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Locally Commissioned Services from April 2021 

 
Background 
 
In addition to managing the core GP contracts (GMS/PMS/APMS) Clinical Commissioning 
Groups also commission local community services from General Practice.  These are 
generally know as Locally Commissioned Services (LCS). 

In January 2014, as part of a national initiative, NHS England Area Teams were asked to 
review local Personal Medical Services (PMS) agreements over a two-year period ending in 
March 2016.  The result of this was a directive to reduce the value of the PMS contracts and 
redistribute the PMS premium monies over a 5-year period within primary care. 

National guidance stated that any future commissioning of services from the PMS premium 
monies should: 

• reflect joint strategic plans for primary care between NHS England and the CCG; 
• secure services or outcomes that go beyond what is expected of core general 

practice; 
• help reduce health inequalities; 
• and support fairer distribution of funding at a locality level.  

Locally some key principles were agreed for future reinvestment commitments such that 
funding would: 

• be ring-fenced for recurrent investment in General Practice 
• adequately reflect the increased (non-core) activity that has shifted into and will 

continue to be absorbed by General Practice e.g. from secondary care or as a result 
of new models of care 

• support delivery of new models of care in General Practice across a locality/city  

 
Existing GP LCS 
  
There are a number of services currently commissioned from General Practice in 
Portsmouth (some of which utilise PMS reinvestment funds, but not all): 
 

• Diabetes 
• Respiratory 
• Leg ulcer 
• Leg groups 
• Ear irrigation 
• Deprivation & Inequalities 
• Basket of Services 
• Ring pessary 
• Phlebotomy 
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The intention is to roll most of these service forward into 2021-22 with only minor 
amendments.  The exception is the Deprivation & Inequalities scheme which is being 
reshaped (more details below). 
 
 
 
Proposals for new/revised GP LCS from April 2021 
  
An additional recurrent sum of £228K is available to reinvest into General Practice from April 
2021, to fully reflect the total PMS reinvestment monies available.  Below is a summary of 
the proposed new/revised LCS along with the necessary funding required: 
 
Service Description PMS Reinvestment 

funds required 
(recurrent per annum) 

*NEW*  Primary Care hubs for 
Unaccompanied Minors 
seeking asylum  
 

Refer to draft specification at 
App A 

Circa £14K 

*NEW*  Safeguarding 
 

Refer to draft specification at 
App B 

Circa £53K 

*NEW* Homeless outreach 
service 

Refer to draft specification at 
App C 

Circa £70K  

(AMENDED) Deprivation & 
Inequalities  

Refer to draft specification at 
App D 

Circa £77K 

(AMENDED) Basket of 
Services 

Refer to extract from draft 
revised specification at App E 

Circa £12K 

  
TOTAL £ 

 
Circa £226K 

 
 
 
 
 
The Primary Care Commissioning Committee is asked to agree the proposals in 
principles and to raise any queries or comments before the schemes are finalised. 
 
A paper will be brought back to the next PCCC, detailing the investment plans in more 
detail, including updated LCS specifications and a full summary of how the PMS 
funds have been used. 
  
 
 
 
Steve McInnes 
Head of Primary Care, NHS Portsmouth CCG 
March 2021           
 
 
 
 
 
 
 
 



 

SCHEDULE 2 - THE SERVICES 
 

A. Service Specifications 
 

Service Specification No.  

Service Primary Care Hub for the delivery of services for unaccompanied 
minors seeking asylum in Portsmouth.  

Commissioner Lead Steve McInnes, Head of Primary Care 

Provider Lead  

Period  

Date of Review By  

 
1. Population Needs 

  
1.1  National/local context and evidence base 
 
The number of unaccompanied minors (UAM's) seeking asylum in Portsmouth has risen significantly over 
the past 3 years. Portsmouth are currently tracking at 84 per 10,000 compared to a national average of 60. 
The DfE local authority interactive tool notes that the end of the 2019 reporting period Portsmouth had 110 
looked after children per 10,000, compared to a statistical neighbour value of 81 and a national figure of 
65. This is a sharp rise between 2017 and 2019, following a fairly static period between 2011 and 2016 
which averaged 73 peer 10,000. It is recognised that recent actions have reduced this number; however it 
is important that new measures are taken to manage work flow going forward. 
 
Managing this pathway for UAM's has raised number of issues, which include; delays in registering with a 
GP and securing an NHS number, changes to their name and DOB, moves through the care system.  
 
Tuberculosis screening and Phlebotomy are currently completed either in the community or at Queen 
Alexandra Hospital. A review of the most recent DNA at the hospital shows that there has been a number 
of young people refusing to engage and issues with the timeliness of appointment notifications. There is 
also a view that the hospital is not the most accessible site for young people. 
 
We believe that the development of 'GP Practice Hubs' will help to improve the speed of this process; 
ensuring young people receive the assessment and treatment required more promptly. At this stage the 
proposal is support by CCG colleagues responsible for Primary Care commissioning.  
 
Phlebotomy is still one of the most common invasive procedures in health care and the provision of 
phlebotomy services in Primary Care has significant benefits for patients, commissioners and the wider 
health service. Alongside this, the inclusion of initial health checks, TB screening and vaccination 
programmes for UAM's would increase these benefits to include: 
 

•  a more convenient, accessible and timely service to young people 
• reducing demand on secondary care services 
• reducing costs (i.e. compared to secondary care) 
• making good use of the existing skilled workforce 
• supporting the local authority in meeting its statutory duties to this cohort 

 



 

By definition, the provision of this services is neither an essential nor additional service under the GP 
contract1.  The duty of a GP ends at organising for the test to be carried out and later dealing with the 
result.  It follows therefore that practices should not be expected to undertake this work without adequate, 
additional funding.  
 
This locally commissioned service (LCS) recognises the commitment within Primary Care to provide this 
specific service to UAM's and the increasing demand placed on providers to do so.  The specification of 
this service is designed to cover the enhanced aspects of clinical care of the patient, all of which are 
currently presumed to be beyond the scope of contractual or other commissioned services.   
 
The service fits with the CCGs ‘Care Closer to Home’ strategy and plans to reduce waiting times.   
 
2. Outcomes 
 
2.1 NHS Outcomes Framework Domains & Indicators 
 

Domain 1 Preventing people from dying prematurely √ 
Domain 2 Enhancing quality of life for people with long-term 

conditions 
√ 

Domain 3 Helping people to recover from episodes of ill-health or 
following injury 

√ 

Domain 4 Ensuring people have a positive experience of care √ 
Domain 5 Treating and caring for people in safe environment and 

protecting them from avoidable harm 
√ 

 
Blood sciences can particularly play an important role in the following domains: 
Domain 1 (through provision of effective screening for cardiovascular, respiratory and liver disease) 
Domain 2 (allowing effective monitoring of patients with long-term conditions) 
Domain 3 (by generating timely results of tests) 
 
2.2 Local defined outcomes 
 
The key outcomes that the service will deliver are: 

• a convenient, accessible and timely service to UAM's on the 'GP Practice Hub' registered list.  
• a service that is able to recognise the needs of this cohort of young people, including the 

significant trauma they will have experienced. 
• to reduce the level of phlebotomy and blood borne disease screening activity in secondary care 

for this cohort. 
• to improve the timeliness of initial heath checks, relevant phlebotomy and immunisations. 

 
3. Scope 
 
3.1 Aims and objectives of service 
 
This specification seeks to ensure that there is an opportunity for 2 GP practices to provide a 
comprehensive primary care service for UAM's. The aim is to facilitate the delivery of an efficient and high 
quality service which is responsive to the needs and wishes of this cohort of young people. 

The intention is also to improve the timeliness of services and reduce the demand on secondary care and 
specialist community services. This service is to be underpinned by additionally trained, primary care 

                                                        
1 The Enhanced Service Sub-Group, July 2005 



 

based colleagues and will largely utilise the skilled workforce already in place. 

3.2 Service description/care pathway 
 
Young people, when coming into the care of the local authority will be registered with one of the 2 
identified 'GP Practice Hubs'. The Practice will undertake the initial Health Check (in line with Looked After 
Children guidance), take blood samples, undertake a tuberculosis and other blood borne disease 
screening based on clinical need and initiate the appropriate vaccination plan.  
 
In providing the GP Hub offer the GP practice will ensure: 
 
General clinical and managerial processes 
 

• that initial health assessments meet the statutory requirements outlined in 'Promoting the health 
and well-being of looked-after children' 2, completing the appropriate proforma and submitting 
within the agreed timescales 

• requirements of the local laboratory service are met in terms of completed request forms, use of 
appropriate sample containers, storage of blood samples and arrangements for collection of said 
sample and other reasonable requirements 

• stock levels of equipment necessary to provide the service are maintained 
• adequate mechanisms and facilities, including premises and equipment, are in place  to enable 

suitable provision of this offer 
• hand hygiene policy is followed and waste disposed of appropriately in line with HTM 07-01 Safe 

Management of Healthcare Waste 
• clinical supervision is in place to undertake regular reviews of blood taking and other relevant 

procedures and to meet clinical governance requirements 
• test results are reviewed and actioned as clinically appropriate  
• a process is in place for the recording and reporting of significant events relating to both clinical 

and management issues within the service provision, e.g. prolonged bleeding episodes, 
complications, failure to action results, hospital admissions or deaths.  Staff must be made aware 
of their responsibilities in this regard.  Reports, inclusive of improvement plans, should be shared 
with the CCG. 

• appropriate infection control protocols and procedures are in place which reflect the latest 
guidance and regulations (including for needle stick injury) 

 
Staff resources, competencies and training 
 

• appropriate staffing levels are maintained to allow for an accessible and convenient service to 
UAM's throughout the year. 

• GP's and other clinical staff responsible for delivering the service are appropriately trained and 
competent taking into consideration their professional accountability and guidelines on the scope 
of professional practice and locally required training relating to the needs of this cohort of children 

• guidelines for phlebotomy and other relevant procedures are readily available to staff 
• HCAs and phlebotomists delivering elements of the service have attended an approved course, or 

have received appropriate training from PHT. Their practical competency must be formally 
assessed, documented and reaffirmed every 3 years by a phlebotomy assessor   

• all personnel undertaking blood samples have received infection control training within the last 3 
years; have verified Hepatitis B protection; and suitable indemnity 

 
Record keeping and information requirements 
 

• the appropriate Looked After Child Health Assessment form is completed and submitted to the 

                                                        
2 Stat guidance template (publishing.service.gov.uk) 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/413368/Promoting_the_health_and_well-being_of_looked-after_children.pdf


 

community LAC Nursing Team 
• appropriate entries (including READ coded) are made in the patient record, to include the date 

when the sample was taken, what tests the blood was sent for, the subsequent result, number of 
failed attempts requiring re-booking and inadequate samples requiring retesting.  A recommended 
READ code to use is 41D0 : blood sample taken. 

• an appropriate record of activity is maintained for audit/payment purposes 
• the patient is given information, in writing if requested, of what their blood tests are for, how to get 

the results of their test, how long they are likely to wait, and who to contact with any queries 
 
Provision of service 
If at any time the provider is unable to offer this service the commissioner is to be notified immediately so 
that alternate arrangements can be considered to ensure continuity of patient care. 
 
3.3 Population covered 
 
Unaccompanied Minors, who are subject to local authority care aged under 18yrs registered at the UAM 
GP Hub. 
 
3.4 Any acceptance and exclusion criteria and thresholds 
 
Acceptances: detailed in 3.3 above 
 
Exclusions: None 
 
3.5 Interdependence with other services/providers 
 

• Secondary care services 
• Community LAC Nursing Team  

 
4. Applicable Service Standards 
 
4.1 Applicable national standards (e.g. NICE) 
 
It is the responsibility of the provider to ensure implementation of any best practice and evidence based 
guidance.  
 
The following NICE guidance should be adhered to in respect of the Phlebotomy element: 

• CG139 – Infection control 
• CG92 – Reducing the risk of venous thromboembolism 

 
Providers must adhere to the safe management of healthcare waste; see HTM 0701 below: 
 

HTM_07-01_Final.pd
f  

The provider must be registered with and meet approved quality services in line with The Care Quality 
Commissions regulations and standards (2009). 
  
4.2 Applicable standards set out in Guidance and/or issued by a competent body   
 
The WHO Guidelines on Drawing Blood: Best Practices in Phlebotomy 



 

WHO Phlebotomy 
guidelines.pdf  

 
4.3 Applicable local standards 
 
The provider must be trained to be responsive to the needs of this specific cohort of young people. In 
particular, acknowledging and supporting their traumatic experiences, the health needs they may have 
and the implications of being within local authority care. 
 
The provider must ensure all staff undertake the training identified by Portsmouth CCG which will include; 
trauma informed care, mental capacity, equality and diversity and conflict resolution training.  
 
The provider must fulfil patient and public expectations of:  

• Providing convenient appointments that where appropriate fit in with the patient’s other healthcare 
needs 

• Empathetic and compassionate care provision  
• Quality of care 
• Provision of information relevant to their healthcare 

 
The Provider must undertake an annual patient satisfaction survey as directed by NHS Portsmouth CCG. 
 
5. Applicable quality requirements and CQUIN goals 
 
5.1 Applicable quality requirements (See Schedule 4 Parts A-D) 
 
Additional reporting will be required on a quarterly basis, which will be finalised and defined in the NHS 
Standard Contract. 
 
The commissioner retains the right to validate activity information and re-claim any over-payments made 
in regard to service provision under this agreement. 
 
5.2 Applicable CQUIN goals (See Schedule 4 Part E) 
 
N/A 
 
6. Location of Provider Premises 
 
2 GP Hubs will be identified and these will be geographically located close to the large majority of UAM 
accommodation and will have indicated their willingness to engage with additional training and 
development activity for relevant Practice staff. 
 
These 2 G Hubs will be xxx 
 
7. Prices and costs 
 

• TBC 
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Safeguarding Locally Commissioned service  
 

Service Specification 
 
 
 

Service Safeguarding children and adults at risk LCS 

Commissioner Lead  

Provider Lead Safeguarding Lead 

Period  

Date of Review  

 
1. Population Needs 

 
1.1  National/local context and evidence base 
 
 
Local authorities working with partner agencies have overarching responsibility for 
safeguarding and promoting the welfare of all children, young people and 
vulnerable adults in their area. They have a number of statutory functions under 
the 1989 and 2004 Children Acts and Care Act 2014 which include specific duties 
in relation to children in need and children suffering, or likely to suffer, significant 
harm, and vulnerable adults with care and support needs. 
 
Under section 10 of the Children’s Act, partner agencies are required to co-
operate with local authorities to promote the well-being of children in each local 
authority area. This co-operation should exist and be effective at all levels of the 
organisation, from strategic level through to operational delivery. 
 

The Children Act 2004, as amended by the Children and Social Work Act 2017, 
strengthens this already important relationship by placing new duties on key 
agencies in a local area. Specifically, the police, clinical commissioning groups 
and the local authority are under a duty to make arrangements to work together, 
and with other partners locally, to safeguard and promote the welfare of all 
children in their area.  

The Care Act 2014 sets out a clear legal framework for how local authorities and 
other parts of the system should protect adults at risk of abuse or neglect.  At it’s 
core, adult (and child) safeguarding in primary care is: 

 identifying vulnerability in order to support and empower; 
 advocating for, and giving a voice to, those who are struggling to be, or not 

being heard; 
 protecting the basic human rights of all in our communities, particularly those 

who are unable to protect themselves from harm. 
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Statutory Guidance on Promoting the Health and Well-Being of Looked After 
Children (DH 2015) aims to ensure looked-after children have access to any 
physical or mental health care they may need. 

Professionals working in agencies with these duties are responsible for ensuring 
that they fulfil their role and responsibilities in a manner consistent with the 
statutory duties of their employer. Under the new partnership arrangements 
CCGs will be the key points of professional and political accountability in health, 
with responsibility for the effective delivery of these functions.  
 
 
Everyone who comes into contact with children and families has a role to play.  
Safeguarding and promoting the welfare of children and vulnerable adults is 
defined for the purposes of this document as:  

• protecting children and vulnerable adults from maltreatment;  
 

• preventing impairment of children's or adult’s health or development;  
 

• ensuring that children grow up in circumstances consistent with the 
provision of safe and effective care; and adults at risk receive safe and 
effective care. 

 
• taking action to enable all children and adults at risk have the best 

outcomes. 
 

• considering the specific needs of children in care or who have care 
experience 

 
• considering the specific needs of care experienced adults. 

 
  

 

Primary care practices hold a key role within safeguarding processes because they 
provide services for both adults and children and hold the clinical records. This 
results in a significant amount of correspondence being generated that needs to be 
reviewed, coded, summarised and possibly shared. 
 
This locally commissioned service provides support to primary care infrastructure 
and processes to enable GP practices to fulfil their statutory safeguarding duties. 
The service also enables practices to demonstrate accountability and compliance 
with these responsibilities through completion of the biennial CCG primary care 
adults and Children’s audit or a locally agreed assurance document. 
 
2. Outcomes 
 
2.1 NHS Outcomes Framework Domains & Indicators 
 

Domain 
1 

Preventing people from dying prematurely Y 
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Domain 
2 

Enhancing quality of life for people with long-
term conditions 

Y 

Domain 
3 

Helping people to recover from episodes of ill-
health or following injury 

Y 

Domain 
4 

Ensuring people have a positive experience of 
care 

Y 

Domain 
5 

Treating and caring for people in safe 
environment and protecting them from 
avoidable harm 

Y 

 
 
2.2 Local defined outcomes 
 
The Working Together to Safeguard Children 2018 document sets out how 
individuals and organisations should work together to safeguard and promote the 
welfare of children. The guidance is addressed to all practitioners and front-line 
managers who have particular responsibilities for safeguarding and promoting the 
welfare of children.  
 
Duties of individuals and organisations in relation to safeguarding adults at risk of 
harm are set out under the Care Act 2004, amended in 2014. 
 
Local practices have always complied with their professional and statutory 
safeguarding responsibilities and have a reputation for their commitment to 
safeguarding children and adults at risk. 
 
In respect of this practices will be provided with a supportive payment in recognition 
of their vital work and engagement within safeguarding. This includes: 
 

1. Fulfilling statutory safeguarding responsibilities such as participation with 
multiagency requests for Safeguarding information and reports, for example: 
Section 17, Section 47, Section 42, Child Protection Conference reports, 
MARAC/HRDA (Domestic Abuse) reports.   

 
2. Assurance of safeguarding compliance provided by completion of the 4 

Local Safeguarding Partnership / Board Children’s Section 11 and Adult  
self-assessment audits.   

   
In addition to this sum there will be a payment per child who has a child protection 
plan in place and a conference report completed, and a payment per child where 
they were seen by the GP as a follow-up and a report completed.  This will reflect 
the variation in workload where some practices may have a higher caseload than 
others.   
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3. Scope 
 
3.1 Aims and objectives of service 
 
Practices will be supported for their engagement in statutory safeguarding activity 
and reviews through a closer working relationship with the CCG safeguarding team 
and local practices. 
 
The CCG and Local Safeguarding Partnerships will have assurance of safeguarding 
practice in primary care. Practices will have a tool to demonstrate safeguarding 
compliance for the purpose of CQC inspections, and both practice and professional 
development. 
 
3.2 Service description/care pathway 
           
 

 A payment of £xxx per practice per annum for support of statutory 
safeguarding information sharing and reporting and engagement in 
safeguarding compliance and assurance. This will be based upon 
practice population, deprivation and other demographics. 
 

 A fee of £xxx per child on a child protection plan registered at the practice 
where a conference report is completed, followed by a fee of £xx per child 
where they were seen by the GP as a follow-up and a report completed.  

 
In line with this funding practices would be expected to carry out the following: 
 
Reports and information-sharing 

 Provide the CCG safeguarding team with a generic practice email 
address for information sharing purposes and inform them if this changes. 

 Complete multiagency safeguarding information requests within stated 
statutory timescales. 

 Complete requests for safeguarding reports for case conferences or 
enquiries using the Local Templates within statutory timescales. 

 Assist in the completion of case reviews and child death reviews. 
 Engage in professional safeguarding discussions about vulnerable 

children, adults and families with allied colleagues and members of the 
wider multidisciplinary team.  Practice safeguarding meetings to be held 
quarterly as a minimum. Be able to provide evidence of liaison with 
multidisciplinary teams(meeting minutes)  

 Practices to store and process safeguarding documentation in 
accordance with the RCGP toolkit.  This includes: children in care or care 
experienced, foster carers, care experienced adults, adults at risk, 
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vulnerable children and their families.  
 

Practice leadership and organisation 

 The practice must have a named health professional lead for children’s 
and adults safeguarding, with consideration for a deputy available in their 
absence. To allow protected time for Practice Safeguarding leads to 
enable them to maintain up-to-date practice policies, training and 
knowledge. Minimum one session per quarter. The CCG safeguarding 
team must be informed if there is a change to the professional holding 
this role. 

 It is good practice for all practices to have a safeguarding administrator in 
position to support the processes of safeguarding and information 
sharing. 

Training 

 Ensure that all practice staff undertake regular safeguarding training to 
the appropriate level as stated in ‘Safeguarding children and young 
people: roles and competences for health care staff – Intercollegiate 
document 2019’,’Looked after children: Knowledge, skills and 
competences of health care staff - Intercollegiate Role Framework (March 
2015)’ and ‘Adult Safeguarding: Roles and Competencies for Health Care 
Staff, 2018’.  

Assurance 

 Cooperation with safeguarding quality assurance activity ( including 
audits) undertaken  by the CCG Safeguarding Team or Safeguarding 
Partners (Local Authority and Police) in their review of safeguarding 
practices,  to inform local practice and policy.   Good practice will be to 
engage with LMC in relation to these requests. 

 Complete and return of the biennial Safeguarding 
Partnerships/Board/CCG Primary Care Children’s Section 11and Adult  
Audit or local assurance documents, and work with the safeguarding 
team to implement any actions needed. Providing an annual update on 
any identified actions. 

 
3.3 Population covered 
 
All patients registered both permanently and temporarily with a Local GP practice. 
 
3.4 Any acceptance and exclusion criteria and thresholds 
 

All patients registered both temporarily and permanently with a Local GP practice. 
Following guidance from Local safeguarding children’s partnerships, local service 
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reviews and safeguarding assurance and quality framework. 
 
 
3.5 Interdependence with other services/providers 
 

Communication and cooperation between the relevant groups in this work is the key 
to ensuring that the objectives of this work are achieved. 

Key elements of the whole system relationship are: 
 

 GP practices including all clinical and non-clinical staff 
 CCGs 
 The Local safeguarding team hosted by Local CCGs 
 Adult/children’s social care 
 Local Authority safeguarding teams 
 Police and other statutory bodies 
 Safeguarding Children and Adult Partnerships 
 Community providers 
 Acute hospital trusts 
 Ambulance Service 

 

4. Applicable Service Standards 
 
4.1 Applicable national standards (e.g. NICE) 
 
 The Children’s Act 2004-section 11 
 The Care Act 2014 
 NHS England Safeguarding policy 2015 
 FGM mandatory reporting 2015 
 Mental Capacity Act 2005 
 Working together to safeguard children 2018 - A guide to inter-agency 

working to safeguard and promote the welfare of children.  
 Statutory Guidance on Promoting the Health and Well-Being of Looked After 

Children (DH 2015); 
 Safeguarding children and young people: roles and competences for health 

care staff – Intercollegiate document. 4th Edition.  
 Adult Safeguarding: Roles and Competencies for Health Care Staff – 

Intercollegiate Document. 
 Looked after children: Knowledge, skills and competences of health care 

staff - Intercollegiate Role Framework (March 2015); 
 

 
4.2 Applicable standards set out in Guidance and/or issued by a competent 

body (e.g. Royal Colleges)  
 
 Safeguarding Children and Young People: The RCGP/NSPCC Safeguarding 

Children Toolkit for General Practice  
 Safeguarding adults at risk of harm toolkit-RCGP 
 Safeguarding Vulnerable People in NHS Accountability and Assurance 
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Framework NHS England 2015; 
 Protecting children and young people: GP responsibilities guidance(GMC) 
 Children Act 1989; 
 Children Act 2004; 
 Care Act 2014; 
 Criminal Justice and Courts Act 2015; 
 Mental Health Act 1983 / 2007; 
 Mental Capacity Act 2005 / Deprivation of Liberty Safeguards 2009; 
 Equality Act 2010; 
 Human Rights Act 1998; 
 Mental Capacity Act 2005: Code of Practice (Department for Constitutional 

Affairs 2007); 
 NICE (NG76) Child abuse and Neglect October 2017 
 Deprivation of Liberty Code of Practice 2009; 
 Care Act guidance 2014 
 Care and Support Statutory Guidance (DH, 2017); 
 Serious Incident Framework (March 2015); 
 Statutory guidance on making arrangements to safeguard and promote the 

welfare of children under section 11 of the Children Act 2004 (HM 
Government 2007); 

 Statutory Guidance on Promoting the Health and Well-Being of Looked After 
Children (DH 2015); 

 Working Together to Safeguard Children (HM Government 2018); 
 The policies and procedures of Local Safeguarding Children Partnership 

(SSCP) and the Local Safeguarding Adults Board (LSAB); 
 Channel Duty Guidance. Protecting vulnerable people from being drawn into 

terrorism (2015); 
 Revised Prevent Duty Guidance: for England and Wales (HM Government 

2015) 
 Any other legislation, guidance and Code of Practice relevant to 

safeguarding children, Looked After Children and adults at risk. 
 
4.3 Applicable local standards 
As per local area. 
Suggested biennial adult and children’s safeguarding audit tool. 
 
5. Applicable quality requirements and CQUIN goals 
 
5.1 Applicable Quality Requirements (See Schedule 4A-C) 
 
 Biennial completion of CCGs Primary Care Children and Adults 

Safeguarding Section 11 Audit or locally agreed documents, within 
timescales, provide an action plan and evidence of improvement against 
these actions. 

 Annual update of any actions arising from the biennial Primary Care Children 
and Adults Safeguarding audit or locally agreed document. 

 Use of CCG suggested codes for child on a child protection plan, child 
removed from a child protection plan and adult subject to S42 enquiry. 
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5.2 Applicable CQUIN goals (See Schedule 4D) 
 
6. Location of Provider Premises 
 
This service specification will cover all patients registered both permanently and 
temporarily with a Local GP practice. 
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SCHEDULE 2 – THE SERVICES 
 

A. Service Specifications 
 
Service Specification 
No. 

 

Service Homeless healthcare 

Commissioner Lead Alan Knobel / Steve McInnes 

Provider Lead  

Period  

Date of Review  

 
1. Population Needs 

  
1.1  National/local context and evidence base 
 
Homeless people suffer significantly more mental health issues and long term physical health 
problems than the general population. 

 
 
Homeless people have a range of reasons for not accessing healthcare 
 Expressed health need: 

those with the fewest resources (shelter, money, food) frequently neglect themselves until crisis 
point; previous healthcare experience increased/decreased desire to seek help. 
 Healthcare experiences: 

need for address/ID were barriers; given technically correct but unrealistic 
advice made the participants feel unwelcome and uncared for; flexibility (of appointment times) 
from the GP was valued and helped to keep patient engagement; Poor discharge planning 
from hospital resulted in substandard care and highlights the lack of communication between 
services.  
 Attitudes: 

there is a population in great need of healthcare that can respond to positive regard, being 
listened to and appropriate care. Not being listened to or treated as an individual blocks 
engagement 
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2 
 

The intended beneficiaries are the daily population of people using the night beds (39 bed 
spaces), homeless hostel (32 bed spaces) and day centre (approx. 15 service users daily) at 
risk of (or have recently been) rough sleeping.  430 different people used the night beds during 
2018/19.   We estimate over 400 people will have access to Towards Better Health.   
 
Of 430 people who used night beds last year 
78% male 22% female 
52% substance misuse, 40% alcohol dependent 
73% mental illness (only 27% connected with mental health agency).  
Nearly 30% are aged 46 or older. 
Portsmouth is an RSI area; In November 2018 we counted 19 people sleeping rough. 
 
Of 800 people who attended homeless day services last year, 90% experience mental distress. 
Many have no GP and thus no medication. Access to basic health care provision is limited. 
90% smoke and many use crack cocaine which affects lungs and heart. Dental infection, 
abscesses, ulcers, diabetes, unchanged wound dressings are weekly unmet healthcare 
requirements. 
 
 
2. Outcomes 
 
2.1 NHS Outcomes Framework Domains & Indicators 
 

Domain 1 Preventing people from dying prematurely X 
Domain 2 Enhancing quality of life for people with long-term 

conditions 
X 

Domain 3 Helping people to recover from episodes of ill-health or 
following injury 

X 

Domain 4 Ensuring people have a positive experience of care X 
Domain 5 Treating and caring for people in safe environment and 

protecting them from avoidable harm 
X 

 
2.2     Local defined outcomes 
 
The Outcomes for the project, which this service will contribute to along with other partner 
agencies, but not be wholly responsible for are: 
 
Numbers of 
our intended 
population  

Target Numbers of staff 
(health and housing)  

Target 

Get registered 
with a GP  

50 Trained in 
Psychologically 
Informed 
Environments, taking a 
trauma and recovery 
focused approach 
(includes GP 
surgeries)  

40 

Engage in 
mental health 
and well-being 
activities and/or 
services  

60 Receive monthly 
reflective practice  

(reduction in burn out, 
increased confidence 
in working with 

20 
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complex clients) 

Engaging with 
drug and 
alcohol 
services 

60 Engage with regular 
clinical supervision 

5 

Encouraged to 
temporary 
accommodatio
n from the 
street by peer 
health mentors 

25 Supported 1:1 to avoid 
work-related 
stress/vicarious trauma 
post incident 

10 

Moving on from 
temporary 
accommodatio
n with health 
navigation 
support 

25 Trained on Brief 
Interventions/motivatio
nal interviewing  

30 

Supported to 
accommodatio
n from an 
inpatient stay 

10 Trained to increase 
their resilience 

40 

Managing long 
term health 
condition in 
primary care 

10 Supported to manage 
infection control and 
cross contamination 
risks 

20 

Have End of 
Life Care Plans 
in place 

5   

 
 
3. Scope 
 
3.1 Aims and objectives of service 
 
The service aims to provide a health intervention (which alleviates the ongoing associated risk 
of homelessness and rough sleeping) to bring GPs, physical and mental health nurses closer to 
people at risk of rough sleeping, by conducting weekly surgeries in the day centre, two night 
shelters and homeless hostel. Clients will have access to peer health mentors and advocates 
and specialist rough sleeping health navigators. This whole service offer will be supported and 
psychologically informed by the presence of clinical psychologists. Their role will be to further a 
patient's engagement in change and in recovery, as well as providing training, therapeutic 
clinics supervision and reflective practice.  
 
 
3.2 Service description/care pathway 
 
Provision of the following healthcare practitioners: 
 

• GP sessions 
• Modern Matron 
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• Nurse associate 
 
These practitioners will provide a range of primary care services directly to patients.  In addition 
they will communicate with and support access to other GP practices, where the patient is 
registered, and secondary care services.  Additional responsibilities are detailed in Appendix 1. 
 
These posts will outreach to the Homeless day service, the Hope House hostel and provide a 
link to the night beds provision in the city.  By engaging homeless people where they are, and 
delivering a service there, the project aims to increase access to healthcare.  The project will 
provide secondary and tertiary prevention, to identify health problems early and support people 
with existing conditions to manage them better, reducing unplanned urgent care.   
 
 
Provision of service 
If at any time the provider is unable to offer this service the commissioner is to be notified 
immediately so that alternate arrangements can be considered to ensure continuity of patient 
care. 
 
3.3 Population covered 
 
Any person sleeping rough, or at risk of sleeping rough, engaged with the Homeless day 
service, Hope House hostel or other interim high support accommodation. 
. 
 
3.5 Interdependence with other services/providers 
 
The provider will work directly as part of the TBH partnership with the partners listed above as 
per the structure chart below. 
In addition, the provider will have interdependence with secondary care services, other primary 
care and community health services. 
 
 
 
 
4. Applicable Service Standards 
 
4.1 Applicable national standards (e.g. NICE) 
 
It is the responsibility of the provider to ensure implementation of any best practice and 
evidence based guidance.  
 
5. Applicable quality requirements and CQUIN goals 
 
Refer to Appendix 1 and any quality requirements outlined within Schedule 4 of NHS Standard 
Contract 
 
 
 
Tariff: 
 
TBC, IRO £70K per annum 
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SCHEDULE 2 – THE SERVICES 
 

A. Service Specifications 
 
Service Specification 
No. 

 

Service Deprivation and inequalities 

Commissioner Lead Steve McInnes, Head of Primary Care 

Provider Lead  

Period  

Date of Review  

 
1. Population Needs 

  
1.1  National/local context and evidence base 
 
People living in deprived areas suffer from health inequalities. Deprivation has been linked to 
a broad range long term conditions from mental ill health to ischaemic heart disease and 
diabetes but the burden of disease falls many years earlier than in less deprived areas. 
Failure to engage in prevention and screening programmes increases the risk of cancer 
presenting at later stages and contributes to premature death.  
 
Deprived areas have many multi-morbid patients, who also have complex social needs. 
These communities have a high prevalence of mental health problems. Depression is 
common and funding for these patients is provided by the QOF (in addition to core funding), 
but other mental health disorders such as PTSD and anxiety disorder are commonplace, 
and do not attract funding. Personality-disorder is another diagnosis that does not attract 
investment, but which requires significant resource to manage at primary care level (without 
which there would an even greater burden on secondary care). Due to its nature, PD 
patients will often drift down the social strata.  
 
The emotional well-being of deprived patients is affected disproportionately by issues such 
as domestic violence, substance misuse, family-breakdown, and contact with the criminal 
justice system. There are practices with relatively high numbers of patients from war-torn 
countries, or those seeking asylum, where English may not be their first language. These 
are extremely needy patients, requiring expertise, time and compassion –but again this is 
not funded work. Migrant workers at the poorer end of the social spectrum move to the area 
seeking work but speak very little functional English although they still require primary care.  
Patients from deprived communities often have poor literacy skills, and poor educational 
backgrounds, they lack coping strategies and tend to be less able to self-care and remain 
healthy. Therefore in general they are higher users of health care, including primary care, 
and consultation rates are high.  
 
Employment can also affect how patients interact with healthcare. In deprived communities 
there are many patients who work within the service industry, in manual jobs, or in factories. 
They frequently suffer from musculoskeletal problems which can affect their ability to support 
themselves financially.  
 
The above aspects of work within deprived communities are largely unfunded, but are 
essential functions of primary care. By performing this work, primary care has less time 
available to offer to patients with LTCs, or who those need urgent appointments.  
 
Practices therefore often have long waiting times, and patient satisfaction can be low, 
despite the generally high standard of care being offered. There can also be issues with 
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regards recruitment of GPs and others clinical workers, as working within deprived 
communities can be seen as unattractive or difficult work.  
 
In recognition of the increased workload placed on practices in deprived areas due to the 
burden of biopsychosocial issues in deprived populations, this locally commissioned service 
is intended to fund some aspects of the work required to carry out core GMS to deliver good 
quality access and care to these deprived populations and help address health inequalities 
which are linked to deprivation.  
 
The Carr–Hill formula – used to weight funding for GP practices – has frequently been 
criticised for not sufficiently taking the impacts of deprivation into account1 and the new GP 
contract fails to address this. As a result, the weighted component of per-capita funding for 
primary care is based on a formula which systematically under-funds practices in areas with 
the most need.  A variety of mechanisms could be used to mitigate this – offering higher 
payments in deprived areas being one example. Policy makers must specifically consider 
the impact of deprivation on ability to unlock funding if there is to be equality of access to 
funds for those with the greatest need, let alone access in proportion to need.  Outside the 
contract, there are potentially other sources of funding available – NHS England is clear that 
it expects CCGs to use some of their additional funding for inequalities to boost primary care 
capacity and access. 
 
The Index of Multiple Deprivation (IMD) (2015) provides a relative ranking of areas across 
England according to their level of deprivation. Deprivation is experienced across a range of 
issues and refers to unmet need caused by a lack of resources – not just financial 
resources. For overall deprivation, Portsmouth is ranked 63rd of 326 local authorities where 
1 is the most deprived in terms of the average score.  Twenty-two per cent of all dependent 
children under the age of 20 years are living in poverty, which is above the England average 
with levels at twice the national average in some areas of the city (Charles Dickens ward). 
The percentage of pupils known to be eligible and claiming free school meals is higher than 
the national average, reflecting low incomes in the city.   
 
Some areas of Portsmouth have more health inequalities than others. A breakdown of the 
IMD scores is provided at Appendix 1. 
 
Portsmouth Clinical Commissioning Group (CCG) recognises that the creative working 
practices required to support patients living in the most deprived areas of the city come at a 
cost.  Practices need to develop flexible approaches and different ways of working to give 
their patients the best chance of achieving health outcomes which are comparable to the 
wider population.  
 
This scheme is designed specifically to support practices in picking up health and wider 
issues in patients through targeted health checks, whilst also recognising the additional 
workload involved with communicating with and supporting patients from deprived areas to 
maximise their uptake of screening, immunisations and other opportunities for preventing ill 
health. 
 
2. Outcomes 
2.1 NHS Outcomes Framework Domains & Indicators 
 

Domain 1 Preventing people from dying prematurely √ 
Domain 2 Enhancing quality of life for people with LTC √ 
Domain 3 Helping people to recover from episodes of ill-health or 

following injury 
 

Domain 4 Ensuring people have a positive experience of care √ 
Domain 5 Treating and caring for people in safe environment and 

protecting them from avoidable harm 
√ 

 

                                                        
1 Focus on the global sum allocation. British Medical Association (July 2015). 
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2.2 Local defined outcomes 
 
The key outcomes that the service will deliver are: 

• a convenient, accessible, timely and equitable service to all patients on the practice 
registered list  

• a safe service in safe environment close to the patient’s home 
• improvements in health related outcomes 
• in addition, specifically those outcomes that may be listed under Schedule 4, parts 

A-D, of the associated NHS Standard Contract 
 

3. Scope 
 
3.1 Aims and objectives of service 
 
To reduce health inequalities and improve health outcomes for people living in the most 
deprived areas of Portsmouth through developing and implementing innovative ways to 
deliver services, with a targeted approach where appropriate. 
 
3.2 Service description/care pathway 
 
Part A   
 
Enhanced NHS Health checks 
 
Background: 
The aim of Targeted NHS Health Checks pilot is to try to reduce health inequalities and 
improve health outcomes for people living in the most deprived areas of Portsmouth. This 
will be delivered as a pilot in two Portsmouth GP practices, recognised as being in areas of 
high IMD (index of multiple deprivation). 
 
Aims:  

• To reduce health inequalities and improve health outcomes for people living in the 
most deprived areas of Portsmouth through specifically targeted NHS Health 
Checks; 
 

• Delivering this approach as a pilot in two Portsmouth GP practices, recognised as 
being in areas of high IMD (index of multiple deprivation); 

 
• To additionally specifically target groups with a higher risk for COVID-19.   

 
 
Objectives/outcomes:  

• Targeted invitation processes; 
• Enhanced delivery content – focus on the wider determinants of health in addition to 

alcohol, smoking, healthy eating/physical activity (e.g. substance misuse, mental 
health, housing, education, domestic violence, fuel poverty and debt management);  

• Follow up - ensure patients are referred for correct support and then followed up in 
12 months' time if at high risk (QRisk score 10% or more); 

• Evaluation of pilot programme after 3 months. 
 
Practical steps to be taken by GP practices  
(Please see Appendix for further information) 
 
Preparation 

1. Draw up a list of eligible patients using specific SystmOne reports. 
2. Encourage multiple invitation methods (written, telephone and text messaging) as 

different methods of invitation appeal to different people. 
3. Provide a designated space, resources and sufficient time for a check. 
4. Identify any staff training requirements: 

• NHS Health Checks programme;  
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• The aim of the new intervention; 
• MECC/Healthy Conversations. 

5. Provide staff with NHS Health Check training including films of consultations where 
risk is communicated, and behaviour change is discussed 
(https://www.healthcheck.nhs.uk/commissioners-and-providers/training/training-
videos/)  

6. Recognise that health care professional's beliefs in the value of preventive care as 
well as their confidence in their ability to support patients on their journey through 
behaviour change are important in helping patients to make a behaviour change. 

7. Work with system partners to develop a log of currently available support services 
and end to end pathways for the patients. 
 

 
Invitation process 

8. Eligible patients to receive the routine NHS Health Check invitation letter but also 
will receive an additional phone call/text messages.  The phone call/text could 
replace the invite letter if that is considered the most successful method. 

9. Consider if appropriate to send a primer text message (using clear language) so that 
patients are expecting a phone call. 

10. Practice to call patient, recommended up to 3 attempts over 1 week. If successful, 
during the call staff will aim to: 

• Explain NHS Health Checks - explain in straightforward language that it is a 
prevention programme; 

• Explain the value of the targeted NHS Check and the link to COVID-19;   
• Explain the blood test and Health Check main appointment; 
• Describe what to expect during the appointment; 
• Book appointments for the Health Check and the blood test (suggest 

prebooked appointment times if possible, be flexible, make it as easy as 
possible for the patient to attend, offer a translator if appropriate). 

11. If the patient cannot be contacted by phone, consider sending a further text 
message to explain NHS Health Checks and ask them to phone the surgery.  

12. Consider sending text message appointment reminders for booked appointments 2 
days before and on the day of the appointment to maximise attendance. 

 
During the Targeted NHS Health Check  

13. Core requirements for NHS Health Checks should be completed as usual (1).  
14. It is important that the QRisk score is communicated in an understandable format 

and that all patients (including those with a low QRisk score) are supported to make 
positive changes towards a healthier lifestyle. 

15. Help patients to understand that it is possible for them to reduce their risk of CVD. 
  

16. Help patients identify and build on small changes. 
17. Incorporate the support of family and friends when agreeing behaviour changes.  
18. Do not underestimate the influence of health care professionals in helping motivate 

behaviour change.  
19. MECC (2) and open discovery questions should be used. 
20. The time for the Health Check will be slightly greater (recommending 30 minutes 

rather than 20 mins) thus providing increased time for the health care professional 
and patient to talk in depth.  

21. Focus on the wider determinants of health in addition to alcohol, smoking, healthy 
eating/physical activity (e.g. substance misuse, mental health; housing; education; 
domestic violence, fuel poverty and debt management).  

22. Referrals to the Portsmouth Wellbeing Service and other organisations (for example 
Mind) should be made as appropriate. 

23. Immediate referral to the clinical team if any urgent clinical or safeguarding 
concerns. 

 
Follow up 

24. Ensure patients are referred appropriately for clinical follow up and followed up in 12 
months' time if at high risk (QRisk score 10% or more) 

 

https://www.healthcheck.nhs.uk/commissioners-and-providers/training/training-videos/
https://www.healthcheck.nhs.uk/commissioners-and-providers/training/training-videos/
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Evaluation 
 

25. Regular contact between Practice Managers and the Local Authority Public Health 
team will be encouraged and valued to support and develop the pilot. 

26. Evaluate the pilot intervention after 3 months to identify how many patients in the 
targeted groups have attended their Health Check. 

27. Both quantitative and qualitative evaluation of the Targeted NHS Health Checks pilot 
is recommended after 3 months. 

28. Recommend sending survey/call patients who have not attended to ask for 
feedback. 

 
Key performance criteria: 

• identify how many patients in the targeted groups have attended their Health Check; 
• identify how many referrals were made from the Health Checks to the Wellbeing 

Service;  
• review feedback from people who have not attended. 

 
29. The programme should be adapted dependent on the data analysis/feedback and 

the evaluation cycle should be repeated after a further 3 months. 
 
 
 
Appendix A 
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Appendix B 

 
Targeted invitation processes 
 
The following information is taken from Public Health England’s ‘Top tips for increasing the 
uptake of NHS Health Checks’(3) and ‘Top tips: Maximising the impact of the NHS Health 
Check programme’(4):  

1. Encourage multiple invitation methods (either written, telephone or opportunistic) 
because different methods of invitation appeal to different people; 

Telephone outreach 
• A recent randomised controlled trial in 9 general practices (HECTR) compared 

the uptake of NHS Health Checks in response to standard letters, CVD risk-
personalised letters and telephone invitations(5). Telephone calls were the most 
effective in increasing uptake of Health Checks. 

• Telephone outreach is both labour and cost intensive. However, if calls are 
targeted at groups at high risk of cardiovascular disease and part of the check is 
completed over the phone, the patient is more likely to go on and complete their 
check in a GP surgery (commitment). In Bristol, 78% of eligible patients who 
completed part of their check over the phone went on to complete their check in 
person. 
Telephone outreach in more deprived/BAME communities 

• A recent study investigated the use of a telephone outreach call to improve 
equity of uptake of NHS Checks in more deprived and BAME communities. The 
call invited the patient to an NHS Health Check, asked questions about the 
patient’s lifestyle and signposted the patient to further services (6). Support from 
primary care practices was vital and it was noted that telephone outreach 
workers had a key role in the success of the programme and that training and 
support was extremely important – particularly ensuring that the aim of the 
intervention was clear. It is also important to address possible tensions between 
this intervention and the current work in the practice. 

2. Consider the use of primers and reminder text messages (prompts) to remind 
patients to book an appointment for their check;  

3. Consider the use of computer prompts to clinical staff to remind them to invite 
eligible patients to complete their check in a timely manner;  

4. Consider behaviourally informed messaging such as simplification to ensure that 
your message is clear and simple;  

5. Consider using social norms (feedback about peer behaviours) to engage GP 
surgeries to increase the number of invitations they make to the NHS Health Check 
or to encourage eligible patients that “people like you” are attending their check;  

6. Ensure the purpose of the NHS Health Check as a prevention programme is clear to 
eligible patients in promotional materials; 

7. Evaluate and adapt - using evidence based interventions, test new ideas, and 
evaluating programmes and campaigns;  

8. Consider automatically assigning appointment times for NHS Health Checks 
because research has shown that we have a strong tendency to go with default or 
pre-set options; 

9. Commitment fuels individuals to remain consistent with their public promises and 
commitments. The foot in the door technique is a form of commitment, as when 
someone has already completed part of their Health Check on the phone, they are 
more likely to remain consistent with their past behaviour by continuing the check at 
the GP surgery; 

10. Make it easy for the patient - Most individuals want to adhere to a desired behaviour 
(e.g. attending an NHS Health Check) but don’t want to put effort into achieve it. 
Making it simple for people to comply can help to increase action.  

 
MECC and MECC Plus 
 
MECC 
MECC is a framework which helps HCPs to address a patient's lifestyle factors which, 
together, can improve an individual’s health. These are:  

• Stopping smoking;  
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• Drinking alcohol only within the recommended limits;  
• Healthy eating;  
• Being physically active;  
• Keeping to a healthy weight;  
• Improving mental health and wellbeing(2). 

 
MECC recognises that a whole range of staff across many different sectors have contacts 
with individuals where there is an opportunity to talk about health and to promote healthy 
lifestyles (2). MECC training is designed to develop skills and confidence in order to support 
HCPs to talk to patients about lifestyles, encourage patients to change any unhealthy 
lifestyles and to direct them to local support services. 
 
MECC plus 
 
MECC plus describes a broader definition of MECC to cover the wider determinants of 
health which are linked to health inequalities, such as housing and debt management. 
 
HCPs can encourage patients to think and talk about these issues and can refer them to 
relevant services who can provide support. 
 
  
Delivering the check 
 
NHS Health Check Best practice guidance(1) supports local public health commissioners 
and providers of the NHS Health Check programme with the information needed to 
commission and deliver a high-quality programme. 
 
As discussed above, the Health Check should ideally be initiated over the phone so that the 
patient is ‘committed’ to complete the Health Check and more likely to attend their 
appointments.  
If the practice is providing the blood test, this is an additional opportunity to use MECC and 
MECC plus principles(7).  

The Public Health England ‘Top tips: Maximising the impact of the NHS Health Check 
programme’ briefing(4) identified facilitators or barriers to maximising the impact of the NHS 
Health Check including: 
 

• Providing a designated space, resources and sufficient time for a check;  
• Providing training on how to deliver a short behaviour change intervention to 

increase HCPs confidence in their ability to facilitate a patient’s small incremental 
change;  

• Working with system partners to develop a log of currently available support 
services.  

 
 

Communicating the results: Providing the patient with an opportunity to be proactive  
 

• Consider that some patients who receive high risk results could experience a 
negative emotional response such as anxiety. Do seek to address these concerns 
by providing reassurance and giving people sufficient time to think about their 
results;  

• Provide patients with take home summaries of the information necessary to interpret 
their risk scores, which can be found on the NHS Health Check website; 

• Frame the risk messages in a positive way that motivates the patient to act;  
• Take account of patients’ social context so that conversations about risk could be 

individually appropriate; 
• Where available, let patients know that there is support available to them from HCPs 

to facilitate their intended behaviour change.  
 
Core delivery content 
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The core element of the current NHS Health Check content is a cardiovascular disease risk 
assessment using QRisk to establish a person's risk of CVD over the next 10 years (see 
Figure 1).  
 
An individual having an NHS Health Check must be told their BMI, cholesterol level, blood 
pressure and AUDIT score as well as their cardiovascular risk score. In addition, those aged 
65-74 should be made aware of the signs and symptoms of dementia and signposted to 
memory services if this is appropriate (1). 
 
Enhanced delivery content 
 
In line with MECC and MECC plus(2, 7), the HCP would use open discovery questions to try 
to elicit any concerns around the wider determinants of health that may be impacting on a 
patient’s health, such as: 
 

• substance misuse; 
• mental health problems; 
• housing;  
• education; 
• domestic violence;  
• fuel poverty; 
• debt; 
• any other wider determinants of health.  

 
An immediate referral to the clinical team should be made for any urgent clinical or 
safeguarding concerns. 
Other referrals or to the Wellbeing Service using a SystmOne referral or to other agencies 
would be made as appropriate. 
 
 
Patient Activation and Patient Activation Measure (PAM®) 
 
‘”Patient activation describes the knowledge, skills and confidence a person has in 
managing their own health and care” (8). It has been shown that when people are supported 
to become more activated they are more likely to display healthy behaviours and to benefit 
from better health outcomes (9). 
 
“The Patient Activation Measure (PAM®) is a validated, licenced tool that has been 
extensively tested with reviewed findings from a large number of studies. It helps to measure 
the spectrum of knowledge, skills and confidence in patients and captures the extent to 
which people feel engaged and confident in taking care of their condition” (10). 
 
Portsmouth Wellbeing Service 
 
Portsmouth Wellbeing Service supports Portsmouth residents to quit smoking, drink less 
alcohol and achieve a healthy weight through eating well and moving more(11). 
The Wellbeing Service operates from venues across Portsmouth and is a free service. They 
offer one-to-one appointments, group sessions and drop-in clinics. The focus of the 
Wellbeing Service is on education and achievable goals, which can enable long-term 
change. 
Tackling unhealthy behaviours can have a real impact on someone's life, helping to reduce 
the risk of type 2 diabetes, liver disease, respiratory disease and heart disease and enabling 
them to live a healthier, more fulfilled life, for longer. 
The Portsmouth Wellbeing Service try to promote patients’ activation which can lead to the 
adoption of a healthier lifestyle, better health outcomes and a lower use of healthcare 
services. 
The Wellbeing Service uses a technique called ‘Coaching by Activation’ which aims to 
increase patient’s activation scores(9) and have used PAM® to measure the impact of the 
Service. 
 
Follow up 
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Identifying a person's risk is futile unless that risk is communicated effectively and addressed 
as part of clinical practice and/or an onward referral. Ensure all pathways for referral are 
identified prior to delivery, and where appropriate make contact on behalf of the patient. 
Ensure patients are referred appropriately for clinical follow up and followed up in 12 months' 
time if at high risk (QRisk score 10% or more). 
 
It is important that the QRisk is communicated in an understandable format and that all 
patients (including patients with a low QRisk score) are supported to make positive changes 
towards a healthier lifestyle. 
The Public Health England ‘Top tips: Maximising the impact of the NHS Health Check 
programme’ briefing(4) identified facilitators or barriers to maximising the impact of the NHS 
Health Check including: 

 
• Help patients identify and build on small changes; 
• Help patients to understand that it is possible for them to reduce their risk of 
CVD;  
• Incorporate the support of family and friends when agreeing behaviour 
changes; 
• Do not underestimate the influence of HCPs in helping motivate behaviour 
change;  
• Recognise that HCPs beliefs in the value of preventive care as well as their 

confidence in their ability to support patients on their journey through 
behaviour change are important in helping patients to make a behaviour 
change; 

• Provide HCPs with NHS Health Check training including films of 
consultations where risk is communicated, and behaviour change is 
discussed. 

 
Outcomes for the patient may be as follows: 
 

1. Advice and support provided during the Health Check appointment(s); 
2. Referral from the Health Check to the Wellbeing Service for further support;  
3. Onward referrals from the Wellbeing Service (for example the Wellbeing service 

may be able to contact education/voluntary organisations etc. on behalf of the 
patient). 
 

Evaluation 
 
Regular contact between Practice Managers and the Local Authority Public Health team will 
be encouraged and valued to support and develop the pilot. 
 
Both quantitative and qualitative evaluation of the Targeted NHS Health Checks pilot is 
recommended after 3 months. 
 
Key performance criteria: 

• identify how many patients in the targeted groups have attended their Health Check; 
• identify how many referrals were made from the Health Checks to the Wellbeing 

Service;  
• review feedback from people who have not attended their Health Check. 

 
The programme should be adapted dependent on the data analysis/feedback and the 
evaluation cycle should be repeated after a further 3 months. 
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Part B  Communications and additional support 
 
The practice will explore communication methods to encourage people to continue to access 
essential health and care services, particularly those communities with the least health 
seeking behavior.  Consider how to provide alternative communication methods that are 
acceptable to communities who might traditionally rely more on face to face access.  Review 
any health literacy aspects associated with the community and adapt communications to 
meet their needs. 
 
For patients whose first language is not English, the practice will utilise longer appointment 
times as necessary.  This will be to help accommodate use of interpreter services and to 
ensure patients are well-informed about appropriate use of health services, vaccination 
programmes, health promotion initiatives and self-care options.  The practice will also 
develop and make best use of written promotional literature to support increased uptake of 
such programmes and initiatives. 
 
 
 
3.3 Population covered 
 
This scheme covers all patients on the practice’s registered list, but with a focus on the 
cohorts relative to specific requirements outlined.  
 
3.4 Any acceptance and exclusion criteria and thresholds 
 
N/A 
 
3.5 Interdependence with other services/providers 
 
Local Safeguarding teams; Interpreter services; Child Health Information Services; Well-
being services 
 
4. Applicable Service Standards 
 

https://www.england.nhs.uk/personalisedcare/supported-self-management/patient-activation/
https://www.england.nhs.uk/personalisedcare/supported-self-management/patient-activation/
https://www.england.nhs.uk/personalisedcare/supported-self-management/patient-activation/pa-faqs/#Q3
https://www.england.nhs.uk/personalisedcare/supported-self-management/patient-activation/pa-faqs/#Q3
https://www.portsmouth.gov.uk/ext/health-and-care/health/portsmouth-wellbeing-service
https://www.portsmouth.gov.uk/ext/health-and-care/health/portsmouth-wellbeing-service
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4.1 Applicable national standards (e.g. NICE) 
 
N/A 
 
4.2 Applicable standards set out in Guidance and/or issued by a competent body   
 
N/A 
 
4.3 Applicable local standards 
 
N/A 
5. Applicable quality requirements and CQUIN goals 
 
5.1 Applicable quality requirements (See Schedule 4 Parts A-D) 
 
Refer to Schedule 4 of NHS Standard Contract 
 
5.2 Applicable CQUIN goals (See Schedule 4 Part E) 
 
N/A 
 
6. Location of Provider Premises 
 
The service should be provided from the main provider site and any branch sites where 
applicable. 
 
 
7. Prices and costs 
 
PART A – £xx per health check 
 
PART B – £xx per patient based on deprivation score 
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App 1 
 
 
GP practice and proposed PCN by population weighted Index of multiple 
deprivation 2015 (IMD 2015) score 

    
    

Practice Code PRACTICE_NAME 

Number of 
Patients 
registered 

GP practice IMD2015 
score Popn weighted 

J82060 SOUTHSEA MEDICAL CENTRE 7,797 39.8 
J82085 LAKE ROAD PRACTICE 15,594 38.1 
Y02526 GUILDHALL WALK HEALTHCARE CENTRE 8,049 34.2 
J82117 THE HANWAY  14,241 33.5 
J82177 JOHN POUNDS SURGERY 4,333 32.2 
J82199 THE UNIVERSITY SURGERY 20,961 30.8 
J82114 NORTH HARBOUR MEDICAL GROUP 9,409 30.1 
J82155 PORTSDOWN GROUP PRACTICE 43,996 30.0 
J82090 SUNNYSIDE MEDICAL CENTRE 13,628 27.2 
J82149 DERBY ROAD PRACTICE 13,022 25.5 
J82028 TRAFALGAR MEDICAL GROUP PRACTICE 23,232 23.0 
J82055 CRANESWATER GROUP PRACTICE 11,542 22.3 
J82194 EAST SHORE PARTNERSHIP 13,478 22.0 
J82073 KIRKLANDS SURGERY 8,811 21.6 
J82165 THE DEVONSHIRE PRACTICE 5,825 20.3 
J82102 THE DRAYTON SURGERY 18,650 14.3 
Grand Total   232,568 28.2 
Source: Calculated from total registrations by LSOA from NHS Digital (Data is extracted as a quarterly snapshot in 
time from the GP Payments system maintained by NHS Digital. This release is an accurate snapshot as at 1 April 
2019.) 
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Appendix E 

Dermatology Restoration & Recovery – Work stream Update  
 
As part of the Restoration and Recovery work stream within Hampshire and the Isle of Wight (HIOW) 
Integrated Care System (ICS) dermatology was chosen for a whole system pathway review. The 
dermatology work stream has been set up to identify areas of best practice and opportunity across 
the ICS, to produce a case for change and plan for the future state of dermatology services. The 
outcomes of the work stream are to improve access, reduce variation across HIOW and implement 
best practice to improve outcomes and experience for patients.   
  
In order to understand the opportunities for improvement and priorities for change a speciality 
review was undertaken in November 2020 with each of the HIOW services to further understand the 
current state, which provided these initial findings: 
  

•       The total numbers of referrals are lower than the previous year but are beginning to 
increase over time 

•       There has been a marked increase in the amount of A&G carried out in dermatology, 
however this still remains low numbers as a proportion of total referral activity 

•       Although the waiting list for HIOW dermatology services is not increasing 
numerically, the proportion of long waiting patients has increased over time  

  
The Dermatology Pathway Review Group identified one of the key opportunities to be 
Teledermatology especially with the use of dermatoscopes. NHS E/I in partnership with many 
national expert bodies has produced guidance ‘A Teledermatology Roadmap for 2020-21’ which sets 
out what all systems can do now to optimise Teledermatology triage, advice & guidance (A&G) to 
help them safely manage new and current patient demand while restoring their dermatology 
services. 
 
Recently we were given the opportunity to bid for funding to purchase dermatoscopes for practices 
and licences to support image transfer in secondary care.  
  
Our bid was successful and we are beginning the process of purchasing dermoscopes which will 
be supplied to GP practices across the HIOW patch. GP practices that do not already have a 
dermatoscope or an out of date model will be prioritised for distribution. System dermatology leads 
are working together to provide GP education to support this. The use of Dermoscopy should be 
straight forward, practices will be provided with a dermoscope and a universal adaptor which can be 
used on all mobile phone, this will give a high-quality image that can easily attached to patients 
records and then to the e-referral system. 
  
Patients will benefit through faster diagnosis and treatment leading to an overall reduction in the 
waiting times for cancer and those with chronic inflammatory skin conditions. 
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