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The geography: 
:  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

Strategic Aims –  
 Improving access to primary care services, including extended access. 

 Supporting sustainability of primary care services 
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4. 
GOSFORD HILL 
MEDICAL CENTRE 
K84045 
OX5 2NS 
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5. 
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K84052 
OX26 6AT 
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6. 
VICTORIA HOUSE 
SURGERY 
K84073 
OX26 3EU 
7,657 

7. 
THE KEY MEDICAL 
PRACTICE 
K84082 
OX26 2EU 
12,595 

8. 
LANGFORD 
MEDICAL 
PRACTICE 
K84613 
OX26 6XX 
9,684 

9.  
NORTH BICESTER 
SURGERY 
K84621 
OX26 3HA 
4,255 
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AMBROSDEN 
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 Making best use of resources and supporting a sustainable local 
workforce 

 Developing a model of service delivery that can grow to support 
significant population growth. 

 Enhancing locally delivered secondary care services and an effective 
integrated locality team – supporting care closer to home. 

 Achieving financial balance within the health economy 

 Reducing health Inequalities 
 
 

Background: 
Planning of future services for the locality needs to be against a backdrop of : 

 Significant planned population growth in the locality 

 Unprecedented cuts in social care  

 Significant reductions in Primary care funding through MPIG withdrawal 

 Challenges in primary care staff recruitment 

 Increases in demand for services. 
 

This is both a challenge, and emphasises the need for practices to work at scale and 
together with social care to look at common areas.  
 
 

Practice population growth, grouped into the two main market place clusters.  
 
Primary care is currently provided by 9 practices located in the map above, and by 
population breakdown in Appendix A. 
 
Secondary care services are largely provided by OUHT with practices in Kidlington, 
Islip, and Woodstock looking mainly to the John Radcliffe, and care for Bicester 
patients spread between the John Radcliffe and the Horton hospitals.  There 
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currently discussion around different patterns of working amongst practices in 
Kidlington and Islip. 
 
Given the range of services available locally very few patients are referred out of 
county.  The pattern of use of services is shown In appendix B 
 
Health Needs Assessment key areas: 

 Obesity,  

 Social isolation, 

 Lung cancer, 

 Lack of uptake of screening. 
 
Public health analysis : 
See appendix C for details of the health indicators across the two cluster areas.  
 
Infrastructure Needs :  
Kidlington - plans are being formed for new infrastructure to deliver primary care 
across the town and surrounding area, with the ability to deliver a wide range of 
additional services including secondary care services.   
 
Woodstock - urgently require new premises and planning is underway. 
 
Bicester – is a Healthy New Town site, and will require new infrastructure to deliver 
primary care services to a larger population and diagnostic, secondary care and 
enhanced  community services.  See appendix D for growth expectations, and 
details of the Healthy New Town bid.  
 
 
Priority areas –Priority areas have been grouped into 3 key areas:  
 
Closing the health gap (inequalities) 
Social deprivation in the NE Locality is not severe, and tends to be grouped around 
the older section of Kings End within Bicester, although some rural deprivation also 
exists in small pockets.  Across the Locality, Kidlington area has a relatively higher 
ethnic population.   
 
Compared to the national average, public health areas of focus for Oxfordshire are 
significantly higher for : 

 Incidence of malignant melanoma,  

 People killed or seriously injured on the roads (the M40 cuts through the NE 
Locality),  

 Excess winter deaths over a three year period.   
 
Local figures are available via Public health profiles, however the NE Locality is 
covered by Cherwell District Council (CDC), which also includes the North Locality of 
Banbury and Chipping Norton, so specific local information is harder to obtain. 
However, adult obesity issues, and hospital stays for self harm are noted as 
significant for the CDC area, along with the previously stated Oxfordshire areas.   
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At ward level there is noted higher incidence of all cancers compared to the Oxford 
norm, particularly lung cancer, which aligns to the Kings End deprivation statistics.  
 
GPs are  keen to increase uptake around screening and flu immunisations, any 
significant variance to the national ‘norm’ is discussed with practices at their annual 
Performance Commissioning Pack meetings.   
We believe that improving primary care access and bring care closer to home will 
help to improve health inequalities  
 
Closing the care gap (quality of care). 
Practices plan to work together with ONEMed federation to use the CCG investment 
funds and  GP Access Funds to continue to deliver services piloted under the Prime 
Minister’s challenge fund. 
 
PRACTICES WORKING AT SCALE 
 
NHS England, General Practice Forward View (GPFV), published in April 2016, sets 
out a plan, backed by significant investment to stabilise and transform general 
practice. 
  
GPs and practice teams provide vital services for patients.  They are at the heart of 
our communities, the foundation of the NHS and internationally renowned.  But 
services are now under unprecedented pressure and as set out in the GPFV it has 
become clear that action is needed so we have responsive services, fit for the future.   
 
On care redesign GPFV signals practical support for individual practices and for 
federations and super-partnerships: direct funding for improved in-hours and out of 
hours access, including clinical hubs and reformed urgent care.  General Practice 
will continue to evolve and work at scale making best use of new technologies.   
 
OneMed is the name given to the group of GP practices in North East 
Oxfordshire that form part of the PML GP Federation. The nine GP Practices 
mirror the North East Locality Commissioning Group, serving a population of 
c81,000. The Federation was formed so that GP practices can join together more 
easily to improve the delivery of health and care services for the people registered 
with them, and for the wider community. 
 
The PML Federation was awarded funds in 2015/16 to pilot new ways of delivering 
services to help GP practices meet increasing demand. The aim was to improve 
services that patients receive through their GP Surgery. The new money was spent 
on service trials in a number of locations.  The effectiveness of the services is being 
evaluated by the University of Oxford, Department of Primary Care to measure the 
impact these new ways of working might have on patient care and on GP workloads.   
Where services are successful, it is hoped that further investment will follow and they 
will become mainstream and enable even more patients to benefit. 
 
The innovative pilots of new models of care have tested the use of technology that 
work across individual practice clinical systems to enable sharing of clinical records 
(with appropriate consent from individual patients) and sharing resources, for 
example: workforce, training and premises.     
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• New Models of Care : 
 

1)  Neighbourhood Access Hub 
Neighbourhood Access Hubs (NAH) provide same-day (or in some areas 
weekend) urgent appointments for patients as an alternative to an appointment at 
their own GP surgery. This service helps GP practices meet the increasing 
demand for urgent appointments and enables GPs more time for planned care. 
 
A Neighbourhood Access Hub is not a ‘Walk-in Centre’ – patients must be 
referred by their own GP practice for an appointment. This service has been 
piloted in 2015/16 in Bicester, Banbury, Chipping Norton, Kidlington, Wantage 
and Witney. 
 
The provision of urgent ‘same day’ access appointments provided by GPs and 
Advanced Nurse Practitioners accessed through OneMed GP practices have 
been provided at Bicester Community Hospital and GP locations in Kidlington. 
 
Current – The Prime Minister Challenge Fund (PMCF)(Wave 2) NAH pilot ran 
from September 2015 through to June 2016.   
 
*Proposed – OCCG commissioning intention is to reframe the PMCF NAH model 
and redistribute wave 2 GP Access Funds (renamed PMCF) across Oxfordshire, 
specifying the use of the funds for 2016/17 will be integrated with existing urgent 
care services and provide extended hours in a number of locations across 
Oxfordshire, including Bicester.   
 
In response to two 2016/17 funding allocations i.e.  

i) GP Access Funds (GPAF) available to federations participating in wave 
2 PMCF pilots and  

ii) OCCG Primary Care Sustainability and Transformation Funds (STF) 
the GP Practices within the PML GP Federation - ONEMed offer to 
provide:  

 
Bicester: 
• NAH Service within Monday to Friday between the hours 9am to 6pm with 

extended access appointments through to 8pm, and Saturday morning.   
• Contributing towards the provision of Sunday morning access to routine 

appointments for Bicester patients on a cross county basis, in alternative 
locations. 

 
Kidlington, Islip & Woodstock: 
• Service within Monday to Friday between the hours of 9am to 6pm split 

across Gosford & KEYs with extended access appointments through to 8pm, 
and possibly Saturday mornings.  
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• Contributing towards the provision of Sunday morning access to routine 
appointments for Kidlington, Islip and Woodstock patients on a cross county 
basis, in alternative locations. 

 
Themes for further transformational change  
• Rationalisation of the services provided in 2015/16 at the Bicester and 

Kidlington Hubs to align with future levels of funding, and provide access to 
routine appointments outside of core hours 

• OCCG support to incrementally allocate resources to provide capacity in NAH 
to meet the increasing demand for primary care services 

• Capacity in NAHs to release clinical time within practices to enable GPs and 
other clinicians to work at the top of their grade to deal with complex, co-
morbidity patients, and allow more work at the primary / secondary care 
interface, in liaison with integrated locality teams. 

• Expansion of capacity to create a transformational model which will allow 
sustainable development of primary care services to meet the needs of the 
planned growing population across the North East Locality, (some of the 
funding coming from population growth). 

 
2)  Early Visiting Service 
The Early Visiting Service (EVS) is made up of a team of Emergency Care 
Practitioners (ECPs) who work closely with GP practices to provide home visits to 
the elderly and housebound. 

 
Current – The Prime Minister Challenge Fund EVS pilot ran from June 2015 through 
to June 2016 with the aims of:  

 Supporting general practice  

 Allowing earlier access to ambulatory care services, improving the chances of 
providing patient’s care at home, or providing more timely admission and 
treatment for improved clinical outcomes, signposting patients to ongoing support 
services e.g. hospital at home (north), social services, integrated locality teams. 

 
In response to two 2016/17 funding allocations i.e. 

i) GP Access Funds (GPAF) available to federations participating in wave 2 
PMCF pilots and  

ii) OCCG Primary Care Sustainability and Transformation Funds (STF) the 
PML GP Federation - ONEMed offer to provide:  

 
*Proposed – a reframe and rationalisation of the PMCF pilot model to encompass: 

 The EVS as a shared central resource across all the areas covered by the PML 
GP Federation as this is an effective, efficient and economical way for it to 
operate. To best support this, the admin and call handlers are based centrally at 
PML head offices in Banbury.  

 EVS  to cover practice populations in ONEMed, NOxMed, ValeMed and 
WestMed, operating Monday to Friday 9am-6pm with a team of ECPs.  

 
Themes for further transformational change 

 Working at scale across other Localities supporting sustainability 

 Working at key times to support surges in demand, including flexibility to start 
earlier and finish later 
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 Taking of bloods  

 Undertaking palliative care training 

 Carrying out review visits when appropriate, integrating with other community 
based services 

 Remove inefficiencies and duplication of assessment 

 Evaluate the trial of use of CRP testing and implement the learning from the trial. 

 Explore other options for near patient testing within the community.  
 
Building a sustainable Workforce: 
GP practices may work together directly or via ONEMed to: 

 Share clinical expertise of partners to benefit the locality 

 Share back office functions for efficiency  

 Employ extended role staff  working across practices: 
o Physicians associates  
o Pharmacists  
o Diagnostic physiotherapists 
o Specialist nurses. 
o Integration of clinicians working in the neighbourhood access hubs with 

the local clinical teams in general practice and the integrated health 
and social care teams within the locality 

 Promoting and developing local educational resources including training and 
research, and development of new service models, including examples such 
as: 

o extending the scope of optometrists to deal with minor eye conditions  
in the community 

o developing the role of local pharmacists in advising patients around 
self-care and minor illness treatment. 

 Develop roles for GPs and nurses within the locality which offer an attractive 
portfolio encompassing roles within existing practices together with the new 
models of care. 

 
Care Homes support :  NE Locality has 9 homes within the area as shown on 
appendix E.  Homes are supported under the OCCG Care Home Locally Enhanced 
Service (LES), apart from Heathfield which is covered by Islip and Bicester Health 
Centre, and Manor House which is covered under a private arrangement.  

This model works well for practices and homes, and emerging evidence suggests 
is reducing attendance at A&E, so no change is currently planned. 

 
 
Closing the money gap (achieving system savings) 
 
Oxfordshire as a whole is working within a background of unprecedented cuts in 
social care, which presents both a challenge and an opportunity to work together 
with social care to look at common areas.  
We believe that several factors will be key to producing a sustainable healthcare 
system : 

• New models of working in primary care to enhance stability. 
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• Effective local integrated locality teams working with locally accessible 
ambulatory care assessment with in-reach from secondary care to 
support more frail elderly patients at home during episodes of illness. 

• Effective models to provide time within primary care to improve care of 
complex multi morbid patients and for GPs to work with consultant 
colleagues at the primary secondary care interface to bring care closer 
to home 

 
Practices within NE Locality have been significant losers of central funding from the 
Minimum Practice Income Guarantee (MPIG), for the provision of Primary Medical 
care Services.  This has required them to have internal and cluster discussions on 
how to manage the funding loss, at a time of increasing demand and population 
growth.   
 
NE Locality is working alongside its locality partners to support central projects which 
will achieve countywide improvement, and thereby savings.  
 
The Locality is exploring a multi-speciality community based provider model of care 
building on previous successes with urology, dermatology and ear, nose, throat 
(ENT), to create locally based services which are both convenient for patients, 
present opportunities for primary and secondary care integration, and are cost 
effective.   
This new model is as follows:   
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Mental Health Services 
The clinical model of care for Mental Health services has led the way by being 
community based, including a crisis service as an alternative to admission.   
We plan to build links between the Integrated Locality Team and local Mental Health 
services, particularly around the care of elderly and mentally infirm patients.  
 
The Locality supports the further integration of Mental Health services with Out of 
Hours care and Integrated Locality Teams.  
   
We plan to build on the work with the Psychiatric Liaison services for the patients 
who are very high service users.  
 

Learning Disability Services 
The Locality will seek to build on the central programme looking to bring services for 
learning disability (LD) patients more into the mainstream, whilst recognising that 
they have unique needs within primary care.   
This will include reviewing the LD Registers and increasing the rate of uptake of LD 
health checks. 
 

Maternity and Children’s Services 
The Locality may look to extend the local ultrasound services to include maternity, 
and possibly look at early bleeding services, which could be locally based for 
patients with threatened miscarriage.  
With a relatively high birth rate we wish to strengthen links between psychiatry 
services, midwives and health visitors to improve the care of patients with mental 
health disorders post-natally.   
 
With the expected housing growth, we anticipate a significant rise in the population 
of children, and the need to augment community based children’s services.   
With the growth of young people, the community based family planning and sexual 
health clinics will need to be augmented.   
 

Planned and Specialist Care 
The Locality is committed to developing a wide range of community based out-
patient services provided through a joint contract between primary and secondary 
care, through a multi-speciality community provider model.   
 
Our vision for primary care is to develop the model of centrally provided urgent 
access hubs which will give good same day extended access to patients with simpler 
medical problems (which don’t require continuity of care and therefore could be 
termed Low Intensity patients – LIPs).   
 
Alongside this, practices will be freed up to provide longer appointments for patients 
with complex medical problems (who could be termed High Intensity patients- HIPs)  
including liaison with community specialists and models of care which bridge the 
primary / secondary care interface.   
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We would see our Locality moving from a transactional model of out-patient new and 
follow up appointments, to a collaborative community based outcomes contract 
where care for a specific range of conditions is provided by an alliance between 
secondary care, the local Federation (ONEMed) and GP practices working to 
common goals, and with a unified budget.   
We Hope to take this forward with Diabetes first using a model that could be rolled 
out county wide. 
 
Out Patient Department services currently running locally –  

Dermatology clinics  - run weekly by a GP with a Special Interest who has 
extensive expertise in this field and is supported by a Visiting Hospital 
Consultant. 
Enhanced Minor Surgery - which form part of the Locally Enhanced Service, 
is carried out by a specialist GP at Victoria House Surgery, for practices who 
wish to avail themselves of this expertise 
Urology Outpatients and routine cystoscopies - are available from a 
service hosted by OUHFT at Victoria House Surgery 
Local diagnostics – ultrasound scans and echocardiography are available 
locally from Victoria House Surgery 
 
Bicester Community Hospital (BCH), has 13 frail older people beds, based in 
Coker Close in Bicester town.  It also has the following OUHFT Outpatient 
services – running as follows: 

Rheumatology  -    twice monthly clinics 
Paediatric constipation/Eczema  -   monthly clinic  
Adult Bladder/Bowel  -    monthly clinic 
Metabolic Bone Clinic (Osteoporosis) - monthly clinic 
Community Paediatrics -    monthly clinic  
Diabetes –      monthly clinic 
Orthopaedic –     monthly clinic  
Gynaecology –     monthly clinic  
 
The GP urgent access hub is based at the community hospital, as is a 
First aid unit, Out of Hours GP services, and SCAS – South Central 
Ambulance Service. 
The Integrated Locality Team is also based at the hospital, with a 
nearby practice supporting a District Nursing Hub.  
 

Kidlington currently has its own urgent access Hub hosted over 2 sites (KEY 
Surgery and Gosford Medical Centre) and provides in-hours, same-day urgent 
GP appointments for patients registered at the 2 Kidlington practices, as well 
as Islip and Woodstock practices.  
 

Specialist Commissioning: 
Following the delegation of Specialist commissioning to the CCG from NHS England, 
the Locality will work to develop rational clinical pathways to ensure that specialist 
services are accessed appropriately in a cost effective manner, ensuring that full use 
has been made of the community and generalist hospital services in the first 
instance.  
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Acute and Integrated care (including frail older people, long term 
conditions and sustainable primary care) 
 
NE Locality recognises that we have significant numbers of acute admissions of 
complex elderly patients.   
 
We would look to develop locally accessible ambulatory care assessment and 
treatment facilities for acute medical problems, aiming to reduce the need for 
inpatient treatment.  These would need to work in concert with the Integrated Locality 
Team, including Hospital at Home, to provide the infrastructure to support less 
medically stable patients in the community.  

 
Long term conditions – we believe that a combination of more time within 
primary care, and liaison with community based hospital clinicians and 
specialist nurses will allow us to optimise the care of patients with long term 
conditions.  The aim is to anticipate decompensation and allow us in the most 
part to care for these patients in the community, with hospital admission 
becoming an exception.  
Provision of a dedicated service for medical advice (perhaps part interface 
medic/ secondary care provided)  and support 24/7 with access to medical 
notes and care plans may be a cost effective part of sustaining a group of 
medically unstable patients in the community perhaps as part of a Virtual 
ward. 
 
The streaming of primary medical care with significant numbers of patients 
being cared for in the Urgent Access Hub is key to facilitating the time to allow 
this to happen within primary care. 
We will aim to improve patient care by the consistent and rational application 
of clinical pathways, patient education, and robust anticipatory plans for 
patients who have the potential to decompensate. 
 
End of Life care – We would aim to have a comprehensive community based 
palliative care service, including specialist and hospice input locally in order to 
support as many patients as wish to die in their own home.  This service will 
need to operate 7 days per week.  
 
Third Sector input – working with the Integrated Locality Team (ILT) we 
would wish to optimise the contribution from local third care sector 
organisations either in the direct provision of care to patients in the community 
or by signposting patients to appropriate channels of support.  
 
Social Prescribing – we would aim to build on work in other localities in 
exploring the benefits of social prescribing schemes with innovative targeted 
intervention for patients would be felt to benefit from this.  
 

Plans to develop Secondary Care –  

 Outpatients – working with ONEMed to increase the locality services for:  
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o ENT – work is underway across the county to streamline referral 
pathways for ENT patients to reduce unnecessary referrals and 
improve access to diagnostics, aural care etc. 

 
o Diabetes - discussions are underway with OCDEM (Oxford Centre 

for Diabetes, Endocrinology & Metabolism), around how diabetes 
services could be provided under a different community based 
model.  A Bicester practice already hosts the Community based 
Specialist Diabetes Nursing service.  

 
o Urology - the current OUHFT supported urology service is under 

review to optimise the range of services provided in the community, 
such is increasing the cohort of patients suitable for community 
cystoscopy, intra-vesicle therapies and looking at a central “PSA 
database” for monitoring of patients with prostate cancer 

  

 Outpatients = Musculoskeletal (MSK) Hub, Bladder & Bowel service, local 
Optometrists offering a minor eye condition service, Cardiology.  

 Telemedicine can provide a useful and cost-effective way of reviewing 
patients, e.g. with vascular ulcers, reducing travel for both patients and 
clinicians 

 Acute medicine – rapid access Out patient geriatrics   

 Access to an Emergency Medical Unit (EMU) model and integration with 
Integrated Locality Team  +  redesign of Community Nursing  

 Improved access to diagnostics/radiology with near patient testing for 
acute care  

 possibly locally based CT scanning in the future if cost effective   

 The ability to  increase capacity both in acute primary care services and 
ambulatory care for the elderly at time when the acute sector is under 
particular pressure. 

 Working towards a reduction overall in new and follow-up outpatient             
appointments  by adopting an MCP model for many conditions 
with alliance outcome based  contracts including OUHT, OH and the 
federations aligning with service requirements in other CCG localities  

 
Transformation of Primary Care - 

 Improved skill mix in primary care (e.g. Pharmacists, Physicians’ 
Associates) 

 Including up-skilling of all staff 

 Enhanced “routine” visiting service by nurses for chronic disease 
management 

 Care navigators 

 Early Visiting Service and Urgent Access Hub.  

 Carers training and support 
 
Future Opportunities: 

 Healthy Bicester + wider links to HB stakeholders, Council, Academic 
centre. 
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 Education – schools -> generational change in understanding health and 
health service 

 More “portfolio” career options for individual GPs to have an interest and 
clinical area, to lead/educate the rest of the locality – becomes the norm 
rather than the exception 

 Devolution input – closer working with Council 

 Ensure best use of clinical and non-clinical occupancy accommodation at 
Bicester Community Hospital. 

 Scope to expand Bicester Community Hospital if ever required (third 
storey?) 

 Intelligent use of current healthcare facilities and careful planning of new 
ones to meet the changing needs of the Locality.  

 
Closer working with Secondary care  

 Discussions with OUHFT around how best to achieve this.  
 Drivers – national targets – quality payment penalties 
 Balance DGH / specialist within contract 
 Pressure points seen in specialties 

o Technological advances – patient access to information i.e. COACH 
www.my-coach.org.uk , patient self-referral into services (MSK + 
Talking Space), increasing use of technology to allow remote records 
access, e.g. MSK Hub.  District Nurses to have remote access to GP 
records when out (integrated information technology (IT) systems vital 
going forward for all parties/patients/projects), New Town equipment 
and Shimmy portal (tablet with information about local transport , health 
services and voluntary groups amongst others), telemedicine. 

 

 Sharing best practice/positive outcomes with other Federations in the county 
to roll out successful models 

 Recognition that new models will need to be trialled in Localities before being 
rolled out countywide (or event nationwide).  

 
 
Practice Mergers –   
North Bicester Surgery have announced their intention to close on 30th September 
2016 as changes in the national GP contract have made the practice financially 
unviable and two of the three GP partners are due to retire. The third GP partner will 
pursue other interests when the practice closes. 
Patients of North Bicester Surgery can continue to be seen by their GP at the 
practice until 30 September. However, before that date they will need to register with 
another GP practice of their choice to make sure they retain access to primary care 
services.  
There are four nearby GP practices in Bicester, all of which are ready to welcome 
patients from North Bicester Surgery. 
 
On 1st October 2016, Victoria House Surgery and Langford Medical Practice will 
merge to become the Alchester Medical Group.   
 

http://www.my-coach.org.uk/
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As part of the general management of the population growth, discussions around 
service developments are taking place, and further alliances may be possible in the 
future as a way to provide a sustainable workforce.  
 
An optimum practice size is not seen as the issue for the NE Locality; rather 
consideration is being given to geographical coverage to support joint working.  In 
the NE Locality the natural cluster points are around the market towns, so Bicester 
cluster, and Kidlington including Yarnton, Woodstock and Islip.  
 
Supporting practices –  
Care Quality Commission(CQC) inspections have taken place at the following 
practices in 2015/16:   
 
Practice  Visited Outcome Comment 

Bicester Health Centre 10.8.16  awaited 

Gosford Hill Medical Centre Y Good  

Islip Surgery Y Good  

The KEYS Medical Practice 
(Kidlington, Exeter, Yarnton) 

Y Good  

Langford Medical Practice Y x 2 Good  

Montgomery House Surgery Y Good  

North Bicester Surgery Y Requires 
Improvement 

Quality Team supporting 

Victoria House Surgery N  awaited 

Woodstock Surgery N  awaited 

 
 
Patient Participation Forum –  
All practices within the NE Locality have Practice based Patient Participation Groups 
(PPG) in place.   
These take the form of face to face meetings, or virtual information sharing.  Each 
PPG has a patient representative (or two) who are invited to provide a representative 
on the Localities’ PPG Public Forum.   
This group meets 4-6 times per annum as a Committee with a Chair and deputy, and 
also holds two meetings in public per year.   
The Chair of the Forum (or Deputy Chair) attends the monthly main Locality 
meetings where all nine practices discuss commissioning business.   They also 
represent the Locality at the wider Locality Forum Chairs meetings which take place 
with the OCCG Chief Executive Officer, and OCCG Chair.  
 
Additional events are planned on an ad hoc basis, however NE Locality are 
committed to encouraging patient participation at all of its service change meetings.  
The Locality is thankful for the support the PPGs and Forum have given to CQC 
visits, and welcome input to all planning opportunities.  
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STP Workstreams analysis:  (Draft table – requires updates) 
 

Work stream Neighbourhood 
Urgent Care Hub 

Early Visiting 
Service 

Links in via: 

Acute & 
integrated 
care 

Supports LIPs 
model to avoid A&E 

Supports hospital 
avoidance 

LTC, End of Life, 3rd 
Sector, Social 
Prescribing 

Mental Health, 
Learning 
Disability & 
Autism 

  MH service, 
Integrated Locality 
Team, OOHs, 
Psychiatric Liaison 

Maternity & 
Children 

Supports. 
Consider extending 
local ultrasound 
service 

Supports. ILTs 

Planned, 
specialist, 
diagnostics 

Supports. 
LIPs + Ops 
Diabetes, Urology, 
ENT, Frail Eldery 
workstreams 
 

Supports Frail 
Elderly 

LTCs as frees up 
time for longer 
appointments. 
Joint secondary care 
development 

IM&T Notes access 
required 

Notes access 
required 

Depending on Hub 
site(s) chosen may 
need input.   
Need for more local 
diagnostics 
Support required for 
KEYs, and 
Woodstock IT for new 
premises.  

Estates Local Options to 
consider:  
Community 
Hospital, practice 
site, other 

Service sited in 
Bicester and 
Kidlington (could 
be at a practice) 

Kidlington practices 
development.  
Woodstock premises. 
Bicester : consider 
proposed practice 
merger, Healthy New 
Town plans and 
extensive population 
growth 

Workforce Supports re primary 
care sustainability 

Supports re 
primary care 
sustainability 

Education & practice 
upskilling. 
Pharmacy input. 

Prevention Supports re LIPs 
education 

Supports re 
hospital 
avoidance  

Healthy New Town 
site – aim is to 
maximise opportunity 
for prevention.  
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Appendix A 
 

2016 North East Locality Practices: 
 
Name and address of practice + Practice 
Population Profile 

 

Bicester Health Centre 
Coker Clos,   
Bicester, Oxon  
OX26 6AT 

 

Montgomery House Surgery 
Piggy Lane,  
Bicester,  
OX26 6HT 

 

Gosford Hill Medical Centre 
167 Oxford Road 
Kidlington, Oxford  
OX5 2NS 

 

North Bicester Surgery 
Bure Park,  
Bicester, Oxon,  
OX26 3HA 
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Islip Surgery 
Bletchingdon Road,  
Islip, Oxford,   
OX5 2TQ 

 

Victoria House Surgery 
119 Buckingham Road, 
Bicester, Oxon, 
OX26 3EU 

 
The KEY Medical Practice 
Exeter Close 
Kidlington, Oxon  
OX5 1AP 

 

Woodstock Surgery 
Park Lane  
Woodstock Oxford,  
OX20 1UD  

 
Langford Medical Practice 
9 Nightingale Place,  
Bicester, Oxon,  
OX26 6XX 
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Appendix B 
 
 

NE Locality Activity Use – by Practice, Countywide 
 
OP activity use countywide 
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EM activity use countywide 
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A&E activity use countywide 
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Appendix C 
 

NE Locality Public Health Indicators 
 
 
Data source :  https://www.gpcontract.co.uk/browse/10Q/14 
 

 
 
 

Inidcators at GP practice level (Kidlington)
Higher, but not necessarily significantly so, than other GPs in Kidlington Cluster

Indicator England

Oxfordshire 

CCG

K84003     

Islip 

Medical 

Practice

K84042  

Woodstock 

Surgery

K84045  

Gosford 

Hill 

Medical 

Centre

K xx 

Exeter 

Surgery

K84082  

Kidlington 

Yarnton 

Medical 

Practice Year

CHD Prevention 0.6% 0.6% 0.4% 1.2% 1.0% 0.6% 0.5% 2015

Atrial Fibrillation 1.6% 1.5% 1.6% 2.6% 2.0% 2.0% 1.8% 2015

Asthma 6.0% 5.9% 6.2% 5.9% 6.3% 7.0% 4.8% 2015

Cancer 2.3% 2.5% 3.5% 3.5% 2.8% 3.1% 2.9% 2015

Coronary Heart Disease 3.2% 2.5% 2.7% 3.8% 3.2% 2.5% 2.6% 2015

Chronic Kidney Disease 3.3% 2.8% 2.5% 4.6% 1.4% 5.4% 4.6% 2015

COPD 1.8% 1.3% 1.1% 1.1% 1.2% 1.6% 1.2% 2015

Dementia 0.7% 0.7% 1.3% 0.8% 0.9% 0.8% 0.8% 2015

Epilepsy 0.6% 0.6% 0.4% 0.4% 0.7% 0.6% 0.4% 2015

Heart Failure 0.7% 0.6% 0.5% 0.8% 0.7% 0.9% 0.7% 2015

Hypertension 13.8% 12.1% 14.5% 14.0% 16.6% 13.5% 13.3% 2015

Mental Health 0.9% 0.8% 0.4% 0.6% 0.5% 0.7% 0.5% 2015

Obesity 7.4% 6.0% 8.0% 4.5% 7.1% 8.2% 6.0% 2015

Peripheral Arterial 

Disease 0.6% 0.5%
0.4%

0.5%
0.6% 1.0%

0.5% 2015

Rheumatoid Arthritis 0.6% 0.5% 0.5% 0.6% 0.4% 0.3% 0.4% 2015

Stroke and transient 

ischaemic attacks 1.7% 1.6%
1.8%

2.3%
2.3% 2.6%

2.1% 2015

Hypothyroidism 3.5% 2.7% 2.8% 3.6% 4.0% 3.4% 2.6% 2015

Depression after 4/2006
5.8% 6.0%

7.7%
3.3%

4.5% 9.5%
8.3% 2015

Osteoporosis 0.1% 0.1% 0.1% 0.1% 0.0% 0.1% 0.1% 2015

Learning Disabilities 0.4% 0.4% 0.3% 0.2% 0.7% 0.4% 0.3% 2015

Diabetes 5.1% 4.0% 3.5% 4.4% 5.6% 4.5% 4.8% 2015

https://www.gpcontract.co.uk/browse/10Q/14
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Below follows a list of the health indicators for the wards within which are the 
practices which make up the Kidlington cluster:  

Indicators at GP practice level (Bicester)

Higher, but not necessarily significantly so, than other GPs in Bicester

Indicator England
Oxfordshire 

CCG

K84038 

Montgomery 

House 

Surgery

K84052 

Bicester 

Health 

Centre

K84073 

Victoria 

House

K84613 

Langford 

Medical 

Practice

K84621 

North 

Bicester 

Surgery

Year 

Asthma prevalence 6.0 5.9 6.4 5.9 6.5 6.8 6.4 2014/15

COPD prevalence 1.8 1.3 2.2 1.5 0.8 0.5 0.7 2014/15

CHD prevalence 3.2 2.5 3.2 2.6 1.8 1.7 1.5 2014/15

Depression prevalence 7.3 7.5 9.0 8.2 7.7 13.7 9.4 2014/15

Diabetes prevalence 6.4 4.9 6.5 5.5 5.2 4.3 4.5 2014/15

Dementia Prevalence 0.7 0.7 0.7 0.5 0.4 0.2 0.4 2014/15

Heart failure prevalence 0.7 0.6 0.9 0.7 0.3 0.3 0.2 2014/15

Hypertension prevalence 13.8 12.1 14.1 12.3 10.1 8.9 7.4 2014/15

Mental illness prevalence 0.9 0.8 0.8 0.7 0.6 0.5 0.7 2014/15

Stroke prevalence 1.7 1.6 1.9 1.5 1.2 0.9 0.9 2014/15

Figures given as as a proportion of the registered population.  Depression prevalence is based on 18+ years. 

National GP Practice Profiles (updated Dec 2015) may have more data that is useful

http://fingertips.phe.org.uk/profile/general-practice
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Brief Needs Assessment - Bicester 

This briefing paper outlines key health metrics for the current population of Bicester. It is intended 

to provide an overview of the most important health issues within the area. The report does not 

cover the full extent of morbidity, mortality, lifestyle factors and wider determinants of health. 

Absolute numbers for incidences, prevalence, admissions and deaths are available if required.  
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Morbidity and mortality – Key Points 

 A lower proportion of people consider their health bad or very bad (3.4%) compared to 

England (5.5%) 

 A lower proportion of people have a limiting long term illness or disability (12.2%) compared 

to England (17.6%).  

 Incidence of all cancers and lung cancers are higher than expected in Bicester.  

o Standardised Incidence Rates (SIR)1 for all cancer (111.7) and lung cancer (130.4).  

o SIRs for other forms of cancer, breast (115.6), colorectal (102.8) and prostate 

(116.3). These are not statistically significantly different to England.  

 

 Emergency admissions for all causes are statistically significantly lower compared with 

England – Standardised Admission Rate (SAR)2 91.5.  

o Stroke, MI and COPD are slightly lower than England, but not statistically 

significantly lower.  

o SARs for emergency admissions are higher across all causes, CHD, stroke, MI and 

COPD compared with rates for Oxfordshire.3  

 Emergency admissions for children under 5 (105.2 admissions per 10,000) are significantly 

lower than for England as a whole (139.6 per 10,000). 

o A&E attendances in under 5s (105.2 per 10,000) and under 18s (257.2 per 10,000) 

are significantly lower compared to England (150 and 509.5 per 10,000 respectively). 

                                            
1
 Standardised Incidence Rate –observed incidence of an illness divided by the expected incidence in an age 

matched reference population, in this case, England. 100 = England. Higher numbers mean higher than 
expected rates, lower numbers mean lower than expected rates.  
2
 Standardised Admission Rate - observed admissions divided by the expected admissions in an age matched 

reference population, in this case, England. 100 = England. Higher numbers mean higher than expected rates, 
lower numbers mean lower than expected rates. 
3
 MI – myocardial infarction, CHD – coronary heart disease, COPD – chronic obstructive pulmonary disease.  
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 Premature mortality from all causes aged under 65 and 75 are significantly lower compared 

to England – Standardised Mortality Ratio (SMR)4 80.1 80.8 respectively. 

o SMRs for all causes aged under 65, 75 all cancer aged under 75, all circulatory 

disease aged under 75 and all coronary heart disease aged under 75 are not only 

lower than England, but also lower compared to Oxfordshire.  

Lifestyle factors – Key Points 

 Prevalence of obesity amongst adults (25.9%), healthy eating adults (25.7%) and binge 

drinking in adults (20.7%), whilst not significantly different to England, are worse.  

 Prevalence of childhood overweight and obesity in both reception and at year 6 are 

significantly lower than England.  

Wider Determinants – Key Points 

 Bicester contains pockets of relative deprivation for Health and disability in the Bicester 

Town, Bicester West and Bicester East wards.  

 

 Bicester has lower levels of jobs seekers allowance claimants (1.2%) compared to both 

Oxfordshire (1.6%) and England (3.8%). 

 Educational attainment (child development at age 5 and GCSE achievement) is similar to 

England.  

Conclusions 

General health within Bicester is relatively good compared with England as a whole and comparable 

to Oxfordshire. Smoking related disease incidence and mortality (in the form of lung cancer and 

                                            
4
 Standardise Mortality Ratio - observed deaths divided by the expected deaths in an age matched reference 

population, in this case, England. 100 = England. Higher numbers mean higher than expected rates, lower 
numbers mean lower than expected rates. 
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COPD) are higher than expected within the area. Additionally, there is likely to be a significant 

degree of inequality within Bicester, with areas of relative deprivation in the health and disability 

domain.  

Sources   
www.localhealth.org.uk – data based on 5 Bicester wards (Bicester Town, Bicester North, Bicester 
East, Bicester South and Bicester West). Accessed 15/09/15 
http://insight.oxfordshire.gov.uk/ - Index of multiple deprivation dashboard based on 5 Bicester 
wards (as above). Accessed 15/09/15.  

http://www.localhealth.org.uk/
http://insight.oxfordshire.gov.uk/
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Indicators for wards in Bicester Significantly better than England

Similar to England

Significantly worse than England

Indicator England
Oxford-

shire
Cherwell

Bicester 

East

Bicester 

North

Bicester 

South

Bicester 

Town

Bicester 

West
Year / rate Source

Child poverty (%) 21.8 12.2 12.2 10.5 8.4 10.4 11.7 13.3 IMD 2010 www.localhealth.org.uk

Older people in deprivation (%) 18.1 11.2 11.7 12.4 5.2 13.1 12.3 10.7 IMD 2010 www.localhealth.org.uk

Low birth weight (%) 7.4 6.6 7 6.8 7.8 5.4 6.6 7.6 2008-12 estimated from MSOA level datawww.localhealth.org.uk

Child development at age 5 (%) 73.5 67.8 65.8 62.6 64.5 67.8 63.6 61.3 2011/12 estimated from MSOA level datawww.localhealth.org.uk

General health very bad (%) 1.2 0.8 0.8 0.8 0.4 0.3 1.2 0.9 2011 www.localhealth.org.uk

General health bad or very bad (%) 5.5 3.5 3.8 4.0 2.1 1.5 5.3 4.0 2011 www.localhealth.org.uk

Limiting long-term illness or disability (%) 17.6 13.7 14.1 13.3 8.3 6.2 19.3 14.5 2011 www.localhealth.org.uk

Obese children (reception year) % 9.4 6.9 7 4.8 6.0 7.1 6.5 6.9 2010/11-2012/13 NCMPwww.localhealth.org.uk

Children with excess weight (reception) % 22.5 19.1 19.5 18.4 17.2 18.9 17.6 19.1 2010/11-2012/13 NCMPwww.localhealth.org.uk

Obese children (Year 6) % 19.1 15.3 15.9 16.9 14.8 12.1 15.2 13.7 2010/11-2012/13 NCMPwww.localhealth.org.uk

Children with excess weight (Year 6) % 33.5 29 29.7 33.1 27.7 23.3 29.6 26.0 2010/11-2012/13 NCMPwww.localhealth.org.uk

Obese adults (%) 24.1 20.7 24 29.7 22.9 19.7 26.0 29.6 2006-08 estimates www.localhealth.org.uk

Binge drinking adults (%) 20.0 20.4 18.4 20.4 22.1 22.9 20.6 18.1 2006-08 estimates www.localhealth.org.uk

Healthing eating adults (%) 28.7 30.2 27.6 22.9 28.4 30.6 25.6 22.4 2006-08  esto,ates www.localhealth.org.uk

Emergency hospital admissions for CHD (SAR) 100 80.2 90.2 99.7 70.5 97.9 91.5 79.4 2008/9-2012/13 HES www.localhealth.org.uk

Emergency hospital admissions for stroke 100 88.9 90.6 93.6 74.2 99.1 95.3 92.8 2008/9-2012/13 HES www.localhealth.org.uk

Emergency hospital admissions for MI 100 87.2 97.9 103.9 98.1 102.8 88.9 64.2 2008/9-2012/13 HES www.localhealth.org.uk

Emergency hospital admissions for COPD 100 71.3 84.5 131.8 68.4 63.2 99.3 102.7 2008/9-2012/13 HES www.localhealth.org.uk

Admissions for injuries in under 5s (crude rate per 10,000) 139.6 123.9 137.4 166.5 94.4 88.5 132.8 143.5 2008/9-2012/13 HES www.localhealth.org.uk

Emergency admissions in under 5s (crude rate per 1000) 150.0 103.6 128.6 94.2 93.8 104.2 110.2 127.6 2010/11-2012/13 HES www.localhealth.org.uk

A&E attendances in under 5s (crude rate per 1000) 509.5 337.7 331.3 246.0 245.4 250.0 262.8 286.9 2010/11-2012/13 HES www.localhealth.org.uk

All cancers (Standardised Incidence ratio) 100 104.6 110.1 109.7 113.6 106.1 110.8 115.6 2007-11 www.localhealth.org.uk

Breast cancer (SIR) 100 114.4 112.9 82.3 125,9 97.7 111.0 147 2007-11 www.localhealth.org.uk

Colorectal cancer (SIR) 100 104.0 111.2 95.3 102.8 137.3 105.3 87.3 2007-11 www.localhealth.org.uk

Lung cancer (SIR) 100 83.7 101.4 134.6 114.4 82.0 129.0 161.3 2007-11 www.localhealth.org.uk

Prostate cancer (SIR) 100 111.1 112.9 106.6 81.0 119.9 121.5 133.5 2007-11 www.localhealth.org.uk

Hospital stays for self harm (Standardised Admission Ratio|) 100 94.2 77.4 104 43.1 68.9 89.4 98.7 2008/9-2012/13 SAR www.localhealth.org.uk

Hospital stays for alcohol-related harm (SAR) 100 68.7 69.4 74.4 52.4 80.9 77.0 75.6 2008/9-2012/13 SAR www.localhealth.org.uk

Teenage conceptions rate per 1,000 females 15-17 yrs  

(2011-13)
27.6 19.9 23.0

High 

number 

(but not 

high rate)

2011-13 rate per 

1,000 females aged 

15-17 yrs
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Appendix D 

 
Locality Growth Expectations 

 
 

Islip Medical Practice - has advised of tentative plans for a new 30 bed Care 
Home development across from the practice, although no specific details are 
to hand.  However it is noted this may include some sheltered housing 
ancillary to the care home beds.   
  
Woodstock plans – are around the urgent need for new premises due to 
space constraints.  Discussions are underway on a suitable location within the 
village, and premises funding has been requested.   No care home 
applications are known.  A previous application for some 1000 houses outside 
of Woodstock was recently refused, however 2 small housing developments 
in Tackley are proposed.   
 
Kidlington Developments –  
There are two practices in Kidlington – Gosford Hill Medical Practice and The 
Key Medical Practice (recently formed from the merger of Exeter Surgery and 
Kidlington & Yarnton Medical Practice). 
 
The recent development of Oxford Parkway train station at Water Eaton, 
Kidlington, means significantly more commuter activity within the area.  The 
current predominantly elderly population profile would change with housing 
growth, and the transport links bringing in younger commuters.  
 
In addition the planned housing development at Northern Gateway, by Pear 
Tree roundabout on the edge of Kidlington may also impact on population 
growth for the two Kidlington practices. 
 
There is no expectation that the Yarnton branch surgery will change at all.  
Further housing had been planned on the Blenheim Park / Woodstock area of 
Yarnton, however this development of around 2000 houses has currently 
been refused planning at this level.   
 
To meet the anticipated local growth, and make best use of GP expertise and 
surgery space, the two practices are in discussion with the Cherwell District 
Council around a suitable site to house both practices together, and these 
discussions will continue, with appropriate consultation in due course.   
 
Considerations for the proposed model may provide: 

 7 day services 

 Elderly care – dementia care  

 Specialised medicine management team  

 Development of specialist skills\Centre of excellence – for training. 

 Better engagement of patients in their health care, perhaps via Social 
Prescribing as well as improved access.  

 Citizen Advice Bureaus, Age UK  
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 An integrated elderly care, or locality team hub linked to District Nurses,  
dietary advice, podiatry and physio, café, to name a few 

 Pharmaceutical input 

 Mobile diagnostics 

 Strong links with secondary care pathways.  
 
Cost savings and value for money will be considered including demonstrating the 
sustainability of primary care and addressing workforce issues and 7 day working.   
 
A diagram of now services could potentially look is below:  

 

 
 
 
 
 
Bicester Healthy New Town  –   (extract from BHNT national bid)  

 
There are currently 5 practices covering the Bicester town and surround residents.  
Growth is planned not just in the new build Eco site, but all around the perimeter of 
Bicester, meaning all practices will be affected.  Having successfully applied for the 
Healthy New Towns initiative, Bicester is working closely with many stakeholders to 
maximise this opportunity, and to share benefits where possible across the whole 
area.  The following provides information from the bid:  
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The town currently has approximately 13,000 dwellings and a population of about 

30,000 people. Over the next 20-30 years a further 13,000 homes are planned to be 

built which will effectively double the size of the population.  

Cherwell District Council has recently adopted its Local Plan (July 2015) which 

allocates housing and commercial sites for development in Bicester and covers the 

period from 2011- 2031 (see table below).  Bicester was designated as a Garden 

Town in 2014 under the government’s Garden Cities initiative and is a strategic 

location for growth within the Oxfordshire Strategic Economic Plan. 

The NW Bicester development is the only site in the UK being developed to PPS1 

Eco Town standards, including design for healthy lifestyles, and as such is unique in 

the holistic approach to sustainability that has resulted in innovative new 

development. The first phase of this is the 393 unit Elmsbrook site, with the first 

occupations taking place in early 2016.  

The bid focuses on Bicester - a market town that is planned to double in size, 
including the innovative national exemplar Eco Town development at North West 
Bicester led by A2Dominion. The New Healthy Towns Initiative provides the 
opportunity to assess the innovations at NW Bicester and to identify the impacts they 
have on public health and be replicated across the later phases of large scale 
planned growth for the town, other areas of the town and elsewhere in the country.  
 
Core aims:  

 Delivering a greater number of services locally than traditionally available 
in general practice;  

 Using new technologies within the home, health and social care setting; 

 Enhanced integration between health and care, housing, transport, and 
other public services, and of services (between primary and secondary care, 
mental and physical health, health and social care,  and preventative and 
treatment services);  

 Using a place based approach to funding of health and social care services 
and expanding outcome based contracts currently in place;  

 Developing workforce initiatives that deliver health and social care in 
innovative ways.  

 
A number of systems and structures are already in place or planned which will 
facilitate the achievement of these objectives:  

 Community resources to promote health and wellbeing and reduce 
loneliness – both virtual by the provision of information, and structural by the 
provision of facilities for intergenerational activities to take place.  

 New health and social care infrastructure contained within the 
masterplan; 

 IT enablers in place, e.g.  Oxfordshire Care Summary record;  tablets in 
each new home; teleconsultations; 

 Strong partnerships across the public, private and third sector;  

 Close links to research and education with a track record of translating 
innovation into practice; 
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 Leadership and governance arrangements in place - Oxfordshire’s 
Transformation Board is already working to achieve system wide 
transformation of health and social care.   

 
The development of NW Bicester and its integration into the existing urban fabric of 

the town presents a unique opportunity to improve the health of the wider population. 

The master plan seeks to create an exemplary built environment with a focus on 

tackling the most important health issues. 

The NW Bicester development will be assessed in terms of how the built 

environment enables:  

 Tackling physical inactivity to reduce the incidence of circulatory diseases, 

obesity, diabetes and some cancers by the provision of local sport and 

physical activity opportunities and creating environments that promote active 

travel by making walking and cycling safe, convenient, sociable and 

accessible at all times and for all ages. The use of IT tools (the Shimmy) in 

every home will provide real time information on bus times and availability of 

the electric community car club to encourage more sustainable modes of 

travel.  The NHS will support active travel by measuring the health benefits 

of walking and cycling and the results will be communicated to all residents 

to promote and sustain user engagement. 

 Tackling social isolation to improve mental health by providing 40% green 

space, built neighbourhood environments and open recreational spaces that 

are multi-functional and ensure co-location of community services that are 

attractive and accessible to all. A sense of identity and belonging will be 

promoted through community development activities and work to establish a 

local community management organisation for long term stewardship of the 

neighbourhood by the community. Well-designed community spaces present 

great opportunities for intergenerational contact/support. 

 Helping to improve diet and social interaction to improve mental health by 

providing access to green space and land for local food growing.  Food is a 

fantastic way to bring diverse communities together.  Social networks and 

A2Dominion’s community development programme will highlight and 

encourage a ‘grow your own’ culture. 

 Good quality buildings are essential for mental and physical health. Highly 

energy efficient, true zero carbon homes designed to Lifetime Homes 

standards can be easily adapted to specific care needs allowing people to 

stay in their homes longer.  Good thermal insulation will reduce the risk of 

fuel poverty and illnesses arising from cold and damp.  Adequate cooking 

facilities and dining spaces will facilitate healthy eating.  Well-designed 

internal and external spaces, adequate daylight and sound insulation will 

reduce stress and promote good mental wellbeing.   

 The ‘Shimmy’ tablet information system in all homes provides residents with 

real time energy use information, community related information such as live 
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bus status, social events and news. Built environment and NHS experts will 

have the opportunity to work together to design new, innovative digital health 

and social care ideas that integrate health services in the home that could be 

trailed on the Shimmy and provide support with effective training on use of 

this new technology to make it accessible to hard to reach groups to ensure 

collective benefits and further innovation in IT and services. 

 The partnership is committed to working with other communities and sharing 

lessons from the work in Bicester.  

 

The Bicester – Healthy Town, Healthy Lives Partnership Board will report into the 
Oxfordshire Health and Wellbeing Board in order to ensure that there is alignment 
with other system wide transformation and effective scrutiny from health and social 
care commissioners. 

The Partnership Board will also be a member of the Strategic Delivery Board for 

Bicester – a multi-agency Board which coordinates the town’s strategic development. 

 

The housing trajectory, along with the population trajectory, shown across the 
planned development areas can  be seen below:  
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Housing Trajectory 2011-2031 and estimated Population Projections for Bicester (as at September 2015)  CHART 
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Bicester Population Trajectory 
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Total Projected 
Supply (and 
Pop). 
 

2014-
2031 

14/15 15/16 16/17 17/18 18/19 19/20 20/21 21/22 22/23 23/24 24/25 25/26 26/27 27/28 28/29 29/30 30/31 

Dws totals 9764 
 

247 408 657 943 973 848 918 844 668 650 574 524 424 314 314 254 204 

Pop totals (22787
) 

(575) (953) (1529) (2190) (2259) (1971) (2132) (1962) (1557) (1516) (1341) (1226) (996) (742) (742) (604) (489) 
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This gives an estimated cumulative position of: 
 

 
 
 

 

 

Dwellings

19528

Dwellings cumulative 10011 10419 11076 12019 12992 13840 14758 15602 16270 16920 17494 18018 18442 18756 19070 19324 19528

Population on basis of 2.3 people per dwelling

Pop totals 22787 575 953 1529 2190 2259 1971 2132 1962 1557 1516 1341 1226 996 742 742 604 489 45571

population cumulative 23362 24315 25844 28034 30293 32264 34396 36358 37915 39431 40772 41998 42994 43736 44478 45082 45571

estimate - now

thinking is around 50k.

29/30 30/31

Total Projected 

Supply (and 

Pop).

2014-2031 14/15 15/16 16/17 23/24 24/25 25/26 26/27 27/28 28/2917/18 18/19 19/20 20/21 21/22 22/23

314 314 254 204844 668 650 574 524 424

30/31

Dws totals 9764 247 408 657 943 973 848 918

24/25 25/26 26/27 27/28 28/29 29/3018/19 19/20 20/21 21/22 22/23 23/24

Total Projected 

Supply (and 

Pop).

2014-2031 14/15 15/16 16/17 17/18
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Appendix E 

North East Locality Nursing & Residential Homes 2016/17 
 

Yellow = mix of Nursing & Residential 3 Nursing 2 Residential  4 mixed 

Nursing Practice who covers generally 

Cherwood House Care 
Centre 
Caversfield 
Bicester 
OX27 8RA 
Is both Nursing and residential + 
independent living  

North Bicester Surgery for Nursing element, 
Bicester Health Centre for residential element  (both LES) 
 
119 beds total  (CQC source) 
41 residential beds (fluctuates) 
 
Bicester practices for independent living element – 16 cottages 
 

Fewcott House 
Fewcott 
OX27 7NZ 
nursing 

Victoria House Surgery (LES) 
 
CQC 40 beds total 

Manor House 
Main Street 
Merton 
OX25 2NF 
nursing 

Islip (under private arrangement)  
 
89 beds total  
But 1 Wing closed at present 

Yarnton  
OX5 1LW 
both Nursing and residential 

Kidlington, Exeter & Yarnton (LES) 
 
60 beds total 

Langford View  
Bicester 
OX26 6AS 
(Order of St. John) 

(was St Edburg’s) 
both Nursing and residential 

Montgomery House Surgery (LES) 
 
CQC 60 beds total 

Heathfield House 
Bletchingdon 
OX5 3DX 
nursing 

Bicester Health Centre  + Islip Medical Practice   
 
CQC 48 beds total 

Wyndham Hall 
Bicester 
OX26 5AF 
Maria Mallaband Care Group 

Langford Medical Practice 
 
60 resident beds in total 

Residential Practice who covers generally 

Glebe House 
Kidlington 
OX5 2EF  
(Order of St. John) 

Gosford Medical Practice 
 
41 beds 



 

44 
 

Spencer Court  
Woodstock 
OX20 1JG 
(Order of St. John) 

Woodstock Practice 
 
46 beds 

Other  Living 
accommodation: 

 

St Edburg’s House, now 
called  
Centurion House 
 OX26 6AS 
(Order of St. John) 

All Bicester practices support 
Source Royal Mail PAF:  20 units for 
55 yrs + elderly care 

4 Piggy Lane 
Bicester 
OX26 6HT 

Run by Southern Health NHS FT 
Units : 5 
1 x Bungalow  
Physical & Learning Disabilities 

6/ 8 Piggy Lane 
Bicester 
OX26 6HT 

Run by Southern Health NHS FT 
No. 6 Unit : 5 res. 
No. 8 Unit : 5 res. 
2 x Bungalows  
Physical & Learning Disabilities 

8 Orchard Rise, 
Chesterton 

3 residents 
Spur housing from Piggy Lane 

Holt Farm 
Steeple Aston 
OX25 5QQ 

Owned by Meriden Home Ltd 
Residential care for Physical & Learning Disabilities 

The Bayberry Clinic 
6 Church Lane 
Wendlebury 
Oxon 
OX25 2PN 

Owned by The Bayberry Community Ltd 
10 residents 
Residential care for various disorders 

 
 
 
 
 


