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Oxfordshire 

Clinical Commissioning Group 
 

MINUTES: 

OXFORDSHIRE CLINICAL COMMISSIONING GROUP GOVERNING BODY 

30 July 2015, 09.00 – 12.45  Main Hall, Town Hall Buildings, Banbury, OX16 5QB 

 David Smith, Chief Executive 

Dr Julie Anderson, South West Locality Clinical Director (09.10 – 12.30) 

Dr Stephen Attwood, North East Locality Clinical Director 

Dr Andrew Burnett, South East Locality Clinical Director 

Dr Miles Carter, West Locality Clinical Director 

Dr David Chapman, Oxford City Clinical Director 

Mike Delaney, Lay Member 

Roger Dickinson, Lay Vice Chairman – Meeting Chair 

Diane Hedges, Director of Delivery and Localities 

John Jackson, OCCG Director of Strategy and Transformation/OCC Director of 
Adult Social Services 

Dr Jonathan McWilliam, Director of Public Health Oxfordshire 

Catherine Mountford, Director of Governance and Business Process 

Dr Paul Park, North Locality Clinical Director 

Jenny Simpson, Deputy Chief Finance Officer (representing Gareth Kenworthy) 

Duncan Smith, Lay Member 

Sula Wiltshire, Director of Quality 

In attendance: Lesley Corfield - Minutes 

 Councillor Lorraine Hillier, The Worshipful the Mayor of Henley – Item 9 

 Hannah Mills, Head of Contracting and Procurement – Item 9, Townlands 
Hospital Consultation 

 Councillor David Nimmo-Smith, Henley-on-Thames – Item 9 

Apologies: Gareth Kenworthy, Chief Finance Officer 

 Dr Graz Luzzi, External Specialist Consultant 

 Dr Joe McManners, Clinical Chair 

 Louise Wallace, Lay Member PPI 
 

 

Item 
No 

Item Action 
 

1 
    
Vice Chair’s Welcome and Announcements 
The Vice Chair welcomed everyone to the meeting and advised he would Chair 
the meeting in the absence of the Clinical Chair.  He reminded those present the 
Governing Body (Board) was a meeting in public and not a public meeting.  He 
advised the public would have the opportunity to ask questions under Item 3 of 
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the agenda. 
 
The Chair explained due to the interest in the Townlands Hospital Consultation 
this item had been moved up the agenda and would be taken as the first item in 
order to give it priority and allow sufficient time for debate by the OCCG Board.  
As part of the Townlands Hospital Consultation this part of the meeting would be 
filmed and uploaded to the consultation section of the website.  The Chair advised 
a statement would be made by Councillor David Nimmo-Smith and Councillor 
Lorraine Hillier, Mayor of Henley-on-Thames, on behalf of the Townlands Steering 
Group.  He further advised in view of the Board permitting this statement to be 
made to the Governing Body, no further questions on the Townlands Hospital 
Consultation would be taken during the public questions item.  A number of emails 
had been received to the Oxfordshire Clinical Commissioning Group website 
email address relating to the Townlands Hospital Consultation. 
 
The Chair invited Cllrs Nimmo-Smith and Hillier to the table in order to access a 
microphone to make their presentations.  Item 9, the Townlands Hospital 
Consultation, was then taken before moving to the rest of the agenda when the 
Director of Quality read the Patient story and thanked the patient for their consent. 

2 Apologies for absence 
Apologies were received from the Chief Finance Officer; the External Specialist 
Consultant; the Clinical Chair; and the Lay Member PPI. 

 

3 Public Questions 
The Chair advised 12 emails containing a number of questions had been received 
via the website regarding the Townlands Hospital Consultation and grouped 
responses to these questions would be provided on the OCCG website within 20 
working days of the meeting.  In addition a further six questions had been 
received.  Five of these questions did not relate to Governing Body papers and 
responses would be posted on the website within 20 working days.  One related 
to the 360 Degree Stakeholder Survey and would be addressed during that item.  
The Chair invited questions from members of the public. 
 
The Director of Delivery and Localities responded to the question concerning a 
ward closure at Witney Community Hospital advising the system constantly 
discussed use of resources and workforce.  During contract discussions Oxford 
Health NHS Foundation Trust (OHFT) had advised how running costs and 
community hospital running costs were exceeding the levels available.  More 
monies had been invested in the contract but OHFT, as with all trusts, had been 
instructed to reduce clinical and financial agency staff and needed to manage 
within the available workforce.  Discussions had been held around Witney and the 
best way to use the workforce.  In order to maintain services, quality and financial 
and clinical safety within the community hospitals and the constraints of not using 
high cost agency staff, OHFT was redistributing staff across the hospitals. 
 
It was queried whether the Governing Body Terms of Reference allowed 
preclusion of questions on the Townlands Hospital Consultation during the Public 
Questions section.  The Chair advised this was a Chair’s decision as members of 
the public had been provided with many opportunities to raise questions during 
the Consultation period as well as several being received via the OCCG website 
and in order to conduct the meeting in an orderly manner. 

 
 

4 Declarations of Interest 
There were no declarations of interest over and above those already recorded. 

 

5 Minutes of Governing Body Meeting held on 28 May 2015 
The minutes of the meeting held on 28 May 2015 were approved as an accurate 
record. 

 

6 Matters arising from the Minutes of 28 May 2015  



Paper 15/80 24 September 2015 Page 3 of 19 
 

The actions from the 28 May 2015 minutes were reviewed and updates provided 
where these were not covered under items later on the agenda including: 

 Choice and waiting times which had been raised with Oxford University 
Hospitals Trust (OUHT).  More choice was being exercised with patients 
using other providers although this use was outside the block contract and 
consequently had a cost implication. 

 A Board to Board had been held with OUHT  which had been very 
rewarding and the OCCG Board felt it was important that these should 
continue.  A Board to Board with OHFT was due to take place on 25 
August 2015. 

Overview Reports 

7 Chief Executive’s Report 
The Chief Executive introduced Paper 15/61 updating the Governing Body on 
topical issues including the Quarter 4 Assurance Meeting, the official opening of 
Bicester Community Hospital, performance against national targets, and 
contracts.  The Chief Executive highlighted: 

 The Section 75 Pooled Budget which he explained had been through the 
Finance & Investment Committee who had endorsed the agreement and 
recommend approval.  There was a formality for the Chief Executive to 
sign-off the agreement but delegated authority from the OCCG Board was 
required. 

 Since writing the report a number of conversations had been held with 
Oxfordshire County Council (OCC), OHFT and Southern Health 
Foundation Trust (SHFT) regarding learning disability services in 
Oxfordshire.  A meeting between all the parties was being arranged and a 
formal report would be brought to the next OCCG Board meeting. 

 
The OCCG Board noted the Chief Executive’s Report and agreed delegated 
authority to the Chief Executive to sign the Section 75 NHS Act 2006 pooled 
budget agreement. 

 

8 Locality Clinical Director Reports 
Paper 15/62 contained the Locality Clinical Director Reports.  Locality Clinical 
Directors advised: 

 Activity in the North East on different models of care and implementation 
of the Prime Minister’s Challenge Fund (PMCF) with a number of patients 
now being supported at home. 

 The Oxford City federation (Oxfed) was developing quite strongly and a 
Manager had been appointed to help with delivery of the PMCF.  The 
Practice Commissioning Packs (PCP) had been presented via two cluster 
meetings rather than individual practice meetings.  This had generated a 
number of ideas and had been a good forum for general discussion. 

 The South East locality was enthusiastic about the elective care incentive 
scheme and was pleased to be engaged in something where they could 
positively contribute.  The Locality Clinical Director was concerned around 
the approach to the PMCF and federations as there was a lack of 
enthusiasm and the reasons the South East locality was not engaged 
needed to be understood.  He believed geography and the difficulty to 
cross benefit from services in practices might be a factor.  Work would 
continue in this area. 

 There had been little transformational change in the South West but there 
was a fledging federation.  Practices were struggling with population 
demographic growth as well as other changes being experienced by all the 
localities.  The locality was concerned little could be achieved whilst 
struggling with the capacity issue.  One practice had closed its list as it had 
been unable to replace a Practice Nurse and another, which was unable to 
replace a partner, might need to do the same.  In Didcot where there was 
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extra growth, all the practices were considering the need to close lists.  
The potential new practice in Didcot had problems of an inadequate site 
and size.  The Locality Clinical Director felt OCCG should start to exert 
some influence under the new co-commissioning. 

 Concerns around GP availability and capacity were echoed in the North 
locality.  Discussions had taken place with NHS England in which the 
clinical lead, Dr Gavin Bartholomew a South West locality GP, had been 
involved.  The federations had been very helpful in the North allowing 
practices to feel united and to have a sense of ownership. 

 The closure of a ward at Witney Community Hospital had only just come to 
light and the Locality Clinical Director would be raising questions with 
OHFT. 

 
The reference to GP support in care homes and the obstacles being experienced 
was raised.  The Director of Delivery and Localities advised some alternatives 
were being explored and there was some optimism.  A conversation with the 
South West Locality Clinical Director to explore some of the interesting ideas was 
required. 
 
The Chief Executive advised co-commissioning would be picked up through the 
Executive meetings possibly at the September meeting and, if required, a report 
would be brought back to the OCCG Board. 
 
The Chair observed a huge amount of transformation was taking place across 
Oxfordshire and commended the amount of effort being expended by clinicians. 
 
The OCCG Board noted the Locality Clinical Director Reports. 

Strategy and Development 

9 Townlands Hospital Consultation 
Councillors Lorraine Hillier and David Nimmo-Smith were invited to the table to 
make their presentations on behalf of the people of Henley and the Townlands 
Steering Group (TSG). 
 
Councillor David Nimmo-Smith: 

 An Option 4, a modified version of Option 3, was proposed 

 Attended a number of meetings which were based on Option 1.  At 
beginning the proposal had been an Emergency Multidisciplinary Unit 
(EMU) before the Rapid Access Care Unit (RACU) was introduced by 
changing postcodes 

 There had been a drip feed of information during the consultation and a 
number of questions remain unanswered, particularly around the transition 
after the winding down and closure of the Peppard Ward, staffing in the 
transition stage and in the future when more people had at home  care 
packages 

 It was accepted if too much detail had been presented the CCG would 
have been accused of consulting on a fait accompli whilst too little of 
having no plan, the public perception was the latter.  The community seeks 
reassurance the medical needs of the population will be addressed in the 
proposals by the CCG 

 Neither of the heads of the two Henley medical practices had endorsed the 
CCG model 

 The community concerns had been pushed aside in the report and it was 
felt the Consultation was incomplete and flawed 

 Sue Ryder pulled out of occupying the building and there remained no 
occupant of the top floor 

 Further consultation was welcomed as the TSG wished to remain fully 

 



Paper 15/80 24 September 2015 Page 5 of 19 
 

engaged with the CCG.  Much was good and welcomed in the facilities to 
be provided (7 day RACU, minor injuries unit, more consultant times, day 
care, increasing outreach from the Royal Berks in Reading) 

 Model of care might be the correct direction of travel but those who will 
use the facilities had not bought into it – the re-provision of the 18 beds 
promised by the CCG’s predecessors was sought 

 There needed to be searching questions as to why the questions posed in 
the Consultation made it so easy to agree with everything in the 
consultation, why information had trickled out which changed the 
consultation and why comments made at the public meetings and Henley 
press had been put to one side 

 Communities hoped the substantial unnecessary extra work and expense 
for CCG and delay in development of an exciting new local health care 
provision could be avoided 

 Reiterate the Henley and district communities wish to remain fully engaged 
with the CCG in the provision of services looked forward to using. 

 
Councillor Lorraine Hillier: 

 It had taken a decade to reach the stage of building a new hospital after 
much negotiation and campaigning 

 The new hospital had been agreed with 18 beds and the contractors were 
building to the original specification 

 The 7-day RACU model was welcomed but with serious reservations as it 
was not yet proven 

 The priority was the transition period when the Peppard Ward closed and 
the months without beds before the care home was available whilst the 
hospital had space for 18 beds 

 The suggestion to operate the RACU without beds when it was yet to be 
proven was unsafe and putting lives at risk 

 Requesting a firm commitment to the retention of the 18 beds in the 
hospital alongside the RACU for a transition period of 2 years – this was 
Option 4 

 The people of Henley and the surrounding districts were united on taking 
these sensible measures.  This was a golden opportunity to deliver a 
quality hospital which met the needs of Henley and its neighbours and the 
campaign would continue until the needs were met. 

 
The Chair thanked Councillors Lorraine Hillier and David Nimmo-Smith for their 
presentations and invited the Chief Executive to make an introduction to the 
discussion. 
 
Chief Executive: 

 Purpose of the introduction was to put Paper 15/63 in context for the 
OCCG Board. 

 The CCG was building a new hospital on a health campus in Henley which 
would provide more services for more local people and beds were 
included on the campus. 

 The paper reported back to the OCCG Board on the Consultation, the 
three possible options, the recommendation and why the changes were 
deemed necessary. 

 The CCG was dealing with the consequences of a number of decisions 
taken by predecessor bodies particularly the Primary Care Trust 

 The South East Locality Clinical Director would remind the OCCG Board of 
the clinical model proposed for Henley. 

 Building of the new hospital commenced with no contracts in place with 
any of the organisations who would provide the patient services.  One of 
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the providers was to be Sue Ryder who would have occupied the third 
floor but they pulled out at Christmas. 

 A review of services was undertaken and included discussion with the 
TSG and resulted in going out to Consultation in May following a meeting 
with the Health Overview and Scrutiny Committee (HOSC) 

 The meetings held had been documented and the information shared 
together with the responses to the consultation had been published on the 
OCCG website.  A paper was taken to the HOSC on 2 July who accepted 
there had been adequate consultation. 

 Opposition to the proposal to commission a smaller number of beds from 
the Order of St John (OSJ) care home on the same site capable of 
providing the step up and step down services required rather than the 
original 18 beds had been made clear.  It was incorrect to say there were 
no beds as the CCG had given a commitment to commission beds and 
these were being provided on the same site. 

 Proposals had been amended and enhanced through the consultation 
period partly through consultations with the TSG, the local people and the 
local MP.  The clinicians viewed the proposals as delivering the best 
service for the population and the old bed based model of care needed to 
change. 

 The recommendation was to defer a decision to allow further discussions 
with the TSG and other stakeholders in order to be able to provide the 
further information requested as well as assurance to the OCCG Board on 
issues such as the financial issues and transition plan. 

 The role of the OCCG Board was to take decisions in the interests of just 
over 700,000 population of Oxfordshire, which included the population of 
Henley and those who used Townlands Hospital, but it was important to 
highlight fewer than 150 people used a bed in Townlands Hospital last 
year. 

 
South East Locality Director: 

 The proposed model would allow the Townlands health campus to offer an 
extended range of outpatient clinics as well as continuing the range of 
therapy services, diagnostics, minor injury unit and out of hours centre 
which were currently in place. 

 Most people prefer not to say in hospital and after a relatively short period 
of time as an inpatient older people start to functionally decompensate and 
lose the ability to cope independently. 

 The proposal would be to introduce a RACU where patients could be 
booked in up to the day before.  The clinic would be open 7-days a week, 
08.00 – 08.00, with consultant led clinics Monday to Friday and Saturday 
mornings.  The RACU would work in close co-ordination with the 
Integrated Locality Teams in the community providing a 7-day service 
staffed by a team including a consultant physician, therapists, nurses and 
social workers.  The consultant would be present in the mornings.  The 
RACU clinic was based on the successful RACOP clinic in the Royal 
Berkshire Hospital.  Buckinghamshire Healthcare Trust ran a similar 
service. 

 The RACU clinic would see patients with deteriorating medical conditions 
who would benefit from rapid investigations and treatments not available 
through their own GP: blood and urine analyser; x-ray and diagnostic 
facilities; provide blood and other transfusions.  The unit would have the 
flexibility to see a small number of patients on the same day as the referral 
was received, depending on their condition, and would not at first be set 
up to provide this service. 

 The great majority of patients would be seen treated and returned home 
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on the same day although the unit would have access to beds on the 
Townlands Health Campus as well as traditional acute hospital beds in the 
Royal Berkshire for patients with more complex or severe health needs. 

 Approximately eight beds would be commissioned from the Order of St 
John (OSJ) in the adjacent nursing home on the Townlands site for a 
combination of step up from the RACU and step down from an acute 
hospital stay.  The modelling of patient numbers by Oxford Health show 
five to eight patients from the wider locality are in community hospital beds 
at any one time. 

 The hospital building would be completed by December but the OSJ home 
would not be finished until the middle of next year.  OCCG was working 
with local providers on a detailed transition plan for the beds and their 
occupants in the intervening period. 

 The RACU model had gained widespread clinical support including from 
local GPs but concern remained around the reduction in the number of 
beds available.  In view of these concerns the South East Locality Clinical 
Director supported Option 3. 

 A move to a modern model of care for the new hospital was vital.  The 
South East Locality Clinical Director believed failure to do so would result 
in a poorer service to the people of South Oxfordshire and threaten the 
long term viability of Townlands Hospital. 

 
The Chair thanked the Chief Executive and South East Locality Clinical Director 
for the introduction and details of the clinical model and invited OCCG Board 
members to provide their views. 
 
North East Locality Clinical Director: 

 Supported the clinical model as there was a good evidence base that 
treating people at home was in their interests but understood the concerns 
expressed around the number of beds and transition. 

 Whether there was flexibility on the number of beds was queried and it 
was advised opening an 18 bed ward would be inflexible but the OSJ 
could be flexible on turnover allowing the numbers to increase or decrease 
with demand. 

 Assurance was sought around the quality and level of care within the care 
home being the same as within the community hospital.    The RACU 
consultant having an in-reach into the care home meant the patients would 
have supervision of their care by a consultant gerontologist which 
combined with appropriate level of nursing care would be a totally different 
level of care to that perceived as being available in a nursing home and 
perhaps there was too much focus on the names whereas there would be 
a series of beds which were flexible with a high level of care within the 
same physical environment which might not be very different to the 
inflexible beds within the same physical building.  Could be a very exciting 
model which could service the population well.  It was noted any contract 
with providers would include clinical measures and standards against 
which the provider would be held to account. 

 
North Locality Clinical Director: 

 Endorsed the RACU model and Option 3. 

 Suggested there was an issue of clarity around the purpose of a 
Community Hospital between the public and the health community. 

 The clarity around the model was welcomed. 

 Expressed slight concern over the statement by Cllr Nimmo-Smith around 
conflict of interest by GPs and pecuniary interest in the community hospital 
(contained in the briefing paper attached to an email from Cllr Nimmo-
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Smith and circulated to OCCG Board members prior to the meeting) as the 
main concern as a local GP would not be financial interest but the 
relationship with the patient and community and it would be this rather 
than any financial interest which would influence a decision.  It was 
advised there were no financial motive in the Henley GPs stance on this 
issue. 

 
South West Locality Clinical Director: 

 Agreed with colleagues patients should not remain in hospital beyond the 
time needed but sometimes the only option to an acute admission was a 
bed somewhere.  Oxfordshire had a huge number of delayed transfers of 
care (DTOC) and in the Abingdon Emergency Multidisciplinary Unit (EMU) 
on occasions people were transferred to the John Radcliffe because there 
were not enough beds.  It was difficult to square the problem with the need 
for beds and closing some beds.  It raised the question whether DTOC in 
community hospitals was due to the model of medical care in community 
hospitals and perhaps there was some compromise between the need to 
close beds and why patients get delayed in the beds.  It was possible a 
consultant gerontologist visiting patients every day could influence a move 
through the system more effectively. 

 If a RACU model already existed in the Royal Berkshire Hospital (RBH), 
the service was simply being moved a little closer to the people in Henley 
but if someone could travel by car to Townlands Hospital they could 
presumably get to the RBH.  To what extent would this prevent acute 
hospital admissions or would it would be a different type of speedy out 
patients’ service when time was perhaps not of the essence. 

 Expressed concern around the nursing arrangements within the OSJ.  
Nursing homes were usually very different to community hospitals.  People 
would require a lot of assurance around the staff ratios, the level of 
vigilance and ability to manage IV fluids could be managed in a nursing 
home as would not say at this moment that was necessarily the case. 

 Queried the age group who would use the service. 

 Would like to see the financial modelling, which had been requested four 
times, in order to understand the financial logistics and reasoning as any 
decision would need to be based on the financial reality of the situation.  
Would the new model achieve savings which could be reinvested or would 
it cost more. 

Responses: 

 The RACU would treat patients from the age of 18, not just older people. 

 The nursing quality came back to providing adequate supervision and 
there would be in- reach from RACU to the beds so would be some 
monitoring of the patients.  OHFT would provide the care in the RACU who 
would provide the infusions. 

 To resolve DTOC intuitively it felt more beds would be required but last 
winter there were 90 more beds available across the system and this did 
not impact on the DTOC numbers, instead the extra beds were filled.  The 
work to disconnect DTOC with A&E had helped and changes to the 
process had improved A&E performance.  It was intended to undertake 
another ‘perfect week’ methodology in September to see not only what 
else could be achieved but to look at managing patients in the current 
number of beds.  It was already noticeable that stays were getting shorter 
and performance was improving.  More conversations were taking place 
with the RBH and the OUHT around managing patients in a better way. 

 Due to the way the development was being financed through private 
sector investment, which had not been agreed by the CCG, meant there 
was an annual lease cost just short of £1.0m per year which was an 
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increased investment which had to be fund from overall resources.  The 
funding of the rest of the model would be met out of the existing budgets 
with OHFT.  Option 4 would result in funding of the extra services, the 
RACU and the 18 beds.  The OCCG Board could invest more monies in 
Henley but these monies would need to be taken from other areas in the 
county. 

 The recommendation was to come back to the September meeting with a 
very full assessment of the finances. 

 
Oxford City Clinical Director: 

 Would suggest some of the analysis was muddled and there was confused 
terminology.  DTOCs in hospital had an at least twice daily review by a 
specialist gerontology team and still were unable to move people on.  The 
concept to skill up services in a traditional community hospital to achieve 
flow through probably would not work.  Beds might be required for people 
but there was a difference between ‘needing supported living’ and 
‘needing a medical bed’. 

 Community Hospitals were not perfect places for people to end up even 
for their medial care and most GPs and clinicians would support this and 
not think this was the ideal place for patients to end up.  The model never 
really existed in the traditional form and never worked really well and to re-
create would be a backward step. 

 Like the idea of a health centre and a health campus as proposed would 
be welcomed in Oxford City as it had the scope to be flexible and could be 
modified if the model was not quite right. 

 The OCCG Board was making a decision on spending public money for all 
the people of Oxfordshire and needed to ensure value for money for all 
patients in the county and this was what the OCCG Board would be voting 
on. 

 
Director of Quality: 

 These were really difficult decisions as health care had changed 
dramatically.  Most care was now delivered as day cases. 

 The model for unplanned care had to change and there was good 
evidence hospitalisation caused disability. 

 From April 2016 nurses would be required to undertake revalidation and 
would need to provide evidence to the Nursing and Midwifery Council they 
were current in their practice.  This would impact on nursing homes as well 
as hospitals and general practice.  If these standards were not met in the 
nursing home they could be addressed. 

 People understood the model of hospital or beds very well but there is a 
need to change.  A quote from an American medical paper on 
Hospitalisation Associated Disability – “adoption of models of care that can 
reduce hospitalisation associated disability should be a high priority for 
hospital and clinicians caring for older patients”. 

 
West Locality Clinical Director: 

 There was little impact from Townlands Hospital in West Oxfordshire but 
the debate had been followed with interest. 

 OHFT would provide the nursing care in the RACU but it would be OSJ 
staff when patients were admitted.  There was no suggestion the care 
would not be of a high standard but the nurses in hospitals were generally 
required to undertake different aspects of care  than in a community 
hospital and there were concerns around the skill level. 

 Hard decision for OCCG especially on the back of decisions inherited from 
the PCT but not a lot of choice and it had been very useful having the 
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discussion. 
Response: 

 Those admitted to the care home would be appropriate for that setting but 
these patients would still have access to the RACU and staff from both 
areas would work hand in hand. 

 Those patients requiring day to day treatment but were well enough to go 
home at night, would be able to do so.  The aim was to get more people 
treated in their own home. 

 The RACU provided an extended group of therapists and skill 
professionals on a local basis allowing people to easily come and go as 
well as easy access to step up / step down on a daily basis. 

 If it was considered the RBH could supply all the services required by the 
population in the Henley area, Townlands Hospital could be closed but this 
is not what the CCG wishes to do. 

 
The South West Locality Clinical Director felt the point should be made that many 
community hospital beds did not have a specialist reviewing patients but were 
managed by local GP practices and with the pressure on practices input could be 
very limited.  The South West Locality Director admitted to being puzzled by the 
logic the RACU model would have enough support to enable people to stay at 
home but there was not enough for patients to be sent home because there were 
no care packages.  The Oxford City Locality Clinical Director advised the acute 
hospitals had access twice a day from specialist care for those classified as 
DTOC consequently putting in high capacity and decision making expertise did 
not alter the flow of patients. The Director of Delivery and Localities acknowledged 
the differentials between care in the different types of hospitals was a valid point.  
Generally people were waiting 10 days for a social care package and this was an 
area receiving attention.  From the clinical side there was a need to stop some 
patients getting to the point of needing a home care package because they had 
been waiting in hospital too long.  Beds were not an answer to solving the 
challenges. 
 
Director of Public Health: 

 The Director of Public Health role as a non-voting member was to provide 
independent advice from a population perspective and this type of model 
was advocated in Paper 15/73, the Director of Public Health Annual 
Report VIII, where care closer to home which would prevent admissions 
was cited. 

 There was demographic change which was affecting all services as well 
as changes in disease patterns. 

 Changes in technology allowing new, rapid remote working would also 
bring about changes in working models. 

 This was new territory and it was not possible to say what the right model 
was.  There was a need to look at the new models and accommodate 
change. 

 The purpose of a CCG was to put more decisions about clinical models 
into the hands of local clinicians particularly from a primary care point of 
view.  In terms of what the new model should look like the Director of 
Public Health place a lot of weight in the views of his clinical colleagues 
and believed there was general support for the model. 

 Population change meant change of services and the CCG needed to look 
at new models of care.  As local clinicians backed the model it seemed 
reasonable to proceed as proposed given the flexibility built in and the 
further consultation which would take place. 

 
Director of Adult Social Services: 
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 Had been party to the main public consultation meetings and supported 
the model in those meetings based on the clinical model. 

 Bed based care led to people reducing their ability to cope independently.  
This was not a criticism of staff but when someone was in a hospital bed 
they did not tend to do things for themselves. 

 Personal care was about the ability for patients to do things for 
themselves.  The step up and step down beds were to provide support 
should there be a clinical reason for deterioration in health and/or to 
enable someone to recover to a position where they could manage for 
themselves. 

 There was a lot of information about the number of people supported with 
personal care in Henley and the surrounding area.  In Henley the amount 
of home care had increased by 53 per cent.  In future the County Council 
was looking to protect resources in order to continue increasing home care 
by 10 per cent a year.  The current number of people supported in Henley 
in their own homes with a variety on packages was about 180 people.  The 
number of referrals to date this year was 30, approximately one a week 
and the Council would generally support someone for up to two years. 

 The arrangements needed to be worked through.  The Director of Adult 
Social Services did not have a vote on the OCCG Board but would support 
Option 3 as it provided an opportunity to work through the issues raised. 

 
Lay Member (MD): 

 Not to repeat what had been said before but to perhaps bring a lay person 
perspective, having followed everything which had been written and said 
about the topic, it seemed there was a sense of widespread agreement 
that this was the direction of travel.  It was quite exciting and had the 
potential to deliver a range of benefits to the local community. 

 Clearly it was a big and complex change.  The OCCG Board should not 
lose sight of the evidence around complex change projects and often 
projects disappointed due to implementation planning and transition.  
There was a need to manage the change very carefully and well.  The 
recommendation to take more time and look at transition and 
implementation planning was welcomed. 

 Assurance was required around the level of nursing care, details of the 
transition in resources and how it would work, what was required during 
the period of transition and how the different elements of the service 
provision could be contracted in a way to give flexibility particularly over 
the initial period in order to be able to flex arrangements and not be tied to 
very specific ways of working. 

 Welcome opportunity to undertake additional time to get transition and 
implementation planning right. 

 
Lay Member (EDS): 

 Paramount concern was clinical safety. 

 Following scrutiny of the plans and models and discussions with clinical 
leaders and officers of the CCG and OCC, endorse clinical model but 
should have opportunity to scrutinise the transition plan and review a 
comprehensive risk assessment and mitigation plans. 

 The transition plan should have a number of gateways in order to provide 
assurance to the OCCG Board. 

 In role as Chair of the Finance and Investment Committee it was 
confirmed the Committee had reviewed detailed figures relating to the 
financial model and there were no savings identified.  It was an investment 
in Henley and the challenge would be to optimise the investment being 
made. 
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Director of Delivery and Localities: 

 Should the Option 4 be considered, the way the RACU model was built 
with a wide range of multi-disciplinary input and additional social care it 
was using a significant amount of money which was currently invested in 
the inpatient beds.  To consider a RACU and the beds when there was 
already nearly three quarters of a million additional investments to the new 
hospital, nearly that amount again would be required to have the inpatient 
beds and the RACU.  This would probably result in consideration of a fifth 
option where there would not be a RACU but inpatient beds.  This could 
not be considered at the meeting as the financials were based on using 
the money already available plus the £750k but the OCCG Board should 
be made aware of the situation. 

 
Director of Governance and Business Process: 

 A wide discussion had taken place and would not repeat the points made. 

 The support from clinical colleagues was heard and it was understood the 
RACU would allow patients who would normally travel to Reading to use 
Townlands Hospital. 

Response: 

 This would be an enhancement of the clinical care available to South 
Oxfordshire. 

 The catchment area for Townlands Hospital would be Goring, Wallingford 
and north of Nettlebed as well as Henley.  There were about 90,000 
people in the South Oxfordshire locality which included Wallingford, 
Thame and Wheatley; and a number of these people naturally looked to 
Oxford or Abingdon for their clinical care.  Realistically about 45,000 would 
consider Townlands Hospital for their care. 

 
Deputy Chief Finance Officer: 

 Would not repeat the comments made by members of the OCCG Board 
but confirmed most of the financial issues had been covered by the Chief 
Executive and Lay Member in his role as Chair of the Finance and 
Investment Committee. 

 
The Chair thanked the OCCG Board for their full contribution to the item and 
asked the voting members of the Board to vote on the Options in the paper. 
 
The voting members of the OCCG Board: 

 Voted no to Option 1 

 Voted no to Option 2 

 There was one abstention from voting for Option 3 and 11 votes in 
favour, four members were non-voting, four members were absent 
although the Deputy Chief Finance Officer voted on behalf of the 
Chief Finance Officer. 

10 Oxfordshire 360 Degree Stakeholder Survey 2015 
The Director of Governance presented Paper 15/64, the second annual survey.  
The question asked in advance of the OCCG Board meeting queried which 
patient groups other than Healthwatch had been involved in the survey: eight 
groups had been represented; in addition to Healthwatch Oxfordshire, four 
Locality Forum Chairs from the localities had taken part (one locality did not have 
an appointed chair and one did not wish to be involved) as well as Age UK, 
Connections, and Autism UK.  The OCCG Board were asked to note the survey 
had been undertaken at a particularly busy time for practices and overlapped with 
contract negotiations.  The main messages were an overall improvement from 
2014 particularly in general and clinical leadership of OCCG.  There were 71 
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responses of which 50 were member practices.  There was a need to improve 
feedback on actions taken around issues and concerns raised.  Section 4 of the 
paper front sheet detailed the next steps.   
 
The OCCG Board noted the outcome of the Oxfordshire CCG 360 Degree 
Stakeholder Survey 2015 and endorsed the proposed next steps developed 
from the OCCG Board Workshop held to review the outcome of the 2015 
survey. 

Business and Quality of Patient Care 

11 Finance Report Month 3 
The Deputy Chief Finance Officer presented Paper 15/65 providing the financial 
performance of OCCG to 30 June 2015; the risks identified to the financial 
objectives and the current mitigations; and a most likely, best case and worst case 
forecast outturn against plan.  The external auditors Annual Audit letter had been 
circulated to OCCG Board members by email.  A few control items had been 
identified in the Letter and an action plan was in the process of being formed.  The 
Month 3 report had been reviewed by the Finance & Investment Committee on 21 
July where detailed scrutiny had been undertaken. 
 
Limited information was currently available on which to base an extrapolation of 
the forecast outturn as some of the information related to Month 2 and some 
Month 1.  Underspends in the Health Informatics budget and running costs were 
offsetting acute overspends.  Detailed work was underway to investigate the 
causes and mitigations on delayed transfers of care.  The Pooled Budgets were 
showing an over and under spend.  The underlying contract activity for OUHT was 
above the OCCG contract threshold but this had no financial impact on the CCG 
but the spend on high cost drugs and devices did impact and was retained as a 
risk in the risk table as from the information available it appeared this area would 
move into overspend.  The risks shown in Table 2b were currently offset by the 
contingencies held.  £395k of the contingency had been released into the year to 
date position and £1.2m into the forecast outturn position. 
 
Points of discussion included: 

 Information could be carried forward from one year to the next in areas 
such as non-contract activity but changes in annual contracts meant it was 
not always possible to roll forward information 

 Information on the increasing areas of high cost drugs and devices was 
requested 

 The Heads of Terms (HoT) for the OHFT contract had been laid out and a 
financial sum agreed which sealed down the risk.  The issue of the length 
of time taken to agree the HoT would be raised at the OCCG/OHFT Board 
to Board meeting in August as the contract had been agreed several 
months previously 

 Money had been retained for primary care transformation work but the 
activity in two private sector contracts had significantly increased from the 
previous year putting the monies at risk 

 Of concern was the request from Government for health bodies to double 
savings.  It was a struggle to achieve current levels of service delivery 
without getting near the Government figure.  Four percent in the next year 
would equate to nearly £30.0m and this could not be achieved without 
radical change in service models.  Next year would be a real challenge 

 Monies were available for investment in primary care.  The Prime 
Minister’s Challenge Fund was a good example but the money could not 
be taken beyond the year-end.  Localities needed to bring forward ideas.  
The Local Medical Committee (LMC) had also been advised money was 
available.  There was a need to proactively plan to use all the resources 
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available 

 There was a need to change voluntary mechanisms such as the Care 
Home Local Enhanced Service as these would not deliver 

 Primary care co-commissioning issues needed to be picked up.  Projects 
were very time consuming and changes took time to produce results.  
More ideas in the pipeline were needed and if schemes were not 
producing benefits to patients or savings they should be stopped and 
priority given to those which would deliver a difference. 

 
The OCCG Board noted the Finance Report for Month 3 and considered 
there was sufficient assurance that the CCG was managing its financial 
performance and risks effectively, risks identified could be mitigated and 
the CCG was on track to deliver its financial objectives. 

12 Quality and Performance Report 
The Director of Delivery and Localities introduced Paper 15/66 updating the 
Governing Body on quality and performance issues and advised on work to 
produce a combined performance, activity and finance report which it was hoped 
would be available by the September meeting.  There was less pressure in terms 
of absolute growth year on year although there were fluctuations in planned care.  
Challenge areas were admission times; the 62 day cancer standard; and the 
South Central Ambulance Service (SCAS) 8 minute response times’ standard. 
 
The Director of Quality advised there were issues around infection control and 
increasing numbers of MRSA were being identified.  Four cases in the first quarter 
were deemed unavoidable.  A meeting would take place with the Health 
Protection Agency to understand the increase which it was believed might relate 
to blood tests being undertaken more rapidly in A&E than had been the case.  
Clostridium difficile (C.Diff) numbers were over the limit and focus was being 
maintained in this area.  A detailed report on Patient Experience would be taken 
to the August Quality and Performance Committee and a highlight to the OCCG 
Board.  The Director of Quality noted a decrease in the OHFT Patient and Liaison 
Service (PALS) activity and commented the CCG would prefer to see an increase 
in this important area.  Both the OUHT and Royal Berkshire Foundation Trust 
(RBFT) were receiving positive Friends and Family Test responses. 
 
Inpatient clinical communication had improved although GPs now appeared to be 
receiving more than one copy of discharge letters.  This was compounded by any 
consultant change generating another discharge summary.  This was being 
picked up but in the areas where the CCG had most concerns, these discharge 
letters were being issued.  As part of the OUHT junior doctors’ rotation, discharge 
training had to be undertaken before a smartcard would be issued.  Focus would 
be maintained and the Trust recognised this was also an area of concern for 
them. 
 
The OCCG Board noted the contents of the Quality and Performance Report. 

 

13 Safeguarding Update 
The Director of Quality presented Paper 15/67 updating the Governing Body on 
safeguarding issues. 
 
The Director of Quality reminded the OCCG Board of the letter received offering 
an independent person to undertake a stocktake around child sexual exploitation, 
to scrutinise the work in Oxfordshire and to provide confidence to Government 
changes had been implemented.   This had been accepted and showed an 
improvement and better understanding of child sexual exploitation in Oxfordshire.  
Other areas of note included: 

 A peer review of adult safeguarding had been undertaken but the results 
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were not yet available 

 The clinical community was becoming more aware of female genital 
mutilation 

 Work with Buckinghamshire had commenced to roll out into the community 
the mental capacity act App 

 Many clinical staff other than GPs were now required to undertake 
mandatory training around the prevent agenda (radicalisation agenda).  All 
clinical leads had been made aware of the prevent agenda and were 
required to report to the police any suspected radicalisation 

 Children’s Safeguarding Boards had been established for a while whilst 
more work was required in relation to vulnerable adults.  This area was 
more difficult as vulnerable adults could be deemed as being capable of 
making decisions and these decisions could sometimes be unwise. 

 
The South East Locality Clinical Director recommended the prevent agenda 
training to the other clinicians commenting he had found it to be useful.  The 
Oxford City Locality Clinical Director added the training workshop had been very 
good advising another would take place in October and was well worth clinicians 
attending. 
 
The OCC Director of Adult Social Services felt the safe guarding communication 
received by the Director of Quality from OCC had been for information as OCC 
would be following up the matter but requested details were supplied in order to 
be able to confirm this was the case. 
 
The OCCG Board noted the Safeguarding Activity Update Report. 
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14 Applying Commissioning Levers 
The Director of Delivery and Localities presented Paper 15/68 building on the 
Governing Body Workshop discussion on the development of the use of 
commissioning levers.  The approach had been successfully taken forward during 
the last six months and OCCG was working collaboratively with providers whilst 
having the ability to escalate and hold to account.  Since the Workshop there had 
been some progress on strengthening the evidence base.  There was a need to 
identify and work with lead councillors.  OCCG would abide by procurement law 
but there were instances where working with the current provider was the best 
alternative. 
 
Although not perfect, Oxfordshire was managing care well, quality was good and 
services were being delivered for most patients with very little funding.  
Oxfordshire did not have a dysfunctional system but innovation and ideas for 
change were required in commissioning and procurement.  Benchmarking was 
supported as it provided the lever to push those organisations that were not as 
good as others in providing data.  General practice should be included as more 
services were being commissioned from primary care as well as to ensure value 
for money was achieved on public spend. 
 
It was felt the paper prompted thought around the challenges to build a more 
integrated transformational system.  Bold thinking would be required and faith in 
the system leadership approach to drive the process forward but it was an 
opportunity to break away from the annual cycle and focus on short term changes.  
This would require something more visionary and a patient centred approach to 
how the system should be in several years’ time with a view as to how this would 
be achieved and funded.  Assurance the work was sufficient in the medium to 
long term and plans were transformational would be necessary.  The Chief 
Executive advised a paper could be brought to a future meeting around system 
leadership, the work of the Transformation Board, strategy and the Oliver Wyman 
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work.  The paper described a whole commissioning approach whereas a large 
proportion of work undertaken was contracting.  This relied on the system working 
together on a single plan.  The Board to Board meetings were a mechanism to 
push providers on how business should be conducted.  OCCG needed to use 
contractual levers and to performance manage the situation. 
 
The Chair observed the public was an area of omission in the commissioning 
levers and the CCG ought to be more proactive in engaging the public and 
seeking interviews on radio and through other media on the areas where there 
was a wish to engage.  The more regular conversations with OCC decision 
makers were noted.  These were set to continue but a wider meeting with lead 
councillors was suggested.  The OCCG Director of Strategy and 
Transformation/OCC Director of Adult Social Services  and the Director of Public 
Health to feedback to OCC.  The OCCG Board also noted the regular Chairs 
meetings held between the OCCG, OUHT, OHFT and OCC (Leader of the 
Council). 
 
It was queried whether the document sufficiently differentiated the CCG as a 
clinically led organisation as the provider perception of the CCG appeared to be 
as a continuation of the PCT.  It was felt the Transformation Board should pick up 
this agenda as there continued to be a lack of transparency concerning data.  The 
reluctance of OHFT to share the Deloitte report was cited as an example.  
Another opportunity would be to appraise the provider trusts of the work in which 
the Federations were becoming involved. 
 
The OCCG Board: 

 Noted the action in hand 

 Raised areas it felt were missing and proposed actions to address 

 Agreed to pursue 
o The approach to working with lead Councillors 
o A systematic approach to the use of benchmarking and 

comparators 
o Development of an overall framework for approach to the 

market. 
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15 Commissioning Process for Wellbeing and Psychological Services 
The Oxford City Locality Clinical Director presented Paper 15/69 providing 
background to commissioning a new wellbeing and psychological service model 
and the plan to negotiate the new contract with the current providers (OHFT, 
Principal Medical Limited [PML], and Oxfordshire Mind).  The proposed model of a 
lead contract was viewed as the best way forward.  The three providers had 
indicated their interest and a process akin to a most capable provider (MCP) 
model had been agreed. 
 
Currently these services were not meeting the national targets.  There would be 
an expectation during the contracting round for providers to evidence how the 
services would be delivered to meet targets.  Without convincing evidence the 
contract would not be awarded. 
 
The OCCG Board was requested to delegate the authority on the decision to 
award the contract and contract signature to the Chief Executive as the evaluation 
process would not be completed in time for the September OCCG Board. 
 
It was confirmed the ‘current year’ referred to in the paper was to end December 
2015.  The need to be clear on the date to the current providers and to not allow 
negotiations to drift on was stressed. 
 

 



Paper 15/80 24 September 2015 Page 17 of 19 
 

The Oxford City Locality Director advised it would not be the same contract as 
previously because the wellbeing service would be brought in as well as 
integrating a number of replicating services.  There would be areas where money 
could be saved.  The contract would be the current envelope plus parity of esteem 
and was within the envelope for this service. 
 
It was observed a key factor would be the criteria used to evaluate the proposals.  
On awarding a long term contract there would be an expectation that cash would 
come out which could be reinvested in patient care.  It was felt the proposal 
should come back and the Finance and Investment Committee should scrutinise 
the contract.  Given previous discussions around the need to achieve savings the 
CCG should be wary of locking in sums of cash.  The need to achieve savings 
and deliver efficiencies and the use of these monies should be discussed and 
debated with providers. 
 
In view of the provisos raised in the discussion, the OCCG Board delegated 
authority to the Chief Executive to award the contract and contract 
signature on the basis the Finance and Investment Committee had 
scrutinised the contract prior to sign-off.  The need to ensure time in diary 
to complete this before the end of September was stressed. 

Governance and Assurance 

16 Corporate Governance report  
The Director of Governance introduced Paper 15/70 which reported on formal use 
of the seal and single tender action waivers.  It also included details of hospitality 
and declarations of interest. 
 
The Director of Governance advised on the national interest in conflicts of interest 
at the moment following payments to individuals from pharmaceutical companies.  
OCCG had responded to a letter from NHS England advising no OCCG staff had 
been investigated or named in the recent Daily Telegraph report.  A follow up 
letter had been received requesting a number of further assurances around 
conflict of interest and hospitality.  This would be taken through the Integrated 
Governance and Audit Committee and applied to all OCCG Board members 
although there were no concerns in Oxfordshire. 
 
The West Locality Clinical Director informed the OCCG Board a policy had been 
in place for a number of years on engagement with the pharmaceutical industry.  
The policy, Joint Working and Sponsorship with Pharmaceutical Industry and 
Other Commercial Organisations Policy, was available to OCCG staff on the 
internal intranet. 
 
The OCCG Board noted the Corporate Governance Report. 

 

17 Strategic Risk Register and Red Operational Risks 
The Director of Governance presented Paper 15/71 and drew attention to the 
change in risk titles for AF19 and AF20, a proposed new risk on the Operational 
Risk Register following a review of AF18 and the restructure of the Strategic Risk 
to focus on Primary Care’s ability to engage in the broader transformation agenda 
and that there were no risks recommended for closure, merger or changes to the 
risk rating.  There was only one significant risk on the Strategic Risk Register. 
 
The OCCG Board: 

 Noted the content of the Strategic Risk Register and the Red 
Operational Risk Register and the actions in place to address gaps in 
control and assurances 

 Noted the amended titles for AF19 and AF20. 

 

18 Oxfordshire Clinical Commissioning Group Sub-Committee Annual Report –  
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Finance and Investment Committee 
The Lay Member and Chair of the Finance and Investment Committee presented 
Paper 15/72 summarising the key activities undertaken by the Finance and 
Investment committee over the last year.  The report also included a ‘forward look’ 
at new areas that would be included in the 2015/16 work plan and a 
recommendation to reduce the frequency of meetings in recognition of the 
improved financial position although an escalation protocol would be put in place 
in the event of adverse financial movements against plan or new financial risks to 
allow an additional meeting to be called. 
 
The Chair advised all three committees had now reported to the OCCG Board.  In 
future the reports would be linked with the annual report and accounting cycle and 
would be brought to the Board earlier in the year. 
 
The OCCG Board noted the contents of the Finance and Investment 
Committee Annual Report. 

Papers for Ratification 

19 Director of Public Health Annual Repot VIII 
The Director of Public Health presented Paper 15/73, his Annual Report VIII 
covering areas of Demographic Challenge; Health, Houses and Roads; Breaking 
the Cycle of Disadvantage; Mental Health; Lifestyle and Health: We are what we 
eat, drink, smoke and do; and Fighting Killer Diseases.  The Director of Public 
Health drew attention to the maps on pages 38, 40 and 42 showing the difficulties 
in access to services due to the rural nature of the county and how people were 
looked after; inner city areas of deprivation and the social issues arising; and 
families at most need and requiring most resources.  The maps covered a good 
spread of the population and showed the acute problems faced were spread 
across the county: both urban and rural.  In lifestyle terms, obesity remained the 
main issue and the roles of both the CCG and NHS England in primary prevention 
should be considered.  It would benefit the NHS to prevent disease at an early 
stage and this should be borne in mind during planning throughout the year. 
 
In responding to a query as to whether the Local Authority was the right place for 
Public Health to now sit, the Director of Public Health felt population medicine 
could be undertaken from anywhere and benefits could be obtained from many 
places.  Learning from being part of the Local Authority included the use of EU 
contracts which were sharper, harder and avoided the annual contract 
renegotiation.  Being able to apply longer term planning was a benefit. 
 
The Annual Report covered the need for more homes and the homeless.  It was 
observed a number of people fell between these two areas and these were not 
included in the Report but would impact on the workforce in Oxfordshire and the 
workforce across the system.  How this could be made more sustainable should 
be considered.  The Director of Public Health acknowledged the comment 
remarking ‘key worker housing’ was a contentious term but the people who 
operated basic services were not highly paid and did require somewhere to live. 
 
The Director of Delivery and Localities advised points would be extrapolated from 
the Annual Report and used to drive commissioning intentions.  She felt the maps 
were a good visible reminder of where there was deprivation and need.  The 
Health Inequalities Commission would shortly be launched led by an independent 
chair which would help the focus on inequalities. 
 
The OCCG Board noted the Director of Public Health Annual Report VIII and 
how OCCG would act upon the recommendations made. 
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20 Oxfordshire Clinical Commissioning Group Sub Committee Minutes 
The Governing Body noted Paper 17/74 which shared the minutes from the 
March, May and June 2015 Finance and Investment Committee meetings, the 
March and May 2015 Integrated Governance and Audit Committee meetings and 
the April 2015 Quality and Performance Committee meeting. 
 
The Chair advised all the committees had reviewed their activities and meetings 
and work had been undertaken to reduce the number of meetings and increase 
focus.  It was felt important for committee minutes to be received by the OCCG 
Board in a timelier manner and ways to obtain quicker sign-off were being 
considered. 
 
The OCCG Board noted the OCCG Sub Committee Minutes. 

 

21 Oxford University Hospitals NHS Trust Board minutes 
The Governing Body noted Paper 15/75 sharing the minutes of the Oxford 
University Hospitals NHS Trust Board meeting held in May 2015. 

 

22 Oxford Health NHS Foundation Trust Board minutes 
The Governing Body noted Paper 15/76 sharing the minutes of the Oxford Health 
NHS FT Board meeting held in April 2015. 

 

23 Older People’s Joint Management Group minutes 
The Governing Body noted Paper 17/77 sharing the minutes of the Older People’s 
Joint Management Group meeting held in March 2015. 

 
 
 

24 Health Overview and Scrutiny Committee minutes 
The Governing Body noted Paper 15/78 sharing the minutes of the Health 
Overview and Scrutiny Committee held in April 2015. 

 

25 Health and Wellbeing Board minutes 
The Governing Body noted Paper 15/79 sharing the minutes of the Health and 
Wellbeing Board held in March 2015. 

 

26 Any Other Business 
There being no other business the meeting was closed. 

 

27 Date of Next Meeting: Thursday 24 September 2015, 14.00 – 17.00, Jubilee 
House, 5510 John Smith Drive, Oxford Business Park South, Cowley, 
Oxford, OX4 2LH 
 
Annual Public Meeting: Thursday 24 September 2015, 18.00 – 19.30, Jubilee 
House, 5510 John Smith Drive, Oxford Business Park South, Cowley, 
Oxford, OX4 2LH 

 

 


