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Oxfordshire 

Clinical Commissioning Group 
 

MINUTES: 

OXFORDSHIRE CLINICAL COMMISSIONING GROUP GOVERNING BODY 

24 September 2015, 09.00 – 12.45  14.00 – 17.00 

 Dr Joe McManners, Clinical Chair 

David Smith, Chief Executive 

Dr Julie Anderson, South West Locality Clinical Director 

Dr Stephen Attwood, North East Locality Clinical Director 

Dr David Chapman, Oxford City Clinical Director  

Mike Delaney, Lay Member (non-voting) 

Roger Dickinson, Lay Vice Chairman  

Dr Shelley Hayles, Deputy North Locality Clinical Director (for Dr Paul Park) 

Diane Hedges, Director of Delivery and Localities 

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

Dr Graz Luzzi, External Specialist Consultant  

Stuart MacFarlane, Practice Manager Representative 

Dr Jonathan McWilliam, Director of Public Health Oxfordshire 

Catherine Mountford, Director of Governance and Business Process 

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

Duncan Smith, Lay Member (voting) 

Dr Louise Wallace, Lay Member Public and Patient Involvement (PPI) 

Sula Wiltshire, Director of Quality and Lead Nurse 

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 

 Councillor Ian Reissmann, Henley on Thames Town Council – Item 9 

Apologies: Dr Andrew Burnett, South East Locality Clinical Director 

 Dr Miles Carter, West Locality Clinical Director 

 Gareth Kenworthy, Chief Finance Officer 

 Dr Paul Park, North Locality Clinical Director 
 

 

Item 
No 

Item Action 
 

1 
    
Chair’s Welcome and Announcements 
The Chair welcomed everyone to the meeting and reminded those present the 
Oxfordshire Clinical Commissioning Group Governing Body (OCCG Board) was a 
meeting in public and not a public meeting.  He advised the public would have the 
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opportunity to ask questions under Item 3 of the agenda.  The Chair welcomed 
Stuart MacFarlane to the OCCG Board as the Practice Manager Representative. 
 
The Director of Quality read the Patient story and thanked the patient for their 
consent. 

2 Apologies for absence 
Apologies were received from the North Locality Clinical Director, the South East 
Locality Clinical Director, the West Locality Clinical Director and the Chief Finance 
Officer. 

 

3 Public Questions 
The Chair advised one question had been received via the website and would be 
referred to under Item 11, Integrated Performance Report, with a full response 
posted on the website within 20 working days.  The Chair invited questions from 
members of the public. 

 
 

4 Declarations of Interest 
The North East Locality Clinical Director advised he was a member of a GP 
Federation and this was not currently included on the Declarations of Interest 
(DoI) form.  All Locality Clinical Directors were asked to ensure Federation 
membership was included in the DoI and all members were asked to review their 
entries and advise of any amendments. 

 
 
 
LCDs/ 
All 

5 Minutes of OCCG Board Meeting held on 30 July 2015 
The minutes of the meeting held on 30 July 2015 were approved as an accurate 
record. 

 

6 Matters arising from the Minutes of 30 July 2015 
The actions from the 30 July 2015 minutes were reviewed and updates provided 
where these were not covered under items later on the agenda. 
Prime Minister’s Challenge Fund (PMCF) 
Work had been undertaken in the South East Locality and areas for using the 
PMCF were being explored.  Practices were being requested for a response on 
those areas to take forward. 
Applying Commissioning Levers – meeting with lead councillors 
The Chief Executive was due to speak at the Informal Cabinet meeting on 29 
September 2015. 

 

Overview Reports 

7 Chief Executive’s Report 
The Chief Executive introduced Paper 15/81 updating the Governing Body on 
topical issues including the Quarter 1 Assurance Meeting, performance against 
national targets, contracts, Commissioning Intentions, Learning Disability Board, 
Health Inequalities Commission and devolution. 
 
The Chief Executive highlighted: 
Quarter 1 Assurance Meeting 
A self-assessment had been undertaken and overall OCCG had assessed itself 
as good with the domains: Well Led – good to outstanding; Delegated functions – 
good; Financial Management – good; Performance – limited; Planning – good.  
Whilst the final assurance outcome is subject to national moderation following 
discussion NHS England South (South Central) confirmed that they agreed with 
the OCCG self-assessment and acknowledged the continued improvement.  
OCCG would continue to work with NHS England particularly around performance 
where there had been some improvement against national targets. 
Learning Disability Board 
The first meeting of the Transition Board was due to take place on Monday 28 
September.  The work programme and memorandum of understanding (MOU) 
would be brought to the November OCCG Board meeting.  An independent chair 
with experience as a director of social services and as a civil servant in the 
learning disability arena had been appointed. 
Health Inequalities Commission 
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Professor Sian Griffiths, a former Director of Public Health in Oxfordshire, had 
been appointed as Chair of the Health Inequalities Commission. 
Devolution 
An Expression of Interest (EoI) had been submitted and a formal response was 
awaited.  Within the EoI was a proposal to bring health and social care closer 
together to commission services and seeking full devolution of some budgets from 
NHS England.  A meeting on 28 September would look at the practicalities around 
taking this forward.  Any decision would be subject to Board approval and if it 
were decided to move forward a paper would be brought to the OCCG Board. 
 
The Chair felt the report on the Q1 Assurance Meeting was good news and 
thanked OCCG staff for managing the improved performance; queried if there 
were any consequences to the Oxford Health NHS Foundation Trust (OHFT) 
contract remaining unsigned, observed the LD work provided a framework to 
move towards safer transition, and noted devolution was an interesting concept. 
 
The Director of Delivery and Localities advised the consequences of the OHFT 
contract still being unsigned could be seen in the Integrated Performance Report 
where the tracking  of key performance indicators (KPIs) was compromised by not 
having the KPIs laid out. 
 
The OCCG Board noted the Chief Executive’s Report. 

8 Locality Clinical Director Reports 
Paper 15/82 contained the Locality Clinical Director Reports.  The Chair 
commended the level of detail contained in the reports.  Areas highlighted 
included: 

 The early visiting service was in place and working well in the North East 
and the Neighbourhood Access hub would commence in about two weeks’ 
time 

 Clarification of support from OCCG to Federations was required.  A 
meeting would take place in the next week to talk through strategy.  There 
was a question as to whether four Federations could be maintained in the 
long term 

 Integration of primary and secondary care around the Horton was still 
under review 

 The housing developments were the main preoccupation in the South 
West 

 The Bicester Master Plan and Healthy Towns had provided a great 
opportunity for work with Councils and strategic planning and development 
of services had been discussed. 

 
Areas of discussion included: 

 It was too soon to evaluate the early visiting service and any effect on 
A&E.  The first contract reports would be available next month and would 
include destination information and quantified outcomes 

 OCCG was aware of the issues and difference in performance around 
stroke care.  A factor appeared to be the Horton was too small to operate 
a stroke service effectively.  An agreement had been reached that nearly 
all stroke patients would be taken to the hyper acute stroke unit at the 
John Radcliffe and then repatriated when appropriate.  Work was 
underway to establish if this was the appropriate pathway.  A joint working 
group was looking at the services supporting stroke across the county and 
ensuring rehabilitation services were in place 

 There were two streams of work to the cancer action plan: one business 
as usual; the other an academic pilot to cover patients outside the obvious 
2 week wait criteria.  The plan could be circulated if desired 

 The County Council was out to consultation on children’s centres and 
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OCCG would need to take a view as commissioner of the services.  A 
similar exercise would shortly be undertaken around adult social services.  
A view to be formulated by OCCG and submitted to the Council as part of 
the consultation.  OCCG had a responsibility to treat people’s health and 
would be required to understand the impact on health and consider 
mitigations.  Currently there was a specific consultation on children’s 
centres and in October the County Council would set out more general 
broad options to which OCCG should respond.  Response and views 
would be collated and shared with Board members. 

 
The OCCG Board noted the Locality Clinical Director Reports. 

 
 
 
 
 
 
DH 

Strategy and Development 

9 Proposals for the Future Services at Townlands Hospital Henley 
Paper 15/83 related to this item. 
 
The Chair explained the OCCG Board would take statements from Councillor Ian 
Reissmann, Henley Town Councillor and Chair of Henley Townlands Steering 
Group (TSG) and Councillor Lorraine Hillier, Mayor of Henley, and invited them to 
join the table. 
 
Councillor Ian Reissmann: 
The TSG fully supported any attempt to improve healthcare locally and the 
principles which underpinned ambulatory care models.  The TSG was concerned 
the proposals before the OCCG Board were unnecessarily risky and incomplete.  
These concerns were included in a dossier which accompanied the statement and 
had been circulated to OCCG Board members.  The TSG and the community still 
believed the best solution would be to re-provide the beds in the Hospital when it 
opened in 2015 and felt it would be possible to operate a joint Rapid Access Care 
Unit (RACU) and beds model in the Hospital which would allow a more controlled 
approach to the new model which was regarded as largely untested.  The TSG 
model was not considered by OCCG. 
 
Since the Governing Body meeting on 30 July OCCG and the TSG had met 
repeatedly in an attempt to reach a mutually agreed position on the services on 
the Townlands site.  During the meetings the community and the TSG had 
reluctantly agreed to work with OCCG to address the community concerns on the 
OCCG proposals.  As a result there had been a number of clarifications and 
modifications to OCCG’s plans over recent weeks but there remained a small 
number of key issues which had proved to be intractable.  In particular the number 
of leased beds when the Care Home opened in June/July 2016.  The data 
modelling around the need for beds was not considered to be sufficiently robust.  
There were also concerns around the quality of care available when the beds 
were leased compared to an NHS operated bedded facility as was originally 
planned and currently provided. 
 
The TSG believed the proposals threatened the safe delivery of healthcare.  
There was concern at the lack of a risk register although acknowledged the paper 
did refer to the existence of one.  The TSG were until then unaware of the 
existence of the document which had not be shown to it or, apparently, shared 
with members of the Governing Body.  The TSG would go back to the community 
to discuss and listen to the wishes of the community in order to decide on the next 
steps to take to ensure the services at Townlands met the needs of the 
community. 
 
The TSG requested OCCG be aware of the flexibility it had shown in working with 
OCCG on the proposals which did not include hospital beds, something the 
community had expressed it would like.  It was hoped OCCG would adopt a 
similar flexible approach in its response to the genuine concerns expressed by the 
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community. 
 
Councillor Lorraine Hillier: 
Apologised should the comments made by Cllr Reissmann be repeated and 
advised they were attending to represent the views of the community.  Townlands 
Hospital had been the central topic of debate for the town and district for the last 
15 years.  10 years ago due to the determination of the TSG supported by the 
community a new hospital was finally being built.  Whilst it was appreciated these 
were austere times, savings had to be made and there were changes to a new 
care model of which Townlands had been chosen to be a pilot, the TSG was not 
sufficiently consulted from the outset.  The TSG had moved to reluctantly accept 
what it could not change and was negotiating to the last to achieve the best 
outcome possible.  Throughout the whole process the community had been 
engaged.  The TSG had made requests to protect the community and the deepest 
concerns lay in the care of the patients in the transition period prior to the Order of 
St John (OSJ) care home opening as to where the patients in the 14 bed Peppard 
Ward would go if not in the new hospital.  The TSG understood they would be 
accommodated in Wallingford and not in the new hospital.  Of equal concern was 
that the new pilot scheme would run smoothly from the outset and be a future 
success.  The TSG had requested the beds be retained to protect the community 
in the transition to a very different type of hospital model and it was not viewed as 
unreasonable to request these assurances.  A measure of success had been 
achieved in the negotiations with OCCG but there was a duty to the community to 
allay their concerns.  Without assurances received at the meeting on the number 
of dedicated beds in the named Peppard Wing of the OSJ with suitably qualified 
nursing staff the TSG could not support the proposal put before the OCCG Board. 
 
The Chair thanked Cllr Reissmann and Cllr Hillier for their statements and the 
TSG for engaging in the process and the constructive comments received.  The 
Chair informed the OCCG Board Option 3 had been agreed at the last meeting 
but concerns had been raised and further clarifications requested.  The OCCG 
Board needed to consider the information provided and decide if sufficient 
assurances had been received to proceed with implementation of the new model 
and the concerns raised had been met. 
 
The Chief Executive: 
At the last Governing Body meeting held on 30 July 2015, the Governing Body 
endorsed the new clinical model for Townlands but deferred a decision, to enable 
further assurances to be provided on a number of issues and for further 
discussions to take place with stakeholders. 
 
The report before the OCCG Board recommended approval of the new model and 
to move forward with implementation. Due to the timescales the OCCG Board 
needed to make a decision at the meeting and could not defer a decision for 
another couple of months. 
 
Since the last meeting, OCCG had held a number of meetings with the TSG which 
had been chaired by John Howell MP and also involved John Cotton, the leader of 
South Oxfordshire District Council.  OCCG had provided further information on a 
number of the issues relating to the operation of the new model. The statement 
received late yesterday evening from the Chairman of the TSG together with the 
dossier had been circulated to members. 
 
The paper set out in some detail further information regarding the bed modelling; 
the ability of the OSJ to meet the needs of the new model; the capacity of 
community health and social care teams to support the new model; and the 
financial modelling. The Chief Executive did not intend to go through all of the 
information contained in the report but wished to highlight a few salient points. 
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Firstly, on the bed modelling – OCCG was satisfied on the modelling undertaken 
that between 5 and 8 beds should be commissioned (compared to the 14 
currently in Peppard Ward), however given the concerns raised by the steering 
group but also OCCG’s own need to ensure enough beds were commissioned 
during the transition period and whilst the new model was bedding in, OCCG 
proposed to contract with the OSJ for 8 beds - plus up to 6 beds on a flexible 
basis depending on demand.  This still needed to be negotiated with the OSJ.  
There was a need to get the balance right and if OCCG commissioned 14 beds as 
per the request from the TSG there would be an additional cost.  As part of 
OCCG’s ongoing assurance and evaluation of the service, it was proposed to 
closely monitor the situation as the model embedded to ensure an appropriate 
number of beds were commissioned. 
 
Secondly, OCCG was satisfied the OSJ could meet the standards required for the 
operation of the beds commissioned.  A number of questions had been raised 
around the nurse staffing levels in the care home and the grading of staff but 
OCCG was satisfied that the OSJ could meet the standards specified by OCCG. 
The TSG believed OCCG should specify in detail the staffing levels required.  This 
was not deemed to be appropriate for OCCG.  There would be a service 
specification, but how this was delivered would be the provider’s responsibility, 
which was the case for any NHS provider. 
 
Thirdly, the paper set out the financial assumptions.  As mentioned at the last 
meeting, the development in Henley would cost an additional £772k per year due 
to the cost of the lease on the new building.  A comparison of the running costs of 
the existing Peppard Ward and the new model were laid out in the paper.  
Excluding the lease these costs were broadly comparable.   However the unit 
costs per patient would be substantially reduced providing far greater value for 
money as more patients would be treated through the RACU and the OSJ beds 
than currently treated through the existing Peppard Ward.  There would, however, 
be some double running costs associated with transitioning from the current 
model to the new model, which were estimated to be around £570k. This had to 
be negotiated with Oxford Health, the current provider of the service. 
 
This was a new model of care for Townlands allowing more patients to be treated 
through the new services. It would cost more money due to the additional cost of 
the lease, but that was something OCCG could not do anything about. 
Throughout the consultation on the new model and the subsequent discussions 
with the TSG and stakeholders, a number of concessions had been made in 
response to the feedback received, for example extending the operating hours of 
the RACU and committing to commissioning more beds than indicated by the 
OCCG modelling would be required. OCCG believed it had moved substantially 
and felt this had been recognised by the TSG.  OCCG had also endeavoured to 
explain how the new model of care would work and why it was believed this would 
better meet the current and future needs of the population rather than continuing 
to provide a small ward in the new hospital building.  
 
The Chief Executive recommended approval by the OCCG Board and advised he 
was happy to take questions from members. 
 
The Head of Contracting and Procurement joined the table.  The Chair advised 
the Head of Contracting and Procurement would shortly go on maternity leave 
and expressed thanks on behalf of the OCCG Board to her for the work 
undertaken on this project. 
 
Points of discussion: 

 The further detail around the finances was welcomed but clarification 
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sought around the cost and whether the commissioning of the eight beds 
would be an additional cost. 

o The current cost was just over £1.7m.  The costs were just about 
comparable as the new RACU would cost £1.3m and the eight 
beds from the OSJ £400k.  Costs during the move from 14 beds to 
the RACU and additional beds during the transition were 
anticipated but OHFT would be requested to justify why there 
should be an increased cost for the new model.  It was anticipated 
at the end of negotiations there would not be an increased cost but 
felt the OCCG Board should be made aware of the full facts.  It was 
expected the difference of £400k would be used to pay for the 
intermediate care beds however this assurance could not be given 
until the negotiations with OHFT were completed.  There was 
general agreement from the OCCG Board to this negotiating 
stance. 

 It was reassuring that the bed modelling had been revisited and to know 
there was flexibility up to 14 beds but would be helpful to understand how 
the flexing up was envisaged and the decision making that would be 
made. 

o Seven beds would be step-up and step-down requirements.  It was 
anticipated there would be a need for three to three and a half 
step-up beds per year.  This was a very prudent figure and the 
calculation included some double counting.  There were other 
factors influencing the step-down beds and there would be 
proactive management of patients.  OCCG had worked with RBFT 
colleagues and it was believed this was sufficient beds within the 
modelling whilst the ability to flex up through this model provided 
added assurance. 

o There was a valuable role for the TSG to work with OCCG on how 
the services were modelled and delivered.  This would also provide 
patient and public involvement in how the services were working. 

 A key component would be the way the transition was managed.  A lot of 
involvement from providers would be required.  As the service moved to 
the new model it was accepted the assumptions could not be 100% 
correct in advance but to be successful the transition plan needed to be at 
a very granular level and regular milestones and checkpoints would be 
required. 

o OCCG was commissioning a set of services and outcomes for 
which providers should be clear on details of the provision and 
implementation.  In theory OCCG should be applying a light touch 
but a lot of time had been committed to this project.  There would 
become a point when OCCG should be pulling back and not be 
involved in the operational management but this point had not yet 
been reached. 

 A key to success would be clinical leadership on the ground as well as 
flexibility and learning from what was or was not working. 

o Dr Andrew Burnett, the South East Locality Clinical Director was 
the lead clinician for OCCG and Pete McGrane, Clinical Director 
Older Peoples Services Directorate, for OHFT.  Discussions had 
already been held with local practices and these would continue. 

 Implementation of a new model provided a good opportunity to request 
OHFT used the EMIS system (an electronic patient record system) for 
patients seen in primary care.  The EMIS system enabled any clinician to 
see patient records and if embedded would add a lot of understanding and 
knowledge about a patient much more quickly.  Assurance this would be 
included in the contract was requested. 

 The metrics for understanding success and/or failure under the new model 
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was queried together with determining whether it was a viable long term 
model or not and if a break clause should be included. 

o There would be on-going monitoring and a clear definition of 
success under the new model.  In terms of a break, if the model 
was rolled forward it would be fully implemented from next summer 
at the point the OSJ beds were opened.  This time next year a 
more formal evaluation of the new model and whether it was 
delivering as expected could be undertaken.  The other 
consideration and concern was the level of patient demand 
compared to the commissioned services and there was 
apprehension the building would not be utilised to its maximum as 
shown by Bicester Hospital where it had been a slow process to 
obtain full occupancy.  Large sums of money were being spent in 
Henley and OCCG needed to ensure value for money was 
obtained.  Activity would be closely monitored and any scope to do 
more would be reviewed.  If the number of attendees in Henley 
increased there would be a need to review where these patients 
would have presented and any effect the move to Henley might 
have.  As the cost of the lease would be nearly a million pounds a 
year it was essential the building was used to its maximum.  
Services needed to be local and providers informed of the 
requirements and outcomes so that the facility was used. 

o EMIS had been cited as the preferred system of use linked to the 
Oxfordshire Care Summary (OCS).  This was subject to further 
work with providers to ensure it was the best system available 
whilst recognising OHFT was changing its care record systems in 
October. 

 It was felt sufficient assurance had been provided and the bed modelling 
and service details were appreciated.  When available the Heads of Terms 
(HoT) would provide more confidence particularly around the financial 
models but awaiting this document should not hold up progress.  As this 
was a new model OCCG should play an active role in considering the 
make-up of the workforce.  Highlight reports from the Townlands Hospital 
Programme Board with risks and metrics was requested for future OCCG 
Board meetings. 

o Detailed discussions on home care in the Henley area had taken 
place and some metrics and information was available.  The 
current level of demand was about one new case per week.  
Currently for the area there was a block contract for Henley and 
Goring as well as OCC working with two providers.  There was a 
discharge to assess service for which OCC was looking to increase 
capacity.  The average wait was 10 days and usually only this long 
for those with complicated needs.  This did not apply to anyone 
with an urgent need. 

 Assurance around the intermediate care specification was requested. 
o Intermediate care had to be provided by registered nurses.  A 

senior nurse, senior therapist and someone from a GP practice 
would review staff performance against Care Quality Commission 
(CQC) and national standards.  Neither OCC nor OCCG had any 
recollection of a serious event in an OSJ care home.  Most patients 
returned home and lived reasonably independently. 

o There was more focus and national standards around levels of 
staffing which were required to be met.  Nurse revalidation was 
expected to come into force from April 2016 which would be very 
similar to GP revalidation.  Both employers and employees would 
have responsibility to ensure delivery of care to the right standards.  
OCCG would work closely with OSJ to ensure those standards 
were met. 
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o The paper contained mention of the care home support scheme 
which helped to provide more support to patients with complex 
cases. 

o OCCG was happy to involve the TSG with monitoring the service 
although this would be subject to negotiation with the OSJ.  OCCG 
was able to specify as much of the service as was required and the 
OSJ would need to provide it but more would result in additional 
costs.  The right balance needed to be obtained.  The concerns 
raised by the TSG would be taken forward during negotiations with 
the OSJ. 

 Demographic and disease patterns were changing rapidly and all services 
would be implemented at a particular point in time with the result that 
organisations might be held to account for outdated services.  More 
important would be the monitoring of quality, outcomes, relationship with 
the community and continued working with the community and providers to 
ensure the best outcomes for the population of Henley. 

 Some rebuilding of relations with the community would be required. 

 If the OCCG Board signed-off the proposal for a new service model it 
would become an implementation project for which the CCG Executive 
would hold responsibility.  However, given the profile of the project reports 
to the OCCG Board should be brought for information.  A report in six 
months’ time was suggested.  The risks were highlighted in the report but 
should also be picked up as part of Strategic and Operational Risk 
registers. 

 
There was a unanimous vote by the OCCG Board voting members to 
approve the new model and for OCCG to move to implementation. 

10 Sustainability Strategy and Management Plan 
The Director of Governance presented Paper 15/84 presenting the plan for OCCG 
to reduce carbon emissions and embed sustainability within its operations.  Some 
input had been received from the Centre for Sustainable Outcomes and one of the 
areas to be looked at would be Medicines Management. 
 
It was suggested the number of car journeys should be considered when making 
major strategic changes and the Staff Partnership Forum should reflect on the 
options for supporting independent working such as working at home and mobile 
working.  The Director of Governance confirmed this would be a piece of work and 
the Staff Partnership Forum would be used when taking forward aspects of this 
work.  There was some feeling the paper did not provide an indication of when 
benefits would be apparent, milestones reached or outcomes and an annual 
report on sustainability and how OCCG was meeting the outcomes was 
requested.  The Director of Governance advised the Annual Report currently 
contained a section on sustainability, albeit a small piece; and it would take a 
while for sustainability to be included in the commissioning intentions as the work 
was in the initial stages.  A report would be brought every six months to the 
OCCG Board. 
 
The OCCG Board requested hard outcomes and proposals and: 

 Approved the sustainability Strategy and Action Plan 

 Noted the Management Plan was intended to be a live document. 

 Noted the Sustainable Development Work Group and the Health 
Inequalities Commission had been set up and were functional 

 Noted the partnership with NHS England towards staff Health and 
Wellbeing initiatives were underway. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
GK 

Business and Quality of Patient Care 

11 Finance Report Month 5 
The Deputy Chief Finance Officer presented Paper 15/85 providing the financial 
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performance for OCCG to 31 August 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 full Finance Report had been taken to the 
Finance and Investment Committee where detailed scrutiny had been undertaken.  
The paper aimed to provide an overview of the financial position as at Month 5 
and to provide assurance to the OCCG Board that OCCG was managing its risks 
effectively in order to deliver its financial objectives. 
 
OCCG was reporting an on plan year to date and outturn positions.  Due to 
pressures from acute providers and the older people’s pool £1.0m had been 
released from the contingency into the year to date position.  The best case 
outturn position was £8.6m surplus and the worst case £5.7m surplus.  The Older 
People’s pool had worsened by £0.5m.  The key risks had been reviewed and 
reduced this month to £3.4m due to a reduction in risk around prescribing.  £3.0m 
of transformation fund monies remained and was uncommitted but there was a 
potential call from winter pressures.  NHS England had also indicated CCGs 
would be asked to increase their forecast surplus and release more of their 
reserves. 
 
The Director of Delivery and Localities advised OCCG had commenced winter 
pressures planning with social care around areas where additional capacity would 
be required and were identifying the amount of capacity to support discharge to 
assess, number of care beds, how to support discharge and assessment in 
another place rather than a hospital.  A “wrap-up” meeting following the Breaking 
the Cycle week was due to take place and it was felt there were some capacity 
gaps in the system and funding would be prioritised in alternative community 
support. 
 
The issue of independent providers, patient choice, shorter waiting times and not 
compromising referral to treatment times was raised.  It was reported advice had 
been sought from Monitor on choose and book and whether it might be possible 
to stretch the shorter waiting times in the private sector within the 18 weeks.  
OCCG was actively working on a plan looking at the prior approval process in 
West Berkshire and whether this was required for referrals to the Royal Berkshire 
Foundation Trust (RBFT).  It was a difficult balance to ensure prioritisation and 
treating people within the timeframe.  It was observed waiting times should not be 
increased and the best option would be to shorten all waiting times and then there 
would not be a need for patients to use the independent sector. 
 
The Director of Delivery and Localities advised the winter pressures monies were 
built into baseline contracts of the main providers but there were areas where 
additional support outside the contracts was required, for instance independent 
sector nursing homes. 
 
The Lay Member (voting) reported in his capacity as Chair of the Finance and 
Investment Committee on the Committee’s review of the full Finance Report and 
the areas considered.  He observed if a slippage on the Prime Minister’s 
Challenge Fund (PMCF) or transformation fund was declared this year the benefit 
would come back to OCCG in the next year. 
 
Further points of discussion included: 

 The report reinforced the importance of the system transformation work.  
In the absence of significant change growth monies would disappear due 
to increased demand.  Without significant transformation OCCG was 
storing up problems for the future 

 On the positive side although more money was being spent with the 
independent sector more patients were being treated.  However, in order 
to balance the books monies were being taken from the transformation 
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fund and it was a judgement call as to how much, if any, could be released 
for new ideas. 

 The Chief Executive suggested a commitment should be given to PMCF 
schemes next year as there was a need to protect the non-recurrent 
monies and use it to fund effective PMCF schemes and: 

o It was not sensible to commit funds prior to the evaluation. 
o Schemes needed to run for longer to allow proper evaluation and 

to obtain results.  A staged plan for decisions on each scheme 
would be required 

o The importance of this ethos was stressed as concerns were 
raised around the difficulty in recruiting and retaining staff to run 
the schemes.  Medium term commitment and stability was required 
as with uncertainty the schemes would fail 

o A decision could not wait until February or March as the investment 
reserve was currently available.  In order to protect these monies it 
might be necessary to increase the surplus in order to get the 
funds back next year 

o Schemes should be allowed to run for their original period.  A good 
way forward would be to agree the suggestion in principle and an 
update provided in January 

o There was a requirement to ensure checks; balances and a 
stepped plan were in place.  OCCG needed to look to the longer 
term but not send out a message that there was an open cheque 
book 

o The Board could be advised early in the New Year on the benefits 
once the schemes had embedded.  Financial savings were 
expected to be made.  OCCG would rebid against the PMCF in the 
future should there be any opportunity to do so 

o It was important to communicate with practices and Federations. 
 
The OCCG Board supported the principle to commit to funding effective 
PMCF schemes and noted the Finance Report for Month 5, considered 
sufficient assurance existed that OCCG was managing its financial 
performance and risks effectively, could mitigate any risks identified and 
was on track to deliver its financial objectives. 

12 Integrated Performance Report 
The Director of Delivery and Localities presented Paper 15/86, the Integrated 
Performance Report, designed to provide the OCCG Board with assurance of the 
processes and controls around quality and performance.  The Report contained 
analysis on how OCCG and associated organisations were performing and was 
comprehensive but sought to direct members to instances of exception. 
 
The Director of Delivery and Localities highlighted Ambulance Trust performance 
and advised some drill down work was being undertaken as well as considering 
the staff mix and having the right people in the right place at the right time.  The 
Oxford University Hospitals Trust (OUHT) performance had been improving but 
RBFT performance had deteriorated.  Time would be spent with RBFT before the 
next OCCG Board meeting.  Some but not all of the recovery plans had been 
received.  There had been some problems with A&E performance in the last few 
weeks.  The second quarter figures had been met but performance in the last few 
days had been an issue. 
 
The Director of Quality reminded the OCCG Board health care acquired infections 
(HCAI) had been discussed at the last meeting.  An action plan had been received 
and this would be validated and discussed with the lead for infection control.  
There was an issue around over-testing in primary care which would be discussed 
with GP colleagues. 
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The Director of Delivery and Localities referred to the question submitted via email 
which queried eye emergencies and the national definitions around how the 4 
hour standard was managed and explained this was by attendance (arrival time) 
at either a type 1 or type 2 clinic.  There were some concerns as this area was 
under pressure and the Deputy Locality Clinical Director for the North was leading 
work on ophthalmology redesign and would continue this working with the Trust. 
 
Points of discussion included: 

 The new format was much better and easier to follow 

 In the dashboard delayed transfers of care (DTOC) should be red 

 It was queried whether patients in the South East of the county were 
advised if they choose the RBFT for treatment they might have a longer 
wait in some specialities.  The Director of Delivery and Localities advised 
there had been a specific conversation with South East locality but there 
was a difficult balance.  Transferring longer waiting patients from RBFT to 
OUHT had been queried but significant pressures locally had been 
indicated.  The differential for cancer and waiting times had been explicitly 
advised to GPs 

 A closer look at some of the waiting times was requested 

 Patients received letters with indicative waiting times and were able to see 
the independent providers had shorter waiting times 

 The choice element was important when having conversations with 
patients.  Pressure should still be applied to providers to reduce waiting 
times and not eased by referring to the independent sector.  In terms of 
recovery patients should be treated close to home. 

 The ambulance service performance across the whole of the Thames 
Valley had decreased and call numbers from rural parts of Oxfordshire had 
increased.  A report to the OCCG Board on this issue would be required. 

 
The OCCG Board noted the contents of the Integrated Performance Report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DH 

Governance and Assurance 

13 Scheme of Delegation and Standing Orders 
The Director of Governance presented Paper 15/87 providing amended Scheme 
of Delegation and Standing Orders to reflect the agreed changes to the 
Constitution.  The documents had been reviewed by the Integrated Governance 
and Audit Committee and were recommended for approval by the OCCG Board. 
 
The Vice Chair advised work with the Director of Governance had been continuing 
for some time as it was clear decisions should be taken at the right level in the 
organisation and with the appropriate oversight. 
 
The OCCG Board approved the revised Scheme of Delegation and Standing 
Orders. 

 

14 Corporate Governance report  
The Director of Governance introduced Paper 15/88 which reported on formal use 
of the seal and single tender action waivers.  It also included details of hospitality 
and declarations of interest.  As per Item 4, Declarations of Interest (DoI), Locality 
Clinical Directors were requested to update any federation membership and all 
members were asked to review their current entries. 
 
The OCCG Board noted the Corporate Governance Report. 

 
 
 
LCDs/
All 

15 Strategic Risk Register and Red Operational Risks 
The Director of Governance presented Paper 15/89 advising there had been no 
changes to risk titles, no new risks added, no risks recommended for closure, no 
risks recommended for merger and no changes to the risk ratings in the Strategic 
Risk Register since July 2015.   
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Operational risk ID735 continued to have a risk rating of 20 and was still an 
Extreme category risk.  The agreed timescale for Oxford University Hospitals 
Trust (OUHT) for completion of the action plan was end of September 2015.  The 
most recent incident had demonstrated other aspects of the OUHT action plan 
that were also behind trajectory.  OUHT had failed the agreed target in June and 
July 2015.  The Director of Quality advised the rating would be reviewed once 
OCCG was assured the risk was being addressed adequately. 
 
Operational risk ID759 had moved from a risk rating of 16 to 20 becoming an 
Extreme category risk.  The rating had been increased to reflect the likelihood 
OCCG would fail to deliver the 50 per cent reduction in delayed transfers of care 
(DTOC). 
 
It was felt to be a matter of some concern the rating for risk ID735 had not 
reduced as it first appeared on the Risk Register in July 2014.  The narrative was 
helpful to understand how the risk was constituted but more detail on the actions 
taken to address the risk was required.  It was observed the OUHT Board minutes 
did not mention the risk; queried whether it was on the OUHT risk register; noted 
‘never events’ were discussed, which were also a significant concern for the 
OCCG; questioned whether ‘never events’ should be included on the OCCG risk 
register; and queried how to link between those risks considered by the provider 
and those by OCCG to be the biggest risk. 
 
The Director of Quality advised regular quality meetings were held with OUHT 
every month and were attend by the Medical Director and the Associate Medical 
Director.  The test results were rated as high due to some of the management 
having ‘harmed’ patients.  Currently there was no process to reflect ‘never events’ 
or mirror the highest risks of each trust but this would be picked up when working 
through the quality agenda and the question of those risks believed to be the 
biggest could be posed.  The Trusts had been asked to breakdown the results into 
the different clinical groups in order to be able to take forward with clinicians. 
 
It was proposed OCCG should write formally to the Chair of the Trust stating the 
risks OCCG had identified and querying whether this correlated with the Trust 
view.  The Director of Quality was requested to arrange a meeting around quality 
issues with the new OUHT Chief Executive. 
 
The Director of Governance to check where the Learning Disability Big Plan sat 
within the Risk Register and to consider including Townlands Hospital. 
 
The Governing Body: 

 Noted the content of the Strategic Risk Register and the Red 
Operational Risk Register 

 Noted there were currently two Red Operational Risks with a score of 
20 which was a higher risk rating than any Strategic Risk 

 Noted risk reference 735 continued to have a risk rating of 20 

 Noted risk reference 758 had moved to a risk rating of 20 

 Noted the rational for the 20 risk grading for Operational risks 735 
and 758. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JM 
 
SW 
 
 
CM 

Papers for Ratification 

19 Conflict of Interest Policy 
The Director of Governance presented Paper 15/90 sharing with the OCCG Board 
the revised Managing Conflicts of Interest Policy.  The Policy had been reviewed 
in light of the NHS England guidance issued in December 2014.  Legal advice had 
been obtained.  The Policy was reviewed by the Integrated Governance and Audit 
Committee who recommended approval by the OCCG Board. 
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The Vice Chair reported all lay members had received conflict of interest training 
from NHS England which had highlighted a number of issues particular around 
joint/co-commissioning and Federations.   He stressed the need to ensure 
transparency in the way OCCG as an organisation worked.  A session on conflict 
of interest was due at the OCCG Board Workshop and some issues would be 
highlighted but further work would be required particularly in light of the 
anticipated new ways of working in the NHS. 
 
The OCCG Board approved the revised Conflicts of Interest Policy. 

For Information 

20 Oxfordshire Clinical Commissioning Group Sub Committee Minutes 
The Governing Body noted Paper 15/91 which shared the minutes from the July 
2015 Finance and Investment Committee meetings, the August 2015 Integrated 
Governance and Audit Committee meeting and the June 2015 Quality and 
Performance Committee meeting. 
 
The Vice Chair advised the sub-committees were attempting to get minutes 
informally approved by the committee members in order that they could be 
presented to the OCCG Board in a timelier manner. 

 

21 Oxford University Hospitals NHS Trust Board minutes 
The Governing Body noted Paper 15/92 sharing the minutes of the Oxford 
University Hospitals NHS Trust Board meeting held in July 2015. 
 
The Oxford City Locality Director commented on the much fuller quality report 
section which was welcomed.  The Director of Delivery and Localities advised 
OCCG quality issues had been included in a paper to the meeting and this was 
noted in the OUHT Board minutes. 

 

22 Oxford Health NHS Foundation Trust Board minutes 
The Governing Body noted Papers 15/93a and 93b sharing the minutes of the 
Oxford Health NHS FT Board meetings held in May and June 2015. 

 

23 Older People’s Joint Management Group minutes 
The Governing Body noted Paper 15/94 sharing the minutes of the Older People’s 
Joint Management Group meeting held in June 2015. 

 
 
 

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

 

26 Date of Next Meeting: Thursday 26 November 2015, 09.00 – 12.45, Witney 
Methodist Church 

 

 


