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‘1. About us – who we are and what we do 

 

 
 
 
 
 
 
 
 
 
 
 
 

 

 
 
 

 
 
 
 
 
 

Established in April 2013, we are an NHS organisation responsible for 

commissioning, or buying, healthcare services in Portsmouth including hospital care, 

rehabilitation, urgent and emergency care, and most community health services, 

including mental health and learning disabilities. We commission for a population of 

around 217,500 people using an annual budget of about £259milion. Our 

geographical boundaries match those of Portsmouth City Council. 

 

We are a membership organisation, led by five local GPs elected to represent all the  

GP practices in the city.  

 

In short, we want people who live in the city to be able to lead longer and healthier 

lives knowing that, when they need help, they can get it quickly and easily with the 

minimum of fuss. Our role is to ensure that, through working with every GP surgery 

in the city and our public, Portsmouth people have access to the best possible NHS 

services as and when they need them. 
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2. Foreword 
 
This annual report covers our second full year of operating as a clinical 

commissioning group – a year that has seen many challenges but which has also 

provided us with the opportunity to consolidate the progress we made in our first 

year, and deliver some important developments for local people too. 

‘Better Care’ and ‘urgent care’ have been two phrases that have dominated our 

working lives over the past year, for different, but, in a way, linked reasons. 

 

The ‘Better Care’ initiative, sometimes referred to as the Better Care Fund, is all 

about helping people to stay out of hospital - through developing the right, 

coordinated packages of care around the needs of each person and giving each 

individual a much louder voice in the way that care is delivered. One of our priorities 

is to ensure that people only have to tell their story once, whoever they are talking to 

about their care, and this integrated approach should help us ensure this. It means 

we may fund and provide services in different ways. Having an integrated approach 

enables us to look at how we can help staff from different organisational backgrounds 

(primary, community, social care) put those boundaries to one side to work together 

on behalf of individual patients. 

 

The reasoning behind this is that if someone with, for example, a long term condition 

is equipped with greater knowledge and skills to manage that condition more 

effectively themselves, knowing that if they need to they can call on the package of 

care and care providers specifically created for them, it is less likely that they will 

reach a crisis point and require intervention by an urgent care service, such as the 

Emergency Department (ED) or an ambulance. It also means that we can focus 

hospital services on those patients who need them most, when they need them. 

 

And that’s important, for each individual patient but also for us if we are truly going to 

be able to sustain NHS services in an effective way into the future. It generally costs 

a lot more for people to be admitted to hospital, particularly as an emergency 

admission, than it does for preventative care to be provided while they are still at 

home.  

 

The ‘urgent care’ challenge, locally and nationally, has been probably the single most 

dominant health issue on our minds over the past 12 months. This is in spite of the 

fact that the percentage of people using the emergency department at Queen 

Alexandra hospital  each day is very small compared to the number of people the 

hospital sees on a daily basis overall, or the number of people who see their GP.  

 

If we can get initiatives like Better Care right, it helps us tackle the urgent care 

pressures – it won’t solve all the problems but we have made good progress this year 

with the work that has been undertaken in both these areas. And one of the really 

encouraging aspects of this progress has been that for both the implementation of 

the Better Care initiative, and in tackling the urgent care conundrum, local 

organisations have shown a willingness and drive to work together to find solutions. 
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We may not always make progress as quickly as we might wish to, but what you 

should see in the pages of this annual report is evidence of real momentum with a 

number of schemes and initiatives, that indicate this willingness to work together, 

whether we are commissioners, NHS or local authority providers of care or from the 

voluntary sector or a community group. 

 

We are very encouraged by the progress we have made this year and it is important 

to acknowledge the part played as well by our member practices and our CCG staff 

throughout the wide range of achievements and forthcoming developments that you 

can read about in the following pages. 

 

Dr Jim Hogan 

Clinical Leader and Chief Clinical Officer 

27th May 2015 
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3. How we spent our year – a few headlines 
 

It has been a busy 12 months for us as a CCG and these pages reflect that as we 

highlight the diverse nature of our work over the past year… 

 

A 20/20 vision  

We have developed a new five year plan for health in the city 

We launched our five year strategy document, 20/20 vision, in the early part of 

2014/15. This strategy will act as the framework to support all our commissioning 

activity over the next few years. Developed with the help of local patients, community 

and voluntary groups and statutory partners it sets out a series of priorities that are 

seen as critical success measures and that will lead to improved, sustainable and 

effective services for local people.  

 

The priorities are: 

 We want everyone to be able to access the right health services, in the right 

place, as and when they need them. 

 We want to ensure that when people receive health services they are treated 

with compassion, respect and dignity and that health services are safe. 

 We want health and social care services to be joined up so that people only 

have to tell their story once. People should not have unnecessary. 

assessments of their needs, or go to hospital when they can be safely cared 

for at home or stay in hospital longer than they need to. 

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

death and promote wellbeing and positive mental health. 

 

Working towards Better Care  

We are delivering a transformational programme to ensure some health 

services in the city are better tailored to individual need 

The Better Care programme is a national initiative that seeks to ensure that services 

out of hospital are provided in a more effective, joined up way, regardless of which 

organisation is providing them. It means that primary care services, those provided in 

care homes or by adult social care, or health services in the community can be 

focused much more on the needs of each patient, by working much more closely 

together themselves.  

 

Over the past year, working with Portsmouth City Council, Portsmouth Hospitals NHS 

Trust, Solent NHS Trust and a wide range of community and voluntary organisations 

we have begun to plan and implement this wide ranging transformational 

programme. Our plans linked to this programme were approved by NHS England 

following an assurance process last autumn which carefully considered plans for 

each local area. Portsmouth's plan, which we have produced jointly with the City 

Council, has also been approved by the city's Health and Wellbeing Board.  

 

Changes to our population (such as people living longer and often with one or more 

long term health condition) and restricted finances mean that it is vital for all partners 
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across health and social care to work more effectively together. This will ensure 

services are sustainable and everyone gets the support they need to stay healthy 

and live as independently as possible. 

 

As part of Better Care, a variety of projects will change the way services are 

organised so more people can receive care and support and stay in their own homes, 

rather than needing potentially lengthy hospital treatment.  

 

Tackling the pressures on urgent care  

We have helped lead a major programme of work to tackle significant 

pressures on urgent and emergency care 

Along with all the organisations that form part of our local Portsmouth and South East 

Hampshire health system, we have spent much of the year grappling with a range of 

pressures and challenges that, together, have created significant issues with the 

provision of urgent care services. These include the speed with which people are 

seen when they first present at the Emergency Department (ED), to the way they 

make their journey through hospital care, to the speed with which they can then be 

discharged and appropriately cared for out in the community .  

 

A number of initiatives have been introduced during the year as the local health 

system has come together with its local authority partners to address the ongoing 

issues. This included investment over the winter months of around £8m to tackle 

specific pressures brought about during that period.  

 

Towards the end of the financial year some improvement in the situation was evident 

however it is also apparent that there is no single ‘quick fix’ for the problems. 

Initiatives that have been introduced include the urgent care centre at Queen 

Alexandra Hospital, where local GPs assess people attending the Emergency 

Department whose needs could have been addressed elsewhere. 

 

Bringing ‘Quality’ into focus 

Our new Quality Strategy enables us to ensure that services provided across 

the city are better placed to reach the highest possible standards  

Our Governing Board approved a new organisational strategy for quality in May 

2014. This builds a more effective structure to support the way we monitor and 

assess quality standards in local services. 

In addition it helps us to:  

 outline more fully our approach to clinical quality;  

 ensure that quality is placed at the heart of the health care we commission;  

 ensure that there is a robust link between commissioning and clinical quality 

so that the health needs of the local population (outlined in the Joint Strategic 

Needs Assessment) are met;  

 ensure there are internal systems and processes to provide assurance that 

we are able to discharge our responsibilities; 

 set out the accountability arrangements for us as a CCG, our partner CCGs 

and Portsmouth City Council in managing this agenda; 
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 provide a framework for the development and monitoring of contractual 

quality requirements with providers. 

 

Joining forces with Age UK to support older people in Portsmouth 

We are pioneering a new scheme to allow people with complex needs to have 

greater control over their health budgets                                    

People in Portsmouth are among the first to pioneer a new health and social care 

initiative to give them greater control over their illnesses, and their lives. 

 

The new Integrated Personal Commissioning (IPC) scheme allows eligible people 

with complex needs resulting from their frailty or multiple long term conditions to take 

charge of spending their own NHS ‘health budget’, alongside existing opportunities to 

spend their local authority social care budget. It forms a key part of the effort to join 

up NHS and social care funding, allowing individual patients to personally decide how 

some of that money can be spent, to have the greatest positive impact on their lives. 

 

Portsmouth is one of eight 'demonstrator sites' nationally where the new IPC initiative 

is being trialled. Local people receive support in making their decisions by Age UK, 

Portsmouth. Staff at the charity work with people to provide advice and help 

individuals direct how their budget is used and to be more involved in their own care, 

and ensure their needs and views are at the centre of care plans agreed with 

professionals. 

 

Primary care commissioning becomes a new responsibility  

This new initiative means we will be able to work more closely with our 

member practices in planning services 

Over the winter we developed a proposal to enable us to take on a greater level of 

responsibility for the commissioning of primary care/GP services. We heard in 

February that this had been accepted which means that from April 2015 we will be in 

the first wave of CCGs able to take on local responsibility for the commissioning of 

GP services from NHS England. 

 

One of the main reasons CCGs were established two years ago was to help 

transform the way that the NHS plans for and provides its local health services. 

Taking on responsibility for commissioning primary care services is an important part 

of that process, helping us to deliver the kind of integrated care in and out of hospital 

that everyone wants to see. We want to give patients the best possible support at 

every stage of their treatment, and this gives us the opportunity to plan and deliver 

services in acute hospital care, in the community, and now in primary care. That will 

allow us to move further in terms of providing genuinely joined-up services. 

 

Continued investment in voluntary sector schemes 

Around £400,000 spent on a range of innovative ideas or those fitting our 

strategic goals 

A number of voluntary groups which support some of Portsmouth’s most vulnerable 

people have received nearly £400,000 funding for new health-related schemes. They 

were approved by the CCG as we ran our funding initiative for a second year. 
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Organisations could bid for one-off schemes of up to £30,000 that would receive 

funding for up to a year. 

 

Schemes range from a pub in a club project in Old Portsmouth to a one-to-one 

counselling service and all of them are expected to make a huge difference in many 

ways to the lives of so many people in Portsmouth. The voluntary sector is a lifeline 

for many people in our city. We applaud the work they do, and our financial support 

for these schemes is a way we can demonstrate our commitment to them. 

 

National praise for diabetes care 

Recognition for ground-breaking approach radically changing patient care 

Thousands of people with diabetes in Portsmouth and South East Hampshire are 

getting better care thanks to a ground-breaking approach which has radically 

changed the way the NHS works. 

 

A national report by the influential King’s Fund, published in October, highlighted the 

local diabetes service as one of six examples of excellence which has allowed 

specialist, complex care to be moved outside hospital and nearer to people’s homes. 

Not only is that approach more convenient, it is helping patients to enjoy better care 

and to stay healthier. The need for hospital care is reduced, acute complications are 

less common and it has also contributed to a fall in local amputation rates which were 

a source of concern previously. The service is the result of collaboration between 

staff from Portsmouth Hospitals NHS, Solent NHS Trust, and Southern Health 

Foundation Trust, commissioned by the three local CCGs. It was initially established 

in 2011 and has had a profound impact since then. 

 

Recognition for work in supporting people with dementia 

Early diagnosis rates in Portsmouth are best in south of England  

Dementia care in Portsmouth was praised for its excellence in October by the Health 

and Social Care Information Centre. It said that health workers in the city were 

among the very best at ensuring that people with dementia get a formal, early 

diagnosis of their condition. This means that patients are more likely to benefit from 

the treatments and support that are available, giving them the best possible chance 

of maximising their independence and quality of life. 

 

The study found that, of the estimated 2,300 people living with the condition in the 

city, 63.9% have received a formal diagnosis. That rate was the highest of any of the 

50 CCGs in the south of England, and significantly higher than the national average 

of 53%. It has subsequently increased further to 67%. The work in Portsmouth is now 

being shared across the region, to try to help drive up diagnosis rates elsewhere. 

 

Acknowledging the efforts of our own staff 

First anniversary thank you to staff who go the extra mile 

We marked our first anniversary with an awards evening to say thank you to all our 

staff for their efforts in our first full year but also to pay tribute to the work of those we 

felt had made a particular contribution during that time.  There were four categories, 

attracting 33 nominations, and those who won were: 
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 Making a difference – Dr Jon Price, the clinical commissioning lead for end-

of-life care for his work in highlighting and driving forward this important topic; 

 Above and beyond – Vicky Sexton (business development), described as a 

‘problem solver with a can-do attitude’ in supporting the CCG in many tasks 

behind the scenes; 

 Patient champion – Terri Russell (head of primary care engagement), who 

reminds us to keep patient care and the patient experience at the heart of all 

that we do and to remember that any changes we make directly affect the 

lives of patients and their families. 

 Team of the Year – our Finance team, a ‘hard-working, talented and resilient 

bunch’ in managing the transition brought about by the NHS reorganisation. 

 

4. A year of progress: Member Practices’ review 

 

This is the second annual members’ review of the work of NHS Portsmouth CCG. 

There are currently 24 member practices involved in the work of the CCG and GPs 

continue to play an active role in supporting the development of local commissioning 

activity. 

 

There are a number of ways this is undertaken including commissioning and 

prescribing evenings focused on specific topics, TARGET training events and directly 

through service review and redesign programmes. Through these mechanisms and 

supported by our membership model, members have been kept informed and 

involved in the work and of the impact of the Governing Board.  

 

Member practices have been engaged in reviewing the effectiveness of the 

Governing Board through practice visits and surveys on relationships, engagement 

and effectiveness.  

 

The most recent of these surveys, which were also sent to other CCG partner 

organisations, identified that every stakeholder questioned said they had been well 

engaged by the CCG. In addition, with three quarters said that they felt their views 

had been listened to. The survey also identified: 

 

 97% rated their working relationship with the CCG as very or fairly good; 

 97% felt they had the ability to raise concerns with the CCG over the quality 

of local services; 

 93% had confidence in the CCG to commission high-quality services; 

 91% said the CCG had effectively communicated its plans and priorities; 

 90% also said there was clear and visible clinical leadership of the CCG; 

 87% had confidence in the clinical leadership delivering its plans and 

priorities. 
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However the CCG needs to note, and act on the areas that scored less favourably: 

 79% said they were confident in the CCG being able to sustain two-way 

accountability with its member GP practices; 

 58% felt they were involved in CCG decision-making; 

 58% said they understood the implications of the CCG’s plans for service 

improvement; 

 58% understood the financial implications of the CCG’s plans; 

 only 52% understood the referral and activity implications of the CCG’s plans. 

 

We acknowledge that in 2015/16 the commissioning system will continue to evolve. It 

will be characterised by a stronger focus on the strategic goals articulated in the 

national five year Forward View for the NHS, including better prevention of ill-health, 

empowering patients, engaging diverse communities, and stimulating the 

development of better models of care, supported by innovative use of technology and 

workforce – all of which are in line with local priorities, too.  

 

It will also be the year in which the CCG takes on more responsibility for the 

commissioning of primary care services, a move that has been fully endorsed by 

local member practices who see the benefits for service development and flexibility 

that this could lead to.  

 

Delegated commissioning of primary care will be a key enabler for the CCG’s five 

year strategy, supporting the transition to a primary care provision and structure that 

is fit for the future and improving continuity and quality of care for patients.  

 

Through delegated commissioning we can develop a vision for primary care which 

addresses issues such as workload and workforce pressures. It gives the CCG more 

control over their budgets and enables investment in that vision, which will need to be 

undertaken in an open and transparent way, managing any perceived conflicts of 

interest. 

 

We also support the exploration of further integrated models of commissioning, and 

service provision, with Portsmouth City Council and our local NHS provider partners, 

particularly through the Better Care initiative. 

 

A focus on provider development will remain essential, continuing to work closely 

with our local NHS providers - Portsmouth Hospitals, Solent, South Central 

Ambulance Service and others - investing wisely to help them respond more 

effectively to the CCG’s commissioning intentions and the pressures on local 

services. 

  

It will be important to continue the drive to link primary, community, mental health and 

social care information and work is underway to move clinical systems to a common 

Information Technology platform. The NHS Five Year Forward View describes fully 

interoperable digital records as a vital component in transforming health and social 

care. It is also a key strategic ambition for the CCG and will support delivery of the 

Better Care Fund plan, and therefore the City’s Health and Wellbeing strategy. The 

current inability to share timely clinical information across providers is often cited as a 
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barrier to transforming care and improving outcomes. The aim of this project is to 

take this opportunity for primary care to use the same system. 

  

Ensuring local pressures are managed appropriately is the key towards maintaining 

operational control, particularly around urgent care where, despite the intense 

challenges the system has faced over the past few months, we have shown good 

progress in developing a unified, more coordinated approach to tackling the issues 

arising from Emergency Department attendance, acute inpatient admission and 

subsequent discharge. The local Urgent Care Improvement Plan, and the associated 

governance structure will remain in place until an improved position on four hour 

waits is achieved. 

 

There are other local pressures too, of course, but it is encouraging to note areas of 

success – for example turning around a number of performance standards (working 

in conjunction with partners) that have been challenging during the year such as 

diagnostics where targets are now being regularly achieved and dementia diagnosis 

where Portsmouth has the best rate currently for early detection, at 67%. 

  

The majority of NHS Constitution and other national priority areas have been 

consistently achieved during the year. Where there have been challenges, such as 

the A&E four hour target, the CCG Governing Board has kept members informed and 

engaged with the actions being taken to rectify the situation. 

 

 

 

Dr Tim Wilkinson 

Chair 

On behalf of the Members of NHS Portsmouth CCG 

27th May 2015 

 

5. Strategic report 

The early sections of this Strategic Report provide some information on the local 
health context in which we operate. For more information on how the CCG is set up 
to carry out its duties please turn to page 13. 

 
5.1 The Portsmouth context 
 
There are significant health challenges in Portsmouth.  Too many people have poorer 

health and wellbeing than in other similar cities and Portsmouth is hovering just 

above the 25 per cent of most deprived local authorities in the country. Over 200 

local authority areas have lower levels of deprivation than Portsmouth, whilst 83 are 

more deprived. The measures consider factors such as: income, employment, health, 

education and skills, barriers to housing and services, living environment and crime. 

 

There are 208,900 people living in Portsmouth whilst 217,500 are registered with a 

GP in the city.  In the last ten years the biggest growth (12%) has been in the over 
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85s age group. By 2021, this age group will grow by 19.5% with the 75 to 84 age 

group increasing by 13.3%.  

 

As the population ages and lives longer so the number of people living with dementia 

will also increase. 

 

Over half of the older people living in the most deprived areas in Portsmouth live in 

poverty and this is likely to contribute to a higher level of deaths in the winter than 

would be expected.  

 
 
Significant health factors 
 

Almost half of all the deaths in Portsmouth are caused by heart disease, stroke, 

cancers and respiratory conditions. Many of these conditions could be prevented by 

adopting healthier lifestyles. 

 

Heart disease is the most common cause of all early deaths but early death from 

cancer for Portsmouth residents is significantly above the England rate, too.  

 

Around 34% of cancers locally are caused by smoking, diet, being obese/overweight 

or drinking alcohol to excess account. Men, in particular, have a shorter life 

expectancy caused by high levels of smoking, alcohol misuse and obesity.  

 

We have a high number of women who smoke during their pregnancy and more 

women need to breastfeed their babies for longer. Obesity rates for children (in 

school year 6) are declining but still much higher than they should be.  

 

Alcohol misuse, domestic abuse, young people at risk, drug misuse and adult re-

offending all impact on health and health services. 24% of children live in poverty. In 

some areas this is even higher (Charles Dickens ward).  

 

 

5.2  How we are set up to respond to the challenges we face 
 
In order to be able to best respond to the health challenges facing Portsmouth it is 

vital that we have a structure in place that ensures we are able to work together and 

share common goals. To that end we are a membership organisation, led by five 

local GPs who are elected to represent the 24 GP practices in Portsmouth.  Our  

member practices are distributed across the city and have come together in three 

geographical clusters, North, South and Central to support the development of 

integrated working.  

 
Our Constitution (available to view on our website www.portsmouthccg.nhs.uk) sets 
out how our CCG is structured and operates as a membership organisation.  
 

 

 

http://www.portsmouthccg.nhs.uk/
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5.3 Challenges in our operating environment 

 

Whilst we are mindful of broader social, economic and environmental challenges 

facing the city, specific challenges to our role in commissioning healthcare for 

Portsmouth include: 

 

Demand: pressure on our emergency, primary care, community and some elements 

of planned hospital care are higher than other areas of the country; there is particular 

pressure on paediatric (children’s hospital and emergency) services. 

 

Provider market: our two main providers (Portsmouth Hospitals NHS Trust and 

Solent NHS Trust) are yet to achieve Foundation Trust status. Meanwhile, our local 

primary care services (GP practices) are consistently under pressure and require the 

capability to collaborate with each other to provide services for the future. 

 

Performance: we have seen a sustained failure to meet the Emergency Department 

four hour waiting times targets in our main hospital provider (Portsmouth Hospitals 

NHS Trust.) We also continue to see variable achievement of cancer waiting times 

for our patients by them. 

 

System and policy: increasing expectation on us to integrate health services with 

social care services, with national policy expectations to see more and more of our 

existing health resources pooled with the City Council to provide joint services in the 

community. 

 

Quality and safety: we must ensure health services in Portsmouth continually 

improve their quality and deliver safely whilst at the same time ensuring we work 

within our financial allocation and manage the demand for these services. 

 

Finance: in order to fulfil the ambitions of our strategy and continue to deliver a 1% 

surplus year on year, we need to deliver annual savings.  In 2013/14 we delivered 

savings of £5.2m, in 2014/15 figure was £6.8m, and our 2015/16 plan is for savings 

of £6.7m. 
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Seven objectives that underpin 
our mission 
 
We will: 
 

 enable our GP surgeries as 
members to engage and 
drive commissioning 

 engage with our patients 
and our public in our 
commissioning and our 
decision making 

 work with our partners to 
collaborate on 
commissioning to deliver 
health improvements 

 invest in improving and 
better health services 

 manage our resources 
effectively 

 ensure that our services 
are safe and focused on 
maintaining and improving 
quality 

 develop the CCG as a 
mature organisation 
considered as credible and 
competent with the 
appropriate capacities and 
capabilities. 

 
 

5.4 Our development as an organisation 
 
Our aims and resources to meet them 

 

Our mission, vision and strategic objectives have 

been reviewed during the year. Our mission is 

‘Improving your health and wellbeing and getting 

the best for the Portsmouth pound’.  We have 

seven strategic objectives that underpin this. 

 

Our resources - funding, staff, members and 

partnerships are focused on delivering this. Our 

operating model and governance framework shows 

how we operate to support the delivery of these 

aims and align resources accordingly.  This 

includes having in place our Constitution, Standing 

Orders, Prime Financial Policies, Risk Management 

Framework and terms of reference for all our 

committees. These have all been reviewed and 

updated where necessary during the course of the 

year.  

 

The leadership and management of our resources 

is overseen by our Clinical Leader who is also our 

Accountable Officer, which means he has legal 

obligations and responsibilities for the running of 

the CCG.   

 

He has been supported through the year by our 

Clinical Executive which includes four other elected 

GPs as Clinical Executives as well as a 

management team led by our Chief Finance Officer, 

Chief Operating Officer and Chief Strategic Officer. 

 
We aim to operate within the values and behaviours that we have established as 

lying at the heart of our work, which are: 

 

 to be clinically led 

 to put the patient at the heart of everything we do 

 to be driven by quality, compassionate and locally responsive 

 to be courageous, challenging, and fair 

 to embrace innovation, best practice and education 

 to be open, accountable and acting with integrity. 

 
 

All our policies and further information is available on our website 

www.portsmouthccg.nhs.uk 
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How we make decisions 

 

Our Governing Body (known locally as our Governing Board), chaired by an elected 

GP, has provided oversight of our business, managing our governance and risk 

management processes and ensuring we have been locally accountable to our 

public, stakeholders and our members. The Governing Board is directed by our 

member practices through our practice members’ forum where every practice has a 

seat and reviews our progress and performance and sets our future direction. On our 

Governing Board we also have lay members and an external nurse and doctor to 

provide independent challenge and scrutiny.  

 

The Governing Board has had three main sub-committees reporting to it during the 

course of the year: 

 

 Audit 

 Remuneration and Workforce 

 Clinical Commissioning (from 1 April 2014 – 31 August 2014) 

 Clinical Strategy (from 1 September 2014) 

 

We have also been involved in a number of important health and local authority 

partnership groups where we have overseen our collaborative work.  

 
A Membership Organisation 

 

We have endeavoured to ensure our work has been driven by our member practices 

during the year, and we have a membership model in place to facilitate this. We have 

achieved this in a number of ways including: 

 

 consultation and engagement on commissioning matters; 

 meetings and forums such as the Practice Members Forum, Practice Nurse 

Forum, Practice Managers network and the TARGET GP training programme; 

 communications such as PIP (extranet for GP practices) and regular 

newsletters; 

 quality incentive schemes for commissioning and prescribing; 

 link roles in member practices and CCG interface roles; 

 Elected GP and practice manager representatives on our Governing Board 

and committees. 

 

We have tested how successful we have been at this during the year through 

practice visits and surveys. We have been pleased that feedback has been very 

positive and we have used the constructive feedback from these to inform how we 

work in the future with our members.  
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5.5 Working with Partners and Stakeholders  

 

We work with many organisations and so we need to make sure that our vision and 

plan align with what others are planning to do.  

 

To ensure this happens, one of our key relationships is with other local 

commissioners and providers of health and social care services locally.  

 

Working with partners and stakeholders is critical to our success in delivering our 

vision and improving health services for the people of Portsmouth. This includes: 

 

 Working with our Local Authority, Portsmouth City Council; 

 Working with our neighbouring CCGs as part of the COMPACT; 

 Working with our commissioning support providers; 

 Working with key stakeholder in the City on improving health and redesigning 

services. 

 

Local Authority 

 

Portsmouth City Council has been, and will continue to be, an important partner as 

we aim to align our work and resources to the benefit of the people in the city. 

Important aspects of our collaborative working during the year include: 

 

 A shared integrated commissioning team and a single continuing 

healthcare team, hosted by the Council, with shared resources for much of 

our commissioning responsibilities – focused on integrating services and 

points of access, reducing much of the duplication that often occurs; 

 Progressing the Better Care initiative which focuses on the development and 

implementation of out of hospital care provision across the city 

 Being a key member of the Health and Wellbeing Board, where key leaders 

from the health and care system work together to improve the health and 

wellbeing of the local population and reduce health inequalities; 

 Supporting the Health and Wellbeing strategy, the priorities of which, have 

been integrated into our own commissioning strategy and plans; 

 Being a member of a range of important forums including: Safer Portsmouth 

Partnership, Children’s Trust Board, Public Services Board, Safeguarding 

Boards and the Carers Group. 

 

In addition we have the City Council’s Chief Executive and the Director of Public 

Health as co-opted members of our Governing Board.  

 

The COMPACT 

 

Our development has been supported through a strong collaborative approach with 

our neighbouring CCGs: 

 

 NHS Fareham and Gosport CCG 



18 
 

 NHS South Eastern Hampshire CCG 

 

This was formalised in a collaborative agreement known as “The COMPACT” which 

sets out why and how we work together. There are three key functions: 

 

 Working collaboratively on bringing together common commissioning work 

programmes and objectives and delivering these; 

 Hosting of functions by individual CCG servicing all three; 

 Working collaboratively regarding our relationship with NHS England. 

 

Examples of work during the course of the year include: 

 

 Negotiating and managing our contract for services from Portsmouth 

Hospitals NHS Trust; 

 Leading the system-wide resilience planning to address urgent care 

pressures; 

 Procuring collectively services such as Patient Transport Services; 

 Undertaking some engagement work together, including falls and urgent care 

related survey work; 

 Collective diagnosis and action to rectify waiting times issues in our providers; 

 A collective approach to the review of governance arrangements across the 

CCGs, working with NHS England. 

 

The CCGs seek to manage financial risks in agreed areas through the agreement of 

risk sharing arrangements.  Risk sharing is a pooling of resource with the purpose of 

smoothing the risk exposure for individual CCGs where activity may be high cost/low 

volume, unpredictable, unmanageable and likely to have disproportionate impact on 

a CCG if there is variation from plan. The CCGs may agree to pool funds and share 

risk to further their collective commissioning strategies and for the collective good of 

the local health system. 

 

Commissioning Support 

 

During the year we have received support in delivering our commissioning functions 

from a number of partners including: 

 

 NHS South Commissioning Support Unit (providing a range of 

commissioning support services to us including: contracting, business 

intelligence, information technology, financial services, HR and procurement); 

 Portsmouth City Council (hosting our integrated commissioning team, 

continuing healthcare team, providing public health support to us and 

providing a complaints and Freedom of Information response function); 

 NHS South Eastern Hampshire CCG (hosting our shared commissioning 

and communications and engagement teams and providing our Emergency 

Preparedness, Resilience and Response service.) 

 

In addition we provide commissioning support in the following ways: 
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 Performance and planning, financial management, medicines management 

and equality and diversity support functions to NHS Fareham and Gosport 

and NHS South Eastern Hampshire CCGs; 

 Shared safeguarding arrangements with NHS Isle of Wight CCG. 

 

These arrangements are supported by service agreements or contracts.  

 

Stakeholders 

 

We use a variety of methods to help us engage effectively with our stakeholders and 

the local population such as surveys, exhibitions, community events, newsletters, 

publications and social media.  

 

During the course of the year we:  

 

 held a range of stakeholder events including the formal launch of the Better 

Care initiative in the city; 

 held a regular series of meetings with representatives of the city’s Patient 

Participation Group network, the agenda for which is set by members of the 

group; 

 worked with our Healthy Discussions virtual engagement group over a series 

of initiatives including the development of our urgent care guide and a series 

of videos to promote alternative services to the emergency department; 

 increased our twitter account which now has over 3300 followers; 

 attended a range of stakeholder events and forums to promote our work, 

engage on our priorities and respond to questions including Healthwatch, the 

Portsmouth Health Overview and Scrutiny Panel, patient forums, carers’ 

groups and the voluntary sector; 

 carried out major engagement programmes on urgent care, falls, and IVF 

services; 

 reviewed and revised our Communications and Engagement Strategy; 

 conducted a stakeholder survey on engagement and relationships to inform 

our future working arrangements. 

 

As well as holding and managing contracts with a range of providers of healthcare 

services we have also worked in partnership with local providers in the review and 

development of our strategies and plans and particularly in delivering system 

transformation. Clinical engagement between providers and the CCG with its practice 

members has been a critical focus of our work and has been a major enabler of 

delivering quality improvements in health care services.  

 

We commission NHS services for Portsmouth from these main providers: 

 

 Portsmouth Hospitals NHS Trust (services at Queen Alexandra Hospital); 
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 Solent NHS Trust who provide community based services from St Mary’s, St 

James and other sites around the city e.g. mental health, community nursing, 

physiotherapy, occupational therapy, children’s nursing; 

 South Central Ambulance Service who provide 999 and 111 services; 

 Care UK who provide the walk in centres and treatment centres at Guildhall 

Walk and St Mary’s as well as the GP out of hours service; 

 Voluntary and community organisations like Age UK, Alzheimer’s Society, 

Barnardos who provide support services; 

 Care homes, nursing homes and domiciliary care providers. 

 

5.6 Measuring our performance  
 
We are continuing to make progress towards commissioning even better quality care, 

promoting the Rights and Pledges under the NHS Constitution and securing 

improvement in health outcomes for our local population within our financial 

boundaries and in line with our objectives. Our performance to date in relation to the 

Right and Pledges under the NHS Constitution commitments can be seen in the table 

that follows.  

 

Indicator Target Q1 Q2  Q3 Q4
YTD 

2014/15

Referral To Treatment waiting times for non-urgent consultant-led treatment

RTT:% of admitted patients who waited 18 weeks or less 90% 92.32% 89.26% 90.73% 88.83% 90.30%

RTT:% of non-admitted patients who waited 18 weeks or less 95% 97.01% 97.25% 97.55% 97.16% 97.24%

RTT:% of incomplete patients waiting 18 weeks or less 92% 96.19% 97.09% 95.44% 95.16% 95.16%

RTT: Number of incomplete patients waiting >52 weeks 0 0 0 0 0 0

Diagnostic test waiting times

% Patients waiting <6 weeks for a diagnostic test 99% 88.09% 99.53% 99.19% 99.14% 99.14%

A&E waits

A&E <=4hrs (QTD) 95% 85.89% 85.13% 82.61% 81.63% 83.90%

Cancer waits – 2 week wait

Cancer patients seen <14 days after urgent GP referral 93% 97.52% 94.46% 94.84% 96.05% 95.74%

Breast Cancer Referrals Seen <2 weeks 93% 92.68% 96.74% 92.81% 96.26% 94.63%

Cancer waits – 31 days

Cancer diagnosis to treatment <31 days 96% 99.57% 98.16% 96.86% 96.55% 97.83%

Cancer Patients receiving subsequent surgery <31 days 94% 94.74% 93.48% 91.30% 95.56% 93.71%

Cancer Patients receiving subsequent Chemo/Drug <31 days 98% 100.00% 100.00% 100.00% 100.00% 100.00%

Cancer Patients receiving subsequent radiotherapy <31 days 94% 99.11% 95.65% 98.29% 98.18% 97.91%

Cancer waits – 62 days

Cancer urgent referral to treatment <62 days 85% 90.18% 89.91% 87.25% 79.57% 87.02%

Cancer Patients treated after screening referral <62 days 90% 89.47% 100.00% 83.33% 71.43% 88.46%

Cancer Patients treated after consultant upgrade <62 days (local threshold) 86% 92.31% 91.67% 94.12% 80.00% 91.49%

Category A ambulance calls

Cat A calls within 8 minutes - Red 1 75% 80.00% 83.60% 79.50% 86.34% 82.44%

Cat A calls within 8 minutes - Red 2 75% 81.75% 81.54% 81.56% 84.00% 82.22%

Cat A calls within 19 minutes 95% 98.35% 98.24% 98.07% 98.36% 98.26%

Mixed Sex Accommodation Breaches

Mixed Sex Accommodation Breaches 0 4 1 0 0 5

Healthcare Associated Infections

HCAI: Clostridium Difficile (C. Diff.) Infection rates 39 10 21 11 8 50

HCAI: Incidence of MRSA 0 0 0 1 0 1

Mental health

Care Programme Approach (CPA): The proportion of people under adult mental i l lness 

specialties on CPA who were followed up within 7 days of discharge from psychiatric 

in-patient care during the period.

95% 100.00% 100.00% 100.00% 100.00% 100.00%
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Highlights for the year 

 

There are several areas of strong performance which we are encouraged by: 

 

Referral to Treatment (RTT) -  more patients are being treated within the 18 week 

standards: 

 90.3% admitted patients were seen within 18 weeks (against the 

national target of 90%); 

 97.2% non-admitted patients were seen within 18 weeks (national 

target 95%); 

 99.1% of patients were seen within 6 weeks for diagnostic test 

(national target 99%). 

 

Cancer Treatment - more cancer patients are treated promptly: 

 95.7% of patients were seen within two weeks following urgent GP 

referral for suspected cancer (national standard 93%); 

 94.6% of patients were seen within two weeks from referral for breast 

symptoms (national standard of 93%); 

 97.8% of patients started treatment within one month (31 days) from 

diagnosis to first definitive treatment for all cancers (national standard 

96%); 

 100% of patients received subsequent treatments within one month 

(31 days drugs) against the national standard of 98%. 

 

Mental Health - more patients are receiving support from our mental health services: 

 100% of people with adult mental illness who were followed up within 

seven days of discharge from psychiatric in-patient care (national 

standard 95%). 

 

Where we need to do more 

 

Despite the fact that we have performed strongly against many key indicators, there 

are a few areas where we have not performed as well as we had planned. 

 

A&E Four Hour Target - Portsmouth Hospitals NHS Trust (our main provider) has 

experienced significant challenges in ensuring that patients who go to the Emergency 

Department are treated, discharged or transferred within four hours. We are working 

with the Trust and all partner organisations across the local health system to ensure 

that the appropriate plan is in place that will help improve performance.  

 

Health Care Acquired Infection (HCAI) - levels of HCAI were higher than expected. 

Plans are in place to ensure that lessons are learnt from all the breaches and where 

necessary improvements on processes and procedures can be delivered. 

 

Mixed sex accommodation (MSA) - we will continue to work with local providers to 

eliminate avoidable mixed sex accommodation issues. 
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5.7 Looking ahead – our priorities moving forward 

 
Our Priorities 

 

We launched our five year strategy, 20/20 Vision, during the year having engaged 

with local stakeholders on our strategic priorities - GP members, key partners, our 

staff and local patients.  

 

The strategy articulates our mission and has four main priorities: 

 

Priority 1:   

We want everyone to be able to access the right health services, in the right place, 

as and when they need them. 

 

Priority 2:  

We want to ensure that when people receive health services they are treated with 

compassion, respect and dignity and that health services are safe. 

 

Priority 3:  

We want health and social care services to be joined up so that people only have to 

tell their story once.  People should not have unnecessary assessments of their 

needs, or go to hospital when they can be safely cared for at home or stay in hospital 

longer than they need to.  

 

Priority 4:  

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

promote wellbeing and positive mental health. 

 
At the end of five years we want to see… 

 

 delivery of a truly integrated and locally based teams that include the 

voluntary sector, social care, primary care, community and acute care; 

 a radically improved offer of early intervention and preventative health and 

social care services that allow individuals to have more choice and control 

over their own lives;  

 an increased proportion of older people who have remained at home 91 days 

after a discharge from hospital; 

 further reductions in delays to transfers of care from the acute setting to the 

community, with increase quality of this discharge process; 

 people with complex needs who need to go into hospital are known to 

community locality teams who can safely and actively manage them back into 

their home; 

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

hospital; 

 more people able to die in their preferred place of death. 
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Where we want to get to 
 
We want everyone in Portsmouth to be supported to live healthy and independent lives, 
with care and support that is integrated around the needs of the individual at the right 
time and in the right setting.  
 
We will do things because they matter to local people, we know that they work and we 
know that they will make a measurable difference to their lives. 
 
We have a strong belief that commissioning joined-up care improves the health and 
wellbeing of the whole population. Effective prevention and management of long term 
conditions such as respiratory and heart disease is best done in the community and by 
services that are joined up to avoid unnecessary barriers to care.  

People of Portsmouth will… 

 

 receive effective services to meet their goals to manage their own health and 

stay well; 

 spend less time in hospital; 

 receive responsive services which help them to maintain their independence; 

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

 be empowered to participate in service development  and delivery; 

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

story once; 

 benefit from use of assistive technology through telecare and telehealth to 

help them stay well; 

 be supported in their community, by their community, to maintain their 

independence. 

 

 

5.8 Ensuring a sustainable future 
 
We are committed to improving working conditions, tackling climate change and 

protecting the environment.  

 

As a CCG, we believe we can support sustainable development in the local area by 

focusing on three areas: 

 

 in our commissioning of health care services – ensuring we support 

environmental and social sustainability in our processes and 

approaches; 

 as an organisation – taking actions to be a responsible organisation in 

respect of environmental and social sustainability; 

 in our relationship with our member practices – to promote sustainable 

development across all our member practices. 
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More broadly we continue to work with our local partners to support sustainable 

approaches as part of the city and the local health and social care system.  

 

We will support our local authority partner, Portsmouth City Council to improve 

working conditions, tackle climate change, and protect the environment. We work as 

a member of the Health and Wellbeing board and in partnership with our local Public 

Health colleagues in taking forward this approach within the city.  

 

We developed a Sustainable Development Management Plan (SDMP) as part of our 

authorisation process and this has now been reviewed and updated. Through this 

plan and our partnership work we will contribute to the delivery of Portsmouth’s 

Climate Change Strategy and its four key priorities of: 

 

 Reduce Portsmouth’s carbon footprint; 

 Adapt to climate change; 

 Community involvement; 

 Energy strategy for the city. 

 

Whilst a relatively small organisation with around 70 members of staff, we still have a 

responsibility to ensure we behave in a responsible, ethical and sustainable manner. 

During the year we have: 

 

 raised the profile of the sustainability agenda with the Governing 

Board via the SDMP and with our staff through a number of ways; 

 undertaken a travel survey as part of the “my journey” initiative which 

is now informing our accommodation review; 

 committed to work with Public Health colleagues in the development 

of, and participation in, a local ‘healthy workplace charter;’ 

 considered ways to reduce the amount of paper that we use and 

printing that we undertake, reviewing our use of technology, 

introducing more effective printing arrangements, and reminding staff 

or the ‘think before you print’ message; 

 also worked with staff to harness their ideas about sustainable 

working which included greater use of our intranet over printed 

bulletins and a ‘stationery amnesty’. 

 

We have also worked with NHS Property Services to establish our carbon footprint 

for our Headquarters accommodation which we lease from them. Information from 

them shows that for the space we occupy at St James’ Hospital (1182m₂) our carbon 

footprint impact is 100,473 kg pf carbon per year (relating to heat and light). This is a 

decrease of around 16% from the previous year when the figure was 107,564 kg. 

This decrease reflects the overall improved efficiency of the site as void spaces are 

closed down in order to reduce carbon load for the site overall.  

 

Local NHS estate and our estates strategy 

We will be undertaking some major work programmes around the local NHS estate. 
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We are working with our local NHS partners, in particular NHS Property Services and 

Solent NHS Trust in developing a business case to review and improve the way in 

which some of our current sites are utilised and to look to achieve value for money 

through better utilisation of estate over the medium to longer term. 

 

The first phase of the transformation of the St James site is nearing completion and 

we expect the Full Business Case for the second phase programme will be 

completed during 2015. 

 

We are fully committed to engaging with local people about future proposals for the 

sites as the work unfolds.  

 
5.9 Equality, diversity and human rights 
 
Our first Equality and Diversity Annual Report was published in September 2014 – a 

copy is available to view on our website (www.portsmouthccg.nhs.uk).  

 

The report sets out: 

 our commitment to equality and diversity; 

 the legal duties for equality and diversity; 

 our equalities self-assessment against the NHS’s Equality Delivery System 2; 

 communications and engagement activities of the CCG; 

 details of our Patient Experience Service; 

 progress against our equalities objective. 

 

The report reaffirms our commitment to equality of opportunity for all people and to 

eliminate unlawful discrimination, and its recognition that equality is central to the 

commissioning of modern, high quality health services, particularly in relation to the 

protected characteristics as set out by the Equality Act 2010. 

 

It details our progress towards meeting the specific duties of the Public Sector 

Equality Duty as set out in the Equality Act 2010 (Specific Duties) Regulations 

2011and in particular our published specific equality objective (September 2013) 

namely: 

 

 to improve staff awareness and responsiveness to needs of protected 

groups. 

 

To achieve this objective we have ensured all staff have completed mandatory 

equality and diversity training.  A survey was circulated to staff in early 2015 to 

assess their perceptions of equality and diversity and so measure progress against 

this objective.   

 

We also reviewed and updated our Equality and Diversity Strategy during 2014. This 

again makes a clear commitment to valuing diversity and achieving equality. We 

believe that any modern organisation must reflect all the communities and people it 
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serves, and tackle all forms of discrimination. We need to reduce health inequality 

and ensure there are no barriers to health and wellbeing. 

 

We recognise: 

 

 our legal duties around equality and human rights - not simply to be 

compliant, but to promote cultural change. This includes our commissioning 

and procurement processes which must ensure health providers also meet 

the legal requirements;  

 the moral case for equality and diversity - health inequalities are unacceptable 

and must be tackled; 

 the business case for equality and diversity - the additional annual cost to the 

NHS arising from inequality is estimated to be £5.5 billion (The Marmot 

Review). 

 

The Human Rights Act 1998 confers a range of rights which have implications for the 

way we commission services and manage our workforce; we recognise human rights 

underpin the aims of the Equality Act 2010, and lay at the heart of the NHS 

Constitution. 

 

5.10 Our workforce: equality and diversity  

 

We are committed to working in line with current employment legislation, including 

the Equality Act 2010. This means the CCG aims to provide a working environment 

free from discrimination, victimisation, and harassment, whether on an individual or 

institutional basis on the grounds of age, disability, gender reassignment, marriage 

and civil partnerships, pregnancy and maternity, race, religion or belief, sex (gender), 

sexual orientation, or any other grounds that infringe on Human Rights. 

 

We also aim to recruit a representative workforce from all sections of the community 

in order to commission healthcare services that respect and respond to the diverse 

needs of the people of Portsmouth. Our responsibilities and commitments as an 

employer are set out in our Human Resources Framework. 

 

As at 31st March 2015 our Governing board comprised of eight voting members who 

were male, and five voting members who were female. Our total workforce (100 

people) comprised 26 males and 74 females. This equates to 81 whole time 

equivalents. 

 

What we have already done: 

 

 identified our Chief Operating Officer (on behalf of the Clinical 

Leader/Accountable Officer) as Governing Board Lead for equality and 

diversity as set out in our CCG Constitution; 

 identified our lay member (Patient Champion) on our Governing Board as 

lay person lead for equality and diversity as set out in our Constitution; 
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 adopted the NHS Equality Delivery System as the framework to help us 

improve outcomes for patients year on year, and comply with the Public 

Sector Equality Duty; 

 agreed to have equality and diversity as a standing agenda item at the 

CCG Governing Board at least once a year; 

 developed and published a Human Resources Framework that refers to 

compliance with the Equality Act 2010; 

 assessed the impact of our employment policies and procedures in 

relation to race, disability and gender.  

 
5.11 Recognising our legal duties  
 
We have in place arrangements to discharge our legislative statutory duties and 

these are set out in our Constitution. We have used the controls and processes 

outlined in our annual Governance statement to support our endeavours to meet our 

statutory and regulatory requirements.  

 

In respect of discharging our duty to ‘act with a view to securing continuous 

improvement to the quality of services’ we have developed a Quality strategy (see 

page x), with a designated clinical executive lead in this area. A Quality and 

Safeguarding Executive Group exists to support the CCG in focusing on this 

important area.  

 

Following the decision to bring quality services in-house from January 2014, we have 

now established a dedicated team under the leadership of the Director of Quality and 

Commissioning. 

 

Our duty to ‘have regard to the need to reduce health inequalities’ has been met in a 

number of ways including: 

 

 having the Director of Public Health, Portsmouth City Council co-opted on to 

the Governing Board and leading on health inequalities for us; 

 working as a key partner in the Health and Well Being Board to set and 

deliver priorities in our Joint Health and Wellbeing Strategy informed by our 

Joint Strategic Needs Assessment in partnership with the Local Authority; 

 adopting the Equality Delivery System as part of our approach to Equality and 

Diversity to support our work to tackle health inequalities experienced by 

specific groups; 

 incorporating plans to improve health inequalities, in our commissioning 

strategy demonstrated for example by our work on men’s health in 

partnership with our stakeholders. 

 

Public involvement, in particular the planning and development of proposals to 

change commissioning arrangements, is an important part of our work.  

 

We reviewed our Communications and Engagement Strategy in the autumn which 

sets out our approach and the principles which drive us in respect of engagement.  
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Our Chair of the Governing Board has the responsibility to ensure there are adequate 

arrangements in place. We use a range of mechanisms to seek public involvement in 

our work including: 

 

 website, social media, email; 

 regular newsletters and work with the media notably our urgent care 

campaigns and survey, this year undertaken with Wave 105FM as the 

South’s biggest local radio station, and following on from last year’s campaign 

and survey on urgent care with The News; 

 corporate public events including establishing a city wide Patient Participation 

Group network to input into the work of the CCG as well as opportunities to 

regularly meet with the Governing Board; 

 our Healthy Discussions network; 

 specific engagement and consultation work with patients, carers, and the 

public on individual care pathway review and specific service redesigns and 

changes, including falls, urgent care and IVF during the year. 

 

I, as Accountable Officer, certify that the Clinical Commissioning Group has complied 

with the statutory duties laid down in the National Health Service Act 2006 (as 

amended).  

 

 

 

Dr Jim Hogan 

Clinical Leader and Chief Clinical Officer 

27th May 2015 
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6 Members’ Report 
 
6.1 The way we operate 
 

NHS Portsmouth Clinical Commissioning Group (CCG) is the clinically led 

commissioning organisation for Portsmouth City, co-terminous with Portsmouth City 

Council, with a registered population of around 217,500. We were authorised in 

December 2012 and started our first full year of operation on April 2013 fully 

authorised, without conditions.  

 

Governing Board 

The CCG is owned by its 24 member GP practices and is run on their behalf by a 

Governing Body (known locally as the Governing Board). The CCG is strongly 

clinically led by a team of five elected GPs, with a clinical leader Dr Jim Hogan, who 

is also the Accountable Officer, and a Clinical Chair, Dr Tim Wilkinson. The 

Governing Board has had the following composition during the year: 

 

 Clinical Leader and Accountable Officer (Chief Clinical Officer); 

 Chair of the Governing Board (also a clinical executive); 

 Three other Clinical Executives as representatives of member practices 

(excluding Chair and Clinical Leader); 

 Practice Manager representative of member practices; 

 Three lay members (the third voting lay member  was confirmed with effect 

from September 2014; before that he was an associate lay member from 

February to August 2014); 

 One registered nurse; 

 One secondary care specialist doctor; 

 Chief Finance Officer; 

 Chief Operating Officer. 

 

In addition in attendance, as non-voting members are: 

 

 Chief Executive, Portsmouth City Council; 

 Director of Public Health, Portsmouth City Council. 

 

The Audit Committee membership during the year has been: 

 

 Tom Morton, lay member (and Audit Committee Chair); 

 Jackie Powell, lay member; 

 Andy Silvester, lay member (from September 2014); 

 Dr Julie Cullen, Registered Nurse; 

 Dr Elizabeth Fellows, Clinical Executive. 

 

Further details about our Governing Board and Senior Managers, including 

membership of committees and information about how to obtain our register of 

interests can be found in section 7. In addition our Governance Statement (section 
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8.1) includes more details about our committee structures and attendance records for 

our board and committee meetings can be found on page 51.  

 

Information about exit packages and off payroll engagements can be found in the 

Remuneration Report (Section 7, page 45) 

 

Membership  

 

During 2014/15 we had 24 member practices. The table below shows our 

membership position as at 31st March 2015. 

 

Member (Contract) Provider & Provider Address Providing services at: 
Derby Road Group 
Practice 

Derby Road Group Practice 
27-29 Derby Road, North End, PO2 8HP 

Derby Road 
Copnor Road 

Sunnyside Medical 
Centre 

Dr A R Tollast & Partners 
Pompey Centre, Fratton Way, PO4 8TA 

Sunnyside Medical 
Centre 

The Wootton Street 
Surgery 

The Wootton Street Surgery 
The Health House, 1 Wootton St, PO6 3AP 

The Health House 

Ramillies Dr Caiger & Partners 
12 Victoria Road South PO5 2BZ 

Ramillies, - Victoria 
Road South 

Baffins Surgery Dr D C Rogers & Partners 
St Cuthbert’s Church, Hayling Ave, PO3 6BH 

Baffins Surgery 

Dr Atchison & 
Partners 

Dr D G Atchison & Dr F Negro 
8 Queens Road PO2 7NX 

Queens Road Surgery 

John Pounds 
Medical centre 

Dr G J Robinson & Partners 
Lake Road Health Centre, Nutfield Place PO1 4JT 

John Pounds Surgery 

Lake Road Practice Dr G J Robinson & Partners 
Lake Road Health Centre, Nutfield Place PO1 4JT 

Lake Road Health 
Centre 

The Osborne 
Practice 

Dr Price & Partners 
25 Osborne Road PO5 3ND 

Osborne Road 
Eastney Health Centre 

The Drayton Surgery Dr R J Gill & Partners 
280 Havant Road PO6 1PA 

Drayton Surgery 

Dr S Ross & P 
Wilson 

Heyward Road Surgery 
3 Heyward Road PO4 0DY 

Heyward Road Surgery 
  

Southsea Medical 
Centre 

Dr Tutte & Partners 
Southsea Medical Centre, Carlisle Road PO5 1AT 

Southsea Medical 
Centre 

The University 
Surgery 

Drs Lawson & Alalade 
The Nuffield Centre PO1 2BH 

University Surgery 

Hanway Medical 
Practice 

Hanway Medical Practice 
2 Hanway Road PO1 4ND 

2 Hanway Road 
81 Stubbington Avenue 

Kirklands Surgery Kirklands Surgery 
111 Copnor Road PO3 5AF 

111 Copnor Road 

Milton Park Practice Milton Park Practice 
131 Goldsmith Avenue PO4 8QZ 

Milton Park Surgery 
Campbell Road 

North Harbour 
Medical Group 

North Harbour Medical Group 
Cosham Health Centre, Vectis Way, PO6 3AW 

Cosham Health Centre 

Northern Road 
Surgery 

Northern Road Surgery 
56 Northern Road, Cosham, PO6 3DS 

Northern Road Surgery 

Portsdown Group 
Practice 

Portsdown Group Practice 
Crookhorn Lane PO7 5XP 

Crookhorn Lane 
Cosham Park House 
Paulsgrove 
Kingston Crescent 
Somerstown HC 

Guildhall Walk 
Healthcare Centre 

Portsmouth Health 
27 Guildhall Walk PO1 2DD 

Guildhall Walk 
Healthcare Centre 

Dr Harper & Partners Salisbury Road Surgery 
Salisbury Road PO4 9QX 

Salisbury Road 
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The Devonshire 
Practice 

The Devonshire Practice 
262 Devonshire Avenue PO4 9EH 

262 Devonshire Avenue 

The Eastney Practice The Eastney Practice 
Eastney Health Centre, Highland Road PO4 9HU 

Eastney Health Centre 

Waverley Road 
Surgery 

Waverley Road Surgery 
34-36 Waverley Road, PO5 2PW 

Waverley Road Surgery 

 

6.2 Staff engagement within the CCG 
 
We continue to develop and review the way we engage with our own employees, as 

well as those who work with us as part of shared teams. Over the past year we have 

continued to use our intranet and a monthly bulletin as the main means of engaging 

with staff about CCG business but, as a relatively small organisation we are also able 

to engage with staff on a regular basis, formally or informally, when we need to. 

 

We have also: 

 

 undertaken a local staff survey; 

 continued our annual awards programme to celebrate the success and hard 

work of our staff; 

 continued our individual personal development review programme for all staff 

- putting in place development activities to meet the identified needs; 

 established our staff engagement group. 

 

We again developed our own staff survey building on those questions we asked last 

year and thus provide some continuity to the feedback we received. Overall the 

results have been very positive and showed that for the following statements: 

 

 I feel the CCG is making a difference for patients:  96.42% said they either 

‘agreed’ or ‘strongly agreed’. The proportion saying they ‘strongly’ agreed was 

up from 23% in 2014 to 35.7% this year. 

 

 NHS Portsmouth CCG is a clinically led organisation: 96.43% said they 

either ‘agreed’ or ‘strongly agreed’. The proportion saying they ‘strongly’ 

agreed was up from 38.5% in 2014 to 50% this year. 

 

 NHS Portsmouth CCG is an organisation that focuses on the needs of 

patients: 94.64% said they either ‘agreed’ or ‘strongly agreed’. Overall 

agreement levels were slightly higher than in 2014, including a rise in those 

saying they ‘strongly’ agreed (up from 38.5% to 44.64%). 

 

 I would recommend the CCG as a good place to work:  98.11% said they 

either ‘agreed’ or ‘strongly agreed’. This question was asked for the first time, 

with just over 60% of respondents strongly agreeing with the statement. 

 

The feedback we received, however, has also prompted us to review our internal 

communications approaches to see what improvements can be made and we have 

begun to work with staff to draw up some appropriate proposals. 
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For details of our approach to equality and diversity within the CCG please refer to 

section 5.10 (Page 26). 

 

6.3 Managing sickness  
 
We are committed to the health and wellbeing of our staff and we have HR policies 

and procedures in place to support staff and managers within the CCG. 

 

The average staff sickness level for the year was 2%, an improvement on last year’s 

average which was 3.4%.  

 

We have a sickness absence management policy to ensure the equitable, fair and 

sensitive management of employees who are unable to fulfil their contractual duties 

due to ill health or disability.  

 

The majority of sickness absence was short term in nature. Where there is long term 

staff sickness, the CCG has a policy to work proactively to support staff in their return 

to work. This can involve the support of occupational health services, employee 

assistance programmes and the consideration of flexible working arrangements in 

accordance with CCG HR policies.  

 

Note 4.3 (page 14) in the Financial Statements sets out details of staff sickness 

absence for the year. 

 
6.4 Being open and accountable 
 
Principles for remedy 

 

We have in place policies for handling complaints and claims management that 

adhere to the six principles of good practice outlined in the HM Treasury Guidance 

on Managing Public Money (October 2007) as well as Health Services Parliamentary 

Ombudsman guidance on ‘Principles of Remedy’ (2010). These are: 

 

 getting it right; 

 being customer focused; 

 being open and accountable; 

 acting fairly and proportionately; 

 putting things right; 

 seeking continuous improvement. 

 

This ensures that effective and timely investigations and response can be instigated 

for any claim, including allegations of negligence, public liability or personal injury 

and also works to reduce the occurrence of incidents and events, which may give 

rise to future claims.   
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6.5 How we look after information  

 

We are continually seeking to ensure that the way we store and transfer data, 

particularly personal identifiable information, is as secure as possible. We have a 

robust Information Governance Framework for managing Information Governance 

within the CCG. NHS South Commissioning Support Unit (CSU) provides our 

Information Governance support. 

  

We have completed and submitted an assessment for Version 12 of the Information 

Governance Toolkit.   The toolkit is a requirement of Department of Health policy that 

the Health and Social Care Information Centre (HSCIC) is commissioned to develop 

and maintain. It draws together the legal rules and central guidance and presents 

them in in a single standard as a set of information governance requirements.  

 

We have approved a number of policies that are now in place to guide staff in their 

handling of sensitive data, including those relating to: 

  

 Information Governance; 

 Safe data handling; 

 Records management; 

 Data subject access requests; 

 Information security; 

 Confidentiality. 

  

We have also formally adopted a number of additional policies provided and 

approved by the CSU: 

 

 Access control; 

 Anti-virus; 

 Clear screen; 

 Information security; 

 Network security; 

 Remote working and portable devices; 

 Security incident; 

 Password; 

 Acceptable use. 

  

We use our internal communications approaches to inform all staff about these 

polices, the importance of adhering to them and their broader Information 

Governance responsibilities.  

 

There is also an IG structure which shows the role of Senior Information Risk Owner, 

Caldicott Guardian, Information Asset Owner and Data Custodian. These roles 

require specific additional training.   

 

All staff are issued with an IG Handbook, which they are required to sign confirming 

they have read and understood the contents. They are expected to complete annual 
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training either by attending a face to face refresher session or completing an online 

equivalent. New starters receive an induction from the CSU IG Manager within two 

weeks.    

  

In response to the Department of Health’s requirements under its Information 

Governance Assurance Programme, NHS organisations must include details of 

serious untoward incidents involving data loss or confidentiality breach in their annual 

reports. These are classified on a scale of 0-5 in terms of severity, risk to reputation 

and risk to individuals. 

  

The incident reporting process enables us to analyse each incident, any particular 

trends and make adjustments to the way we work to minimise risk of future 

occurrence. 

  

All reported information governance/data security incidents are logged in accordance 

with our IG Serious Incident Requiring Investigation Guidance Procedure and added 

to the Caldicott/SIRO issues log.    

 

There have been no reported IG Serious Untoward Incidents involving personal data 

reported to the Information Commissioners Office for 2014/15. 

  

There have been no personal data related incidents in 2014/15 that fall within the 

severity rating description of 1 and 2. 

 

6.6 Being prepared  
 
Emergency Preparedness Resilience and Response (EPRR) 

We need to be able to plan for, and respond to, a wide range of incidents that could 

impact on health or patient care. These could be anything from prolonged period of 

severe pressure on services, extreme weather conditions, an outbreak of an 

infectious disease, or a major transport accident.  

 

We share EPPR responsibilities across three CCGs (Fareham and Gosport, South 

Eastern Hampshire and Portsmouth). Amongst the responsibilities we must fulfil 

collectively are: 

 working with the Local Health Resilience Partnership to develop strategic 

multi-agency plans for responding to emergencies; 

 participating in training and testing exercises which are used to review multi-

agency plans; 

 assisting with the local co-ordination of the response to emergencies in 

partnership with NHS England (Wessex); 

 ensuring a 24 hour a day, seven day a week on-call system; 

 ensuring compliance with the national core standards for EPRR for both CCG 

and NHS funded healthcare providers. 
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The CCGs and local NHS provider organisations completed a self-assessment of 

their compliance with the NHS EPRR core standards. We worked with the local NHS 

Trusts and NHS England (Wessex) as part of this assurance process. 

 

We are a member of the Hampshire and Isle of Wight Local Health Resilience 

Partnership (LHRP) and NHS England (Wessex) represents the NHS at Hampshire 

and Isle of Wight Local Resilience Forum (LRF) meetings. 

 

We certify that the CCG has incident response plans in place, which are fully 

compliant with the NHS Commissioning Board Emergency Preparedness Framework 

2013. We regularly review and make improvements to our major incident plan and 

have a programme for testing this plan, the results of which are reported to the 

Governing Board. 

 

6.7  Health and safety 

 

The responsibility for Health and Safety within the CCG is delegated to the Chief 

Operating Officer.  The CCG has a Health and Safety Policy, but there were no 

incidents reported during the course of the year. 

 

6.8 Fraud and corruption 

 

The CCG works closely with the Local Counter Fraud Team in proactively promoting 

good governance in respect of risks and fraud, learning lessons from elsewhere and 

having a clear policy and processes in place for managing concerns about possible 

fraudulent actions. This is overseen by the CCG’s Audit Committee. Our Governance 

Statement (section 8.1, page 56) provides more information about how we ensure 

the right controls are in place within the organisation to manage risk. 

 

6.9 Better payment, prompt payment 

 

Better payment 

The Better Payment Practice Code (BPPC) requires CCGs to aim to pay all valid 

invoices by the due date, or within 30 days of receipt of a valid invoice.  For Non-

NHS invoices, the CCG paid 84% of the number of invoices in line with the BPPC 

(95% of the value), and for NHS Invoices, the CCG paid 100% of the number of 

invoices in line with the BPPC (99% of the value). 

 

Prompt payment 

The CCG has applied to sign up to the Prompt Payment Code. Every effort is made 

to settle invoices received in line with contract terms. 
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6.10 Members reports statements and disclosures 

 

Statement as to disclosure to auditors 

 

Each individual who is a member of the Governing Board at the time the Members’ 

Report is approved confirms: 

 

 so far as the member is aware, that there is no relevant audit information of 

which the CCG’s  external auditor is unaware; and  

 that the member has taken all the steps that they ought to have taken as a 

member in order to make them self-aware of any relevant audit information 

and to establish that the clinical commissioning group’s auditor is aware of 

that information.  

 

Relevant Disclosures  

 

We are not aware of any relevant disclosures to make in respect of: 

 

 political or charitable donations made by the CCG; 

 any important events taken place since the end of the financial year affecting 

us; 

 significant likely future developments not previously reported; 

 significant research or development activities; 

 branches existing outside the UK. 

 
 
Pension liabilities 
 

We are an employer with staff entitled to membership of the NHS Pension Scheme. 

The scheme is an unfunded, defined benefit scheme that covers NHS employers, 

General Practices and other bodies, allowed under the direction of the Secretary of 

State, in England and Wales.  

 

The scheme is accounted for as if it were a defined contribution scheme; further 

details can be found in the accounting policy note in the Financial Statements and 

the Remuneration Report. 

 
External audit  
 

The CCG’s External Auditor is Ernst & Young LLP. In 2014/15 the audit fees were 

£61,800 (plus VAT) - this is in line with the Audit Commission’s published scale fees 

for CCGs. 

 

The scope of Ernst & Young’s work covered the audit of financial statements, a 

conclusion on the CCG’s arrangements to secure economy, efficiency and 

effectiveness and an audit opinion on the regularity of expenditure and income. 
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No non audit services were carried out on behalf of the CCG by the External Auditor.  

 
Cost allocation/setting of charges for information 

 
We certify that the clinical commissioning group has complied with HM Treasury’s 
guidance on cost allocation and the setting of charges for information. 

 
Register of interests 
 
The CCG maintains a register of interest which sets out any declared potential 

interests and conflicts of directors and members of the CCG involved in the decision 

making of the CCG via the Governing Board and its committees. This register of 

interest is consider by the Governing Board in public on a regular basis and can be 

found on our website (www.portsmouthccg.nhs.uk) within the Governing Board 

papers. 

 
 

 

Dr Jim Hogan 

Clinical Leader and Chief Clinical Officer 

27th May 2015 

https://web.nhs.net/OWA/redir.aspx?SURL=FsimUkgXX0uoWkDdaQ8BjdlJYIu9sjfPBT6aVm5FMmQ2UcLvXDvSCGgAdAB0AHAAOgAvAC8AdwB3AHcALgBwAG8AcgB0AHMAbQBvAHUAdABoAGMAYwBnAC4AbgBoAHMALgB1AGsA&URL=http%3a%2f%2fwww.portsmouthccg.nhs.uk


38 
 

7 Remuneration report 
 

7.1 Remuneration Committee Report  
 
During 2014/15 membership of the Remuneration Committee consisted of: 

 

 Andy Silvester, lay member (remuneration and workforce) and Chair of the 

Remuneration Committee from 1 September 2014 (Andy was an associate 

lay member up to 31st August 2014); 

 Tom Morton, lay member (governance) and Chair of the Remuneration 

Committee up to 31st August 2014; 

 Jackie Powell, lay member (patient champion); 

 Dr Tahwinder Upile (secondary care doctor on the Governing Body); 

 Dr Tim Wilkinson (Clinical Executive and Chair of the Governing Body). 

 

There were two meetings held during the course of the year. Andy Silvester, Jackie 

Powell and Tim Wilkinson attended both meetings and Tom Morton and Tahwinder 

Upile attended one of the two meetings. 

 

In addition to members of the Governing Body, the Committee notably received 

support during the course of the year from the Director and Associate Director of 

Human Resources and Workforce from the CCG’s Human Resources support 

provider (NHS South Commissioning Support Unit) for which the CCG had a contract 

for services in place. The Chief Clinical Officer, Chief Finance Officer, Chief 

Operating Officer, and Chief Strategic Officer were also variously in attendance at 

meetings to answer specific questions of the Committee. The Committee was 

satisfied that the advice received was objective and independent. 

 

7.2 Remuneration of senior managers 

 

We have adopted Agenda for Change terms and conditions for all our staff including 

senior managers and Governing Board members. Spot salaries for senior managers 

have been established by the Remuneration Committee in line with NHS England 

guidance published in 2012 (‘Clinical Commissioning Groups: Remuneration for 

Chief Officers and Chief Finance Officers’.)  We intend to continue this approach for 

the foreseeable future.  

 
We do not currently operate performance related pay.  
 

7.3 Senior managers’ contracts  
 
A summary of duration of contracts, and notice periods is contained within the 

following table. Contract terms and conditions are generally based upon Agenda for 

Change. In line with UK Corporate Governance Code, the majority of Governing 

Board members are appointed for a fixed term and subject to re-appointment/re-

election. The duration of contracts has been agreed with member practices as part of 

the agreement of our Constitution. Contracts do not provide for early termination but 

do provide for either party to give and receive paid notice for early termination. 
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Summary of contract and notice periods 
 
Name Role CCG Start Date Unexpired term Notice Period 

Dr Jim Hogan Clinical Leader & Chief Clinical Officer 1 April 2013 (Rolling substantive appointment subject to re-election by 
members every 3 years.) 
31 March 2016 

3 months 

Dr Tim Wilkinson Clinical Executive & Chair of Governing 
Board 

1 April 2013 31 March 2016 3 months 

Dr Dapo Alalade Clinical Executive 1 April 2013 31 March 2018* 3 months 

Dr Linda Collie Clinical Executive 1 April 2013 31 March 2016 3 months 

Paul Cox Practice Manager Representative 1 April 2013 31 March 2018* 3 months 

Dr Julie Cullen Registered Nurse 1 April 2013 31 March 2016 3 months 

Dr Elizabeth Fellows Clinical Executive 1 April 2013 31 March 2018* 3 months 

Jo Gooch Chief Finance Officer (up to 31 July 
2014) 

1 April 2013 Substantive 12 weeks 

Jan Matthews Practice Manager Representative  1 April 2013 31 March 2015 3 months 

Tom Morton Lay member (governance) 1 April 2013 31 March 2016 3 months 

Jackie Powell Lay member (patient champion) 1 April 2013 31 March 2016 3 months 

Dr Jon Price Clinical Commissioning Lead 1 April 2013 30 September 2015 3 months 

Innes Richens Chief Operating Officer 1 April 2013 Substantive 12 weeks 

Tracy Sanders Chief Strategic Officer 1 September 2013 Substantive 4 weeks 

Andy Silvester** Lay member (remuneration) (from 1 
September 2014) 
Associate Lay member (up to 31 
August 2014 

1 February 2014 31 August 2017 3 months 

Michelle Spandley*** Chief Finance Officer (from 1 August 
2014) 

1 April 2013 Substantive 12 weeks 

Dr Tahwinder Upile Secondary Care Doctor 1 April 2013 31 March 2016 3 months 

Dr Kevin Vernon Clinical Commissioning Lead 1 April 2013 30 September 2015 3 months 

 
* Paul Cox, Dr Dapo Alalade and Dr Elizabeth Fellows have been re-elected for a further three year term up to 31 March 2018.  
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** Andy Silvester became a voting lay member with effect from the 1 September 2014 but prior to this was an associate lay member 

*** Michelle Spandley had a substantive contract with the CCG as Deputy Chief Finance Officer but has been acting Chief Finance Officer for 

the CCG since 1 August 2014, being permanently appointed on 1st April 2015. 

 

There have been no payments made to past senior managers of the CCG.  
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7.4  Salaries and allowances  

Name and title 
 
 
 
*   Governing Body member from 1 August 2014 
** Governing Body member to 31 July 2014 

Whole Time 
Equivalent 
 
 
 
 
 

Salary & Fees 
(Bands of 
£5,000) 
 
 
 

£000 

Taxable Benefits  
(Rounded to the 
nearest £00) 
 
 
 

£00 

Annual 
Performance 
Related 
Bonuses (bands 
of £5,000) 
 

£000 

Long-term 
Performance 
Related Bonuses 
(bands of 
£5,000) 
 

£000 

All Pension 
Related 
Benefits (bands 
of £2,500) 
 
 

£000 

Total (bands of 
£5,000) 
 
 
 
 

£000 

Dr James Hogan -  Clinical Leader & Chief Clinical Officer 0.50 75-80 
                                  

-    
                                  

-    
                                  

-    0 75-80 

Innes Richens - Chief Operating Officer 1.00 105-110 
                                  

-    
                                  

-    
                                  

-    15.0-17.5 125-130 

Michelle Spandley - Chief Finance Office * 1.00 65-70  -  -  - 90.0-92.5  160-165 

Jo Gooch - Chief Finance Officer ** 1.00 35-40 
                                  

-    
                                  

-    
                                  

-    (15.0)-(12.5) 20-25 

Dr Linda Collie - Clinical Executive 0.20 40-45 
                                  

-    
                                  

-    
                                  

-    (5.0)-(2.5) 35-40 

Dr Elizabeth Fellows - Clinical Executive 0.20 25-30 
                                  

-    
                                  

-    
                                  

-    0-2.5 30-35 

Dr Dapo Alalade - Clinical Executive 0.20 25-30 
                                  

-    
                                  

-    
                                  

-    0 25-30 

Jackie Powell - Lay Member 0.20 10-15 - 
                                  

-    
                                  

-    0 10-15 

Tom Morton - Lay Member 0.20 10-15 - 
                                  

-    
                                  

-    0 10-15 

Andy Silvester - Lay Member  0.20 10-15 
                                  

-    
                                  

-    
                                  

-    0 10-15 

Dr Tahwinder Upile - Secondary Care Doctor 0.10 5-10 
                                  

-    
                                  

-    
                                  

-    0 5-10 

Paul Cox - Practice Manager Representative  0.10 5-10 
                                  

-    
                                  

-    
                                  

-    0 5-10 

Janice Matthews - Practice Manager Representative 0.10 5-10  -  -  - 0 5-10 

Dr Julie Cullen - Registered Nurse  0.10 15-20 
                                  

-    
                                  

-    
                                  

-    0 15-20 

Dr Tim Wilkinson - Clinical Executive & Chair of Governing Board 0.40 70-75 
                                  

-    
                                  

-    
                                  

-    0 70-75 
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Taxable benefits disclosed relate to home to base travel reimbursements made available to Lay 

Members and the Secondary Care Representative of the Governing Body. 

 

The Pension Related Benefits values comprise all pension related benefits and have been calculated 

based on data supplied from the NHS Pensions Agency and in accordance with the advised ‘HMRC’ 

method, as follows: 

Increase = ((20 x PE) + LSE) – ((20 x PB) +LSB) 

Where:  

 PE is the annual rate of pension payable if the officer became entitled to it at the end of the 

financial year; 

 PB is the annual rate of pension, adjusted for inflation, if the officer became entitled to it at the 

beginning of the year; 

 LSE is the amount of lump sum that would be payable if the officer became entitled to it at the 

end of the financial year; 

 LSB is the amount of lump sum that would be payable if the officer became entitled to it at the 

beginning of the financial year; 

 20 is the standard valuation factor as determined by legislation to calculate the capital value of 

pensions benefit. 

 

These are not indicative of the actual in-year benefit derived from CCG employment, and will reflect 

benefit accrued from other NHS employment. 

 

The total represented here may include pension related benefits for previously accrued NHS pension 

membership (as notified by NHS Pensions Agency), not solely the benefit arising from CCG 

employment. 

 

7.5 Payments for loss of office  

 

There have been no payments in the current or previous financial year for loss of 

office.  
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7.6 Pensions Benefits  

 

   (a)   (b)   (c)   (d)   (e)   (f)   (g)   (h)  

Real increase 
in pension at 
age 60 (bands 
of £2,500)  

Real increase 
in pension 
lump sum at 
aged 60  
(bands of 
£2,500) 

Total accrued 
pension at age 
60 at 31 March 
2015 (bands of 
£5,000)  

Lump sum at age 
60 related to 
accrued pension 
at 31 March 2015 
(bands of £5,000)  

Cash Equivalent 
Transfer Value 
at 1 April 2014  

Real increase in 
Cash Equivalent 
Transfer Value  

Cash 
Equivalent 
Transfer 
Value at 31 
March 2015  

Employer’s 
contribution to 
stakeholder 
pension  

Dr James Hogan -  
Clinical Leader & Chief 
Clinical Officer * 

 N/A   N/A   N/A   N/A  273,305 N/A  N/A   N/A  

Innes Richens - Chief 
Operating Officer 

0-2.5                      0-2.5              25-30           75-80  377,811           21,888       409,900   N/A  

Michelle Spandley - 
Chief Finance Office 
(started post 1st August 
2014) 

22.5-25.0                                  72.5-75.0 
  

             35-40  110-115  526,866               82,194 
    

     664,383   N/A  

Jo Gooch - Chief Finance 
Officer 

0-2.5                           0-2.5                                        30-35           95-100  510,577 (4,424)          511,090   N/A  

Dr Linda Collie - Clinical 
Executive 

0-2.5 0-2.5              10-15           35-40  145,708             2,159        151,801   N/A  

Dr Elizabeth Fellows - 
Clinical Executive 

0-2.5 0-2.5                0-5             0-5  23,809           (4,345)           20,106   N/A  

Dr Dapo Alalade - 
Clinical Executive * 

 N/A   N/A   N/A   N/A  98,196  N/A   N/A   N/A  

Dr Tahwinder Upile - 
Secondary Care Doctor * 

 N/A   N/A   N/A   N/A  284,580  N/A   N/A   N/A  

 

* Opted out of the pension 2014/15 
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Note: The table provides pensions benefits information for Governing Body members where the clinical 

commissioning group makes contributions to the NHS Pension Scheme. The clinical commissioning 

group does not make contributions to partnership pension schemes. The pensions benefit information 

has been provided by the NHS Pensions Agency for ‘Officer’ employment only, as recorded by the NHS 

Pensions Agency. ‘Practitioner’ employment has been excluded. If a member has previous accrued 

‘Officer’ status with NHS Pension Agency this will be reflected in the real increase in cash equivalent 

value. 

 

Cash Equivalent Transfer Values 

A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of 

the pension scheme benefits accrued by a member at a particular point in time. The 

benefits valued are the member’s accrued benefits and any contingent spouse’s 

pension payable from the scheme. A CETV is a payment made by a pension scheme 

or arrangement to secure pension benefits in another pension scheme or 

arrangement when the member leaves a scheme and chooses to transfer the 

benefits accrued in their former scheme. The pension figures shown relate to the 

benefits that the individual has accrued as a consequence of their membership of 

the pension scheme. The CETV figures and the other pension details include the 

value of any pension benefits in another scheme or arrangement which the individual 

has transferred to the NHS pension scheme. They also include any additional 

pension benefit accrued to the member as a result of their purchasing additional 

years of pension service in the scheme at their own cost. CETVs are calculated 

within the guidelines and framework prescribed by the Institute and Faculty of 

Actuaries. 

 

Real Increase in CETV 

This reflects the increase in CETV effectively funded by the employer. It takes 

account of the increase in accrued pension due to inflation, contributions paid by the 

employee (including the value of any benefits transferred from another scheme or 

arrangement) and uses common market valuation factors for the start and end of the 

period. 

 

7.7 Pay Multiple 

 

Reporting bodies are required to disclose the relationship between the remuneration 

of the highest-paid director/member in their organisation and the median 

remuneration of the organisation’s workforce. 

 

The banded remuneration of the highest paid director/member in the CCG in the 

financial year 2014/15 was £140,000-£145,000. This was 4.1 times the median 

remuneration of the workforce, which was £30,000-£35,000. 

 

Total remuneration includes salary, non-consolidated performance-related pay, 

benefits-in-kind, but not severance payments. It does not include employer pension 

contributions and the cash equivalent transfer value of pensions. 
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7.8 Off Payroll Engagements  

 

Off-payroll engagements as of 31 March 2015, for more than £220 per day and that last longer 

than six months are as follows:   

    

  Number 

The number that have existed:   

• For less than one year at the time of reporting 1 

• For between one and two years at the time of reporting 6 

• For between two and three years at the time of reporting 0 

• For between three and four years at the time of reporting 0 

• For four or more years at the time of reporting 0 

Total number of existing engagements as of 31 March 2015 7 

    

All existing off-payroll engagements, outlined above, have at some point been subject to a risk   

based assessment as to whether assurance is required that the individual is paying the right   

amount of tax and, where necessary, that assurance has been sought.   

  Number 

Number of new engagements, or those that reached six months in duration, between 1 1 

April 2014 and 31 March 2015   

Number of the above which include contractual clauses giving the clinical commissioning   

group the right to request assurance in relation to Income Tax and National Insurance   

Obligations   

Number for whom assurance has been requested   

Of which, the number:   

• For whom assurance has been received 7 

• For whom assurance has not been received 0 

• That have been terminated as a result of assurance not being received 0 

    

  Number 

Number of off-payroll engagements of Membership Body and/or Governing Board   

members, and/or, senior officials with significant financial responsibility, during the financial 5 

Year   

Number of individuals that have been deemed “ Membership Body and/or Governing Board   

members, and/or, senior officials with significant financial responsibility”, during the 19 

financial year (this figure includes both off-payroll and on-payroll engagements)   
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7.9 Register of interests 
 
Biographical details for our Governing Board members are available on our website 

(www.portsmouthccg.nhs.uk). 

 

The CCG’s register of interests is also regularly published on our website within the 

papers for each Governing Board meeting in public. 

 

 

 

 

Dr Jim Hogan 

Clinical Leader and Chief Clinical Officer 

27th May 2015

http://www.portsmouthccg.nhs.uk/
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8 Statements 
 

8.1 Governance Statement by the Chief Clinical Officer as the Accountable 

Officer of NHS Portsmouth Clinical Commissioning Group  

 

Introduction and Context 

 

The clinical commissioning group was licenced from 1 April 2013 under provisions 

enacted in the Health & Social Care Act 2012, which amended the National Health 

Service Act 2006. 

 

The clinical commissioning group operated in shadow form prior to 1 April 2013, to 

allow for the completion of the licencing process and the establishment of function, 

systems and processes prior to the clinical commissioning group taking on its full 

powers. The CCG was authorised in December 2012 and commenced operation as a 

statutory body from 1 April 2013.  

 

As at 1 April 2014, the clinical commissioning group was licensed without conditions. 

 

Scope of Responsibility 

 

As Accountable Officer, I have responsibility for maintaining a sound system of 

internal control that supports the achievement of the clinical commissioning group’s 

policies, aims and objectives, whilst safeguarding the public funds and assets for 

which I am personally responsible, in accordance with the responsibilities assigned to 

me in Managing Public Money. I also acknowledge my responsibilities as set out in 

my Clinical Commissioning Group Accountable Officer Appointment Letter. 

 

I am responsible for ensuring that the clinical commissioning group is administered 

prudently and economically and that resources are applied efficiently and effectively, 

safeguarding financial propriety and regularity. 

 

Compliance with the UK Corporate Governance Code 

 

We are not required to comply with the provisions of the UK Corporate Governance 

however it is considered good practice.  Therefore we have considered those 

aspects of the Code we consider relevant to the CCG and best practice and can 

report for the financial year ended 31 March 2015, and up to the date of signing this 

statement, we complied with the provisions set out in the Code, and applied the 

principles of the Code except as follows: 

 

Leadership: in line with the Code, the CCG has different individuals as the Chair and 

Accountable Officer of the CCG, however it should be noted that in line with national 

guidance, the CCG has adopted the dual clinical leadership model which results in 

the Accountable Officer who is also Clinical Leader having some oversight of the 

Chairs performance. Therefore in addition, our Deputy Chair is a lay member who 
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provides additional scrutiny and safeguards in the division of responsibilities of the 

Governing Body. 

Effectiveness: Whilst the majority of Governing Body members are submitted for re-

election or re-selection this does not apply to the Chief Operating Officer or Chief 

Finance Officer who are substantive employees 

Remuneration: The CCG does not have in place remuneration arrangements which 

links rewards to corporate and individual performance. 

 

The Clinical Commissioning Group Governance Framework 

 

The National Health Service Act 2006 (as amended), at paragraph 14L(2)(b) states: 

‘The main function of the governing body is to ensure that the group has made 

appropriate arrangements for ensuring that it complies with such generally accepted 

principles of good governance as are relevant to it.’ 

 

The CCG’s Constitution sets out the arrangements made to meet its responsibilities 

for commissioning care for the people for whom it is responsible. It sets out the 

governing principles, rules and procedures that are in place to ensure probity and 

accountability in the day to day running of the CCG. The Constitution was developed 

in line with the national model, agreed with its member practices and approved by 

NHS England in December 2012. The Constitution has since been regularly reviewed 

and updated in conjunction with member practices and with approval by NHS 

England. The latest iteration of our Constitution was approved by NHS England on 

the 12th February 2015. 

 

Member practices oversee the work of the CCG through the Practice Members 

Forum which provides a mandate for the Governing Body to conduct CCG business 

and duties on behalf of its members. The Constitution also sets out the membership 

and purpose of the Governing Body and its committees and sub-committees. Terms 

of reference are in place and kept under review for each of the Governing Body’s 

committees and sub committees. Each Governing Body, committee and sub-

committee meeting has formal minutes which set out both the attendance of 

members and the coverage of their work. Through this structure the CCG has for 

example: 

 

 agreed its commissioning strategies, financial strategies and supporting 

operating plans; 

 ensured the CCG has met its statutory duties in respect of such requirements 

of equality and diversity, information governance and working in partnership 

with the Local Authority via the Health and Well Being Board; 

 put in place and monitored effectiveness of the CCG’s policies and 

procedures; 

 Developed plans for services review and transformation and overseen their 

implementation and evaluation. 
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Summary of the Coverage of the Work of the CCG Governing Body and Committees 
 
Governing Body 

The Governing Body has delegated authority from its members to undertake the full range of functions required 
of a CCG, while reporting back annually via the practice members forum. It has a focus on corporate and financial 
governance, risk management as well as setting vision and strategy and approving commissioning plans prepared 
for it. It also ensures the CCG meets its legal and statutory requirements. The constitution sets out the following 
functions:  

 ensuring that the CCG has appropriate arrangements in place to exercise its functions effectively, 
efficiently and economically and in accordance with the CCGs principles of good governance (its main 
function); 

 ensuring that the CCG has appropriate arrangements in place to exercise any functions formally 
delegated to it by NHS England under section 13Z of the 2012 Act as set out in agreed delegation 
agreements; 

 determining the remuneration, fees and other allowances payable to employees or other persons 
providing services to the CCG and the allowances payable under any pension scheme it may establish 
under paragraph 11(4) of Schedule 1A of the 2006 Act, inserted by Schedule 2 of the 2012 Act; 

 approving any functions of the CCG that are specified in regulations; 

 leading the setting of vision and strategy; 

 approving commissioning plans including the production of annual plan; 

 monitoring performance against plans and producing an annual report; 

 ensuring that expenditure and use of resources do not exceed the limits set; 

 providing assurance of strategic risk; 

 producing an annual report; 

 oversight of declaration and registration of interests and management of conflicts of interest; 

 working with NHS England to improve the quality of primary medical services, particularly to take 
account of need and unexpressed demand; 

 working with NHS England to improve the quality of specialist services; 

 working with the Local Authority on health promotion, prevention and protection matters and as part of 
the Health and Wellbeing Board. 

Audit Committee Remuneration Committee Clinical Strategy Committee* 

The audit committee supports the 
governing body discharge its 
functions related to overseeing 
efficiency, effectiveness, economy 
and governance. The committee 
reviews the establishment and 
maintenance of an effective 
system of integrated governance, 
risk management and internal 
control, across the whole of the 
CCG’s activities that support the 
achievement of the CCG’s 
objectives.  
 
This includes providing the 
governing body with an 
independent and objective view of 
the CCG’s financial systems, 
financial information and 
compliance with laws, regulations 
and directions governing the CCG 
in so far as they relate to finance. 

The remuneration committee 
makes recommendations to the 
governing body on 
determinations about the 
remuneration, fees and other 
allowances for employees and 
for people who provide services 
to the CCG and on 
determinations about allowances 
under any pension scheme that 
the CCG may establish as an 
alternative to the NHS pension 
scheme. 

The Clinical Strategy Committee 
undertakes the following roles:  

 drives service transformation 
and design making 
recommendations to the 
Governing Board; 

 considers options for future 
service delivery and 
commissioning strategies; 

 oversight of patient, public, 
stakeholder and member 
practice engagement in the 
development of 
commissioning ideas & 
strategies; 

 management of prospective 
procurements and approval 
within delegated limits; 

 oversees the planning and 
prioritisation process; 

 oversees development of 
solutions to needs and 
delivery,  including the CCG’s 
QIPP requirements; 
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 promotes a culture of 
continuous improvement and 
innovation, with respect to 
safety of services clinical 
effectiveness and patient 
experience. 

*Clinical Strategy Committee commenced 1 September 2014, prior to this was a Clinical Commissioning 

Committee.  

 

The Governing Body reviews its effectiveness, in partnership with its Membership 

Body, during the course of the year as set out within its Organisational Development 

Strategy and Plans and through its programmes of audit and scrutiny. In addition, 

internal audits have been undertaken to seek further assurance regarding the CCG’s 

arrangements for the discharge of its statutory duties and to ensure it is legally 

compliant.  

 

The Governing Body has kept under review its performance and effectiveness during 

the year involving members, stakeholders and the public through a range of 

mechanism including surveys and face to face contact. It has conducted a review of 

effectiveness during the year and the governing body was satisfied with its 

effectiveness, making some changes to its governance framework as a 

consequence. It has also commissioned an external review of its governance 

arrangements in conjunction with its neighbouring CCGs, this has provided positive 

assurance regarding the CCGs governance arrangements, with the CCGs agreeing 

some changes to their partnership arrangements in response to recommendations.  
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Attendance at meetings 2014/15 

 

The table that follows shows participation and attendance for the year at the CCG’s Governing Body, Clinical Commissioning Committee (up to 

August 2014), Clinical Strategy Committee (from September 2014), Audit Committee and Remuneration Committee. 

 

Key to committee membership: 

GB Governing Board      AC Audit Committee   RC Remuneration Committee 

CCC Clinical Commissioning Committee (up to 31 August 2014) CSC Clinical Strategy Committee (from 1 September 2014) 

 

Key to attendance:  

P Present  A Apologies  D  Deputy 

Name Role Dates Committee 
membership 

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

                

Dr Jim Hogan Clinical Leader and Chief 
Clinical Officer 

All year GB  P  P  A  P  P  A 

CCC (Chair) A P A P         

CSC (Chair)      A P P P P P P 

                

Dr Tim Wilkinson Clinical Executive and 
Chair of Governing Board 

All year GB (Chair)  P  P  P  P  P  A 

CCC P A P P         

CSC      P P P P P P P 

RC    P      P   

                

Dr Dapo Alalade Clinical Executive All year GB  P  P  P  P  A  P 

CCC P P A P         

CSC      A P P P P A A 

                

Dr Linda Collie Clinical Executive All year GB  P  P  P  A  P  P 

CCC A P P P         

CSC      P A P P P P P 

                

Paul Cox Practice Manager 
Representative 

All year GB  P  P  P  P  P  P 
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Name Role Dates Committee 
membership 

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

                

Dr Julie Cullen Registered Nurse All year GB  P  P  P  P  P  P 

AC   A   A   P   P 

                

Dr Elizabeth Fellows Clinical Executive All year GB  P  P  P  P  P  P 

AC   P   A   P   P 

CCC P A P P         

CSC      A P P A A A P 

                

Jo Gooch Chief Finance Officer Up to 31 
July 14 

GB  P  P         

CCC A A P A         

                

Jan Matthews Practice Manager 
Representative 

All year CCC P A P A         

CSC      A P A P P P P 

                

Dr Janet Maxwell Director of Public Health 
representative 

All year GB  P  P  P  P  A  A 

CCC P P P P         

                

Tom Morton Lay member 
(Governance) 

All year GB  P  A  P  P  A  P 

AC (Chair)   P   P   P   P 

RC    A      P   

CCC P P P P         

                

Jackie Powell Lay member (Patient 
Champion) 

All year GB  P  P  P  P  P  P 

AC   P   P   A   P 

RC    P      P   

CCC P P P P         

                

Dr Jon Price Clinical Lead All year CCC P P P P         

CSC      P P P P P P P 

                

Innes Richens Chief Operating Officer All year GB  P  P  P  P  P  P 

CCC P P P P         

CSC      P P A P P P P 
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Name Role Dates Committee 
membership 

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

                

Andy Silvester Lay member 
(Associate up to Sept 14) 

From Feb 
14 

GB  P  P  P  P  P  P 

AC   A   P   P   P 

RC (Chair)    P      P   

                

Michelle Spandley 
 

Chief Finance Officer From Aug 
14 

GB      P  D*  P  P 

CSC      A P P A A P P 

                

Dr Tahwinder Upile Secondary Care Doctor All year GB  A  P  P  P  P  P 

RC    P      P   

                

Dr Kevin Vernon Clinical Lead All year CCC P P P P         

CSC      A P P P A A P 

                

David Williams Local Authority 
Representative 

All year GB  A  A  A  A  A  A 

 
*Deputy for Michelle Spandley was Mike Drake, Director of Performance and Planning, and Jane Cole, Deputy Chief Finance Officer 

 



 

54 
 

The Clinical Commissioning Group Risk Management Framework 

 

The CCG has outlined its approach to risk and has a supporting risk management 

framework.  The approach to risk recognises that living with, and understanding risk 

is an everyday part of our commissioning responsibilities. Risk is an inevitable part of 

managing healthcare but it must be managed in such a way that the consequences 

of commissioning decisions can be properly understood before they are made. The 

CCG’s approach is to develop a balanced and proportionate approach to risk 

management which is substantively robust whilst not unnecessarily bureaucratic – 

balancing the CCG’s obligations to exercise safely, efficiently and economically, with 

its duties to drive improvements in services, promote innovation, and reduce 

inequalities. Our risk management framework sets out our risk appetite which is 

driven by the values and behaviors agreed by the Governing Body with our 

members. From the Governing Body, through our committees and onwards to our 

staff we have clearly understood protocols for the reporting and management of risk.  

 

The responsibilities of the Governing Body and its committees and sub-committees 

are clearly defined. The roles of key personnel are also clearly described including 

the role of the CCG’s Risk Management Lead. Risks are identified through two key 

mechanisms: 

 

 Governing Board Assurance Framework (GBAF) which assesses and 

manages strategic risks; 

 The CCG Risk Register generated bottom up by our staff to capture 

operational, quality, clinical, financial and business risks faced by the CCG at 

any given time.  

 

The GBAF is reviewed through a defined quarterly process and team level risks are 

reviewed through a monthly process. In respect of data security the CCG manages 

these through its approach to information governance as set out in it information 

governance framework and supporting policies.  

 

Risk management is recognised as being everybody’s business and is embedded in 

all its activities. Equality impact assessments are incorporated into all relevant plans 

and policies. Consultation and engagement is undertaken with staff, subject matter 

experts and stakeholders in the development of individual’s aspects of the CCG’s 

work. Incident reporting in relation to both the CCG as a statutory organisation and 

employer as well as a commissioner of services is encouraged from staff and other 

stakeholders in line with the CCG policies and approach to risk. 

 

Our approach to risk recognises that in order to commission healthcare successfully 

we need to work with many stakeholders and as part of this we explain our approach 

to risk, keep them informed of our risk position and seek their input in to our plans 

and risk management actions. This is most visible through the Governing Body’s 

regular review and ratification of the GBAF. The CCG’s partnership arrangements 

consider risks jointly and these are reflected as appropriate in the CCG’s own risk 

management processes. 
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The control mechanisms contained within our Risk Management Framework were 

chosen as the best to support our approach to risk and our values, whilst meeting our 

responsibilities with regards risk management and were informed by external legal 

and risk management expertise and advice. Our Risk Management Framework has 

been updated in March 2015 to reflect our revised governance arrangements, 

feedback from internal audit and our utilisation of Covalent as our risk management 

system. 

 

The CCG’s approach to risk focuses on prevention of risk, deterrent of risks and the 

management of identified risks. As part of commissioning strategy development a 

proactive risk assessment approach is taken, horizon scanning possible threat and 

how these may be avoided or mitigated. The CCG works closely with the Local 

Counter Fraud Team in proactively promoting good governance in respect of risks 

and fraud, learning lessons from elsewhere and having a clear policy and processes 

in place for managing concerns about possible fraudulent actions. This is overseen 

by the CCG’s Audit Committee.  

 

The Clinical Commissioning Group Internal Control Framework 

 

A system of internal control is the set of processes and procedures in place in the 

clinical commissioning group to ensure it delivers its policies, aims and objectives.  It 

is designed to identify and prioritise the risks, to evaluate the likelihood of those risks 

being realised and the impact should they be realised, and to manage them 

efficiently, effectively and economically. 

 

The system of internal control allows risk to be managed to a reasonable level rather 

than eliminating all risk; it can therefore only provide reasonable and not absolute 

assurance of effectiveness. 

 

The Audit Committee has oversight on behalf of the Governing Body of the internal 

control mechanisms of the CCG. The Clinical Executive oversees the management 

and delivery of the internal control mechanisms.  The Audit Committee bases its 

assessments, and therefore assurance, on the effectiveness of the controls of the 

CCG upon: 

 

 Assurance provided by the Governing Body and committees work 

programmes; 

 A review of the CCGs policies and procedures and; 

 With assurance from internal audit, external audit and other identified sources 

of assurance. 

 

Information Governance 

 

The NHS Information Governance Framework sets the processes and procedures by 

which the NHS handles information about patients and employees, in particular 

personal identifiable information.  The NHS Information Governance Framework is 

supported by an information governance toolkit and the annual submission process 
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provides assurances to the clinical commissioning group, other organisations and to 

individuals that personal information is dealt with legally, securely, efficiently and 

effectively. 

 

Our information governance framework supported by a range of policies set out how 

we manage and mitigate risks to data security. These policies were reviewed and 

updated during the year by the Clinical Executive.  

 

Information Governance is embedded across the CCG, supported by clear policies 

and procedures. We have ensured all staff undertake annual information governance 

training and have implemented a staff information governance handbook to ensure 

staff are aware of their information governance roles and responsibilities. There are 

processes in place for incident reporting and investigation of serious incidents. 

Information risk assessment and management procedures are integrated into our 

overall approach to risk.  

 

Risk Assessment in Relation to Governance, Risk Management & Internal 

Control 

 

There is an on-going well defined process to assessing risk. Risks are assessed as 

part of the development of any individual plan, work programme or business case 

and are a requirement of our planning and performance approach and integrated into 

our planning and performance system (Covalent).  

 

The Governing Body sets the CCG’s strategic objectives. The Clinical Executive then 

identifies on its behalf the strategic risks related to delivering these and incorporates 

these into the GBAF. Teams are required to review and update their team risk 

registers on a regular basis which are then reviewed through the CCG’s committee 

structures and included within the strategic risks where felt appropriate. On a 

quarterly basis the Clinical Executive makes recommendations to the Audit 

Committee regarding updates to the GBAF reflecting on work undertaken in any 

quarter which would impact the existing GBAF and considering any high risks 

identified through the Risk Register process. The Audit Committee considers these 

recommendations and approves a revised GBAF which it in turn reports to the 

Governing Body, in public, for its consideration and ratification.  

 

At the commencement of the financial year the CCG has identified ten strategic risks 

on its GBAF. For each risk the GBAF sets out the key controls, the sources of 

assurance and actions planned for mitigation: 

 

 Collaborative working - Failure of CCG Collaborative or failure of CCG to 

exercise sufficient influence in the local Compact arrangements affecting 

services provided to the population. 

 Collaborative working - Non-alignment of the NHS England (Wessex) and 

CCG commissioning strategies lead to fragmentation of services. 

 Engagement - Failure of member practices to engage across the full 

spectrum of the local health agenda. 
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 Estates – Lack of coherent and aligned plans for utilisation of estates across 

commissioners and providers in the system impacts on quality of service, 

patient experience and use of resources. 

 Information Technology - Lack of coherent IT solutions that support the 

integrated care agenda. 

 Local health economy - Failure of Portsmouth / South East Hampshire 

integrated care agenda. 

 NHS Constitution – Failure to meet the rights and pledges under the NHS 

Constitution results in a detrimental impact on patient services and 

experience. 

 Provider relationships - Failure to achieve cultural change in providers 

necessary to achieve CCG commissioning intentions. 

 Quality – Failure of system-wide quality supervision and oversight, with 

resultant poor outcomes for patients. 

 Resources - Financial sustainability of key partners impacts on service 

delivery and outcomes for patients. 

 

During the course of the year the CCG has added three new strategic risks to its 

GBAF: 

 

 QIPP – Identification and delivery of QIPP for 2015/16 – insufficient QIPP 

identified. 

 Quality – urgent care system capacity pressures could result in sub optimal 

care including: poor clinical outcomes, harm and patient safety risks, loss of 

privacy and dignity and poor patient and carer experiences.  

 Safeguarding – a serious care review (adults) has been commissioned 

identifying poor care across multiple agencies including primary care, 

community care and social care. This care is likely to identify significant 

quality issues to patient care and could impact on the reputation of 

organisations.  

 

During the course of the year the CCG removed the following strategic risks from its 

GBAF: 

 

 Collaborative working - Failure of CCG Collaborative or failure of CCG to 

exercise sufficient influence in the local Compact arrangements affecting 

services provided to the population. 

 Quality – Failure of system-wide quality supervision and oversight, with 

resultant poor outcomes for patients. 

 

All strategic risks have been rescored and changes made to descriptions of actions, 

including further sources of assurance and identified further actions needed for 

improvement as appropriate throughout the year through the regular review process 

as set out in the CCGs Risk Management Framework.   

 

The CCG’s ability to comply with its licence and actions taken to identify any principal 

risks identified to compliance are included as part of the CCG’s GBAF and risk 
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management processes. Effectiveness and performance is overseen by the 

Governing Body and through its committees and sub committees as well as via the 

Clinical Executive. Review of effectiveness of the CCG’s operating model and 

organisational structures are overseen by the Governing Body and development 

needs identified are included within its organisational development strategy and 

underpinning plans. 

 

Review of Economy, Efficiency and Effectiveness of the Use of Resources 

 

The CCG’s Constitution sets out how the CCG will act effectively, efficiently and 

economically. It describes how responsibility for this is delegated to the Governing 

Body and the Audit Committee with advice from the Chief Finance Officer and 

through the use of value for money reviews, benchmarking, audit assurance 

processes and other tools ensuring the best use of resources. The Constitution also 

sets out how the CCG meets its general financial duties. The CCG’s supporting 

Prime Financial Policies set out the controls in place for managing the CCG’s use of 

resources to ensure good corporate governance, internal control and management of 

risks.  

 

Review of the Effectiveness of Governance, Risk Management and Internal 

Control 

 

As Accountable Officer I have responsibility for reviewing the effectiveness of the 

system of internal control within the clinical commissioning group. 

 

Capacity to Handle Risk  

 

The CCG’s Risk Management framework sets out the roles of key personnel 

including the role of the Chief Operating Officer to ensure that a GBAF is presented 

to the Audit Committee, the Director of Quality and Commissioning as the CCG’s 

Risk Management Lead, and the CCG’s leadership and management teams.  

 

Staff receive training and support as part of induction, through ongoing staff activities 

and communications (including staff bulletins, specific training events and the staff 

handbook) and the development and promotion of the CCG’s policies and 

procedures to understand and manage risk and to feel supported in reporting risks of 

any kind. Specific risk management training has been provided to relevant staff 

during the year along with training in the utilisation of the CCGs Covalent system 

which is used to monitor and assist in managing risks alongside the planning and 

performance functions of the CCG.  

 

Review of Effectiveness 

 

My review of the effectiveness of the system of internal control is informed by the 

work of the internal auditors and the executive managers and clinical leads within the 

clinical commissioning group who have responsibility for the development and 

maintenance of the internal control framework. I have drawn on performance 
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information available to me. My review is also informed by comments made by the 

external auditors in their management letter and other reports. 

 

The Governing Body Assurance Framework itself provides me with evidence that the 

effectiveness of controls that manage risks to the Clinical Commissioning Group 

achieving its principles objectives have been reviewed. 

 

I have been advised on the implications of the result of my review of the 

effectiveness of the system of internal control by the Governing Body, the Audit 

Committee and Clinical Executive and a plan to address weaknesses and ensure 

continuous improvement of the system is in place. 

 

The CCG has in place processes for maintaining and reviewing the effectiveness of 

its systems of internal control. The Governing Body oversees this and directs the 

work programmes of its committees, sub committees and officers. The Audit 

Committee has specific responsibilities regarding oversight and evaluations working 

with internal and external audit to provide it with assurance and to ensure actions are 

taken in response to any areas of limited assurance.  

 

The Internal Audit work programme is informed based on a risk assessment of the 

key functions of the CCG, and a review of outstanding audit recommendations 

carried forward from the previous year. 

 

In 2014/15, the NHS South CSU received a Type II Service Auditor Report for the 

functions performed on behalf of the CCG .This covered the period from 1st October 

2014 to 31st March 2015.  A Type II report is intended to demonstrate that suitable 

controls were in place and operating effectively during that time.  The report states 

that two of the controls did not operate effectively during that time, so the opinion is 

qualified on those counts.  The CSU is putting together an action plan to address any 

weaknesses which will be shared with the CCG when available.  

 

Head of Internal Audit Opinion 

 

Following completion of the planned audit work for the financial year for the CCG, the 

Head of Internal Audit issued an independent and objective opinion on the adequacy 

and effectiveness of the Clinical Commissioning Group’s system of risk management, 

governance and internal control.  

 

Head of Internal Audit Opinion on the Effectiveness of the System of Internal 
Control for the Year Ended 31 March 2015 

 

The purpose of my annual HoIA Opinion is to contribute to the assurances available 

to the Accountable Officer and the Governing Board which underpin the Governing 

Board’s own assessment of the effectiveness of the organisation’s system of internal 

control. This Opinion will in turn assist the Board in the completion of its AGS. 

 

My opinion is set out as follows: 
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1. Overall opinion; 

2. Basis for the opinion; and 

3. Commentary. 

My overall opinion is that 

o Reasonable assurance can be given that there is a generally sound system 

of internal control, designed to meet the organisation’s objectives, and that 

controls are generally being applied consistently. However, some weakness 

in the design and/or inconsistent application of controls, put the achievement 

of particular objectives at risk;  

The basis for forming my opinion is as follows: 

1. An assessment of the design and operation of the underpinning Assurance 

Framework and supporting processes; and 

2. An assessment of the range of individual opinions arising from risk-based 

audit assignments, contained within internal audit risk-based plans that have 

been reported throughout the year. This assessment has taken account of the 

relative materiality of these areas and management’s progress in respect of 

addressing control weaknesses. 

Additional areas of work that may support the opinion will be determined locally 

but are not required for Department of Health purposes e.g. any reliance that is 

being placed upon Third Party Assurances. 

The CCG changed Internal Auditors for the 2014/15 financial year from 

Mazars/Deloitte to TIAA.   TIAA structure their levels of assurance in a slightly 

different way to Mazars/Deloitte.  A ‘reasonable’ level of assurance given by TIAA 

equates to a ‘substantial’ level of assurance from Mazar/Deloitte.  The CCG has 

therefore achieved the same level of assurance in 2014/15 as in 2013/14’. 

 

During the year the Internal Audit issued the following audit reports with a conclusion 

of limited assurance: 

 

 None to report 

During the year the Internal Audit issued the following audit reports with a conclusion 

of no assurance: 

 

 None to report 

There are no significant issues to disclose as risks that have materialised to report.  

Data Quality 

 

The CCG’s Commissioning Support Provider (NHS South CSU) provides the CCG 

with its data on which the CCGs conducts its business. This data is regularly 

reviewed by the Governing Body and its committees and data is adapted to meet 

their needs. The Governing Body finds the data acceptable. The CCG in partnership 
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with the CSU has quality control processes in place to assure itself of the quality of 

data used to ensure it is acceptable and improvement plans are in place where 

needed.  

 

Business Critical Models 

 

The CCG can confirm that an appropriate framework and environment is in place to 

provide quality assurance of business critical models, in line with the 

recommendations in the Macpherson report (Review of quality assurance of 

Government analytical models: March 2013, HM Treasury). 

 

Through the CCG’s Business Continuity Plans and processes it can confirm that all 

business critical models have been identified and that information about quality 

assurance processes for those models has been provided to the Analytical Oversight 

Committee, chaired by the Chief Analyst in the Department of Health. 

 

Business Continuity Plans have been reviewed and updated in March 2015 by the 

Clinical Executive.  

 

Data Security 

 

We have submitted a satisfactory level of compliance with the Information 

Governance Toolkit assessment. There have been no Serious Untoward Incidents 

relating to data security breaches reported to the Information Commissioner.   

 

Discharge of Statutory Functions 

 

During establishment, the arrangements put in place by the Clinical Commissioning 

Group and explained within its Constitution and supporting Governance Frameworks 

were developed with the benefit of external legal and governance input, to ensure 

compliance with all relevant legislation.  That advice also informed the matters 

reserved for our membership, the Governing body decision and our scheme of 

delegation.  

 

In light of the Harris Review (Independent review of the arrangements made by SHAs 

for the approval of registered medical practitioners and approved clinicians under the 

Mental Health Act 1983, Department of Health 2013), the Clinical Commissioning 

Group has reviewed all of the statutory duties and powers conferred on it by the 

National Health Service Act 2006 (as amended) and other associated legislative and 

regulations.  As a result, I can confirm that the Clinical Commissioning Group is clear 

about the legislative requirements associated with each of the statutory functions for 

which it is responsible, including any restrictions on delegation of those functions. 

Our arrangements for these are also set out within our Constitution.  

 

Responsibility for each duty and power has been clearly allocated to a member of the 

Clinical Executive and reviews of our operating model have confirmed that the CCG’s 

organisational structures provide the necessary capability and capacity to undertake 

all of the clinical commissioning group’s statutory duties. 
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Conclusion 

 

I can conclude that no significant internal control issues have been identified.  

 

 

 

Dr Jim Hogan 

Clinical Leader and Chief Clinical Officer 

27th May 2015 
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8.2 Statement of Accountable Officer’s Responsibilities 

 

The National Health Service Act 2006 (as amended) states that each Clinical 

Commissioning Group shall have an Accountable Officer and that Officer shall be 

appointed by the NHS Commissioning Board (NHS England).  NHS England has 

appointed the Clinical Leader and Chief Clinical Officer to be the Accountable Officer 

of the Clinical Commissioning Group. 

 

The responsibilities of an Accountable Officer, including responsibilities for the 

propriety and regularity of the public finances for which the Accountable Officer is 

answerable, for keeping proper accounting records (which disclose with reasonable 

accuracy at any time the financial position of the Clinical Commissioning Group and 

enable them to ensure that the accounts comply with the requirements of the 

Accounts Direction) and for safeguarding the Clinical Commissioning Group’s assets 

(and hence for taking reasonable steps for the prevention and detection of fraud and 

other irregularities), are set out in the Clinical Commissioning Group Accountable 

Officer Appointment Letter. 

 

Under the National Health Service Act 2006 (as amended), NHS England has 

directed each Clinical Commissioning Group to prepare for each financial year 

financial statements in the form and on the basis set out in the Accounts Direction.  

 

The financial statements are prepared on an accruals basis and must give a true and 

fair view of the state of affairs of the Clinical Commissioning Group and of its net 

expenditure, changes in taxpayers’ equity and cash flows for the financial year. 

In preparing the financial statements, the Accountable Officer is required to comply 

with the requirements of the Manual for Accounts issued by the Department of Health 

and in particular to: 

 

 observe the Accounts Direction issued by NHS England, including the 

relevant accounting and disclosure requirements, and apply suitable 

accounting policies on a consistent basis; 

 make judgements and estimates on a reasonable basis; 

 state whether applicable accounting standards as set out in the Manual for 

Accounts issued by the Department of Health have been followed, and 

disclose and explain any material departures in the financial statements; and, 

 prepare the financial statements on a going concern basis. 

 

To the best of my knowledge and belief, I have properly discharged the 

responsibilities set out in my Clinical Commissioning Group Accountable Officer 

Appointment Letter. 

 

 

 

Dr Jim Hogan 

Clinical Leader and Chief Clinical Officer 

27th May 2015 
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9 Financial report 
 
9.1 Getting the best from the Portsmouth pound: a financial review 

 

Overall summary of the financial position 

 

The CCG met its financial and administrative financial duties in 2014/15. The full 

results are set out later in this document (notes to the accounts – page 42). The key 

results are: 

 a revenue surplus of £3.1m against a resource limit of £258.9m (including 

running costs allowance); 

 the cashbook balance at year end was £238k which was within the target set 

by NHS England. 

 

The CCG has met its financial duties two years running which is an excellent result 

within the context of a continued challenging financial environment.  

 

Financial report 

In its second year of operation, the CCG has continued its strong financial track 

record.   



65 
 

The CCG was required to set its 2014/15 Financial Plan in accordance with the 

planning rules and requirements laid down by NHS England which included 

achieving a surplus of 1% (£2.5m).  However, during the latter part of the year, the 

CCG received a rebate from the Continuing Healthcare centrally pooled fund which 

amounted to £0.6m.  This resulted in an increase in our surplus to £3.1m. 

 

One of the main challenges and a cause of uncertainty for the CCG during the year 

has been in determining the liability relating to local NHS estate costs.  A vast 

amount of work has been undertaken during the year, led by the CCG to determine 

and reduce the local baseline costs for estates for all stakeholders. 

Additional challenges have included the financial sustainability of our local health 

system, and the pressures we’ve seen as a system in achieving national targets in 

emergency care, creating additional costs to the system.  Any outstanding baseline 

issues were resolved during the year with our main community provider in addition to 

providing support to their Mutually Agreed Redundancy Scheme. 

The CCG held a contingency to manage any risks around expenditure, particularly in 

relation to Estates and potential over-performance on any contracts. 

Despite the risks, expenditure was generally as planned during the year and the 

CCG was able to create new investment to support the continued improvement in 

health services to the people of Portsmouth.  

The CCG invested in additional community and primary care services, particularly 

over the winter period to meet increasing demand for these services, and to reduce 

demand on our local hospital.  The CCG invested in the Better Care Fund, and 
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additionally, in schemes within voluntary organisations to make a significant 

contribution to our health strategy. 

Quality, Innovation, Productivity and Prevention (QIPP) 

The NHS as a whole has to improve efficiency to offset the rising cost of healthcare 

from new technologies, population growth, inflation and other pressures.  

A national programme is now well established to release savings by improving 

quality, driving innovation in healthcare, improving productivity and preventing ill-

health.  

As a consequence, the CCG needed to deliver savings of £6.8m to meet our financial 

targets. 

These efficiencies were achieved by commissioning more cost effective services, 

such as equipment services, wheelchair services, older person’s services and 

continuing healthcare, through targeting effective primary care prescribing and 

putting in place services to provide care closer to home rather than in a hospital 

setting.  

Running costs 

Each CCG is set a limit on how much it can spend on its administrative costs. The 

‘running costs’ threshold approximates to £25 per head of population, and we were 

able to manage our business within this limit with a running cost of £21.95 per head 

of population.  This reduction is as a result of setting ourselves a reduced baseline 

target in preparation for the 10% reduction in 2015/16. 

Cash 

NHS England set a revised cash target this year for each CCG, insofar as cashbook 

balances held should not exceed 1.25% of the CCGs cash drawdown for March 

2015.  Our target equated to a maximum cashbook balance of £317k, our actual 

cashbook balance was £238k. 

Medium term financial planning 

NHS England has reviewed CCG allocations and in December 2014 announced 

increased funding levels for 2015/16. 

Our growth allocation for 15/16 is 3.95% which, although higher than expected, 

requires CCGs to set aside monies for Winter Pressures and Mental Health. 

The per capita allocation is £1,152 (compared to £1,120 in 14/15). 

The Better Care Fund will be fully operational from 1 April 2015, with a Section 75 

Agreement signed to pool £16.4m of resources (including £3.8m new investment) to 

the fund to be spent jointly with the City Council for the benefit of the population of 

Portsmouth. 
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Our financial plans incorporate the planning requirements and rules from NHS 

England’s planning framework ‘Everyone Counts: Planning for Patients 2014/15 – 

2018/19’ together with “The Forward View Into Action: Planning for 2015/16”. 

The planning requirements are that CCGs should continue to plan for a 1% surplus 

each year, and set aside a proportion of their funds to spend non-recurrently to 

support the transformation of local services to meet the changing health needs of the 

population. We have reflected these requirements in our financial plans for 2015/16 

together with the efficiencies required to maintain financial resilience and meet the 

required targets. 

Set against the backdrop of a continued challenging financial environment, despite 

the NHS receiving growth funding, we will be required to find further financial 

efficiency savings, as part of the QIPP programme to meet the rising costs of 

healthcare and support the Better Care Fund. The financial plan estimates the 

required savings for 2015/16 at £6.7m. As stated above, the CCG is also required to 

reduce running costs by 10% in 2015/16. We must achieve this level of savings to 

maintain our future financial stability. 

The wider local health and social care system is also facing financial pressure and 

collectively we will need to work together to maximise the best use of our limited 

resources through partnership working on aligned goals. The Better Care Fund will 

be one way to achieve this. 

 

 

 

Michelle Spandley 

Chief Finance Officer  

27th May 2015



68 
 

10 Annual accounts 

 
Full accounts now follow – and these have been prepared under a Direction issued 

by the NHS Commissioning Board under the National Health Service Act 2006 (as 

amended) 

 

 

Dr Jim Hogan 

Clinical Leader and Chief Clinical Officer 

27th May 2015 

Glossary 
 
Some of the terms used in this report may be ones that you are not familiar with. This 
guide may help… 

 
A&E Accident and Emergency Department, often 

referred to now as the Emergency Department or 
ED 

A&E Four Hour Target A nationally set target requiring 95% patients 
attending an A&E department to be seen, 
treated, admitted or discharged in under four 
hours. 

CCG Clinical Commissioning Group 

COMPACT This is the term that refers to three CCGs in the 
South East Hampshire working collectively 
together. The COMPACT is a formal agreement 
signed by all three. 

COPD Chronic obstructive pulmonary disease 

CQUIN Commissioning for Quality and Innovation 
Payment – allows commissioners to reward 
excellence, by linking a proportion healthcare 
providers' income to the achievement of local 
quality improvement goals. 

ED Emergency Department (see A&E above) 

EPRR Emergency Preparedness, Resilience 
and Response – how we plan to respond to major 
incidents or intense pressure on services 

Equality delivery system Linked to the Public Sector Equality Duty, this is a 
tool that helps local NHS organisations review 
and improve their performance for people with 
characteristics protected by the Equality Act 
2010. 

Governing Board/Governing Body All CCGs are required to have a Governing Body 
and locally we refer to ours as a Governing Board. 

GBAF Governing Body Assurance Framework 

GP General Practitioner 

Health and Wellbeing Board A forum where key leaders from the health and 
care system work together to improve the health 
and wellbeing of their local population and 
reduce health inequalities. 
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HCAI/CDIFF Health Care Acquired Infection (one such 
example is CDIFF or clostridium difficile) 

IT/ICT Information technology/Information 
Communications Technology. However ICT can 
also refer to our Integrated Commissioning Team 
which is developing closer working links between 
health and local authority commissioners. 

NHS Five Year Forward View The NHS Five Year Forward View, published in 
October 2014, sets out a vision for the future of 
the NHS. It articulates why change is needed, and 
how we can achieve it, defining the actions 
required at local and national level to support 
delivery. 

NHS South Commissioning Support Unit (CSU) 
(CSU) 

The body that provides a range of support 
services to CCGs in the Hampshire area, including 
Portsmouth 

Public Sector Equality Duty The duty came into force in April 2011 and covers 
age, disability, gender, gender reassignment, 
pregnancy and maternity, race, religion or belief 
and sexual orientation. In summary, those 
subject to the general equality duty must have 
due regard to the need to: 

- Eliminate unlawful discrimination, 
harassment and victimisation 

- Advance equality of opportunity 
between different groups 

- Foster good relations between different 
groups 

 

QIPP The Quality, Innovation, Productivity and 
Prevention (QIPP) programme drives  forward 
quality improvements in NHS care, at the same 
time as ensuring efficiency savings. 

RTT Referral to treatment – a nationally set target. 
The Referral to Treatment (RTT) operational 
standards are that 90 per cent of admitted and 
95 percent of non-admitted patients should start 
consultant-led treatment within 18 weeks of 
referral 

Section 75 agreement An agreement made under section 75 of National 
Health Services Act 2006 between a local 
authority and an NHS body in England. Section 75 
agreements can include arrangements for 
pooling resources and delegating certain NHS and 
local authority health-related functions to the 
other partner(s) if it would lead to an 
improvement in the way those functions are 
exercised. 

SIRI Serious incident requiring investigation 

TARGET Local training sessions for GPs. 
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If you would like to get in touch… 
 
We value your views on your local NHS. We particularly welcome comments about 

all patient services, as these help us to monitor the quality of the services we 

commission and to make improvements. 

 

We would also be interested in your views on this annual report so we can improve it 

next time. You can also request this annual report in the following versions: 

 

Translated 

Large print 

Braille 

Audio 

 
You can contact us through our website 

www.portsmouthccg.nhs.uk 

or by emailing us at 

enquiries@portsmouthccg.nhs.uk 

You can also follow us on Twitter 

@nhsportsmouthccg 

 

If you are interested in getting involved in helping us plan, develop and deliver NHS 

services in the Portsmouth area why not join our online Healthy Discussions group or 

join a Patient Participation group through your GP surgery. Details are on our 

website. 

 
NHS Portsmouth CCG 

CCG Headquarters 

St James’ Hospital 

Locksway Road 

Portsmouth 

PO4 8LD 


