care committee formally endorsed a request from Portsdown Group practice to 
develop their premises at the Heyward Road branch site.  The practice were not seeking 
capital funding for the development and recognised that any request for additional revenue 
e.g. notional rent would only be considered if the list size at the  practice were to grow and 
additional utilisation of the space could be demonstrated.  
 

3.6 Applications for minor premise improvement grants  
 

In July 2016 NHS England Wessex announced they were able to support a round of 
premises improvement grants for 2016/17. The level of funding available was such that it 
would be suitable for small scale work that would allow practice premises to be functionally 
suitable and/or have improved capacity for the near future.  The primary care team reviewed 
each of the bids received to whether the requested improvements fit within the wider estates 
strategy for the city, whether they met the requirements of the Premises Cost Directions 
(2013) and to prioritise bids accordingly. 
 
Under the Premises Costs Directions (2013) practices have to contribute 34% of the costs of 
any work under taken. 
 
Practice Details of bid Total 

cost 
Cost 
reimbursed  
66% of 
total 

Trafalgar Medical 
Group 

Redesign of 2 extra rooms at Eastney Health 
Centre following closure of Ramillies 

£18,168 £11,991 

Derby Road 
Practice (branch 
surgery) 

Installation of fire door at Copnor to meet fire 
safety requirements 

£788 £520 

Derby Road Replacement boiler £2,859 £1,887 
Craneswater Legionella remedial works and replacement 

boiler 
£3,680 £2,429 

Craneswater Replacement boiler £2,250 £1,485 
Trafalgar Medical Redesign of reception desk and waiting area 

for improved access 
£13,751 £9,076 

Southsea 
Medical centre 

Replacement of emergency lighting £7,048 £4,652 

Drayton surgery Changes to car park layout to improve 
disabled access 

£854 £564 

Drayton surgery Installation of hand rail leading to main 
entrance 

£1,200 £792 

Hanway Group Conversion of 1st floor to free up clinical room 
currently being used partly for admin work 

£20,700 £13,662 

Total  £71,298 £47,057 
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3.7 Re-procurement of APMS  at Guildhall Walk Healthcare centre 

 
In April 2016 the CCG initiated a tendering process to re-procure the APMS contract for 
Guildhall Walk Health Care centre following a lengthy needs assessment and consultation 
process. .  However in September 2016 the CCG agreed that the tendering exercise should 
be terminated without making an award.   The decision taken was the current interim 
contract should be extended until October 2018 allowing the CCG to review the longer term 
strategic direction and the needs of the complex patients registered on the practice list.   

 
3.8 PMS re-investment 

 
As part of the PMS review process the PMS premium monies not re-commissioned from 
practices individually is eroded from practices’ financial baselines in equal instalments over a 
five year period which commenced on 1 April 2016; this aligns with that used to erode the 
Minimum Practice Income Guarantee (MPIG) funding in GMS practices which comes to an 
end in 2021. Any eroded PMS premium monies are being reinvested back into all practices 
across the CCG.   
 
Detailed in the table below is a projection of the total premium monies to be eroded from 
PMS practices and reinvested back into all practices  

Identified 
PMS 
Premium 

Year 1 
Erosion* 

Year 2 
Erosion * 

Year 3 
Erosion * 

Year 4 
Erosion * 

Year 5 
Erosion * 

£  1.84m £  369k £  738k £  1.11m £  1.48m £  1.84m 
*Subject to change based on revisions to the GSE. 

As a consequence of the review process and following consultation with relevant 
stakeholders the CCG has articulated a reinvestment strategy covering the first two years  

This reinvestment strategy includes commissioning a basket of  services recognising the 
increasing contribution that primary care is making in the management and treatment of 
patients that may have otherwise have gone through a predominantly hospital based 
pathway. These services include: 

• Adhering to changing processes around secondary care referrals (e.g. IFRs/Prior 
approvals) 

• Ambulatory and Home BP monitoring 
• PSA monitoring 
• Treatment for carcinoma of the prostate 
• B12 injections 
• Adhering to D-Dimer Ambulatory Pathway 
• Screening follow-up 

 
Funding for this service in year 1 (16/17) is circa £300k (funded on a capitation basis) and 
£400k in year 2.( 17/18)  The reinvestment strategy also includes the commissioning of 
primary care services for diabetes and respiratory conditions both of which provide the 
opportunity to provide enhanced care for patients with the two chronic long term conditions. 
The funding for these two services is approximately £300k.   
 

3.9 Directed Enhanced Services 
 
The Primary Care Team now lead on securing sign up and monitoring of all of the Directed 
Enhanced Services. Sign up and spend on Directed Enhanced service is shown below : 
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Directed Enhanced Services No. of practices delivering 

the service * 
2016/17 Cost 
(estimated) 

Avoiding Unplanned Admissions   19 £643K 
Learning Disabilities 16  £30K 
Extended Hours 18** £41K 
Minor surgery 17 £179K 
Out of Area Registration 9 £0 
Violent Patient scheme 1 £16K 
 
*out of 19 practices 

 £909K 

 
**Guildhall Walk Practice provide extended hours via their APMS contract.  

 
4. GP forward view  

 
4.1 Wessex change fund  

 
A number of priorities were put forward for funding through the Wessex change fund bid, 
most of which have been delivered or are scheduled to roll out in the coming months. Detail 
regarding some of the initiatives is included below. 
 
The CCG has commissioned delivery of a local vocational training course for management 
teams in General Practice and an Advanced Practice Manager programme focussing on 
developing the skills needed to lead in General Practice given changing models of primary 
care delivery. 
 
A very successful nurse conference (predominantly for practice nurses but with invitations 
extended to wider nursing teams) was delivered in March. The topics covered included the 
changing landscape of Primary Care, collaborative working and CPD. A full evaluation is 
currently being undertaken but initial feedback has been extremely positive. 
 
We have secured formal accredited training (Level 2 certificate in clinical skills) for a 
number of HCAs in the city and are developing the ongoing mentorship and CPD required to 
provide continuing to support the workforce.  
 
Practices were able to put forward creative ideas to increase patient online uptake with 
funding available for overtime/admin costs etc. Overall the CCG rate for online uptake has 
risen from 7% in August 2016 to over 10% in January 2017 with no practices on 0% 
 

 
5. Locally Commissioned services  
 
The CCG also commissioned a number of local services from GP practices in 2016/ 17.  
Sign and spend is shown below: 
 
LCS No. of practices delivering the 

service * 
2016/17 Cost 
(estimated) 

Phlebotomy 19 £180K 
Diabetes 18 £116K 
Respiratory 18 £194K 
Leg ulcer 18 £155K 
Basket of services 19 £293K 
  £938K 
*out of 19 practices 
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6. Summary of Primary Care Delegated Budget 
 
The table below provides information regarding the budget and actual expenditure in relation 
to the primary care delegated commissioning functions  
 
Primary Care Co-Commissioning Budget Actual Variance 

General Practice - GMS 6,830,902 6,940,123 109,221 

General Practice - PMS 10,293,459 10,385,751 92,292 

Other List-Based Services (APMS incl.) 2,296,395 1,133,130 (1,163,265) 

Premises 2,761,367 2,630,970 (130,397) 

Enhanced services 1,214,772 1,175,142 (39,630) 

QOF 2,411,375 2,441,771 30,396 

Other - GP Services 802,730 1,089,861 287,131 

      0 

Sub-total - Primary Care Co-Commissioning 26,611,000 25,796,748 (814,252) 

 
These figures represent the unaudited 2016/17 positon. The majority of the underspend in 
Co-commissioning has been reinvested into Primary Care Locally Commissioned Services. 
For example the PMS premium monies removed from contracts in 16/17 has been 
reinvested in local commissioned services (see section 3.8) – the expenditure for which 
appears elsewhere in the ledger.  In addition funding for the Walk in Centre was linked to 
Guildhall walk but the activity and costs are now part of the Treatment Centre contract which 
also appears elsewhere in the ledger. 

7. 2017/18  and beyond 
 
Working with local care providers – including Solent NHS Trust, member GP practices, the 
Portsmouth Primary Care Alliance (PPCA), and Portsmouth City Council – the CCG is 
developing a virtual Multi-speciality Community Provider (MCP) contract (an ‘Alliance 
Agreement’) in 2017/18 before potentially commissioning a partially integrated MCP contract 
from 2018/19. The MCP will focus on three core foundations: sustainable primary care; out 
of hospital primary and community care teams; and demand management.  
 
The CCG is supporting the PPCA to deliver the objectives within the alliance contract 
agreement and to engage member GP practices in the development of an MCP model for 
the city in the longer term. The priority projects for the MCP will be: 

• Improved Access Initiative (7 day GP access) 
• Enhanced Care Home Service 
• Improved and Consistent Primary Care Triage 
• Pharmacy Support in Primary Care 
• Closer Working between Community and Primary Care Nursing 
• Improved Outpatient and Elective Pathways 
• Improved Urgent Care Pathway 

 
8. Recommendations 
 
The Primary Care Commissioning Committee is asked to note the content of the 2016/17 
Delegated Primary Care Annual Report  
 
 
Katie Hovenden 
Director of Primary Care  April 26th 2017 
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Delegated Primary Care Commissioning  
16/17 Annual report 

1. Introduction 

NHS England delegated specific primary care commissioning functions to the CCG under 
section 13 of the NHS Act with effect from April 2015. The specific delegated functions are 
set out in paragraph 12 of the legal Delegation and are: 
 
1. decisions in relation to the commissioning, procurement and management of Primary 

Medical Services Contracts, including but not limited to the following activities: 
 

a. decisions in relation to Enhanced Services; 
b. decisions in relation to Local Incentive Schemes (including the design of such 

schemes) 
c. decisions in relation to the establishment of new GP practices (including 

branch surgeries) and closure of GP practices;  
d. decisions about ‘discretionary’ payments; 
e. decisions about commissioning urgent care (including home visits as 

required) for out of area registered patients; 
 

2. the approval of practice mergers 
3. planning primary medical care services in the Area, including carrying out needs 

assessments 
4. undertaking reviews of primary medical care services in the Area; 
5. decisions in relation to the management of poorly performing GP practices and including, 

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

6. management of the Delegated Funds in the Area; 
7. Premises Costs Directions Functions;  
8. co-ordinating a common approach to the commissioning of primary care services with 

other commissioners in the Area where appropriate; 
 
The delegation agreement requires delegated CCGs to provide a report within 2 months of 
the end of each year setting out how they have carried out their delegated functions.  The 
following report sets out the activity undertaken or approach developed in relation to these 
delegated functions and summarises the contractual changes agreed in year and any 
procurements undertaken.   
 
 Financial report describing the management of the delegated funds is also included. 
 

2. Primary Care Commissioning Committee 

Following a governances review in 2015/16 the Primary Care Commissioning committee 
was established.  The committee meets in public and had its first meeting in March 2016. 
 
The committee reports to the Governing Board and to NHS England as appropriate. The 
CCG introduced its new primary care delegated governance arrangements in March 2016.  
 
The Primary Care Operating Group oversees and manages the day to day business 
associated with the commissioning and contracting of all primary care activity and reports to 
the Primary Care Commissioning Committee.  
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3. Management of Delegated Functions 

 
The primary care teams from CCGs and NHS England (Wessex) have been working on the 
development of consistent procedures which clearly define the responsibilities of delegated 
CCGs and NHSE. These seek to make best use of limited resource and expertise whilst 
ensuring the practices’ key relationships are with CCGs and that decision making rests with 
the CCG.  The NHS England team continues to provide contractual support for some of 
these functions e.g. the issuing of contract variations. 
 
3.1 Contract review Group 

 
The CCG has established an internal primary care contract review group with both quality 
and primary care team representatives, to review information relating to non-compliance of 
general medical practice with the terms of the contract, poor contractual performance or 
practice and to review concerns which are thought to pose a serious risk to the efficiency, 
effectiveness, reputation or patient safety of NHS Services and are likely to be non-
compliant with the contract.  This includes consideration of published CQC reports and 
whether any breach or remedial notice is appropriate or proportionate.  No such notices 
were issued in 2016/17. 

 
3.2 Primary Care Quality Improvement 
 
As a part of the delegation agreement the CCG retains a duty to support the continuous 
improvement in the quality of primary medical services.   

 
3.2.1 Primary Care Quality Improvement Framework 

 
The recently agreed primary care quality improvement framework sets out NHS Portsmouth 
CCG’s approach to quality assessment, improvement and assurance.  This incorporates 
how the CCG will work with GP practices and other stakeholders in supporting quality 
improvement and associated improved outcomes for patients.  The framework includes the 
development of a primary care dashboard which will be presented to PCCC when finalised.  

 
3.2.2 CQUIN 

 
As in previous years practices were offered an incentive in the form of the Primary Care 
CQUIN with the objectives of focussing on improving the quality, safety, and efficiency of 
patient care through the identification and implementation of alternative ways of working and 
delivering care. 
 
The scheme comprised several components, each aligned to the objectives set out above: 

• Engagement Programme 
• Improved Access Programme 
• Technology Programme 
• Collaborative Working Programme 
• Efficient Use of Resources Programme 

 
The total funding made available to practices via this CQUIN for 16/17 was £492,935 
 
A full evaluation of the scheme is underway however early indications suggest there have 
been a number of positive outcomes: 
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Practice Engagement 
  
Feedback from member GPs has been that the commissioning events have been very well 
received again this year, in particular the new format which allows for small group discussion 
and sharing of best practice across an increased range of topics. Some of the comments 
received are detailed below: 

- Two way dialogue and good updates on lots of topics. 
- Excellent chance to discuss with peers 
- Know much more about scope of Wellbeing Service and Action Portsmouth.  Exciting 

stuff regarding Clinical Pharmacists and Physio's in practice. 
- Well organised and run, kept to time, really useful workshops, informative and 

helpful. 
- Data sharing & feedback, opportunity to share ideas with others. 

 
Results from the National Stakeholder survey have been positive for 2016/17 with a 79% 
response rate from practices, 79% of all stakeholders feeling they have been engaged by 
the CCG in the year and 79% of all responders also believing they have a good working 
relationship with the CCG (higher than the national and regional averages) 

Collaborative Working 

Multidisciplinary Team Meetings (MDT). Following feedback from all practices who took 
part in the MDT element of the 16/17 CQUIN, practices felt this was a valuable piece of work 
and has had a real impact on their patients identified as part of this programme.  This has 
been due to the co-ordinated approach working with the necessary healthcare professionals 
and improved information sharing resulting in better management of these patients. 

Due to the success of this, the MDT features as part of the 17/18 CQUIN, with a few 
changes being made to the format of the meetings as requested by practices. 

Whilst many factors will have played a part, looking at quarter 3 data in comparison to the 
same period last year, our inpatient emergency admissions have decreased by 10%. 

Technology 

Portsmouth TPP IT User Group – the User Group has facilitated the roll-out of a number of 
new processes, including direct referrals to Solent.  It has also supported the successful 
implementation of the Ardens decision support tool, supporting the use of local referral 
pathways and processes and the standardisation of READ coding. 

 
3.2.3 CQC inspections 

 
CQC visited and published reports in relation to 12 practices within Portsmouth CCG during 
2016/17.  All bar one practice in Portsmouth CCG has now been inspected under the new 
regime.  Of these, 16 practices are now rated as “Good” overall and 2 as “Requiring 
Improvement” Of particular note is the fact that the two practices previously rated as 
“Inadequate” and in special measures have been re-inspected.  Both have been taken out of 
special measures and one of these has improved to the extent that is has been given a new 
rating of “Good” overall and across all 5 domains.  Where practices do have areas requiring 
improvement the primary care team request a copy of the practices action plan and offers 
support with implementation if required. 

 
3.3 Mergers and Closures 

 
The CCG is now responsible for the operational management of practice mergers and 
branch closures. Guidance has been developed and shared with practices particularly 
focussing on the need for the appropriate level of stakeholder and patient engagement.  
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3.3.1 Mergers 

The following mergers were approved in 2016/17 by the CCG 

Practices Approval route Date 
approved 

Date of 
merger 

Portsdown Group 
Practice and Northern 
Road Surgery  

Primary Care Commissioning 
Committee   
(following recommendation  by 
the Primary Care Operational 
Group) 

20/07/2016 1st October 
2016 

Portsdown Group 
Practice and Derby Rd  

Primary Care Commissioning 
Committee  Via Chairs Action 
(following recommendation  by 
the Primary Care Operational 
Group in October) 

016/11/2016 Deferred* 

 
*The merger of Portsdown Group practice and Derby Road is currently on hold at the 
request of the two practices. 
 
The following merger was approved in 2015/16 but took place in 2016/17 
 
Practices Approval route Date 

approved 
Date of 
merger 

Milton Park Practice  
and Baffins surgery 

Primary Care Commissioning 
Committee   
(following recommendation  by 
the Primary Care Operational 
Group) 

20/01/2016 1st October 
2016** 

 
**Whilst the practices effectively merged on 1.10.16 the formal merger was delayed until 
January 2017 due to Primary Care Support England failing to process the merge of the 
patient registrations 

 
3.3.2 Branch Closures 

 
The following branch closures were approved in 2016/17 
 
Practice (and branch 
site) 

Approval route Date 
approved 

Date of 
closure 

Trafalgar Medical Group 
Practice  (Ramillies 
Branch Surgery Site ) 

Primary Care Commissioning 
Committee  (following 
recommendation  by the Primary 
Care Operational Group) 

20/07/2016 30/09/2016 

Portsdown Group 
Practice (Northern Road 
Branch Surgery site) 

Primary Care Commissioning 
Committee  (following 
recommendation  by the Primary 
Care Operational Group) 

20/07/2016 30/09/2016 

 
3.3.3 Closure Of Queens Road Surgery 

The two GP partners at Queens Road Surgery gave written notice to the CCG on the 30th 
December 2016 of their intention to resign their PMS contract as at the 30th June 2017, all 
opportunities to merge with surrounding practices having been explored and rejected. The 
CCG, in discussion with NHS England, considered the risk and benefits of the available 
options to secure ongoing provision of primary medical services for patients of this practice. 
The conclusion reached was that the CCG would need to support patients to re-register at  
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an alternative practice of their choice.  In discussion with the LMC, an offer of transitional 
support has been made to affected practices in the city to support the initial work to manage 
the influx of a significant number of new patients in a short period of time. 

 
3.4 Applications for increased GMS space 
 
No applications were received in 2016/17 

 
3.5 Heyward Road Branch Surgery Premises Development  

 
The Primary Care committee formally endorsed a request from Portsdown Group practice to 
develop their premises at the Heyward Road branch site.  The practice were not seeking 
capital funding for the development and recognised that any request for additional revenue 
e.g. notional rent would only be considered if the list size at the  practice were to grow and 
additional utilisation of the space could be demonstrated.  
 

3.6 Applications for minor premise improvement grants  
 

In July 2016 NHS England Wessex announced they were able to support a round of 
premises improvement grants for 2016/17. The level of funding available was such that it 
would be suitable for small scale work that would allow practice premises to be functionally 
suitable and/or have improved capacity for the near future.  The primary care team reviewed 
each of the bids received to whether the requested improvements fit within the wider estates 
strategy for the city, whether they met the requirements of the Premises Cost Directions 
(2013) and to prioritise bids accordingly. 
 
Under the Premises Costs Directions (2013) practices have to contribute 34% of the costs of 
any work under taken. 
 
Practice Details of bid Total 

cost 
Cost 
reimbursed  
66% of 
total 

Trafalgar Medical 
Group 

Redesign of 2 extra rooms at Eastney Health 
Centre following closure of Ramillies 

£18,168 £11,991 

Trafalgar Medical 
Group 

Redesign of reception desk and waiting area 
for improved access 

£13,751 £9,076 

Derby Road 
Practice (branch 
surgery) 

Installation of fire door at Copnor to meet fire 
safety requirements 

£788 £520 

Derby Road Replacement boiler £2,859 £1,887 
Craneswater Legionella remedial works and replacement 

boiler 
£3,680 £2,429 

Craneswater Replacement boiler £2,250 £1,485 
Trafalgar Medical Redesign of reception desk and waiting area 

for improved access 
£13,751 £9,076 

Southsea 
Medical centre 

Replacement of emergency lighting £7,048 £4,652 

Drayton surgery Changes to car park layout to improve 
disabled access 

£854 £564 

Drayton surgery Installation of hand rail leading to main 
entrance 

£1,200 £792 

Hanway Group Conversion of 1st floor to free up clinical room 
currently being used partly for admin work 

£20,700 £13,662 

Total  £71,298 £47,057 
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3.7 Re-procurement of APMS  at Guildhall Walk Healthcare centre 
 
In April 2016 the CCG initiated a tendering process to re-procure the APMS contract for 
Guildhall Walk Health Care centre following a lengthy needs assessment and consultation 
process. .  However in September 2016 the CCG agreed that the tendering exercise should 
be terminated without making an award.   The decision taken was the current interim 
contract should be extended until October 2018 allowing the CCG to review the longer term 
strategic direction and the needs of the complex patients registered on the practice list.   

 
3.8 PMS re-investment 

 
As part of the PMS review process the PMS premium monies not re-commissioned from 
practices individually is eroded from practices’ financial baselines in equal instalments over a 
five year period which commenced on 1 April 2016; this aligns with that used to erode the 
Minimum Practice Income Guarantee (MPIG) funding in GMS practices which comes to an 
end in 2021. Any eroded PMS premium monies are being reinvested back into all practices 
across the CCG.   
 
Detailed in the table below is a projection of the total premium monies to be eroded from 
PMS practices and reinvested back into all practices  

Identified 
PMS 
Premium 

Year 1 
Erosion* 

Year 2 
Erosion * 

Year 3 
Erosion * 

Year 4 
Erosion * 

Year 5 
Erosion * 

£  1.84m £  369k £  738k £  1.11m £  1.48m £  1.84m 
*Subject to change based on revisions to the GSE. 

As a consequence of the review process and following consultation with relevant 
stakeholders the CCG has articulated a reinvestment strategy covering the first two years  

This reinvestment strategy includes commissioning a basket of  services recognising the 
increasing contribution that primary care is making in the management and treatment of 
patients that may have otherwise have gone through a predominantly hospital based 
pathway. These services include: 

• Adhering to changing processes around secondary care referrals (e.g. IFRs/Prior 
approvals) 

• Ambulatory and Home BP monitoring 
• PSA monitoring 
• Treatment for carcinoma of the prostate 
• B12 injections 
• Adhering to D-Dimer Ambulatory Pathway 
• Screening follow-up 

 
Funding for this service in year 1 (16/17) is circa £300k (funded on a capitation basis) and 
£400k in year 2.( 17/18)  The reinvestment strategy also includes the commissioning of 
primary care services for diabetes and respiratory conditions both of which provide the 
opportunity to provide enhanced care for patients with the two chronic long term conditions. 
The funding for these two services is approximately £300k.   
 

3.9 Directed Enhanced Services 
 
The Primary Care Team now lead on securing sign up and monitoring of all of the Directed 
Enhanced Services. Sign up and spend on Directed Enhanced service is shown below  
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Directed Enhanced Services No. of practices delivering 

the service * 
2016/17 Cost 
(estimated) 

Avoiding Unplanned Admissions   19 £643K 
Learning Disabilities 16  £30K 
Extended Hours 18** £41K 
Minor surgery 17 £179K 
Out of Area Registration 9 £0 
Violent Patient scheme 1 £16K 
 
*out of 19 practices 

 £909K 

 
**Guildhall Walk Practice provide extended hours via their APMS contract.  

 
4. GP forward view  

 
4.1 Wessex change fund  

 
A number of priorities were put forward for funding through the Wessex change fund bid, 
most of which have been delivered or are scheduled to roll out in the coming months. Detail 
regarding some of the initiatives is included below. 
 
The CCG has commissioned delivery of a local vocational training course for management 
teams in General Practice and an Advanced Practice Manager programme focussing on 
developing the skills needed to lead in General Practice given changing models of primary 
care delivery. 
 
A very successful nurse conference (predominantly for practice nurses but with invitations 
extended to wider nursing teams) was delivered in March. The topics covered included the 
changing landscape of Primary Care, collaborative working and CPD. A full evaluation is 
currently being undertaken but initial feedback has been extremely positive. 
 
We have secured formal accredited training (Level 2 certificate in clinical skills) for a 
number of HCAs in the city and are developing the ongoing mentorship and CPD required to 
provide continuing to support the workforce.  
 
Practices were able to put forward creative ideas to increase patient online uptake with 
funding available for overtime/admin costs etc. Overall the CCG rate for online uptake has 
risen from 7% in August 2016 to over 10% in January 2017 with no practices on 0% 
 

 
5. Locally Commissioned services  
 
The CCG also commissioned a number of local services from GP practices in 2016/ 17.  
Sign and spend is shown below: 
 
LCS No. of practices delivering the 

service * 
2016/17 Cost 
(estimated) 

Phlebotomy 19 £180K 
Diabetes 18 £116K 
Respiratory 18 £194K 
Leg ulcer 18 £155K 
Basket of services 19 £293K 
  £938K 
*out of 19 practices 
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6. Summary of Primary Care Delegated Budget 
 
The table below provides information regarding the budget and actual expenditure in relation 
to the primary care delegated commissioning functions  
 
Primary Care Co-Commissioning Budget Actual Variance 

General Practice - GMS 6,830,902 6,940,123 109,221 

General Practice - PMS 10,293,459 10,385,751 92,292 

Other List-Based Services (APMS incl.) 2,296,395 1,133,130 (1,163,265) 

Premises 2,761,367 2,630,970 (130,397) 

Enhanced services 1,214,772 1,175,142 (39,630) 

QOF 2,411,375 2,441,771 30,396 

Other - GP Services 802,730 1,089,861 287,131 

      0 

Sub-total - Primary Care Co-Commissioning 26,611,000 25,796,748 (814,252) 

 
These figures represent the unaudited 2016/17 positon. The majority of the underspend in 
Co-commissioning has been reinvested into Primary Care Locally Commissioned Services. 
 
7. 2017/18  and beyond 
 
Working with local care providers – including Solent NHS Trust, member GP practices, the 
Portsmouth Primary Care Alliance (PPCA), and Portsmouth City Council – the CCG is 
developing a virtual Multi-speciality Community Provider (MCP) contract (an ‘Alliance 
Agreement’) in 2017/18 before potentially commissioning a partially integrated MCP contract 
from 2018/19. The MCP will focus on three core foundations: sustainable primary care; out 
of hospital primary and community care teams; and demand management.  
 
The CCG is supporting the PPCA to deliver the objectives within the alliance contract 
agreement and to engage member GP practices in the development of an MCP model for 
the city in the longer term. The priority projects for the MCP will be: 
 

• Improved Access Initiative (7 day GP access) 
• Enhanced Care Home Service 
• Improved and Consistent Primary Care Triage 
• Pharmacy Support in Primary Care 
• Closer Working between Community and Primary Care Nursing 
• Improved Outpatient and Elective Pathways 
• Improved Urgent Care Pathway 

 
 
8. Recommendations 
 
The Primary Care Commissioning Committee is asked to note the content of the 2016/17 
Delegated Primary Care Annual Report  
 
 
Katie Hovenden 
Director of Primary Care 
April 26th 2017 
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PORTSMOUTH ESTATES TECHNOLOGY TRANSFORAMTION FUND UPDATE 

1. Background 

The proposed model of service delivery articulated in the Portsmouth Blueprint is 
underpinned by the creation of single health and care teams located within key sites, or 
‘Hubs’, across city localities. An initial review of primary care estate in Portsmouth identified 
a lack of property fit to deliver the new models of care envisioned in the Portsmouth 
Blueprint. As a result a number of proposals were submitted to the Estates Technology and 
Transformation Fund (ETTF). 
 
ETTF funding applications were heavily oversubscribed, both nationally and locally, and 
therefore only a limited number of bids submitted were granted approval. 
 
Two of the Portsmouth applications were taken forward in the initial bidding process, namely 
the North Cluster Hub and the Central Cluster Hub.  
 
Approval at this stage in the process has resulted in the allocation of pre-project costs to 
assist in developing options appraisals and business cases for each scheme. NHS England 
have advised that due to the anticipated timescales only pre-project costs have been 
allocated for the North proposal. In line with current Premises Cost Directions, 66% of capital 
costs have been awarded for the central hub proposal, subject to production of a robust 
business case.  The remainder of the funding would have to be provided by the practice as 
the owner of the proposed site. 
 
2. Portsmouth Central Hub scheme 

 
2.1 Brief Description of the Scheme  

The aim of the scheme is to extend an existing primary care building within the Portsmouth 
central locality in order to accommodate several local GP practices in one building and to 
enable the co-location of extended primary care teams to deliver primary care at scale. It is 
envisaged that this primary and community care hub will primarily serve the Portsmouth 
central catchment area (including Nelson, Hilsea, Copnor, Fratton, and Charles Dickens 
wards). As the delivery of primary care services at scales develops over the next few years, 
potentially as part of an MCP, this expanded facility could also draw patients from the South 
of the city. 
 
At the time of the ETTF submission, Kingston Crescent Surgery was identified as the 
premises most likely to become the Portsmouth central hub. It is a modern two storey 
property owned by Portsdown Group Practice with a combined gross internal area of 
approximately 1,225 m sq. The ground floor is dedicated predominantly to clinical space, 
whilst the 1st floor provides space for a number of administrative and storage functions.  
 
2.2 Progress to date  
 
Following submission of an initial project initiation document (PID) and Memorandum of 
Understanding (MOU),   NHS E released the agreed pre-project funding (£60,000) to enable 
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a feasibility and options appraisal to thoroughly assess the property potential in this locality 
and to provide a robust evaluation as to the most appropriate location for a hub.  
 
Following the undertaking of this feasibility study, completed in March 2017,  it is evident that 
although there is potential to provide a limited amount of primary care capacity in current 
premises, Kingston Crescent remains the most viable option for the development of a central 
hub. An extended primary care hub will deliver services to between 30,000 - 50,000 patients. 
This is in line with the expectations set out in the Hampshire and IOW Strategic 
Transformational Plan.  
 
At the time of submitting the PID it was anticipated that Derby Road surgery would merge 
with the Portsdown Group practice during 2017; this would lead to an immediate need to 
provide more clinical space on the ground floor and would form Phase 1 of extending the 
building. However, the planned merger of these two practices is currently on hold, although it 
is remains their stated intention to merge. 
 
A practice located in Nelson ward, namely Queen’s Road Surgery, gave notice on their PMS 
contract in December 2016 and will cease delivering services in June 2017. The registered 
list of approximately 5,500 patients is in the process of being dispersed, with patients being 
free to choose a practice of their choice. Kingston Crescent surgery is one of two practices 
which are very close to Queens Road Surgery and it was anticipated that a significant 
number of patients will chose to register at Kingston Crescent. This is already being 
demonstrated with large numbers of patients seeking to register at Kingston Crescent since 
the news of the practice dissolving has been made public.  
 
Phase 2: This will explore the possibility of moving the administrative and storage functions 
currently operating within the building to another premise, and converting the vacated space 
into additional clinical space.  
 
Phase 3 This option will explore the feasibility of building a two storey extension to the side 
of the property (preferred model). This will be subject to a structural survey of the building 
and interpreting the healthcare requirements of the local population to understand the clinical 
space required to deliver services.  
 
An architect has been engaged to review the current clinical provision and advise on the 
future layout of the practice, producing high level drawings to assist with costing each phase, 
leading to the development of an outline business case (OBC) should the scheme go 
forward.  
 
In summary, we have commissioned: 

• A feasibility and option appraisal to determine the preferred site for an extended 
primary care hub in central Portsmouth  

• A schedule of accommodation that will meet the health needs of the local population 
for this hub 

• An architect’s view as to the feasibility of accommodating these needs and to support 
the phasing of the development as above 

 
 
2.3 Next Steps  
 
The CCG continues to work with Community Solutions Partnership Services Limited part of 
Hampshire LIFT to further work up the phases of the Portsmouth Central ETTF project.  
 
Further ETTF funding is now required in order to progress this scheme which we anticipate 
will be delivered via the three phases outlined above. 
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• Phase I to be costed and delivered as soon as possible to accommodate the 
increased primary care requirements of the closing practice (This option delivers 4 
new clinical rooms) 

• Phase 2 to be costed and delivered subject to the CCG commissioning the extended 
hub (This option delivers a further 7 clinical rooms) 

• Phase 3 to be costed and delivered subject to the CCG commissioning extra capacity 
other than phase 1 and 2 above (this option delivers 10 further clinical rooms over 
two storeys) 

 
Note: Phase 3 will require planning permission 
 
The phases will be subject to a robust business case and support from the CCG to 
reimburse any future notional rent and the practice to agree to contributing 34% of the costs 
as per the ETTF requirement. We anticipate that all three phases can be completed by 
March 2019, subject to the ability of funding to move the project forward as soon as possible 
and the ability to continue to deliver services from the premises whilst alterations are made.   
 
However key to the next stage is agreeing with Portsmouth Primary Care Alliance and NHS 
Solent how plans for the delivery of primary care at scale and Multispecialty Community 
provider (MCP) development will impact on the local estate needs.  
 
Further extension of the Kingston Crescent in the way described will provide the capacity 
required for the relocation of one or more practices and / or the centralisation of a number of 
MCP services as part of the CCG’s overarching strategy. 
 
3 Portsmouth North Hub Scheme 
 
3.1 Brief Description of the scheme 
 
Cosham Health Centre (owned by NHS property Services) is in excess of 40 years old, and 
is in poor condition. Elements of the building, including engineering services, the roof, and 
the lift, need replacing; however, the presence of asbestos makes these jobs complex and 
highly expensive. Adjacent to the building is a Community Centre and Police station, both of 
which have the potential to be redeveloped.   

There is therefore an urgent need to re-site the GP practice operating from Cosham Health 
Centre and the ETTF presented an ideal opportunity to assist this aim whilst also realising 
the CCG’s ambition to facilitate primary and community care operating at scale.  

3.2 Progress to date and Next steps 

The ETTF application for the North Cluster was supported but financial support has been 
limited to £100,000 pre-project costs. Capital and ongoing revenue costs will have to be 
funded from other sources, which may have an impact on the size and scale of any 
proposed development. In addition issues such as negative equity or early mortgage 
redemption costs have been recognised nationally as a barrier to the relocation of some GP 
practices into new hub developments from owner occupied properties. NHS Solent remains 
keen to include relocation of a number of their key services into any proposed development 
in Cosham.  

There was a delay in clarifying the process for accessing the pre-project funding for this 
scheme, which in turn has impacted on progress to date. An MOU between NHS England 
and Portsmouth CCG has now been signed.   

Having secured the pre-project funding the CCG is now working with Hampshire Lift ltd on 
the development of a strategic case, including a summary of the estate options working with 
other stakeholder such as NHS Solent and Portsmouth City Council.  
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Identification and development of alternative premises for the GP practice, currently in the 
Health Centre, remains the top priority. Once completed, the next step will be to produce an 
outline business case and a summary of the revenue implications. 

4 Recommendations  
 
The Primary Care Commissioning Committee are asked to note progress with the 
implementation of ETTF proposals and specifically to support: 
 

• The phased development at Kingston Crescent to ensure appropriate utilisation of 
space and value for money.  

• The prioritisation of re-providing suitable premises for the practice currently in 
Cosham Health Centre, along with a number of Solent services, recognising that this 
may impact to on the size and scale of the development compared with that originally 
envisaged. 

 

 

Katie Hovenden  
Director of Primary Care 
Portsmouth CCG 
 
April 24th 2017 
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1. Executive Summary 
 

1.1. From 2018/19 Portsmouth CCG will receive additional funding of £3.34 per weighted 
patient, rising to £6 per weighted patient in 2019/20, to deliver extended access to 
primary care services under the national improved access initiative. The improved 
access initiative requires all patients to receive extended access 18:30-20:00 during 
weekdays and extended access at weekends (based on local demand).  

1.2. Within Portsmouth the intention is for the initiative to be delivered by local practices 
working collaboratively at scale in key sites across the city on behalf of the registered 
population. This ambition would see future provision, and associated funding, for the 
improved access initiative within scope of an MCP contract, enabling city-wide 
commissioning and locality-based delivery, through local ‘Clinical Hubs’.  

1.3. In Portsmouth, local clinical hubs will facilitate patients accessing the extended hours 
service directly without the need to contact an intermediary service such as NHS 111 
(although the 111 service will still possess the ability to transfer patients to local 
clinical hubs where appropriate). 

1.4. In time it is envisaged that local providers of primary care, under an MCP contract, 
will take responsibility for primary care delivery 24 hours a day, 7 seven a week to 
ensure seamless care delivery for patients and to halt the existing fragmented 
responsibility of care. 

1.5. In order to test the new ways of working related to the improved access initiative, and 
to ensure it is fully integrated with associated services, it is proposed the CCG 
commissions a phased implementation of the initiative, culminating in full delivery of 
all improved access initiative requirements by June 2018, aligning to the mobilisation 
of the 111 and Out of Hours re-procurements. 

1.6. During July 2017 – October 2017 it is proposed the CCG commissions weekday 
evening and Saturday urgent primary medical care provision whilst beginning to test 
routine appointments on a city-wide basis. Throughout November 2017 – May 2018 it 
is proposed that routine provision is fully incorporated into weekday evening and 
Saturday delivery whilst testing home visiting and Sunday opening times. All aspects 
of the improved initiative will then be delivered from June 2018 onwards. 

1.7. From 2018/19 the phased implementation proposal will be funded via national 
monies being made available specifically for this purpose; however, during 2017/18 
there is a cost pressure of up to £304k.  

1.8. The Primary Care Commissioning Committee is being presented with three options, 
varying the speed and progress of the phased delivery proposal, and is asked to 
assess whether the benefits associated with implementing the proposed delivery 
plan represents value for money given the initial upfront investment in 2017/18. 

1.9. The Primary Care Commissioning Committee is recommended to authorise the 
funding to deliver the proposed implementation plan and issue a direct award to the 
PPCA in the short term until long-term delivery is incorporated into an MCP contract. 
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2. Introduction 
 
2.1. In line with the national commitment to deliver seven day NHS services Portsmouth 

Clinical Commissioning Group (CCG) is required to secure seven day extended 
hours GP services by April 2019.  

2.2. The purpose of this paper is to evidence a robust and credible plan to meet the 
requirements of seven day GP services and to outline the rationale and supporting 
business case to meet these requirements by June 2018 in order to align with 
interdependent commissioning arrangements and developments. 

2.3. The Primary Care Commissioning Committee is asked to scrutinise the proposals 
detailed within this business case and support the accompanying recommendations. 

3. Background  
 
3.1. The ‘General Practice Forward View’ (GPFV), published on 21 April 2016, sets out 

investment plans and commitments to strengthen general practice in the short-term 
and support sustainable transformation of primary care for the future. It states that by 
2020 recurrent funding in primary care will increase by an estimated £2.4 billion per 
year. The additional funding enables a national drive for transformational change to 
GP access with an aim that by 2019 GP surgeries should include sufficient routine 
appointments at evenings and weekends to meet locally determined demand 
alongside effective access to urgent care services.  

3.2. Recurrent funding to commission additional capacity and to improve patient access 
will increase over the next two years. In 2018/19 Portsmouth CCG will receive £3.34 
per weighted patient to begin to deliver improved access to primary care services. In 
2019/20 Portsmouth CCG will receive £6 per weighted patient to deliver seven day 
primary care working. This funding is in addition to the existing primary medical 
services allocation. 

3.3. Against the current backdrop of unprecedented demand in general practice, 
exacerbated by increasing recruitment and retention problems, it will likely prove very 
challenging for individual practices to utilise the funding available to meet the 
requirements of the improved access initiative The funding available prevents 
sufficient economies of scale to deliver the service on an individual practice basis, 
and would place unrealistic demands on the workforces within individual practices. 
The minimum standards and eligibility criteria for the improved access scheme is 
detailed in Appendix A. 

3.4. As the improved access initiative requires all patients to receive extended access 
18:30-20:00 during weekdays and extended access at weekends (based on local 
demand), the initiative will be delivered through local practices working 
collaboratively at scale, in key sites across the city, on behalf of the registered 
population. This delivery model is in line with the vision articulated in the local 
Portsmouth Blueprint and the national GPFV. 



 

3 
 

4. Strategic Approach to Improved Access   
 
4.1. Working with local care providers – including Solent NHS Trust, member GP 

practices, the Portsmouth Primary Care Alliance (PPCA), and Portsmouth City 
Council – the CCG is seeking to develop a virtual Multi-speciality Community 
Provider (MCP) contract (an ‘Alliance Agreement’) in 2017/18 before potentially 
commissioning a further integrated MCP contract from 2018/19. The MCP will focus 
on three core foundations: sustainable primary care; out of hospital primary and 
community care teams; and demand management.  

4.2. It is intended that future service provision, and associated funding, for the improved 
access initiative will be within scope of an MCP contract to enable city-wide 
commissioning and locality-based delivery, through local ‘Clinical Hubs’. 

4.3. The vision for the local urgent healthcare system ensures demand of the local 
population is met through closely integrated service provision, via a simplified access 
pathway, that is efficient, effective, and value for money. 

4.4. The seamless delivery of primary medical care across the traditional in-hours and 
out-of-hours periods will be key to enabling effective, efficient, and safe primary 
medical care to the registered patients of Portsmouth. The improved access initiative 
will enable traditional 'in-hours' primary medical care services to be extended across 
more operating hours, through a ‘Clinical Hub’ model, which will increase general 
practice capacity and help smooth current demand to more manageable levels. This 
will involve a 'scaling-up' and 'scaling down' approach to primary medical care over 
the traditional ‘in-hours’, extended hours, and overnight periods which will need to 
align with the recommissioned Out of Hours (OOHs) service due to come into effect 
from June 2018. 

4.5. It is our intention to harness existing public trust in GP practices, who are often the  
first port of call for an urgent primary medical care need; we will do this by enabling 
patients to contact the local ‘Clinical Hubs’ via direct means, through existing 
telephony systems and online tools where possible, and also through NHS 111. All 
patients accessing urgent primary medical care will be triaged by a suitably qualified 
healthcare professional and cared for in the most appropriate, efficient, and effective 
way possible for that patient. 

5. Interdependencies 
 
5.1. The improved access initiative forms just one piece of a complex jigsaw of 

transformational change programmes currently being undertaken, both nationally 
(such as the Integrated Urgent Care programme) and locally within Portsmouth, as 
detailed below: 

5.2. City-wide Urgent Primary Care Triage 
 
5.2.1. From December 2016 the PPCA has been providing a city-wide urgent primary care 

triage and face-to-face appointment service, delivered each Saturday throughout the 
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winter period. This service was commissioned to serve two key functions: to provide 
additional system resilience over the winter pressures period, and; linking with the 
priorities identified in the MCP workstream, to test new, collaborative methods of 
delivering primary medical care services at scale in preparation for the CCG’s 
obligations to deliver seven day primary care services by 2019/20. 

5.2.2. Another key MCP workstream which is linked to the urgent primary care triage model 
is the diversification of the primary care workforce and integration of Allied Health 
Professionals (AHPs), such as physiotherapists and mental health workers, into 
primary care. Initial pilots testing these new ways of working are being developed 
and expanded as part of the MCP work programme. 

5.3. OOHs Re-procurement 
 
5.3.1. The current OOHs service, provided by Partnering Health Limited (PHL), is in the 

final year of its original five year contract, with the contract due to expire on 30 
September 2017. However, the contract is being extended past its original expiration 
date to align with the re-procurement of the 111 service (to commence from June 
2018). 

5.3.2. The current service operates from 18:30-08:00 Monday-Thursday, and from 18:30 
Friday until 08:00 Monday (plus Bank Holidays). With the introduction of the 
improved access initiative it is clear that the parameters of any new OOHs service 
will need to adapt so that no duplication of commissioned services exist.  

5.3.3. The contract for the new GP OOHs service will need to be flexible in order to support 
new models of care and to achieve an integrated 24/7 primary, community and 
urgent care model in the future. Over time the extension of 'in-hours' primary care 
services, delivered through the clinical hub will be developed. This will involve a 
'scaling-up' and 'scaling down' approach, potentially leading to a much reduced 
OOHs service within 5 years.   

5.3.4. This direction of travel has been agreed with the CCG’s Clinical Strategy Committee 
and provision of overnight primary care services will be included within a future 
Portsmouth MCP contract.  

5.4. 111 Re-procurement 
 
5.4.1. The current contracted 111 service, provided by South Central Ambulance Service 

(SCAS), is due to expire on 31 May 2018. Building on the Urgent and Emergency 
Care review led by Sir Bruce Keogh, the Commissioning Standards for Integrated 
Urgent Care details the requirements and minimum specifications for any newly 
commissioned 111 services.  

5.4.2. The commissioning standards indicate that within the improved 111 service offer an 
integrated ‘Clinical Hub’ should be commissioned to offer patients access to a wide 
range of clinicians, both experienced generalists and specialists, to provide clinical 
advice to patients contacting the 111 or 999 services, as well as providing clinical 
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support to other clinicians (particularly ambulance staff). The Clinical Hub will be 
integrated with the 111 service but may be provided locally where more appropriate 
to do so. 

5.4.3. The intention is to deliver a functionally integrated 24/7 urgent care service that is the 
‘front door’ of the NHS which provides four key components of service: access; 
assessment; advice; and treatment.  

5.4.4. As part of the procurement of the Hampshire and Surrey Heath 111 service it is 
recognised there is a distinct overlap in the development of 111 ‘Clinical Hubs’ and a 
Portsmouth city-wide urgent primary care triage hub to deliver the improved access 
initiative. Therefore, it is intended that Portsmouth’s local triage hub also meets the 
requirements of ‘Clinical Hubs’ in the context of the new 111 service and will 
therefore be delivered locally.  

5.5. Existing Extended Hours Arrangements 
 
5.5.1. Extended Hours DES 

5.5.2. In 2016/17, 16 out of 18 GP practices in Portsmouth signed up to the delivery of the 
Extended Hours Directed Enhanced Service (DES). The DES requires practices to 
deliver additional primary medical care provision outside of core general practice 
hours (08:00-18:30) on weekday mornings / evenings, or at weekends. Practices are 
required to deliver 30 minutes of additional consultation time per 1,000 registered 
patients for an annual sum of £1.90 per patient (based on the raw list size).  

5.5.3. The estimated cost of the Extended Hours DES for 2016/17 is £397k. Colleagues 
from NHS England have stated there are no plans to rescind the offer of the 
Extended Hours DES at present, raising the possibility of duplicating commissioning 
arrangements for this service when the improved access initiative is introduced.  

5.5.4. Guildhall Walk Healthcare Centre 

5.5.5. Due to historical commissioning arrangements Guildhall Walk Healthcare Centre 
(GWHC) is not currently offered the Extended Hours DES; however, the provision of 
extended access is stipulated within their APMS contract as an additional service.  

5.5.6. Currently GWHC offers primary medical care services until 20:00 on Mondays and 
Fridays, and 08:00-12:00 at weekends.  

6. Improved Access Proposal 

6.1. Future Care Model 
 
6.1.1. From a patient perspective the introduction of the improved access initiative ought to 

appear as an extension to the operating hours of their existing GP practice, covering 
many of the services already delivered during core hours. 
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6.1.2. This seamless delivery of core contracted in-hours delivery and extended hours 
delivery will be achieved through patients having the choice of evening and weekend 
appointments on an equal footing to in-hours appointments. Practices will have the 
technical ability to book patients into routine and urgent appointments in the 
extended access period through an integrated IT platform. 

6.1.3. The requirement to deliver the improved access initiative should help galvanise the 
local health system to create a simplified urgent care pathway. This will result in 
directing urgent primary care demand through a single channel, where appropriate, 
and predominantly managing that demand on the basis of clinical need; 
simultaneously, the initiative will free up capacity in the system for improved access 
to routine appointment provision, reducing preventable urgent care demand 
materialising. 

6.1.4. As confirmed by the CCG’s Clinical Strategy Committee the improved access 
initiative will support patients to rely on primary care as their first port of call for 
urgent primary medical care needs, and lead to reduced reliance on other urgent 
care providers, such as the Emergency Department (ED), and Walk-in Centres 
(WICs). This will be enabled, where possible, through a direct access model during 
the extended hours period, whereby patients will be able to access primary medical 
care triage over the phone and online without the need to contact an intermediary 
service (such as 111). 

6.1.5. Patients who are unsure of the most appropriate service to contact in an urgent 
situation will still be able to contact the 111 telephony service 24 hours a day, 7 days 
a week and can be transferred to a local Clinical Hub providing a clinical 
assessment, advice, and treatment service when appropriate (as demonstrated in 
the ‘Patient Pathway’ diagram in Appendix B). 

6.1.6. In time it is envisaged that local providers of primary care will take responsibility for 
primary care delivery 24 hours a day, 7 seven a week to ensure seamless care 
delivery for patients and to prevent the existing fragmented responsibility of care. 

6.1.7. Local Clinical Hubs will expand upon the diversification and skill-mix within primary 
care and include a variety of doctors, nurses, therapists, and other community-based 
professionals. It is expected that this new care model will sit under the umbrella of an 
MCP contract as detailed in the diagram below. 

6.1.8.  
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6.2. Phase 1 – Weekday Evening and Saturday Provision 
 
6.2.1. From July 2017 it is proposed the CCG commission an expansion to the existing city-

wide urgent primary care triage service (delivered on Saturdays across two locations) 
to cover weekday evenings from 18:30 until 20:00.  

6.2.2. Phase 1 would also incorporate testing of at-scale routine appointment provision 
enabling the provider to explore and resolve potential clinical governance barriers 
and any equity of access issues that may arise.  

6.2.3. As part of the MCP work programme the CCG will work with the PPCA and local GP 
practices to explore the opportunity of moving towards a standardised city-wide, or 
locality-based, urgent primary care triage service during in-hours provision (between 
08:00-18:30). However, any practices wishing to pursue this opportunity will need to 
ensure in-hours delivery utilises resources derived from practices’ core contracts. 

6.2.4. Summary of Phase 1 Delivery 

Delivery Appointments Offered Operating Times Delivery Locations 
Full Delivery • Urgent (same-day) 

appointments 
• Home visits will continue to be 

delivered by the OOHs 
provider 

• Monday-Friday 
18:30-20:00 

• Saturday 
08:00-18:30 

 

• North locality 
• Central locality 
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Testing • Routine Appointments   

 

6.3. Phase 2 – Routine Appointment Provision 
 
6.3.1. From November 2017 it is proposed the provider incorporates the delivery of routine 

appointments for registered patients within Portsmouth to be delivered by a city-wide 
service.  

6.3.2. This Phase will enable the provider to plan for and develop the infrastructure to 
deliver the service for longer hours, over a seven day period. It will also enable the 
testing of home visiting capabilities between 18:30-20:00, Monday-Friday (or 17:00-
20:00 to dovetail with the current Acute Visiting Service) and at weekends, in 
preparation for the amended OOHs service post June 2018. 

6.3.3. Summary of Phase 2 Delivery 

Delivery Appointments Offered Operating Times Delivery Locations 
Full Delivery • Urgent (same-day) 

appointments  
• Routine appointments 

• Monday-Friday 
18:30-20:00 

• Saturday  
08:00-18:30 

 

• North locality 
• Central locality 
• South locality 
 

Testing • Home Visits • Sunday  
08:00-12:00 
 

 

 

6.4. Phase 3 – Full Provision 
 
6.4.1. From June 2018 it is expected that the revised OOHs and 111 contracts will 

commence. Taking into consideration the interdependencies of these services it is 
proposed the CCG ensures that the requirements of the improved access initiative 
are delivered in full from June 2018 to ensure all service delivery is aligned. 

6.4.2. It is proposed that urgent and routine appointments will be offered until 20:00 
Monday – Saturday and 08:00-12:00 on Sundays, with the provider able to offer 
home visits. Opening times may be subject to change as learning emerges 
throughout the phased implementation period and a more accurate understanding of 
patient demand within these extended hours is known. 

6.4.3. Summary of Phase 3 Delivery 

Delivery Appointments Offered Operating Times Delivery Locations 
Full Delivery • Urgent (same-day) 

appointments  
• Routine appointments 
• Home visits  
 

• Monday-Friday  
18:30-20:00 

• Saturday  
08:00-20:00 

• Sunday  
08:00-12:00 
 

• North locality 
• Central locality 
• South locality 
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7. Activity 

7.1. Urgent vs Routine Provision 
 
7.1.1. Typically within general practice (during core hours) there is an average appointment 

ratio of 2/3 routine appointments, and 1/3 urgent, same day appointments (although 
demand may vary day-to-day and can be influenced by seasonality). 

7.1.2. As a result of the uncertainty of national commissioning intentions for the Extended 
Hours DES, initially the improved access initiative will predominantly focus on the 
delivery of urgent, same day appointments. Individual GP practices will still have the 
opportunity to deliver routine appointments during the extended hours period via the 
DES, and a small number of routine appointments will be offered on a city-wide scale 
via the improved access initiative. 

7.1.3. It is anticipated that the ratio of routine to urgent appointments delivered via the 
improved access initiative will be 25:75; however, the CCG and the provider will 
continue to monitor this throughout the phased delivery period and adapt the 
provision of routine and urgent appointments in line with patient demand and as new 
information comes to light regarding the Extended Hours DES. 

7.2. Urgent Care Activity Forecast 
 
7.2.1. The demand for urgent primary medical care services is influenced by a number of 

factors, including seasonality. In order to present a simplified view of forecast activity 
throughout the year, projected activity has been divided into two peak and trough 
seasonal periods: May – September (which represents a trough in urgent primary 
medical care activity); and October – April (which represents a peak in urgent 
primary medical care activity). 

7.2.2. Forecast activity has been calculated through a triangulation of available data 
sources, including previously commissioned winter pressures pilots and activity 
patterns experienced during core hours general practice. The piloting of this service 
will help inform the validity of the activity assumptions and assist in honing future 
operational planning and future commissioning arrangements. 

7.2.3. The forecast for urgent primary medical care activity is predicated on a direct access 
model being available to patients (whereby patients can contact the local Clinical 
Hubs through a ‘warm transfer’1 from their GP practice telephone number in the 
extended hours period) whilst also enabling patients to be warm transferred to the 
Clinical Hubs via the 111 service.  

7.2.4. The table below indicates the forecast urgent primary medical care demand for the 
improved access initiative presented as anticipated calls to the service. It is 
recognised that weekly activity will vary during the two seasonal periods; however, 
the activity is presented as the weekly average for that period. 

                                                      
1 A warm transfer can be defined as the ability to directly transfer a patient from the number called to 
another phone line resulting in speaking to someone without the need to be called back. 
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7.2.5. Telephone Triage Activity2 

Day and Time 
Seasonal Weekly Urgent Activity 

Annual Total 
May - September October - April 

Monday PM 
18:30-20:00 40 66 2,860 

Tuesday PM 
18:30-20:00 38 63 2,726 

Wednesday PM 
18:30-20:00 35 58 2,510 

Thursday PM 
18:30-20:00 33 55 2,376 

Friday PM 
18:30-20:00 35 58 2,510 

Saturday AM 
08:00-12:00 120 200 8,640 

Saturday PM 
12:00-20:00 36 50 2,292 

Sunday AM 
08:00-12:00 120 200 8,640 

Total 457 750 32,554 
 

7.2.6. Using data from the current city-wide Urgent Primary Care Triage Winter Pressures 
service it is anticipated that 50% of telephone triage activity will convert to a face-to-
face appointment.  

7.2.7. Face-to-Face Appointments 

Day and Time 
Seasonal Weekly Urgent Activity 

Annual Total 
May – September October - April 

Monday PM 
18:30-20:00 20 33 1,430 

Tuesday PM 
18:30-20:00 19 32 1,363 

Wednesday PM 
18:30-20:00 18 29 1,255 

Thursday PM 
18:30-20:00 17 28 1,188 

Friday PM 
18:30-20:00 18 29 1,255 

Saturday AM 
08:00-12:00 60 100 4,320 

Saturday PM 
12:00-20:00 18 25 1,146 

Sunday AM 
08:00-12:00 60 100 4,320 

Total 229 375 16,277 

                                                      
2 Activity includes 111 directed activity and patients accessing the service directly. 
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7.3. Routine Care Activity Forecast 
 
7.3.1. City-wide routine appointment provision via the improved access initiative will focus 

on appointments for patients in the following areas: chronic disease management; 
single-symptom presentation; and planned follow up appointments from urgent 
primary care contacts earlier in the week. Patients with complex histories, who would 
benefit from continuity of care with their regular GP, will be excluded from this 
service.   

7.3.2. Patient access to routine appointment provision in the extended hours period will be, 
as far as possible, delivered on an equitable basis across the city, whereby capacity 
within the service will be shared amongst practices on a fair shares basis. 

7.3.3. On the basis of a 25:75 ratio of routine to urgent care activity the anticipated routine 
activity is detailed in the table below: 

7.3.4. Routine Appointments 

Day and Time 
Seasonal Weekly Routine Activity 

Annual Total 
May - September October - April 

Monday PM 
18:30-20:00 10 17 715 

Tuesday PM 
18:30-20:00 10 16 682 

Wednesday PM 
18:30-20:00 9 15 628 

Thursday PM 
18:30-20:00 8 14 594 

Friday PM 
18:30-20:00 9 15 628 

Saturday AM 
08:00-12:00 30 50 2,160 

Saturday PM 
12:00-20:00 9 13 573 

Sunday AM 
08:00-12:00 30 50 2,160 

Total 114 188 8,139 
 

7.4. Impact on Wider Health System 
 
7.4.1. The vast majority of urgent primary medical care demand within the local health 

system is effectively managed by GP practices. However, with increasing demand on 
their services, and only a finite capacity to manage that demand, an increase in 
utilisation of other urgent care providers has been witnessed in recent years.  

7.4.2. This ‘leakage’ of demand to other care providers could be stemmed and reduced 
with the introduction of increased capacity in general practice and greater availability 
of opening times to patients through the improved access initiative. In turn, this 
should lead to a decrease in activity for other urgent care services.  
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7.4.3. The graph below details an average month’s activity for Portsmouth registered 
patients broken down by time of day, and day of week, for the following services: 
OOHs; WICs; and ED Minors3. 

7.4.4.  
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7.4.5. The evaluations of the Prime Minister’s Access Challenge Fund pilots indicate that 

the improved access initiative led to an average reduction in A&E Minor attendances4 
of 15%, with some areas experiencing as much as a 47% reduction.5 Unfortunately 
WIC activity was not evaluated as part of the Prime Minister’s Access Challenge 
Fund pilots; however, it could be argued that a similar reduction in WIC activity would 
be expected. 

7.4.6. In addition to this, as part of the national urgent care system review it is predicted 
that the enhanced clinical assessment of patients via Clinical Hubs will reduce 
patients presenting at ED and WICs following contacting the NHS 111 service. 
These enhanced clinical assessments are likely to lead to a 30% reduction in 
patients being directed to ED.6 

8. Finance 
 
8.1. This section explores the potential cost of a phased implementation approach to the 

improved access initiative in relation to the potential funding sources available to the 
CCG. 

                                                      
3 Data covers April 16 – March 17. WIC activity is from St Mary’s Treatment Centre (minor illnesses 

only and excludes minor injuries) and Guildhall Walk (excludes patients registered at Guildhall 
Walk). ED Minor is defined as HRG codes: VB11Z; and VB09Z. 

4 Defined as HRG code VB11Z only. 
5 https://www.england.nhs.uk/gp/gpfv/redesign/improving-access/gp-access-fund/wave-

one/evaluation/ 
6 Primary Care Foundation, 2017. 
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8.2. Financial Resource Availability 
 
8.2.1. The table below indicates the financial resources available to the CCG to 

commission the phased improved access initiative proposal; funding availability is 
broken down by the proposed phases and financial years. 

8.2.2.  

Project Phase Phase 1 Phase 2 Phase 3 

Time Period 
July 17- Nov 17- Apr 18- Jun 18- Apr 19- 
Oct-17 Mar-18 May-18 Mar-19 Mar-20 

Financial Year 2017-18 2018-19 2019-20 

R
es

ou
rc

es
 A

va
ila

bl
e 

 

Transformation Funding 
(NR)7 £107k £134k N/A N/A N/A 

£3.34 Weighted 
Improved Access 
Initiative (NR) 

N/A N/A £120k £601k N/A 

£6 Weighted Improved 
Access Initiative (R)8 N/A N/A N/A N/A £1,295k 

OOH Home Visiting 
Budget (R) N/A N/A N/A £200k £240k 

OOH Weekend & 
Extended Hours Budget 
(R) 

N/A N/A N/A £379k £454k 

A&E & WIC Deflections 
(R) £117k £146k £58k £292k £350k 

Total (Phases) £224k £280k £178k £1,472k £2,339k 
Total (Financial Year) £504k £1,650k £2,339k 

 
 
8.2.3. As part of the NHS Operational Planning and Contracting Guidance for 2017-19 the 

CCG is required to spend approximately £3 per head of registered population across 
the two years to support GP practice transformational support. In 2017/18 the CCG 
has earmarked £81k of this funding for GP practices to assist with MCP development 
and implementing NHS England’s ‘10 High Impact Actions’. This proposal seeks to 
utilise £241k of the Transformation Funding in 2017/18 to deliver the phased 
improved access initiative proposal and directing the remainder of the funds to other 
transformation projects in 2018/19.  

8.2.4. The CCG is due to receive additional funding beginning in 2018/19 at a rate of £3.34 
per weighted patient rising to £6 per weighted patient in 2019/20 and beyond 
(‘Weighted Improved Access Initiative’). This funding is conditional upon meeting the 
minimum standards and eligibility criteria for the improved access scheme, detailed 
in Appendix A. 

8.2.5. The current Out of Hours (OOH) contract will expire June 2018 making available the 
current contractual envelope for reutilisation, including the budget for home visits, 
telephone triage, and face-to-face appointments. 

                                                      
7 Non-recurrent funding 
8 Recurrent funding 
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8.2.6. A&E and WIC deflections have been calculated by using a conservative estimate of 
a 15% reduction to A&E Minor9 and WIC activity.10 This estimated activity reduction 
is in line with the average reduction experienced in the Prime Minister’s Access 
Challenge Fund pilot areas. In reality it is likely Portsmouth will experience a greater 
reduction in A&E Minors and WIC activity due to the direct access model being 
deployed and due to the introduction of enhanced clinical triage for 111 calls. 

8.3. Projected Expenditure 
 
8.3.1. The table below indicates the anticipated expenditure needed to commission the 

phased improved access initiative proposal; expenditure is broken down by the 
proposed phases and financial years. The table also illustrates the funding deficit 
between the resources available and the expected expenditure. 

8.3.2. The projected expenditure detailed below assumes full delivery of all aspects of each 
phase, including aspects to be tested; therefore, the expenditure is assumed to be 
the maximum funding requirement in each phase. In reality, it is likely that testing 
aspects of delivery will not commence from the start of each phase but will be 
gradually incorporated into delivery which may reduce projected expenditure. 

8.3.3.  

Project Phase Phase 1 Phase 2 Phase 3 
Time Period July 17- 

Oct 17 
Nov 17- 
Mar 18 

Apr 18- 
May 18 

Jun 18- 
Mar 19 

Apr 19- 
Mar 20 

Financial Year 2017-18 2018-19 2019-20 

Ex
pe

nd
itu

re
  

Saturday Urgent & 
Routine Provision £168k £210k £84k £420k £504k 

Mon-Fri Urgent & 
Routine Provision £120k £150k £60k £300k £360k 

Sunday Urgent & 
Routine Provision N/A £80k £32k £160k £192k 

Home Visiting  N/A £80k £32k £200k £240k 

Total (Phases) £288k £520k £208k £1,080k £1,296k 

Total (Financial Year) £808k £1,288k £1,296k 

Funding Deficit £304k £0 £0 
 

8.4. Funding Requirement 
 
8.4.1. Based upon the conservative estimate of resource availability and the maximum 

projected expenditure detailed above the additional funding required to deliver the 
proposed phased delivery plan will be up to £304k during the financial year 2017/18. 

8.4.2. It is anticipated that from 2018/19 the new funding resources will be sufficient for 
recurrent delivery. 

                                                      
9 ED Minor is defined as HRG codes: VB11Z; and VB09Z. 
10 The 15% reduction has been applied to activity data for Portsmouth registered patients using 
April16-March17 data, based upon £122 per ED attendance and £34 per WIC attendance. 
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8.4.3. The funding required is based upon the activity forecasts; it is possible that activity 
may be lower than anticipated which would relieve the financial pressure on the CCG 
to fund this proposal. 

9. Information Technology 

9.1. Clinical System 
 
9.1.1. The improved access initiative relies on strong interoperable IT systems in order to 

deliver safe and effective care for patients. The improved access initiative will enable 
clinicians working in the extended hours period to access patients’ clinical records 
through the utilisation of SystmOne modules which will help reduce clinical risk. 

9.1.2. It is the ambition of the CCG for all GP practices to operate from the SystmOne 
clinical system in addition to our community provider. Currently 15 out of 18 GP 
practices in Portsmouth utilise SystmOne which enables a provider of the improved 
access initiative read / write access to patient notes where appropriate. 

9.1.3. For practices utilising other clinical systems read-only access can be enabled and a 
summary of notes and actions can be sent to the practice to be added to a patient’s 
clinical record following a patient contact during the extended hours period. 

9.2. Telephony 
 
9.2.1. The care model articulated for the improved access initiative is dependent upon 

patients accessing the local Clinical Hubs directly without the need to contact an 
intermediary service (such as 111); this model of access is a safe and effective way 
to manage urgent primary care demand which is adopted by all in-hours general 
practice providers and has been presented and agreed at the CCG’s Clinical 
Strategy Committee.  

9.2.2. The intention is to utilise existing GP practice telephony infrastructure to facilitate the 
warm transfer of calls directly from a patient’s GP practice to the local Clinical Hub 
during the extended hours period. 

9.2.3. It is recognised that reconfiguring all practice telephony systems may not be 
immediately achievable and may need to be implemented in a phased approach. As 
an interim measure a separate telephone number could be established for the local 
Clinical Hub with practice answerphones directing patients to that number. 

9.2.4. For patients who contact the NHS 111 service, the provider will also be able to direct 
patients to the local Clinical Hubs when necessary.  

10. Expected Outcomes 
 
10.1. The list below indicates some of the key expected outcomes to be achieved from this 

service which will be developed further into Key Performance Indicators and 
Outcome Measures to be monitored throughout the phased implementation process. 
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10.2. Increased Primary Care Capacity 

Case for Change: Patients are increasingly citing issues with accessing primary care 
services as a cause of decreasing satisfaction. GPs (and other healthcare staff) are 
also increasingly citing additional pressure and ‘burnout’ as a result of an increased 
workload. 
Expected Outcome: The additional capacity commissioned in the extended hours 
period should increase overall capacity in primary care services. 
Objective 1a: Improved patient satisfaction with primary care access 
Objective 1b: Reduced GP ‘burnout’ 
Objective 1c: Improved quality of care 

 
10.3. Improved Staff Morale 

Case for Change: NHS staff morale is both a national and local concern, especially 
in primary care services, largely due to unprecedented demand and increased 
workloads. This can exacerbate issues with recruitment and retention of staff and 
also endangers quality of care which is closely linked with staff morale. 
Expected Outcome: Through increasing capacity in primary care services and 
smoothing demand for those services across an increased number of operating 
hours, existing demand and workloads should become more manageable for staff 
and improve morale.  
Objective 2a: Improved recruitment and retention 
Objective 2b: Improved work / life balance for general practice staff 
 

10.4. Reduction in the Demand for Urgent Care Services 

Case for Change: The current level of GP capacity is placing preventable pressure 
on acute secondary care and urgent care services. 
Expected Outcome: Through improving patient access to primary care services 
demand for other urgent care services will reduce.   
Objective 3a: Reduce demand on ED  
Objective 3b: Reduce demand on 111  
Objective 3c: Reduce demand on WIC services 

 
10.5. Improved Proactive and Preventative Care Planning  

Case for Change: The increasing demand for urgent GP appointments is limiting the 
time available in general practice to support patients proactively with their care, 
including care planning, advice, and preventative treatments.   
Expected Outcome: Through improved urgent demand management more capacity 
will be available to support patients proactively with their care which will improve their 
quality of life and reduce urgent care demand. 
Objective 4a: Improved patient experience 
Objective 4b: Improved patient activation and self-management 

 
10.6. Improved Collaborative Working 

Case for Change: Individual healthcare services, although working incredibly hard, 
do not necessarily take full advantage of potential economies of scale by working 
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together more collaboratively. 
Expected Outcome: Through a single delivery mechanism on behalf of all GP 
practices, extended hours services will be more integrated, providing a smoother 
patient pathway requiring less clinical and medical contacts, whilst also improving 
individual and organisational relationships. 
Objective 5a: Increased patient satisfaction 
Objective 5b: Reduction in clinical and medical contacts 
Objective 5c: Reduce demand on urgent care services 

11. Communications and Engagement 

11.1. Member GP Practices and Provider Stakeholders 
 
11.1.1. The engagement of member GP practices is at the forefront of plans to secure 

successful delivery of the improved access initiative. As a representative of member 
GP practices, the PPCA, in conjunction with the CCG, have already begun 
engagement activities with Portsmouth practices to develop the plans outlined within 
this proposal. Open forum discussions have been undertaken with practices at 
various engagement events, including the CCG Commissioning Evenings and PPCA 
City-wide Members Meetings, as well as direct communications with individual 
practices. 

11.1.2. Feedback on elements of the delivery model has been sought during this process 
which has in turn helped develop the operational plans for this service. Further 
communications and engagement activities will continue throughout the planning, 
mobilisation, and delivery phases of this project, incorporating feedback and 
suggested adaptations where appropriate. 

11.1.3. Due to the interdependencies of this proposal with the MCP programme work, 
validation of the plans has been sought with the MCP Programme Board who are 
supportive of the proposal. The CCG will also work with other providers and 
stakeholders within the local health and care system to ensure plans are integrated 
and aligned to other work programmes, services, and organisations. 

11.2. Patients and the Public 
 
11.2.1. Engaging with patients and the public will be essential to ensure that services meet 

local need, and reflect local preferences. The CCG has already embarked upon a 
long-term engagement project, in conjunction with neighbouring CCGs (serving 
Fareham and Gosport, and South Eastern Hampshire), entitled “Your Big Health 
Conversation”; this campaign is informing the development of new models of care, 
and the development of sustainable services. This engagement project is also linked 
to the engagement work for the MCP work programme. 

11.2.2. The first phase of this process, which ran from February – March 2017, included 
questions relating to primary care, and specifically the issue of weekend service 
provision. In future phases the initial findings will be built upon, and questions 
concerning primary care access will be explored in greater detail. 
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11.2.3. When changes are introduced to opening hours, or other aspects of primary care 
access, the CCG is committed to working with its membership and other 
stakeholders to ensure that those changes are communicated as clearly and as 
widely as possible, at the appropriate time, to maximise awareness amongst the 
public. 

12. Procurement Approach 
 
12.1. The proposal set out in this paper is time limited in nature and is predominantly to 

test new, innovative ways of working and to explore initial proofs of concepts which 
have not been commissioned previously (such as a collaborative, city-wide approach 
to delivering routine primary care provision).  

12.2. In light of the evolving MCP work programme the CCG should consider the merits of 
issuing a direct award of the initial phased provision of improved access services to 
the PPCA. 

12.3. The long-term, strategic commissioning intention for the improved access initiative is 
to include the service provision (and associated funding) within a Portsmouth MCP 
contract. Any further integrated MCP contract (beyond the Alliance Agreement 
currently being formulated) would be subject to required market testing; this would 
include the issuing of a Procurement Information Notice (PIN) and market 
engagement, followed by a full competitive tender process (if deemed necessary 
following market engagement activities).  

12.4. There are a number of clear benefits to awarding a short-term contract to the PPCA 
for the delivery of the initial phases of the improved access initiative, as well as some 
risks which the Primary Care Commissioning Committee will need to take into 
consideration; these are set out below. 

12.5. Advantages to Direct Award 
 
12.5.1. The time available to undertake a full competitive procurement process to align with 

other commissioning developments (such as the 111 and OOHs re-procurements) 
are prohibitive and may place the CCG and its patient population at risk; 

12.5.2. The improved access initiative requirements may be procured in the near future as 
part of the developing MCP strategy - at this time, service and delivery models 
cannot be robustly future proofed. There is the potential that any new contracts will 
be put at risk in the short and long term by procuring improved access ahead of the 
final MCP strategy; 

12.5.3. There is a potential reputational and political risk to the CCG in going to the market 
too early and subsequently jeopardise new service models as integration 
requirements cannot be robustly written into specifications because they are, as yet, 
unknown / under development; 
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12.5.4. The PPCA has already begun testing elements of the improved access initiative 
through the delivery of the Winter Pressures service. This Saturday provision 
currently utilises a SystmOne module to give clinicians read / write access to the 
majority of patients’ clinical notes within the city; utilising read / write access to 
patients’ notes greatly enhances patient safety and quality of care, whilst also 
mitigating clinical risk for clinicians within the service. 

12.5.5. Continued provision with the PPCA would ensure enhanced clinical safety whilst 
helping to sustain and embed the learning and development achieved to date, 
providing an opportunity to continue testing new ways of working in a safe and 
productive environment; 

12.5.6. Some of the core requirements stipulated by NHS England require robust 
collaboration and engagement with GP Practices and the PPCA has credibility in GP 
Practice engagement through its membership role. 

12.5.7. The requirement for strong integration with existing GP practices in the city places 
the PPCA in a prime position to advance collaborative working arrangements 
through the use of existing engagements mechanisms, such as the PPCA-facilitated 
General Practice Locality Meetings, in order to drive improved quality, efficiency and 
integrated working; 

12.5.8. The Portsmouth GP practice workforce are members of the PPCA and can therefore 
assist in providing a quick response to the commissioning of this interim 
arrangement. 

12.6. Disadvantages / Risks to Direct Award 
 
12.6.1. Legal challenge that the Public Procurement Regulations 2015 have not been 

followed when there are known providers, specifically in this health economy, who 
already employ GPs and who could potentially deliver a service; 

12.6.2. No test or assurance that value for money against quality of delivery has been tested 
for the additional services.  

12.7. Preferred Procurement Option 
 
12.7.1. The CCG has sought procurement advice from South of England Procurement 

Services and in light of the factors highlighted, direct award to the PPCA is the 
preferred option of the CCG. This interim arrangement would create the opportunity 
to test the concept of extended access and inform the long term strategic 
commissioning intentions allied to the MCP work programme and linked strategic 
agendas. 

12.7.2. As the total life cost of the service is in excess of £589k, the CCG would need to 
comply with EU directives and issue a single waiver tender and publish details of the 
contract through a PIN which informs the market of the CCG’s strategic 
commissioning intentions (both short and long term) and the reasons in support of 
the direct contract award (an award notice would also follow in due course). The PIN 
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allows the market to seek further information and potentially challenge the decision; 
however, this risk is considered minimal under the circumstances. 

13. Risks and Mitigation 
 
Ref  Risks Mitigation/Contingency 

1.  

The implementation of this proposal will 
result in double running costs with the 
current OOHs service (until June 2018) 
which may be financially unviable for the 
CCG. 

The phased approach to service provision, coupled 
with the redirection of urgent care activity (and 
associated funding), mitigates potential financial 
pressure and leads to a financially credible case for 
the initial double running costs, with anticipated 
system savings in the medium to long-term. 
 

2.  

If patients do not utilise the additional 
commissioned capacity in extended 
hours then the investment will prove poor 
value for money and will not decrease 
urgent care spend elsewhere in the local 
health system, placing a financial 
pressure on the CCG. 
 

The patient engagement and communication 
activities defined in this business case will be built 
upon throughout the proof of concept phases 
which will mitigate this risk. 
 
The decommissioning of duplicative urgent care 
services could be considered in the future in order 
to reduce financial risk and to simplify access 
pathways for patients. 
 

3.  

If general practice staff do not engage 
with this initiative and amend internal 
processes accordingly to enable direct 
booking of patients into the extended 
access service then the investment will 
prove poor value for money and patient 
access will not improve. 

The CCG and PPCA will consult and engage with 
practice staff prior to implementation in order to 
communicate the advantages posed to practices 
and their patients. 
 
The phased implementation approach will also help 
mitigate this risk when testing routine appointment 
provision through continued learning and resolution 
of issues. 
 

4.  

If the implementation of the service is 
delayed or takes longer than expected 
then the service may not align with other 
service procurements (i.e. 111 and 
OOHs). 
 

The phased roll-out plan, with clear milestones and 
dedicated leadership, will help mitigate this risk.  
 
There are also contingencies within other service 
contracts to mitigate the impact of this risk. 

5.  

Not all practices are on the same IT 
platform, SystmOne, which may impact 
interoperability between the provider and 
non-SystmOne practices and the ability to 
offer a safe and effective service for 
those patients. 
 

The current Winter Pressures GP Saturday 
Extended Hours Service has successfully tested a 
city-wide SystmOne module with access to SCR 
for non-SystmOne practices for urgent 
appointments.   
 
The phased implementation approach will allow 
suitable systems and processes to be implemented 
for non-SystmOne practices for routine 
appointments. 
    

6.  

If due process and scrutiny is not applied 
to information governance arrangements 
for this service provision then this could 
lead to reputational and financial 
implications for the CCG. 
 

A Privacy Impact Assessment will be undertaken 
prior to implementation of the improved access 
initiative to ensure appropriate controls are in place 
to protect patient data and to ensure robust and 
legal information governance arrangements are in 
place. 
 

7.  If the increased capacity commissioned Activity will continue to be monitored throughout 
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through this initiative is absorbed by un-
met need then existing demand will not 
be smoothed and existing strain on the 
local primary care system will continue. 
 

the implementation of the service and appropriate 
Key Performance Indicators will be devised to 
assess whether intended benefits are being 
realised.  

8.  

If another provider challenges the CCG 
on its decision to issue a single waiver 
tender then the CCG may face 
reputational and financial challenges, as 
well as delayed implementation. 
 

The commissioning intentions set out to procure 
the improved access service under an MCP 
contract once the initial proofs of concept have 
been tested should mitigate any potential challenge 
from providers in the market. 
 

9.  

If existing telephony systems within 
general practice are unable to facilitate 
onward calls during the extended hours 
period (or practices are fixed in inflexible 
contracts) then the direct access model 
may be difficult to implement and impact 
on the ability to smooth practice demand. 
 

The PPCA are currently engaging with practices 
and telephony providers to determine the ease and 
feasibility to implement a direct link from existing 
telephony lines to the local Clinical Hubs during the 
extended hours period. 
 
An interim solution could be established whereby 
practice answerphones give patients a local 
number to contact the Clinical Hub directly. 
 

10.  

If additional workforce is not identified 
then the delivery of the improved access 
initiative could merely spread the existing 
workforce thinner across a greater 
number of operating hours, or risk non-
delivery of the initiative. 
 

Existing schemes such as the AVS and the city-
wide Urgent Primary Care Triage Winter Pressures 
service has demonstrated a sufficient number of 
GPs willing to work additional sessions in services 
outside core contract provision.  
 
 

11.  

If the provider cannot attract sufficient 
numbers of nurses to deliver the 
improved access initiative and is then 
reliant on GPs to deliver the scheme, it 
may become financially unviable. 
 

The PPCA is currently attempting to attract nurses 
to work for the city-wide Urgent Primary Care 
Triage Winter Pressures service which will help 
identify a nursing pool to be drawn from when 
delivering the improved access initiative. With the 
stability afforded by an extended pilot period of the 
improved access initiative, it is hoped employment 
opportunities to work for the PPCA will become 
more attractive. 
 

12.  

If anticipated activity reductions in A&E 
cannot be financially recouped through 
contractual mechanisms in 2017/18 then 
the financial risk to the CCG will increase.  
 

The CCG will work to ensure Portsmouth Hospitals 
Trust (PHT) is fully sighted on the planned delivery 
of the improved access initiative and are aware of 
implications for their services.  
 
The planned introduction of an Aligned Incentive 
Contract with PHT during 2017/18 should mitigate 
the risk of being unable to release savings from the 
PHT contract. 
 

 

14. Benefits Realisation 
 
14.1. Due to the strong interdependencies between the improved access initiative and 

other NHS services, there are a number of benefits to be realised from initiating 
delivery of the scheme from 2017/18, as opposed to 2018/19 (when national funding 
streams come online). 

14.2. A compelling justification for implementing the phased delivery plan from as early as 
July 2017 is that much of the proposed delivery model includes new ways of 
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delivering primary medical care services which have not been attempted before; 
such as the city-wide direct access model, and city-wide provision of routine 
appointments. It is inevitable that much of the proposed model will require time to 
adequately test elements of operational delivery which will then need to be adapted 
to ensure the delivery of safe and effective services. Undertaking this work whilst an 
OOHs service continues to operate affords a level of protection and mitigation of 
patient clinical risk that would be unattainable if the initiative was delayed. 

14.3. Furthermore, if implementation was delayed until the national funding stream is 
activated then there would be a risk that this will result in insufficient time to mobilise 
the service in order to align with other commissioning commitments such as the re-
procurement of 111 and OOHs services.  

14.4. Securing the delivery of the improved access initiative from an earlier date also 
assists in advancing the ambitions of the MCP work programme. The ability to 
address urgent primary care demand in the local health system, and smoothing that 
demand, is a key enabler to relieving pressure on general practice and releasing 
clinicians’ time. This freed capacity is critical to enabling more proactive and 
preventative care, including the management and care planning of complex patients, 
as well as enabling general practice the ‘head room’ necessary to engage with the 
development of an MCP in Portsmouth throughout 2017-19. 

14.5. The implementation of the improved access initiative from July 2017 would also allow 
sufficient embedding of the service to support system resilience over the 2017/18 
‘winter pressures’ period, thereby creating a safer, more responsive health system 
for patients.  

15. Options Appraisal 
 
15.1. The Primary Care Commissioning Committee is asked to consider three options 

available to the CCG in order to meet its requirement to deliver the improved access 
initiative. 

15.2. Option 1 - Do Nothing until April 2018 
 
15.2.1. This option would result in ceasing any extended hours provision until April 2018 

when the CCG receives £3.34 per weighted patient from NHS England to begin 
delivering the improved access initiative. 

15.2.2. Although this option would relieve financial pressure for the CCG during 2017/18, 
desisting from the phasing or piloting of extended hours provision until April 2018 
would result in the CCG being unable to align the delivery of the improved access 
initiative with the 111 and OOHs re-procurements from June 2018.  

15.2.3. This option would also halt the momentum in transforming services to meet the 
growing pressures and challenges being faced by primary care and the wider urgent 
care system and would not achieve the points raised in the ‘Benefits Realisation’ 
section of this business case. 
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15.3. Option 2 – Extend Saturday Service Only until April 2018 
 
15.3.1. This option would utilise the Transformation Funding in 2017/18 to extend the current 

city-wide Urgent Primary Care Triage Winter Pressures Service to continue 
delivering a service on Saturdays until April 2018 when the CCG receives £3.34 per 
weighted patient from NHS England to begin delivering the improved access 
initiative. 

15.3.2. Although this option would relieve some financial pressure from the CCG, desisting 
from the phasing or piloting of extended hours provision until April 2018 would result 
in the CCG being unable to align the delivery of the improved access initiative with 
the 111 and OOHs re-procurements from June 2018. 

15.3.3. This option would also halt the momentum in transforming services to meet the 
growing pressures and challenges being faced by primary care and the wider urgent 
care system and would not achieve the points raised in the ‘Benefits Realisation’ 
section of this business case. 

15.4. Option 3 – Implement Proposed Phased Delivery Plan 
 
15.4.1. This option delivers the proposed phased delivery plan articulated within this 

business case. 

15.4.2. This option would result in financial pressure to the CCG during 2017/18; however it 
would enable the CCG to realise the full range of benefits articulated in the ‘Benefits 
Realisation’ section of this document.  

16. Conclusion and Recommendations 
 
16.1. The improved access initiative is a national requirement which needs to be delivered 

by April 2019 at the latest. The CCG recognises the need to adequately test the new 
ways of working accompanying the improved access initiative and the benefits of a 
phased implementation plan to achieve this.  

16.2. The Primary Care Commissioning Committee is being asked to support this phased 
implementation approach with the aim to deliver the full requirements of the 
improved access initiative by June 2018 to ensure it is aligned with interdependent 
commissioning requirements and developments (such as the re-procurement of the 
111 and OOHs services). 

16.3. The Primary Care Commissioning Committee is recommended to: 

1. Agree to the proposed delivery model and implementation plan for the 
improved access initiative (Option 3); 

2. Authorise the funding for the improved access initiative business case to 
deliver the phased implementation until June 2018 and beyond; 
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3. Approve the use of a Single Waiver Tender with the PPCA for the delivery of 
the piloting of the improved access initiative. 
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17. Appendices 

17.1. Appendix A – Criteria for the Improved Access Scheme11 
To be eligible for the recurrent funding, CCGs will need to commission the following:  
 
Timing of appointments:  

• commission weekday provision of access to pre-bookable and same day 
appointments to general practice services in evenings (after 6:30pm) – to provide an 
additional 1.5 hours a day;  

• commission weekend provision of access to pre-bookable and same day 
appointments on both Saturdays and Sundays to meet local population needs;  

• provide robust evidence, based on utilisation rates, for the proposed disposition of 
services throughout the week; and  

• appointments can be provided on a hub basis with practices working at scale.  

Capacity:  
• commission a minimum additional 30 minutes consultation capacity per 1000 

population, rising to 45 minutes per 1000 population.  

Measurement:  
• ensure usage of a nationally commissioned new tool to be introduced during 2017/18 

to automatically measure appointment activity by all participating practices, both in-
hours and in extended hours. This will enable improvements in matching capacity to 
times of high demand.  

Advertising and ease of access:  
• ensure services are advertised to patients, including notification on practice 

websites, notices in local urgent care services and publicity into the community, so 
that it is clear to patients how they can access these appointments and associated 
service;  

• ensure ease of access for patients including:  
o all practice receptionists able to direct patients to the service and offer 

appointments to extended hours service on the same basis as appointments 
to non-extended hours services  

o patients should be offered a choice of evening or weekend appointments on 
an equal footing to core hours appointments.  

Digital:  
• use of digital approaches to support new models of care in general practice.  

Inequalities:  
• issues of inequalities in patients’ experience of accessing general practice identified 

by local evidence and actions to resolve in place.  

Effective access to wider whole system services:  

                                                      
11 Based on guidance provided within the NHS England document, NHS Operational Planning and 
Contracting Guidance for 2017-19. 
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• Effective connection to other system services enabling patients to receive the right 
care from the right professional, including access from and to other primary care and 
general practice services such as urgent care services.  
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17.2. Appendix B – Patient Pathway 
 
 

 

 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Patient   

GP Practice / Extended Access Hub 
                 (8am-8pm weekdays, plus weekend opening) 

NHS 111 
(24hrs) 

Aligned with the multi-speciality provider contract framework 
• Enhance clinical assessment of ED and green ambulance dispositions 
• ‘Speak to’ and ‘Contact GP’ dispositions 
• GP/Clinician over the phone advice and treatment 
• Urgent and same day access appointments will be offered where clinically appropriate 
• Home visits will be offered, where clinically appropriate 
• Routine Appointments 

A&E 
(24hrs)  

Minor Injuries Unit 

Clinical Advice, Assessment and Treatment Service (24/7)  

Ambulance Provider 
(24hrs)  

Walk in Centre  
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to seek approval to enter into this partnership agreement with Solent 
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 Portsmouth MCP 

(Multi-specialty Community Provider) 

Alliance Agreement 
To seek approval from Portsmouth 
CCG to join the Alliance Agreement 

May 2017 



Layers of System Transformation 
HIOW (STP) 

 

PSEH (ACS) 

Portsmouth City 

Internal 
Organisation 

Transformation  

LAYER DELIVERY 

Hampshire and 
Isle of Wight 
(STP) 

Overarching plans, to 
achieve the HIOW based 
savings 

Portsmouth and 
South East 
Hampshire 
(ACS) 

Delivery of schemes at 
which greater economies of 
scale can be achieved by 
working across the 
Portsmouth and South East 
Hampshire health and care 
economy. 

City based 
transformation 

Blueprint; MCP; HASC; 
Stronger Futures; Primary 
care integration 

Internal 
organisation 
transformation  

CIP; SDIP; Quality 
improvement programmes 



HIOW (STP) 
 

PSEH (ACS) 

Portsmouth City 

Internal 
Organisation 

Transformation 
(Solent) 



 
• In December 2015 NHS England published guidance around future health and care planning. 

It asked every health and care system to come together, to create its own ambitious local 
blueprint for accelerating its implementation of the Forward View – a Sustainability and 
Transformation Plan (STP). 

• STPs will cover the period between October 2016 and March 2021. 
• The Hampshire and Isle of Wight STP is one of 44 STPs 
• The STP involves 

– A population of just under 2 million 
– Eight Clinical Commissioning Groups 
– Three unitary and one county council 
– Eleven district and borough councils 
– Three acute trusts - hospitals 
– One integrated trust on the Isle of Wight 
– 226 GP practices 
– Two community providers 
– Three mental health providers 
– Three Out of Hours providers 
– Two ambulance trusts and NHS 111 providers 

Sustainability and Transformation Plan 
(STP) 



HIOW (STP) 
 

PSEH (ACS) 

Portsmouth City 

Internal 
Organisation 

Transformation 
(Solent) 



 

• Hampshire County Council 
• Portsmouth Hospitals Trust 
• Portsmouth City Council 
• Portsmouth City , F&G, SEH CCGs 
• Primary care 
• Solent NHS Trust 
• South Central Ambulance Service 
• Southern Health NHS Foundation Trust 

 

Portsmouth and South East Hampshire 
Accountable Care System (ACS) 

An ACO/ACS brings together a 
number of providers who agree 
to collaborate in order to meet 
the needs of the population they 
serve.  In an established ACS/ACO 
NHS and other local partners take 
joint responsibility for the cost 
and quality of care for a defined 
population within an agreed 
budget.  
 
ACOs take many different forms 
ranging from fully integrated 
systems to looser alliances and 
networks of hospitals, medical 
groups and other providers. 
 



Portsmouth ACS Aims 
• Recognise the added value of the ACS and not 

duplicate those actions clearly for individual 
organisations 

• Rapid acceleration of programmes focused on 
improvement for patients, providing local solutions 

• This programme needs to address the behaviours and 
capacity issues slowing current progress – what’s 
getting in the way of delivering the schemes in place.   

• Rapid acceleration and refocus of key projects to scale 
them up and make them sustainable 

• Drives out non value adding cost in the system 
• Focus on flattening demand/ reducing demand  
• Examines variation moving to greater standardisation 
• Delivers the programmes outlined in the STP 
• Alignment of QIPP and CIP schemes to remove costs 

equitably  
• Management of risk across the system  

ACS Board 

ACS Leadership 
Team 

Financial & Ops  
Recovery PMO  



Portsmouth ACS Programmes 
Establish Team 

Identify Current 
Programmes of 

work 

Assess current 
accountabilty 
arrangements 

Scope 
improvement 
opportunity 

Publish Draft 
Programme 

January 2017   February 2017    March 2017            April 2017 

Urgent care 
New models 
of care / self 

care 
Elective care CHC 

Non-acute 
beds Finance Back office 



HIOW (STP) 
 

PSEH (ACS) 
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Internal 
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Portsmouth MCP 
An MCP combines the 
delivery of primary care 
and community-based 
health and care services – 
not just planning and 
budgets. It also 
incorporates a much 
wider range of services 
and specialists wherever 
that is the best thing to 
do. This is likely to mean 
provision of some services 
currently based in 
hospitals, such as some 
outpatient clinics or care 
for frail older people as 
well as some diagnostics 
and day surgery; it will 
often mean mental as well 
as physical health 
services; and potentially 
social care provision 
together with NHS 
provision.  

The Portsmouth Clinical Commissioning Group (CCG), 
Portsmouth Primary Care Alliance (PPCA), Solent NHS 
Trust (Solent) and Portsmouth City Council (PCC) are 
committed to continued joint working across the 
system, in line with the Hampshire and Isle of Wight 
Sustainability and Transformation Plan (STP).  There is a 
shared desire to build a strong primary and community 
care service which will be the foundation for the 
delivery of the Portsmouth Blueprint. The CCG believes 
this can best be achieved through a Multispecialty 
Community Provider (MCP) arrangement, building on 
the significant work already undertaken by the PPCA 
and Solent through their partnership.  Ultimately it is 
envisaged this will form part of a wider accountable 
care system (ACS) and so will adhere to the ACS 
principles. 



Portsmouth MCP Objectives 
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• A Programme Board has been established consisting of 2 senior 
representatives of each organisation to govern the MCP programme, and 
it has agreed the following objectives: 

 
• Develop and implement an agreed programme of change, in line with the 

principles of the Portsmouth Blueprint, which will: 
– improve access to services; 
– provide more integrated services outside of hospital and  
– achieve savings across the Portsmouth system. 

  
• Provide suitable resources (financial and people) to ensure the agreed 

programme can be delivered. 
  
• Creating strength through partnership to support the out of hospital 

delivery, for the benefits of patients and public of Portsmouth City. 
 
 



Portsmouth MCP Principles 
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• In working together to achieve the MCP Objectives, we will: 
  
• work towards a shared vision of integrated service provision; 
• commit to delivery of system outcomes in terms of clinical matters, patient experience and 

financial matters; 
• commit to common processes, protocols and other system inputs; 
• commit to work together and to make system decisions on a Best for Service basis; 
• take responsibility to make unanimous decisions on a Best for Service basis; 
• always demonstrate the Service Users’ best interests are at the heart of our activities; 
• adopt an uncompromising commitment to trust, honesty, collaboration, innovation and mutual 

support; 
• establish an integrated collaborative team environment to encourage open, honest and efficient 

sharing of information, subject to competition law compliance; 
• adopt collective ownership of risk and reward, including identifying, managing and mitigating all 

risks in performing our respective obligations in this Agreement; and 
• co-produce with others, especially service users, families and carers, in designing and delivering 

the Service, 
 
 



Initial Portsmouth MCP  
Priority Schemes (1) 
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• Extend GP Hours 
– To provide the extended GP hours for the Portsmouth 

population as required by national policy. To achieve a 
more balanced workload for primary care and 
reduced demand on secondary urgent care: 

• Expand and Enhance the Care Home Team 
– To improve the support to Portsmouth Care homes, 

educating Care Home staff and reducing conveyance 
to hospital, improving the quality of care for patients, 
and positively impacting on homes’ CQC compliance. 



Initial Portsmouth MCP  
Priority Schemes (2) 
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• Improve triage of urgent same day access to 
GPs 
– To reduce the excess workload of GPs (evidenced 

by robust evaluation) and provide an appropriate 
response to patients needs 

• Improve pharmacy support to primary care 
– To improve the efficient and effective prescribing 

of medication to patients and reduce unnecessary 
workload for GPs 



Initial Portsmouth MCP  
Priority Schemes (3) 
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• Review the opportunities for closer joint working 
between community and primary care nursing 
– To improve the patient experience of more coordinated 

care and realise potential savings from duplication and 
inefficient use of staff time 

• Develop improved alternative outpatient/elective 
pathways and locations 
– eg IBS, Headaches, Diagnostics 

• Review and improve Portsmouth City urgent care 
pathway 
– Driven by access to better care funding, ensuring 

alignment with ACS Urgent care workstream 



Initial Portsmouth MCP  
Enabling Schemes  
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• IT – including identify the benefits that single 
system use could deliver across city (System 
One) 

• Communications and Engagement 
• Organisational development 
• Workforce development 
• Financial 
• Commercial 



Portsmouth MCP  
Alliance Agreement 
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• National guidance for first stage of MCP development 
• Based on standard Alliance agreement template, not an NHS 

contract, but a partnership agreement working alongside the 
service contracts 

• Documents parties’ commitment to (continue to) work 
together to achieve the agreed objectives 

• initial 12 month period, with option to extend for up to 
further 12 months 

• Governed by the programme board established by the 
partnership, whose participants remain sovereign 
organisations 



Portsmouth MCP  
Alliance Agreement – Key Clause 

18 

• We each agree that: 
 
• (a) each one of Us is a sovereign persons or organisations; 
• (b)        the Alliance is not a separate legal entity and as such is unable to take 

decisions separately from Us or bind Us; 
• (c)        one or more of Us cannot 'overrule' any other of Us on any matter 

(although all of Us are obliged to comply with the terms of the Agreement); 
and 

• (d)        each one of Us shall not be required to take any action pursuant to any 
provision of this Agreement that causes any one of Us to be in breach of 
Legislation or any regulatory obligation; and  

• (e)        each one of Us shall not be required to take any action pursuant to any 
provision of this Agreement that causes any one of Us to act in a way that is 
contrary to our interests. 



Governance 
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The CCG is a member of the MCP Programme Board that will provide leadership 
oversight to this programme. The CCG is also a member of the MCP Project Group 
that will lead the service re-design work. 

 
 

 

 
 

 
 
 

Portsmouth MCP 

Project Team 

Portsmouth MCP 

Programme Board 

PCC PPCA Solent CCG 

PSEH 

ACS 

Blueprint 

HCE 
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The Portsmouth Clinical Commissioning Committee is asked to 
 

• Note the scope of the MCP Alliance Agreement and its underlying principles 
 
• Support the MCP objectives and priority schemes 
 
• Give approval to enter into the MCP Alliance Agreement for a virtual MCP with 

Solent NHS Trust and Portsmouth Primary Care Alliance for an initial period of 
12 months, with the option to extend up to another 12 months  to commence 
on 1 June 2017, or soon after. 
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Minutes of the Primary Care Operational Group Meeting 

Monday 6th March 2017 
CCG Committee Room, CCG Headquarters, Civic Offices 

 
Summary of Actions 

Agenda 
Item 

Action Who By 

5. Primary Care Dashboard 
 
SMc will report to the Primary Care Operational Group 
on a regular basis. 

 
 

SMc 

 
 

April 

6. Training Backfill for GP Practices 
 
SMc will provide communications to the practice and to 
put a process in place to arrange reimbursement for the 
training needs. 
 
JO’M will present a paper to the May PCOG meeting 
outlining the additional training being provided for 
practices in the city. 

 
 

SMc 
 
 
 

JO’M 

 
 

April 
 
 
 

May 

7. Multispecialty Community Provider (MCP) Update 
 
MC to liaise with SR regarding Wessex CCGs’ 
collaboration with the Local Medical Council to 
standardise GPs and nurse pay for extended hours. 

 
 

MC 

 
 

April 

8. Primary Care CQUIN 
 
TR will provide an update at the next meeting. 

 
 

TR 

 
 

April 
13. Any Other Business 

 
iPlato 
KH to ensure that Jason Eastman provides a brief paper 
that outlines the current problems for the next meeting. 
 
TR will send a message to practices informing them that 
the service has been suspended. 

 
 

KH 
 
 
 

TR 

 
 

April 
 
 
 

April 

 
Present: 
Carol Giles, Contracts Manager, NHS England (Wessex) 
Christine Horan, Primary Care Improvement Facilitator  
Dr Linda Collie, Clinical Executive GP Lead for Primary Care Co-Commissioning 
Dr Sally Ross, LMC 
Emma Aldred, Primary Care Transformation Manager 
Julia O’Mara, Practice Nurse and Prescriber Nurse 
Katie Hovenden, Director of Primary Care (Chair)  
Lisa Stray, Business Assistant 
Mark Compton, Head of Primary Care Transformation 
Nicola Burnett, Finance Manager 
Stephen Corrigan, Clinical Quality Manager 
Steve McInnes, Primary Care Relationship Manager 
Terri Russell, Head of Primary Care Engagement 
Tom Morton, Lay Member 
Victoria Smyth, Primary Care Commissioning Officer 
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Apologies: 
Blanka Wood, Primary Care Project Officer 
Carly Darwin, Practice Manager Representative 
 
1. Welcome and Apologies 

KH welcomed the group and apologies were noted.   
 

2. Declarations of Interest 
 

LC declared a declaration of interest for Agenda Item 6.  As the item is for discussion and 
approval, it was agreed that LC would be excluded from any decision making. 
 

3. Minutes of Previous Meeting  
 
The minutes of the Primary Care Operational Group meeting held on the 6th February 2017 
approved as an accurate record.  

4. Summary of Actions 
 
The summary of actions from the Primary Care Operational Group meeting held on the 6th 
February 2017 were discussed and reviewed as follows: 
 

Agenda 
Item 

Action Who By 

5  Primary Care metrics for CCG Board 
KH to liaise with Simon Cooper, Head of 
Prescribing Support, regarding ‘Prescribing’ 
– Internal CCG records, PACT data etc. for 
potential inclusion. 
 

 
KH 

 
Completed 

 

8 AuA DES Practice achievement 
SMc will draft a formal letter to the identified 
practices and send to KH for signing.  This 
letter will include an offer for the each of the 
practices to make an appeal, should they 
wish. 
 

 
SMc 

 
Completed 

10 Co-Commissioning Log of Decisions 
SMc and NB will provide and circulate a 
definitive list for the 6th February 2017, on all 
outstanding issues for practice merger to the 
group. 
 

 
SMc/NB 

 
Completed 

11 Risk Register 
KH will circulate with the draft minutes and 
ask group members to update any changes. 
 

 
KH 

 
See Agenda 

Item 12 

 
5. Primary Care Dashboard 

 
SMc updated the group on progress with the CCG’s proposed Primary Care Dashboard, which 
he advised would be ready for use by the CCG and practices from 1st April.  SMc referred to the 
PCOG Terms of Reference and highlighted that part of the group’s remit was to review primary 
care benchmarking data and make any recommendations as necessary.  SMc will report to the 
PCOG on a quarterly basis. 

Action: SMc 
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KH suggested that a summary is provided in terms of the CCG position, and then by exception, 
highlight any outlying practices.  KH also advised that this could be done through using the 
Primary Care Dashboard during the meetings, and that a briefing paper would also be useful.   
 
It was agreed that the first presentation of the data would be at the May PCOG meeting, which 
would cover off Quarter 4 of 2016-17.   
 

6. Training Backfill for GP Practices 
 

SMc presented a paper and reported that in order to successfully deliver services at an optimal 
level, it is important that nurses attend relevant training and that they, and their practice, feel 
supported in doing so.  The CCG therefore proposes to introduce a scheme to enable practices 
to receive funding for backfill when their nursing workforce (or indeed HealthCare Assistants) 
attends training relating to the following services: 
 
Locally Commissioned Service (LCS) 

• Diabetes 
• Respiratory 
• Leg Ulcer 

 
Directed Enhanced Service (DES) 

• Learning Disabilities 
• Any vaccination/immunisation programme 

 
SMc highlighted that funding would be available based on a maximum of 4 days training per 
practice in the financial year – 1st April 2017 to 31st March 2018.  Reimbursement of backfill 
would be a Nursing Agenda for Change Band 7 (mid-point) or HCA equivalent. 
 
The total allocated to each practice would be approximately £450, with a maximum outlay for 
the CCG in the region of £7,500.  
 
 

SMc reported that large practices could make a case to the CCG for funding some additional 
hours where the workforce is significant in number; therefore, it is proposed that the total budget 
for training backfill would be £10k.  However, this additional funding would not be allocated 
simply on a ‘per 1000 patients’ or ‘per site’ basis as generally it is considered that such 
practices would be consolidating services.  Cases would therefore need to be made on an 
individual basis. 

SMc will provide communication to the practice and to put a process in place to arrange 
reimbursement for the training needs.   

Action: SMc 
 

JO’M will present a paper to the May PCOG meeting outlining  the additional training being 
provided for practices in the city including the HCA programme, on-going mentorship and the 
local nursing conference. 

Action: JO’M 
 

Action for PCOG members 
 
The group discussed the proposal and agreed funds should be made available as a bursary to 
practice nurses. 

7. Multispecialty Community Provider (MCP) Update 
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FAQ 
 
MC reported that during the MCP Roadshow events which were held by the NHS Portsmouth 
CCG and the Portsmouth Primary Care Alliance (PPCA) in January 2017, a number of 
opportunities, concerns and questions were identified by those attending the events.  In 
response to this an FAQ document has been produced and shared with member practices to 
provide further clarity around some of the common questions and concerns raised by 
colleagues working in general practice in Portsmouth.  It was agreed that the CCG will need to 
continue working with our colleagues in general practice in order to develop how an MCP could 
look in the future in Portsmouth. 

 
Improved Access initiative 
 
MC provided an update on the Improved Access initiative discussion paper that was presented 
to the Clinical Strategy Committee, outlining potential arrangements to secure a seven day 
extended hours GP service within Portsmouth via an MCP, in line with the national commitment 
and requirement to deliver a seven day NHS services by 2020.   
MC reported that the requirement is for all patients to receive extended access 18:30-20:00 
(weekdays) and extended access at weekends, based on local patient demand, by April 2019 at 
the latest Any plans for improved access will need to align with the services offered by the 
newly procured 111 service (post June 2018) and the local Out of Hours (OOHs) service. MC 
explained that the requirement for the improved access initiative will need to be delivered at 
scale, across a reduced number of sites, on behalf of the population of the city.   
 
 
MC described a plan for a phased approach to meeting the requirements of the improved 
access initiative by building upon the GP Winter Resilience scheme currently delivering same-
day primary medical care on Saturdays. The intention would be to continue providing this 
service whilst testing and delivering additional service provision in a phased approach until 
reaching the requirements of the improved access initiative.  
 
It was clarified that these plans would be subject to the ratification of an agreed business case.  
 
MC will liaise with SR regarding Wessex CCGs’ collaboration with the Local Medical Council to 
standardise GPs and nurse pay rate for extended hours. 

Action: MC 
 

8. Primary Care CQUIN 
 

TR shared a paper that provides an overview of the objectives and activities included in the 
Primary Care CQUIN for 2017/18.  The Primary Care CQUIN provides practices with an 
incentive to support the CCG in the delivery of a number of commitments made in the General 
Practice Form View plan, previously shared with the Primary Care Commissioning Committee. 
 
TR highlighted that the 2017/18 Primary Care Commissioning of Quality and Innovation 
Scheme (CQUIN) has been developed to support the activities of NHS Portsmouth Clinical 
Commissioning Group.  It builds up previous schemes which have been offered to all practices 
over the last few years.  The value of the scheme is circa 500K for the 2017/18 financial year.   
 
The scheme is made up of a range of activities under a number of different headings as detailed 
below: 
 
Scheme Objectives: 
 
CCG Engagement 
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Improve the engagement and involvement of Commissioning and Prescribing Lead GPs, 
Registered Practice Nurses and Practice Managers in the wider commissioning agenda, as 
members of Portsmouth CCG. 
 
The activities included in this element of the scheme include: 

• Named Clinical Lead for Prescribing and Commissioning activities 
• Attendance at commissioning and prescribing evening events 
• Practice Managers Advisory Group 
• Practice Visits 
 

Access 
 
Ensure that patients are able to easily get a clinically appropriate appointment to communicate 
with a healthcare professional at a time, and in a way, that is mutually convenient. 

The activities included in this element of the scheme include: 

• Production on an Improving Access plan (agreed with the CCG) 
• Audit of ‘avoidable appointments’ to plan for or evaluate changes to improve access 
• Utilisation of AHSN tools to inform succession planning and workforce development 

 
Use of Technology 
 
Maximise the use of new and existing technology and tools in order to support improvements in 
patient care and experience and increase efficiency in general practice  

The workstreams in this section are: 

• Increasing the number of patients ‘enabled’ to use patient online services 
• Increasing usage of e-Referrals for consultant led outpatient first attendances (where 

available) 
• Implementing OptimiseRx across all practices 
• Incentivising clinical attendance at the SystmOne user group 
• Promoting continued uptake of Electronic Prescription Service and Repeat Dispensing 

 
Collaborative Working 
 
Develop effective working relationships that bring practices and community partners together to 
deliver new models of care in the city. 

The elements of this section are still under review but are likely to include: 

• MDT/Virtual Ward working 
• MCP development 

 
Sharing good practise 

Encouraging the identification and sharing of good practise and increased incident reporting in 
order to improve quality and patient safety. 

Practices will be asked to select from a range of interventions designed to identify and share 
good practise: 

• Responding to the Primary Care Quality Improvement Framework 
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• Improving LD Health-checks uptake 
• Increasing cancer screening uptake 
• Identification and referral to Talking Change for patients with Long Term Conditions 
• Patient safety champions 
• Continued incident identification and reporting 
 

Efficient Use of Resources 

Continue to promote efficacious use of resources within general practice and the broader health 
economy in order to reduce unwarranted clinical variation and improve outcomes for patients. 

The activities included in this element of the scheme are: 

• Development of a prescribing savings plan and other medicines management activities 
e.g. anti-biotic prescribing 

• Peer review of priority areas and participation in targeted visits in relation to secondary 
care referrals, Long Term conditions activity and admissions data 

 
TR reported that the next step is for the Primary Care Commissioning Committee to formally 
approve the objectives of the Primary Care CQUIN for the 2017/18 financial year. 
 
The scheme details will be finalised by the middle of March and circulated with practices and 
other relevant stakeholders with sign up and implementation expected from April 2017. 
 
TR will provide an update at the next meeting. 

Action: TR 
 

9. PMS Contract Variations 
 

SMc reported that under delegated commissioning arrangements, the CCG has responsibility 
for approving proposed changes to the signatories to PMS contracts; and for signing off the 
associated contract variations.  It has been agreed that any such proposals will be reviewed by 
the Primary Care Team and formally approved by the Primary Care Operational Group. 
 
The Primary Care Team confirmed that the following new contract variations were being put 
forward for approval.  The relevant checks had been undertaken in terms of the contracts 
remaining viable (where a Partner is leaving a practice) and Partners were named on the 
Performers List (where a Partner is joining a practice). 
 
• Dr Hayes resigned from Portsdown Group Practice as of 31st May 2016 
• Dr Plane resigned from Portsdown Group Practice as of 31st January 2017 
• Dr Munro will resign from Portsdown Group Practice on 31st March 2017 
• Dr Lucy Stradling joined the partnership at Portsdown Group Practice on 1st October 2016 
• Dr Cat Tuson joined the partnership at Portsdown Group Practice on 1st October 2016 
• Dr Ola Babatolu will be joining the partnership at Portsdown Group Practice on 1st April 

2017 
 
The following contract variations were formally agreed at the February Primary Care 
Operational Group and are being processed by NHS England on behalf of the CCG, and are 
currently at various stages in terms of signatures from the practice and the CCG. 
 
•  Dr T Wilkinson – retiring from Derby Road Group Practice 31st March 2017 – wishes to 

remain on performers list as a locum 
• Dr N McCormack – Lake Road surgery, change of surname only (to Devall) with effect from 

1st January 2017   
• Dr S Slater – joining Sunnyside MC as a Partner, 1st April 2017 
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• Dr J Loxton - retiring from Sunnyside MC 30th September 2017   
 
Action for PCOG members 
 
The Primary Care Operational Group members formally agreed the Partnership changes listed 
above.  This will enable the Primary Care Team to request a contract variation to this effect from 
NHS England, to ensure the contracts are brought up to date and the updated signatory page 
will be held at the CCG Headquarters. 
 

10. Update on Practice Mergers/Closures 
 

KH updated the group regarding the planned merger of the Portsdown Group Practice and 
Derby Road Group Practice, which had been agreed for 1st April 2017.  KH explained that the 
practices had asked for the merger to be postponed due to some issues regarding the Derby 
Road premises.  The merger was still very much on the agenda for the practices concerned, but 
KH reported that this is not likely to happen until at least the autumn of 2017.  It was agreed that 
the practices would need to update and resubmit their merger application nine months ahead of 
the rescheduled date, allowing time for PCOG to review this and for the Primary Care Team to 
arrange for the IT merger to be booked in. 

SMc set out the latest position with regard to the Baffins and Milton Park merger, and explained 
that Primary Care Support England (PCSE) had still not been able to confirm the merger had 
been fully completed at their end.  This was causing many issues for the CCG and the 
practices, relating to payments, patient registrations and CQC compliance.  TM asked what 
more could be done about this, and KH confirmed that the escalation routes were being used 
and that NHS England’s Senior Management Team had been asked to step in as NHS England 
held the contract with PCSE. 

11. Co-Commissioning Log of Decisions 
 
 SMc confirmed that there had been no further updates. 
 
12. Risk Register 
 
 The group reviewed and agreed the following changes: 
 
 To increase the risk score for PRC.P.04a as there are still discussions with PHL. 
 
 To reduce the risk score for MM.P.as prescribing costs have been reduced. 
 
 TR will add additional actions for PRC.P.05e. 
 
 PRC.P.05g to be removed. 
 
 To reduce risk score for R.Ports.PrC.06 as winter pressures will be extended to year round.  
  
13. Any Other Business 
 
 TR reported that there are current problems with iPlato.  KH will ensure that Jason Eastman 

provides a brief paper for the next meeting. 
Action: KH 

 
TR to ensure that a message has been sent to practices to inform them that the service has 
been suspended, along with PCC. 

Action: TR 
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Minutes of the Primary Care Operational Group Meeting 

Monday 10th April 2017 
CCG Committee Room, CCG Headquarters, Civic Offices 

 
Summary of Actions 

Agenda 
Item 

Action Who By 

5. Queens Road Surgery 
KH will review this aspect of the transitional support 
documents and issue clarification if required. 
 
As TR is on annual leave, CH will investigate whether 
the Head of Primary Care Engagement has received an 
email from Elaine Jones clarifying process.  
 
SMc will then liaise with Karen Searley (Queens Road 
Practice Manager) regarding the process they will have 
to follow. 
 
CG will discuss with NHS England colleagues to 
establish what arrangements have been put in place 
elsewhere. 

 
KH 

 
 

CH 
 
 
 

SMc 
 
 
 

CG 

 
May 

 
 

May 
 
 
 

May 
 
 
 

May 

7. Contractual Changes 
• Identification and management of patients with 

fragility - CG to provide additional guidance on 
fragility and share with the group 
 

• Access to healthcare - SMc will collate how many 
practices are currently doing this and to look at 
sharing good practice 

 
• GP retention scheme – KH will liaise with Donna 

Glyde to discuss with Richard Weaver. 

 
CG 

 
 
 

SMc 
 
 
 

KH 

 
May 

 
 
 

May 
 
 
 

May 

9. Risk Register 
SMc will liaise with Sue O’Rouke, NHS England 
Screening Manager, to agree terms of investigating to 
establish whether any patients have been missed or 
have been overlooked in terms of screening, given the 
huge delay in Milton Park and Baffins Surgery 
databases. 

 
SMc 

 
May 

10. Any Other Business 
CD will forward this matter onto Quality and Jackie 
Gilmore will be logging the incident with QUASAR. 
 
KH will circulate International GP Recruitment guidance 
received from Julia Booth to the group. 

 
CD 

 
 

KH 

 
May 

 
 

May 

 
Present: 
Carly Darwin, Practice Manager Representative 
Carol Giles, Contracts Manager, NHS England (Wessex) 
Christine Horan, Primary Care Improvement Facilitator  
Dr Linda Collie, Clinical Executive GP Lead for Primary Care Co-Commissioning 
Dr Sally Ross, LMC 
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Emma Aldred, Primary Care Transformation Manager 
Katie Hovenden, Director of Primary Care (Chair)  
Lisa Stray, Business Assistant 
Mark Compton, Head of Primary Care Transformation 
Nicola Burnett, Finance Manager 
Steve McInnes, Primary Care Relationship Manager 
Tom Morton, Lay Member 
Victoria Smyth, Primary Care Commissioning Officer 
 
Apologies: 
Blanka Wood, Primary Care Project Officer 
Julia O’Mara, Practice Nurse and Prescriber Nurse 
Stephen Corrigan, Clinical Quality Manager 
Terri Russell, Head of Primary Care Engagement 
 
1. Welcome and Apologies 

KH welcomed the group and apologies were noted.  KH reported that Tom Morton will be 
stepping down from the Governing Board, Primary Care Commissioning Committee and the 
Primary Care Operational Group and that a new lay member will be appointed.   
 

2. Declarations of Interest 
 

No declarations of interest were noted. 
 

3. Minutes of Previous Meeting  
 
The minutes of the Primary Care Operational Group meeting held on the 6th March 2017 
approved as an accurate record.  

4. Summary of Actions 
 
The summary of actions from the Primary Care Operational Group meeting held on the 6th 
March 2017 were discussed and reviewed as follows: 
 

Agenda 
Item 

Action Who By 

5. Primary Care Dashboard 
 
SMc will report to the Primary Care Operational Group 
on a regular basis. 

 
 

SMc 

 
 

Ongoing. SMc will 
provide an update 

on a quarterly basis. 
6. Training Backfill for GP Practices 

 
SMc will provide communications to the practice and to 
put a process in place to arrange reimbursement for the 
training needs. 
 
JO’M will present a paper to the May PCOG meeting 
outlining the additional training being provided for 
practices in the city. 

 
 

SMc 
 
 
 

JO’M 

 
 

Completed 
 
 
 

Carried Forward to 
next group meeting. 
 

7. Multispecialty Community Provider (MCP) Update 
 
MC to liaise with SR regarding Wessex CCGs’ 
collaboration with the Local Medical Council to 
standardise GPs and nurse pay for extended hours. 

 
 

MC 

 
 

Ongoing.  MC will 
provide an update at 

the next group 
meeting. 
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8. Primary Care CQUIN 
 
TR will provide an update at the next meeting. 

 
 

TR 

 
 

Completed. 
The final CQUIN 
version has been 
disseminated to 

practices.  
13. Any Other Business 

 
iPlato 
KH to ensure that Jason Eastman provides a brief paper 
that outlines the current problems for the next meeting. 
 
TR will send a message to practices informing them that 
the service has been suspended. 

 
 
 

KH 
 
 

TR 

 
 
 

Completed 
 

 
Completed 

 
5. Queens Road Surgery 

 
KH gave a brief update regarding the closure of Queens Road surgery. 
 
After consideration of a range of options, the Primary Care Committee concluded that the only 
viable option was to disperse the list of patients registered at Queens Road surgery. 
 
The team have been working closely with both Queens Road staff and also the practices most 
likely to be impacted by this closure. 
 
KH reported that letters have now been sent to patients by PCSE advising them of the closure 
and the need to re-register at a practice of their choice.  There has been some media interest. 
 
The CCG has made an offer to practices, for additional funding to support the administration 
associated with registering a large number of patients in a short period of time.  SR questioned 
whether it was feasible for practices to summarise notes within 8 weeks of them arriving at the 
practices as suggested within the Statement of transitional Support. 
 
KH will review this aspect of the transitional support documents and issue clarification if 
required. 

Action: KH 
 
The CCG will receive a report each week on the number of registrations and at which practices.  
We will also “track” a small cohort of patients who are deemed vulnerable by Queen Road staff. 

 
TR is currently discussing the issue of transfer of medical records with Elaine Jones from 
PCSE.  Ideally, the practice would be able to batch up sets of medical records for direct transfer 
to the receiving practice.  This would be as opposed to having to ‘bag and tag’ individual notes 
for transfer to the central warehouse.  We are still waiting to hear back from PCSE regarding the 
agreed process. 
 
As TR is on annual leave, CH will investigate whether the Head of Primary Care Engagement 
has received an email from Elaine Jones clarifying process.  

Action: CH 
 
SMc will then liaise with Karen Searley (Queens Road Practice Manager) regarding the process 
they will have to follow. 

Action: SMc 
 
The Primary Care Team remain concerned about the arrangements for redirection of mail once 
the practice is closed. 
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CG will discuss with NHS England colleagues to establish what arrangements have been put in 
place elsewhere. 

Action: CH 
 

6. Patient Online Update 
 
CH provided an update on the Patient Online which is designed to support GP practices to offer 
and promote online services to patients.  The identified services are appointment booking, 
ordering of repeat prescriptions and access to coded information in records.  CH reported that 
the uptake of patient online has been slow in Portsmouth, further exacerbated by many 
practices migrating to SystmOne, which meant that the process of registering patients to use 
online services had to start again. 
 
Actions to date: 
 
In 2016/17 NHS Portsmouth CCG secured some funding from the Wessex Area Team in 
incentive practices to improve uptake, and practice have, or are intending to, carry out a number 
of actions to enable patients to use the system. 
 
This includes: 
 

• Open days/sign up/drop in sessions 
• Promotional activities 

- Posters/leaflets in waiting area 
- Promoting on practice website and social media sites 
- Part of telephone welcome message, including information regarding online 

services 
- Part of new patient sign up pack, including online registration  

• All practice staff involved in promoting service and encouraging patients to sign up at 
every opportunity 

• Identifying patients not currently registered for online services and texting/emailing those 
patients direct 
 

CH reported that the January data showed, that as a CCG, there had been a significant 
improvement in the last 6 months.  The CCG average is now showing over 10% of patients are 
enabled to use patient online services.  However, there is still a great deal of variation at 
practice level. 
 
Patient online figures 
 

Patient online figures 
Aug 16 & Jan 17 - PC  

 
CH will provide an update at the next group meeting. 
Action: CH 

 
7. Contractual changes 2017/18 

 
KH presented a letter from the Medical Directorate than confirms the outcome of the contract 
negotiations between the NHS Employers (on behalf of NHS England) and the BMA’s General 
Practitioners Committee (GPC) on amendments that will apply to General Medical Services 
(GMS) contractual arrangements in England from the 1st April 2017. 
 
KH reported that an agreement has been reached with the GPC on changes to the GMS 
contact for 2017/18, which seeks to address concerns of the profession in relation to workload 
and increasing expenses and other agreed changes.  The agreement also reflects commitments 
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made as part of the General Practice Forward View (GPFV) and continues to make significant 
investment in primary care.  The agreement has been approved across Government. 
 
Key Changes to GMS Contract for 2017/18 
 
Key changes to the 2017/18 GMS contract include: 
 

• Contract Uplift and Expenses 
- £238.7m total investment 
- Pay uplift of 1% and 1.4% uplift on expenses 
- Payments for indemnity costs 

 
• Carr-Hill formula 

- Negotiations on changes to commence shortly with any agreed changes being 
implemented from April 2018 at the earliest 

 
• QOF 

- Increase in the value of a QOF (Quality and Outcomes Framework) point 
 

• Directed Enhanced Services (DESs) 
- Increase in payment for the Learning Disabilities Health Check 
- The Avoiding Unplanned Admission DES has been decommissioned with the 

funding transferred to the global sum. 
 

• Identification and management of patients with fragility  
- Practices will need to use an appropriate tool (e.g. Electronic Frailty Index) to 

identify patients aged over 65 who are living with moderate and severe frailty. 
- Practices will deliver clinical reviews for these patients and ensure they have an 

enriched Summary Care Record (SCR) 
- CG to provide additional guidance on fragility and share with the group 

Action: CG 
• National diabetes audit (NDA) 

- Practices are now contractually required to allow collection of data for the NDA 
 

• NHS Digital Workforce Census 
- Practices are now contractually required to allow collection of data for the NHS 

Digital Workforce Census 
 

• Data collection 
- Practices are now contractually required to allow, from July 2017, collection of 

data for a selection of agreed retired QOF indicators and DESs 
 

• Registration of prisoners 
- Prisoners will now be able to register with a practice before leaving prison. 

 
• Access to healthcare   

- Practices are now contractually required to help identify patients with a non-UK 
issued EHIC or S1 form or who may be subject to the NHS (Charges to 
Overseas Visitors) Regulations 2015 

- SMc will collate how many practices are currently doing this and to look at 
sharing good practice 

Action: SMc 
• GP retention scheme  

- A new scheme has been agreed to replace the existing GP retention scheme 
- There will now be tighter criteria for those joining the scheme and elements of the 

financial incentive have been revised 
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- KH will liaise with Donna Glyde to discuss with Richard Weaver to consider a 
TARGET session, which will explain current opportunities and changes from the 
GP retention scheme 

Action: KH 
• Payments for sickness leave cover 

- Amendments have been made to the qualifying criteria 
- An increase in the maximum amount payable to £1,734.18 

 
• Parental leave payments 

- Agreement that parental leave payments will not be made on a pro-rata basis 
and will be the lower of actual or invoiced costs up to the maximum amounts 

 
• Business Improvement District (BID) levies 

- Agreement has been reached for eligible practices to be reimbursed for costs 
relating to BID levies 

 
• Care Quality Commission (CQC) Fees 

- CQC Fees will now be reimbursed directly 
 

• Vaccinations and Immunisations (V&I) 
- Changes to the eligibility criteria for the following V&Is: childhood seasonal 

influenza; MenACWY programmes; seasonal influenza; pertussis or pregnant 
women; and shingles (routine and catch-up). 

 
• Core opening hours and extended hours access DES 

- New conditions will be introduced to the Extended Hours DES from October 2017 
which will mean that practices who regularly close for a half day, on a weekly 
basis, will not ordinarily qualify for the DES 

 
• GMS digital 

- A number of non-contractual changes to joint guidance has been issued top 
develop high-quality, secure electronic systems and to pro-actively encourage 
patients and practices to use them 

 
• Indemnity Inflation 

- Agreement to make payments to practices to cover indemnity inflation 
experienced in 2016/17 and 2017/18. 

 
Further work 
 
KH reported that NHS England and GPC have committed to take forward discussions in the 
coming months on a national programme of self-care, and appropriate use of GP general 
practice services and information sharing between practices. 
 

8. Co-Commissioning Log of Decisions 
 
SMc confirmed that there had been no further updates. 

 
9. Risk Register 

 
The group reviewed the Primary Care Team (collated) Risk Register report and it was 
highlighted that: 
 
KH will report on Guildhall Walk at the next Primary Care Commissioning Committee Part 2 
meeting.  
 
The planned merger of Derby Road and Portsdown practices is no longer proceeding. 
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SMc will liaise with Sue O’Rouke, NHS England Screening Manager, to agree terms of 
investigating to establish whether any patients have been missed or have been overlooked in 
terms of screening, given the huge delay in Milton Park and Baffins Surgery databases. 
 

Action: SMc 
10. Any Other Business 
 

• CD reported that a Portsdown Nurse Practitioner had filled in a 2WW for dermatology 
and that the form had been completed entirely and accurately. 
 
Jubilee House (who previously employed the nurse) contacted the Portsdown Nurse 
Practitioner to say that a letter had arrived there for her attention. The letter contained a 
management plan for the patient. 

CD expressed her concern that if Jubilee House not known the whereabouts of this 
nurse, then the referral would have been significantly delayed further. It appears the 
hospital have not updated contact details for this nurse, despite the 2WW form being 
accurately completed. 

CD will forward this matter onto Quality and Jackie Gilmore will be logging the incident 
with QUASAR. 

Action: CD 
 

• KH will circulate International GP Recruitment guidance received from Julia Booth to the 
group. 

 
Action: KH 
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MCP Working group 
Wednesday 1 March 2017 

 
 

Present: 
 
Innes Richens - Chief Operating Officer 
Dr Linda Collie - Clinical Executive   
Katie Hovenden - Director of Primary Care                               
Dr Annie Eggins - GP Lead 
Jo Gooch - Strategic Projects Director  
Jane Cole - Deputy Chief Finance Officer 
Mike Drake - Director of Planning & Performance 
Myles Walshe - CSU Senior Contract Manager 
Tracy Sanders - Chief Strategic Officer 
Nick Brooks - Senior Communications and Engagement Officer 
Jo York - Head of Better Care 
  
 
Apologies: 
 
Suzannah Rosenberg - Director of Quality & Commissioning    
David Barker - Head of Communications and Engagement 
  

 
 

1. Declarations of interest 
 

None. 
 
 

2. Minutes & Matters arising 
 
 
The notes of the previous meeting were agreed.  
 
 

3. Review of actions and Matters Arising 
 
 

Agenda 
Item 

Action Who By Progress Update 

Actions from 1/2/17 
4. Impact on Solent discussed and need to 

clarify Southampton CCG plans for MCP 
contracts understood in order to understand 
potential impact. 

IR/SR Defer to  
22/2/17 

In progress. Update 
will be brought to a 
future meeting. Action 
closed. 

Actions from 22/2/17 
4. Consider CCG resources available to 

Alliance partnership and ‘rules of 
engagement’ for inclusion in MCP Alliance 
agreement 

IR/JG ASAP In progress, will be 
completed as part of 
MCP Alliance 
agreement 

5. MCP Roadshow FAQs – update for 
comments received and circulate 

KH ASAP Complete 
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4. MCP Alliance agreement: scoping 17/18 priorites 
 
The meeting discussed the prime objectives and early priorities it would wish to see 
included within the emerging MCP Alliance agreement. The priority objectives are listed at 
Appendix 1. These will be shared as part of the MCP Alliance discussions. 
 
The timeline for having an MCP Alliance agreement in place was discussed and agreed 
that we wished to have something in place as soon as possible, although it might not be 
feasible to be agreed by 1st April, but instead aim for beginning of May. The importance of 
practice engagement and mandate for the GP Alliance to act on practices behalf was 
raised. PPCA are liaising with practices and have asked for emerging thoughts on the MCP 
prior to holding an event with practices on 7 March. 
 

 
5. AOB 

 
• Engagement plan – Katie emphasised the need for an engagement plan that clearly sets 

out responsibility for engagement activities. This should be a key objective for the MCP 
Alliance agreement. Katie will discuss this further with Jo G. 

ACTION: KH 
 

• Upcoming meetings:  
o The CCG is meeting with council representatives to outline MCP plans and discuss 

how Social Care’s role in future plans.   
 

o PCCC – Jo G will draft a progress update paper for PCCC which will be shared with 
members of this meeting.     

ACTION: JG 
o Review of CCG MCP plans – the 3 CCGs are meeting on 7 March to discuss local 

plans and explore any opportunity for alignment, and links to ACS plans 
 

 
 
6. DONM 

 
9.00am on Wednesday 8 March 2017 in the CCG Meeting Room 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

5. Physios in practice pilot: to consider 
business case as part of MCP Alliance 
discussion 

KH/JY  Ongoing: as part of 
MCP Alliance 
discussions 

5. Circulate latest Solent/PPCA MCP 
proposals 

JG ASAP Complete 
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APPENDIX 1 
 
Alliance Agreement Objectives  
 
Organisational 
 

1. Stakeholder engagement plan: 
• Agree a plan with clearly specified responsibility for each party to lead part of the 

engagement programme 
• Priority action: PPCA to engage with practices and demonstrate a clear mandate 

from all practices to act on their behalf in accordance with a….. 
• Ensure this is linked to wider engagement activities, such as the ‘Big Conversation’ 

currently taking place across PSEH. 
2. Developing an MCP provider 

• PPCA and Solent to work as equal partners to consider the future needs of the 
MCP care model and service delivery options, and be able to demonstrate how this 
would operate in practice 

3. Organisational Development Plan to be developed and implemented 
4. Outcomes: refine and agree, supported by a clear narrative as to how things may look 

different from a patient perspective 
 
Use of Resources 
 

1. Develop a plan to re-focus existing resources (money, people, buildings etc) to enable 
us to work differently and deliver the MCP model of care 

2. Ensure delivery plans developed for the MCP connect with the emerging ACS, ensuring 
they contribute to the delivery of the ACS and STP 

3. Develop a plan that maximises the opportunities of a single IT system: ensure benefits 
of SytmOne are realised 

4. Develop a financial plan & agree principles on the use of resources that focuses on the 
redeployment of existing resources to deliver both service and financial requirements. 
This should: 

• Define financial and other resources 
• Clearly set out efficiency and investment plans 
• Maximise efficiency opportunities & include innovative plans for resource re-

deployment 
• Harness existing capacity & capability 
• Demonstrate financial or resource benefits of service change and how these 

may be re-invested in future service improvement 
• Considers opportunity and contribution from other partners e.g Third Sector 
• Demonstrates how service change will benefit the whole of the Portsmouth 

population e.g. limited pilot plans will set out plans for swift replication 
throughout the city. 

 
Due Diligence 
 

1. Prepare for the Integrated Support and Assurance Process (ISAP) gateway process, using 
the lessons learned the checkpoints as a guide for development 

 
Early Priority Service Changes  
 

1. Urgent Care triage (via hubs) to include: 
• MSK triage 
• Emotional distress 

2. Local delivery of GP extended hours 
3. Care home/Chronic visiting service for patient assessment and management 

• Detail to be defined 
4. Joint primary/community nursing clinics 
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• Specific opportunities to be agreed 
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MCP Working group 
Wednesday 8 March 2017 

 
Present: 
  
Katie Hovenden - Director of Primary Care                               
Dr Annie Eggins - GP Lead 
Jo Gooch - Strategic Projects Director  
Jane Cole - Deputy Chief Finance Officer 
Mike Drake - Director of Planning & Performance 
Myles Walshe - CSU Senior Contract Manager 
 
Apologies: 
 
Innes Richens - Chief Operating Officer 
Nick Brooks - Senior Communications and Engagement Officer 
Suzannah Rosenberg - Director of Quality & Commissioning    
David Barker - Head of Communications and Engagement 
Jo York - Head of Better Care 
Dr Linda Collie - Clinical Executive 
Tracy Sanders - Chief Strategic Officer 
  

 
 

1. Declarations of interest 
 

None. 
 
 

2. Minutes & Matters arising 
 
 
The notes of the previous meeting were agreed.  
 
 

3. Review of actions and Matters Arising 
 
 

 
 

4. Feedback from recent meetings 
 
• 3 CCG meeting: A joint meeting was held between Portsmouth CCG, F&G & SE Hants 

to discuss progress on emerging MCP plans and explore opportunities to align for the 
benefit of the overall PSEH system. The CCGs agreed it would be beneficial to align 
priorities wherever it made sense, but that it was essential to maintain the locality focus 
and ensure we continued to hold local primary care at the heart of our plans.  

Agenda 
Item 

Action Who By Progress Update 

5. Katie and Jo (G) to discuss the 
development of an engagement plan  

KH/JG ASAP Item on the agenda 

5. PCCC progress report will be shared with 
Working Group members 

JG 3/3/17 Completed 
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• Social care: A meeting was held with council, Social Care and Public Health 
representatives to update on the MCP work programme. 

• MCP Alliance agreement meeting: the initial meeting to start to develop an MCP 
Alliance agreement had taken place. The aim is to quickly develop an Alliance 
agreement over the next 6-8 weeks which will provide a framework for partnership 
working over the next 12 months. It is envisaged the Alliance Agreement will be for an 
initial 12 month period and partners will include the CCG, Portsmouth Primary Care 
Alliance, Solent NHS Trust and Portsmouth City Council (Social Care). 
During the Alliance discussions, GP clinical resource was highlighted as an immediate 
need. The group discussed whether Dr Eggins could provide any support as part of her 
role with the CCG. 

ACTION: Dr AE to consider 
 

It was agreed the finance team will draft a Resources Statement for information. 
 

ACTION: JC  
 

5. Stakeholder engagement plan 
 

This item was deferred 
 

 
6. Any Other Business 
 
 

9.00am on Wednesday 15 March 2017 in the CCG Committee Room 
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MCP Working group 
Wednesday 15 March 2017 

 
Present: 
  
 
Jo Gooch - Strategic Projects Director (Chair) 
Katie Hovenden - Director of Primary Care                               
Dr Annie Eggins - GP Lead 
Jo Gooch - Strategic Projects Director  
Jane Cole - Deputy Chief Finance Officer 
Mike Drake - Director of Planning & Performance (left meeting at 9.30) 
Myles Walshe - CSU Senior Contract Manager 
Innes Richens - Chief Operating Officer 
Nick Brooks - Senior Communications and Engagement Officer 
Suzannah Rosenberg - Director of Quality & Commissioning    
David Barker - Head of Communications and Engagement 
Jo York - Head of Better Care 
Dr Linda Collie - Clinical Executive (left meeting at 9.30) 
Tracy Sanders - Chief Strategic Officer 
Natalia Rojas Alvarez - South of England Procurement Services 
 
Apologies: 
None 
  

 
 

1. Declarations of interest 
 

None. 
 
 

2. Minutes & Matters arising 
 
 
The notes of the previous meeting were agreed.  
 
 

3. Review of actions and Matters Arising 
 
 

 
 

4. Stakeholder engagement plan 
 

It was agreed a comprehensive stakeholder plan is needed, that forms part of a wider 
engagement plan for Portsmouth & South East Hampshire, which should not be developed in 
isolation. The plan will set out the ‘what, when, how and who’?. There is an opportunity to work 
with other stakeholders in our planning, such as Healthwatch. 

Agenda 
Item 

Action Who By Progress Update 

4. Consider additional GP clinical lead support 
to PPCA  

AE ASAP Discussions 
underway 

5. Prepare Resource Statement JC 22/3/17 In progress 
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Natalia explained that demonstrating public and general practice engagement was a critical 
element of the procurement process, ensuring this is reflected in shaping the specification. 
Innes reminded the group that the ISAP process has some key engagement requirements and 
timelines that we should reflect in our plans. The meeting discussed the need to be able to 
clearly articulate within our plans what will be different for patients in the future, and these 
messages should be co-produced with PPCA and Solent. Jo advised that a joint engagement 
plan should be agreed as part of the Alliance agreement. 

 
ACTION: DB/NB to develop 1st draft public engagement 

JG to review engagement requirements in ISAP process to add to plan 
Review again in 2 weeks (29 March) 

 
 

5. Procurement 
 

Natalia explained the key stages of the initial PIN process. Engagement is a pre-requisite, 
particularly with general practice, before developing a specification and starting any market 
warming. We will need to clearly articulate what would be different in a new model. This 
pre-work should be considered when agreeing the length the Alliance partnership 
agreement. It was agreed the Alliance partnership agreement should have clear objectives 
and milestones that work towards the achievement of an MCP. 
The meeting discussed key considerations as this work develops and acknowledged the 
timing of service changes may need different procurement decisions.  

 
 
6. Any Other Business 
 

None 
 
 

9.30am on Wednesday 22 March 2017 in the CCG Meeting Room 
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MCP Working group 
Wednesday 22 March 2017 

 
Present: 
  
Jo York - Director of Better Care (Chair) 
Katie Hovenden - Director of Primary Care                               
Dr Annie Eggins - GP Lead 
Jane Cole - Deputy Chief Finance Officer (arrived at 10.00am) 
Myles Walshe - CSU Senior Contract Manager 
Innes Richens - Chief Operating Officer 
Suzannah Rosenberg - Director of Quality & Commissioning    
David Barker - Head of Communications and Engagement 
Tracy Sanders - Chief Strategic Officer 
 
 
In attendance: 
Justina Jeffs 
 
Apologies: 
 
Jo Gooch - Strategic Projects Director (Chair) 
Mike Drake - Director of Planning & Performance  
Nick Brooks - Senior Communications and Engagement Officer 
Dr Linda Collie - Clinical Executive  
 
 
 

 
1. Declarations of interest 
 

At the start of the meeting KH requested that the GP CQUIN be discussed under AOB. The 
GP present, recorded an interest in this item, although the financial I implications of the 
CQUIN were not discussed or agreed at the meeting. 
 

2. Minutes & Matters arising 
 
 
The notes of the previous meeting were agreed.  
 
 

3. Review of actions and Matters Arising 
 
 

Agenda 
Item 

Action Who By Progress Update 

4.(5/3) Consider additional GP clinical lead support 
to PPCA  

AE ASAP Discussions 
underway, AE is 
waiting for a response 
from PPCA.  

5.(5/3) Prepare Resource Statement JC 22/3/17 Deferred until next 
meeting as more work 
is required. 

4.(15/3) Stakeholder engagement plan DB/NB 29/3/17 In progress 
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4. Resource Statement 
 
This was deferred to the next meeting as more work is required. 

 
 

ACTION: JC/JG to meet to review and bring back to a subsequent meeting. 
 

 
 

5. MCP Alliance Progress Update 
 

JY updated the group on the work she and JG are doing with PPCA and Solent to complete 
the alliance contract agreement.  A small working group has been established to progress 
the draft contract agreement. JY is liaising with Angela Dryer to ensure social care views 
are fed into the development of the contract. The intention is that a Programme Board 
(covering all 4 partners; CCG, PPCA, Solent and ASC) will be established, to fulfil the 
function of the Alliance Leadership team as per the alliance agreement template. 
Governance of this was discussed and agreed that the Programme Board would report into 
the MCP working group to enable monitoring and reporting within the CCG.  It is 
anticipated that a draft of the contract will be shared for comments in the next week or so. 
 
A key element of the contract agreement is the resources included by each party to support 
delivery of the work. A sources and applications section has been established to show 
resources being included by each party, both monetary and 'in kind' resource in terms of 
staff time; and how these resources are utilised through the contract period. Resourcing 
GP time to support the redesign will be critical to the success and JY is working with PPCA 
to look at resource requirements for this. 
 

ACTION: JY to liaise with PPCA and bring back for discussion. 
 

 
 
6. Any Other Business 
 
6.1 GP CQUIN 
 

KH informed the group that as per previous discussions the primary care team have made 
available a proportion of the CQUIN to support practices engage in the MCP development 
work. The detail of this is being worked up and it was agreed that a draft should be shared 
with AE and the PPCA for comment. 
 
  ACTION: KH to share for review and update.  

 
 

9.00am on Wednesday 29 March 2017 in the CCG Meeting Room 
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MCP Working group 
Wednesday 29 March 2017 

 
Present: 
  
Jo Gooch - Strategic Projects Director (Chair) 
Jo York - Director of Better Care  
Katie Hovenden - Director of Primary Care                               
Jane Cole - Deputy Chief Finance Officer  
Innes Richens - Chief Operating Officer 
Suzannah Rosenberg - Director of Quality & Commissioning    
David Barker - Head of Communications and Engagement 
Tracy Sanders - Chief Strategic Officer 
Dr Linda Collie - Deputy Clinical Leader 
Michael Drake - Director of Planning & Performance (until 10am) 
 
 
Apologies: 
Dr Annie Eggins - GP Lead 
Myles Walshe - CSU Senior Contract Manager 
Nick Brooks - Senior Communications and Engagement Manager 
 
 

 
1. Declarations of interest 
 

None. 
 

2. Minutes & Matters arising 
 
 
The notes of the previous meeting were agreed subject to attending that Justina Jeffs was 
in attendance at the meeting.This adjustment has been made to the final minutes.  
 
 

3. Review of actions and Matters Arising 
 
 

 
 
 
 
 
 
 

Agenda 
Item 

Action Who By Progress Update 

4. Resource statement  JC 29/03/7 On the agenda.  
5. Liaising with PPCA regarding future funding JY 29/3/17 In progress. A 

response is awaited 
from the PPCA. JY 
will chase. 

6. GP CQUIN – draft to be circulated for 
review and update 

KH ASAP Complete 
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4. Resource Statement 
 
 

A financial update has been drafted but further work is required to populate the Sources 
and Apps. In particular sources from allocsitons including BCF to be reviewed, as well as 
QIPP requirements. 
 

ACTION: JC to review with finance team and bring back to next meeting. 
5. MCP Alliance Progress Update 
 

 
The draft Programme Board Terms of Reference was discussed. The first meeting of the 
Programme Board will be held on 31 March 2017. Comments on the Terms of Reference 
will be fed into the Programme Board meeting on Friday. 
 

ACTION: JY 
 
Clarification regarding managing conflicts of interest was requested. JG will seek advice 
from Justina Jeffs. 
 

ACTION: JG 
 
The list of priority objectives for the partnership will also be discussed at the Programme 
Board. The group requested that some of the wording is changed to clarify the objectives, 
which will be fed back to the Programme Board including: 

• Support to Care Homes 
• Improving utilisation of urgent same day access 
• Clarifying financial work programme 

 
ACTION: JY 

 
The Sources and Apps statement is still a work in progress. This will be used to help the 
Programme Board prioritise plans. Further work is also required on Key Performance 
Indicators. The aim is to have a draft to be shared with all partners in 2 weeks’ time. 
 

6. Draft Stakeholder Plan 
 

DB shared information on current engagement work and an outline plan for Portsmouth 
MCP. It was agreed to focus the engagement on describing the MCP in a way that is 
meaningful to patients, and focuses on the changes and improvements it will bring. The 
engagement plan will build from the ‘Big Conversation’. It was agreed specific Portsmouth 
events will be run focused on planned improvements to primary and community care 
services. This could be in the form of a dedicated public engagement event or ‘stallholder’ 
type approach in public places. Julie Hawkins should also be approached to link in with her 
work with young people in Portsmouth; DB will develop the plan on this basis. 
 

ACTION: DB 
 

The Integrated Support and Assurance Process will be reviewed to ensure our proposed 
approach meets its requirements. 

ACTION: JG 
 

7. City Wide PPG Evening 
 

This is taking place on 3 May. JY will speak about why Primary and Community Care 
needs to change and the link to the MCP and wider Portsmouth Blueprint. It was suggested 
that Annie Eggins or Howard Smith could be invited to join Jo at the event. 
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8. Any Other Business 
 

None  
 

9. Date of Next Meeting 
 

9.30am on Wednesday 4 April 2017 in Willow Meeting Room 
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MCP Working group 
Wednesday 5 April 2017 

 
Present: 
  
Jo Gooch - Strategic Projects Director (Joint Chair) 
Jo York - Director of Better Care (Chair until leaving at 9.50) 
Katie Hovenden - Director of Primary Care                               
Jane Cole - Deputy Chief Finance Officer  
Dr Linda Collie - Deputy Clinical Leader 
Michael Drake - Director of Planning & Performance 
Dr Annie Eggins - GP Lead 
Myles Walshe - CSU Senior Contract Manager 
Nick Brooks - Senior Communications and Engagement Manager 
 
 
Apologies: 
Innes Richens - Chief Operating Officer 
Suzannah Rosenberg - Director of Quality & Commissioning    
David Barker - Head of Communications and Engagement 
Tracy Sanders - Chief Strategic Officer 
 
 

 
1. Declarations of interest 
 

At the start of the meeting KH requested that the GP CQUIN be discussed under AOB. The 
GPs present, recorded an interest in this item, although the financial implications of the 
CQUIN were not discussed or agreed at the meeting. 
 

2. Minutes & Matters arising 
 
The notes of the previous meeting were agreed.  
 

3. Review of actions and Matters Arising 
 
 

Agenda 
Item 

Action Who By Progress Update 

4. Resource statement : bring back to the next 
meeting 

JC 05/04/17 On the agenda.  

5. Comments on the draft Terms of Reference 
to be reported to the Programme Board 
meeting on 31 March 

JY 31/3/17 Completed 

5. Seeking further guidance on conflicts of 
issues from Justina Jeffs 

JG ASAP A meeting is planned 
for later in the day 

5. Request changes to some of the wording 
on the Programme Board objectives to 
provide further clarity 

JY 31/1/17 Complete 

6. Develop the draft engagement plan in line 
with discussions 

DB ASAP  

6. Clarify engagement requirements specified 
in the Integrated Support & Assurance 
framework. 

JG ASAP  
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Matters arising: 
 
PC CQUIN: Katie explained the feedback received from PPCA to the current draft 
proposal. After discussion regarding the aims of the CQUIN and priorities, it was agreed 
that a CQUIN for primary care engagement in the MCP development process was 
important but further time was required to ensure it met the needs of primary care in a 
rapidly developing landscape. It was therefore proposed that a proportion of the PC CQUIN 
will be held back, to give further time for this scheme to be developed. 
 

4. Resource Statement 
 

Jo (Y) has met with PPCA to discuss a PPCA infrastructure resourcing proposal. Jo is 
expecting some further information from the PPCA this week, and will then discuss the 
proposal with finance. 
 

ACTION: JY 
 
A meeting is being held later in the day to review the CCG sources and apps, and this will 
be brought to a future meeting. 
 

ACTION: JC 
 
5. Feedback from MCP Programme Board 
 

Jo (Y) attended the first MCP Partnership Programme Board on 31 March. The meeting 
discussed the Terms of Reference, priority objectives and the PC CQUIN proposal. Further 
discussion took place regarding the priority service objectives which were supported as GP 
extended hours, support to care homes, consistent approach to triage in primary care and 
MSK triage. Tim Trebble is also going to develop a proposal regarding some proposed 
elective pathway changes. 
 

 
6. Feedback from MCP Alliance Agreement Working Group 
 

Jo (G) updated the meeting on the progress of the virtual MCP alliance agreement. The 
work on Terms of Reference, objectives and priorities will be included in the agreement. 
Further work is required on the Sources and Apps and KPIs. The plan is to have a final 
draft ready for the Programme Board on 28 April, which can then go to individual partners 
for organisational approval. The aim is for sign off in June. More time may be needed for 
Social Care, but they can be added as a partner later if necessary.  
 
It was agreed that formal approval for the MCP Alliance agreement will be requested at the 
May Primary Care Commissioning Committee. 
 
Jo (G) will circulate the latest version of the Programme Board Terms of Reference. 
 

ACTION: JG 
 

7. Any Other Business 
 

None  
 

8. Date of Next Meeting 
 

12pm on Wednesday 12 April 2017 in CCG Meeting Room 
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MCP Working group 
Wednesday 12 April 2017 

 
Present: 
  
Jo Gooch - Strategic Projects Director (Chair) 
Katie Hovenden - Director of Primary Care                               
Dr Linda Collie - Deputy Clinical Leader 
Dr Annie Eggins - GP Lead 
Myles Walshe - CSU Senior Contract Manager 
David Barker - Head of Communications and Engagement 
Innes Richens - Chief Operating Officer 
Suzannah Rosenberg - Director of Quality & Commissioning    
 
Apologies:  
Tracy Sanders - Chief Strategic Officer 
Jane Cole - Deputy Chief Finance Officer  
Nick Brooks - Senior Communications and Engagement Manager 
Michael Drake - Director of Planning & Performance 
Jo York - Director of Better Care (Chair until leaving at 9.50 
 
 
 

 
1. Declarations of interest 
 

None. 
 

2. Minutes & Matters arising 
 
The notes of the previous meeting were agreed.  
 

3. Review of actions and Matters Arising 
 
 

 
 
 
 
 
 
 
 

Agenda 
Item 

Action Who By Progress Update 

(5/4/17) 4 Resource statement : bring back to the 
next meeting 

JC 12/04/17 On the agenda.  

(5/4/17) 5 Seeking further guidance on conflicts of 
issues from Justina Jeffs 

JG ASAP Complete. 

6 Circulate latest version of MCP 
programme Board Terms of Reference 

JG ASAP Complete. 

6.(5/4/17) Clarify engagement requirements 
specified in the Integrated Support & 
Assurance framework. 

JG ASAP See below 
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Matters arising: 
 
ISAP requirements: 
 
 
JG has reviewed the ISAP engagement requirements and provided a summary for the 
group. The CCG will need to demonstrate that public engagement feedback has been 
reflected in plans. It was agreed that the CCG will build on the outcomes of the ‘Big 
Conversation’ engagement work. There is a particular need to identify outcomes, which can 
be statements of intent that can be linked to measurable changes. These will be co-
produce with partners, for example involving the Patient Participation Groups (PPGs) and 
Healthwatch. 
 
It was agreed a future meeting would be used to discuss the early findings of the ‘Big 
Conversation’ and how that might inform MCP specifications and outcome statements. 
Healthwatch would be invited to attend.  

ACTION: David Barker 
 

The ISAP requires early involvement of NHS England in any proposed new novel contract. 
Jo Gooch will contact NHSE to contact them regarding the plans in Portsmouth and invite 
them to come and hear more about our local plans. 
 

ACTION: Jo Gooch 
 
. 

4. Resource Statement 
 

Deferred to the next meeting. 
 

 
5. MCP Alliance progress update 
 

Jo provided an update on the progress of the MCP Alliance agreement documentation. The 
aim is to get a draft to the MCP Programme Board on 28 April, and PCCC in May for 
approval. The final document would then be ready for signing by 1 June. 

ACTION: Jo Gooch 
 

6. Any Other Business 
 

None  
 

7. Date of Next Meeting 
 

The meeting on 19 April is cancelled. The next meeting will be 26 April 12pm CCG meeting 
room. 
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