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Oxfordshire 

Clinical Commissioning Group 
 

MINUTES: 

OXFORDSHIRE CLINICAL COMMISSIONING GROUP BOARD MEETING 

Thursday 28 January 2016, 09.00 – 12.45 

Didcot Civic Hall, Britwell Road, Didcot, OX11 7JN 

 Dr Joe McManners, Clinical Chair 

David Smith, Chief Executive 

Dr Julie Anderson, South West Locality Clinical Director (voting) 

Dr Stephen Attwood, North East Locality Clinical Director (voting) 

Dr Andrew Burnett, South East Locality Clinical Director (voting) 

Dr Miles Carter, West Locality Clinical Director (voting) 

Dr David Chapman, Oxford City Clinical Director (voting) (until 12.00) 

Roger Dickinson, Lay Vice Chairman (voting) 

Diane Hedges, Director of Delivery and Localities (non-voting) 

Gareth Kenworthy, Chief Finance Officer (voting) 

Dr Jonathan McWilliam, Director of Public Health Oxfordshire (non-voting) 

Catherine Mountford, Director of Governance and Business Process (non-voting) 

Dr Paul Park, North Locality Clinical Director (voting) 

Duncan Smith, Lay Member Governance (voting) 

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

Sula Wiltshire, Director of Quality and Lead Nurse (voting) 

In attendance: Lesley Corfield - Minutes 

Apologies: Mike Delaney, Lay Member (non-voting) 

 John Jackson, OCCG Director of Strategy and Transformation/OCC Director of 
Adult Social Services (non-voting) 

 Dr Graz Luzzi, Medical Specialist Adviser (voting) 

 Stuart MacFarlane, Practice Manager Representative (non-voting) 
 

 

Item 
No 

Item Action 
 

1 
    
Chair’s Welcome and Announcements 
The Chair welcomed everyone to the meeting and reminded those present the 
OCCG Board was a meeting in public and not a public meeting. 
 
The Director of Quality read the Patient story and thanked the patient for their 
consent. 

 

2 Apologies for absence 
Apologies were received from the OCCG Director of Strategy and 
Transformation/OCC Director of Adult Social Services, Medical Specialist Adviser 
and the Lay Member (non-voting). 

 

Paper 16/17 



Paper 16/17 31 March 2016 Page 2 of 14 

3 Public Questions 
The Chair advised six questions had been received via the website and as five of 
these did not relate to OCCG Board papers responses would be posted on the 
website within 20 working days.  One question related to Paper 16/04, Item 9, and 
answers would be provided during this item with full details being uploaded to the 
website within 20 working days. 

 
 

4 Declarations of Interest 
The Locality Clinical Director for North Oxfordshire advised he had been 
appointed to the Council of Governors for the Oxford University Hospitals NHS 
Foundation Trust (OUHFT).  There were no other declarations of interest over and 
above those already recorded. 

 

5 Minutes of OCCG Board Meeting held on 26 November 2015 
The minutes of the meeting held on 26 November 2015 were approved as an 
accurate record. 

 

6 Matters arising from the Minutes of 26 November 2015 
The actions from the 26 November 2015 minutes were reviewed and updates 
provided where these were not covered under items later on the agenda.  
Summary of the Mental Health Outcome Based Contract (OBC) 
The summary had been uploaded to the website.  Follow-up questions had been 
raised and a meeting organised.  In light of the follow-up questions the information 
on the website would be amended. 
Feedback to Localities 
Waiting time’s data would be circulated. 
Transitions Board and Learning Disability 
Gateways in the transition plan would be picked up as part of the work and further 
details brought back to the March OCCG Board. 
County Council Savings 
Discussions had been held by the Cabinet and a presentation would be made to 
the full Cabinet in February.  A meeting had been held to review the proposed 
savings in Adult Social Care in order to understand the impact and this would be 
shared with the OCCG Board.  A separate conversation would be held with the 
Director of Children’s Services.  Part of the Council plans included the additional 
two per cent Council Tax but the cost of implementing the living wage had taken 
most of that money.  OCCG would need to be cognisant of the impact of the 
savings as the Council would already have made its budget plans prior to OCCG 
setting budgets and plans. 
Procedures of Limited Clinical Value 
An audit of private providers had been completed and a date and plan were in 
place for an audit of OUHFT.  The conclusions would be reported but it was 
obvious the processes were not as tight as they could be.  Procedures for internal 
authorisation would also be tightened. 
South Central Ambulance Service (SCAS) 
The response times to calls made to SCAS from health sites had been followed-
up.  The Local Medical Committee (LMC) had issued guidance which contained 
an alternative telephone number.  Progress had been made although that week 
another incident of poor response time had been reported by a GP.  On the 
broader overall response times, several options were being pursued including 
raising the level of seniority in contract meetings led by West Berkshire as the 
lead commissioner and there were more opportunities as commissioners to hold 
SCAS to account.  There had been a good meeting with SCAS on the various 
differentials in response times across Oxfordshire and a report due to be 
presented to the Health Overview and Scrutiny Committee (HOSC) could be 
shared with the OCCG Board.  Areas where OCCG could support the ambulance 
trust had also been considered and three different very proactive pieces of work 
were in place.   Ideas on how support could be provided to the 8 minute response 
time would be taken to the Executive meeting.  Whether there had been any 
impact on patients from responses outside the 8 minute time was being 
investigated.  There were a series of issues around the right information being 

 
 
 
 
 
 
GK 
 
DH 
 
 
SW 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DH 
 
 
 
 
 
 
 



Paper 16/17 31 March 2016 Page 3 of 14 

passed across.  The City Locality Clinical Director reiterated the protocol stated 
calls from a healthcare provision should be downgraded to 30 minutes.  The Chief 
Executive or Medical Director of SCAS would be invited to attend a CCG 
Executive meeting. 
Trust Minutes 
The Lay Vice Chair advised the issue around the value of receiving minutes of 
other bodies would be discussed together with other routine governance issues at 
a meeting with the Director of Governance in the next week. 

 
DH  
 
  
 
RD/CM 

Overview Reports 

7 Chief Executive’s Report 
The Chief Executive introduced Paper 16/02 updating the OCCG Board on topical 
issues including Quarter 2 Assurance Meeting, Performance Against National 
Targets, Learning Disability, Planning Guidance, Revenue Resource Allocation, 
Delayed Transfers of Care and RightCare roll out.  The Chief Executive observed 
many areas were big issues and OCCG faced a monumental agenda.  OCCG had 
been deemed ‘good’ in all categories at the Q2 Assurance Meeting although 
areas of performance still required improvement. 
 
RightCare was a national NHS England (NHSE) initiative.  There were three 
component parts: providing information on where opportunities could be found; 
enabling a more in depth look at high level indicators; and change management 
and how to lever change opportunities.  Some support was being rolled out in 
phases for CCGs.  OCCG was part of the first phase. 
 
The Quality Committee would pick up the request for information on SCAS health 
outcomes and patient experience. 
 
The OCCG Board noted the Chief Executive’s Report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
SW 

8 Locality Clinical Director Reports 
Paper 16/03 contained the Locality Clinical Director Reports. 
 
In terms of consulting localities on devolution and full delegation the Chair 
reported he had attended West, South West and North East locality meetings and 
the Chief Executive had attend the Oxford City meeting.  The other localities 
would be visited soon.  These were preliminary conversations and more detail 
would be available in February.  Most of the Locality Clinical Director reports had 
been written prior to the locality meetings.  As the issue was complex and 
multifaceted a number of conversations would be required.  Joint commissioning 
had caused some consternation but the point of delegation had been understood. 
 
There was considerable concern in South East Oxfordshire around the 2 week 
wait at the Royal Berkshire NHS Foundation Hospital (RBFT).  The Berkshire 
CCGs were the lead for this area and a meeting had taken place.  A letter to 
patients was being created advising on the choice of proximity with a longer wait 
time or a greater distance with a shorter wait time.  A plan was in place which 
included recruiting more consultants.  The 2 week wait was outside the remit of 
GP management but clinicians did need to ensure referrals were appropriate. 
 
The North practices had expressed interest in a new and different model to 
provide support to care homes and in the most part had not taken up the model in 
place in the rest of the county.  The South West Locality Clinical Director in the 
role of lead for proactive medical care explained Federations had been requested 
to put forward proposals for nursing homes but no detailed schemes had been 
presented for consideration.  PML had made a verbal response and had been 
requested to provide the proposal in writing. 
 
The South East Locality Clinical Director observed where practices were using the 
proactive support to care homes model there was a significantly lower chance of 
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patient admission to hospital and stressed the importance of the scheme and the 
need for the model to be supported.  Locality Clinical Directors were requested to 
consider and devise solutions in order for better take up of the scheme.  The 
Director of Delivery and Localities advised admissions had been reviewed and 
those areas where the model had been implemented had a lower admission rate. 
 
Didcot and planning and developing health services had provided the South West 
with the opportunity to look at services closer to home.  A Science Vale Project 
Group, with good representation from the patient forum, had been formed to take 
this work forward. 
 
The OCCG Board congratulated Faringdon Patient Participation Group on 
receiving a first prize national participation patient award for work around 
maternity services. 
 
The OCCG Board noted the Locality Clinical Director Reports. 

 
LCDs 

Strategy and Development 

9 Proposals for Devolution and Integrating Commissioning in Oxfordshire 
The Director of Governance presented Paper 16/04 providing the OCCG Board 
with an update of the work undertaken since November 2015 on closer integration 
of health and social care commissioning. 
 
The paper attempted to separate the different areas OCCG was considering: 

 Delegated responsibility for £85.0m from NHSE for commissioning primary 
medical services from 1 April 2016 

 Devolved responsibility for all other primary care budgets and specialised 
commissioning 

 Integration of NHS commissioning responsibilities (budget £700.0m) with 
those of Oxfordshire County Council (OCC) for social care and public 
health (£270.0m). 

 
The paper was supported by two sets of information from the Chair and Chief 
Executive which had been circulated to the OCCG Board. 
 
The Director of Governance referred to the questions received from Keep Our 
NHS Public and Dr Nicholas Lawrence advising brief responses would be given 
with a fuller response posted on the OCCG website within 20 working days of the 
meeting. 
 
UK evidence for integration was limited as no organisation had yet undertaken 
integration on a large scale.  Under current legislation it was not possible to fully 
integrate which resulted in a lot of duplication within organisations. 
 
Under delegated commissioning OCCG wished to take on responsibility for 
commissioning primary care medical services.  NHSE had given approval and, 
subject to support from Oxfordshire practices, this could be taken forward from 1 
April 2016.  A submission would have to be made by 26 February 2016.  At the 
February Locality meetings approval for OCCG to take on full authority from 1 
April 2016 would be sought. 
 
It was noted the submission date of 26 February meant, if ratified by member 
practices, the OCCG Board would need to approve Chief Executive sign-off. 
 
 
 
The proposals were to strengthen work with OCC by: 

 Bringing together all commissioning staff in a single management structure 
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 Strengthening overall governance and decision making processes by 
increasing clinical input to the Health and Wellbeing Board (HWB) 

 Reducing duplication of decision making and accounting processes 

 Providing an overview of all available funding whilst OCCG and OCC 
would remain responsible for their own financial position with a ring fence 
around aligned budgets. 

 
Current arrangements resulted in a very fragmented system and evidence 
showed this caused poor outcomes, was not good for patients and was more 
expensive.  The main issue was the risks particularly financial: there was a risk to 
more responsibility but also the risk of continued fragmentation.  None of the 
actions proposed could not be unpicked if it was decided not to continue.  The 
HWB in its current format was councillor dominated and the aim was to achieve 
more clinicians as members and to see how the pooled budgets could work 
better. 
 
The proposals provided an opportunity to get as close as possible to achieving 
one Oxfordshire, one population and one plan run by one organisation.  The 
difficulty for existing bodies to cede sovereignty was recognised but it was 
believed this would make health and social care; planning of care; and local care 
better, easier and quicker for the population of Oxfordshire. 
 
It was suggested gateway decisions and when the OCCG Board would be 
required to make decisions and be involved should be considered whilst the 
‘shadow form’ provided the opportunity to test without commitment. 
 
The OCCG Board was being asked to endorse as a direction of travel subject to 
the detail being worked through.  NHSE spent over £200m on specialised 
commissioning and if delegated to OCCG it would be possible to engage as 
managers and clinicians with the University Hospitals on how the monies were 
spent.  No monies would be available from NHSE to resource the extra work as 
the Treasury had cut out management costs.  Specialised commissioning would 
also be across the Thames Valley CCGs and the issue of resources had been 
raised.  CCGs would need to consider how the work would be funded from 
existing management costs. 
 
The Section 75 Agreement currently covered the pooled budget.  A piece of work 
was to look at the Section 75 Agreement to consider how it could be re-written to 
give certainty around the new arrangement for both organisations.  A proper legal 
agreement would be required. 
 
If it was agreed a discussion would be required around the HWB involving the 
OCCG Board and clinicians.  There might be a risk of the OCCG Board being 
open to similar criticism as OCC was currently experiencing around the planned 
cuts but joining together could produce a better set of decisions.  The Government 
planned for health and social care integration by 2020.  By undertaking integration 
at this point it allowed OCCG and OCC to work out the arrangements rather than 
being forced to work together. 
 
The nervousness around the context was acknowledged and recognised in the 
staged approach which afforded some protection.  OCCG and OCC had very 
similar statutory duties.  OCC was under a legal duty to set a balanced budget 
and OCCG had to live within its allocation. 
 
The Lay Member (voting) as Chair of the Finance Committee had previously 
expressed concerns around transparency and output from the pooled budgets 
and felt there was still a need for more transparency with the OCCG Board 
holding to account through the OCCG Committees and the localities.  The All 
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Localities meeting was considering primary care and service models and there 
was a need to invest in management costs, capacity and capability to take this 
forward.  Clarification of the proposed arrangements within a short timescale was 
requested. 
 
It was observed each organisation had different languages around commissioning 
and that it had taken a long time to understand each other.  It was suggested 
more could be done to strengthen those processes.  The Director of Governance 
assured the OCCG Board this was part of the work currently being undertaken. 
 
A devolution proposal was being prepared to submit to Government who would 
consider and then offer Oxfordshire a deal.  At that point OCCG would need to 
decide if the offer was acceptable and workable.  The offer would be circulated to 
the District and County Councils and the OCCG Board for sign-off. 
 
The OCCG Board: 

 Agreed, subject to member practice approval, Chief Executive sign-
off in February for delegated commissioning 

 Endorsed the direction of travel laid out in the paper for integration 
and noted a more detailed report would be brought to the March 
OCCG Board meeting. 

10 OCCG Operational Plan 2016/17 
The Director of Delivery and Localities presented Paper 16/05, the OCCG 
Operational Plan 2016/17 advising national planning guidance 2016/17 required 
the development of two interlinked plans: a five year Sustainability and 
Transformation Plan under the auspices of the Transformation Board; and a one 
year OCCG Operational Plan. 
 
The process had been discussed at the January OCCG Workshop.  Submission 
date for the draft Operational Plan was 8 February 2016 and 11 April 2016 for the 
final plan.  As a change to the previous year, OCCG would be provided with an 
indicative activity plan to confirm as expected to commission or to give an 
explanation as to why OCCG believed the activity plan would be different.  In the 
first submission a decision was required on whether OCCG wished to express an 
interest in mental health, tertiary spend and small district hospitals.  It was 
recommended an expression of interest should be made with a view to finding out 
more information.  The final plan would be brought to the OCCG Board in March 
although the full draft submission would be made between meetings.  The 
process would be part of the March Workshop. 
 
The Chair commented the detail sounded very centrally driven and mandated and 
not very local. 
 
The Chief Executive advised the national resource referred to in the paper related 
to monies the planning guidance stated would be available in 2017/18 if NHSE 
accepted the Sustainability and Transformation Plan submitted in June 2016.  It 
was anticipated very little of this £1.8 billion transformation money would be 
available as the intention was to use the funds to cover Trust deficits.  The Chief 
Executive commented this reinforced the funding available to OCCG this year was 
front loaded and should be used to transform the system and achieve self-
sufficiency. 
 
The OCCG Board noted the requirements of the national planning guidance, 
commented on and agreed the proposed approach to achieving sign-off of 
the draft for submission on 8 February 2016. 

 

11 Delayed Transfers of Care (DTOC): Update on Rebalancing the Health and 
Social System Initiative 
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The Director of Delivery and Localities presented Paper 16/06a updating the 
OCCG Board on the implementation of the DTOC initiative approved at the 26 
November 2015 meeting.  The paper set out the initial impact of the initiative to 13 
January 2016 and reviewed the risks considered at the last OCCG Board 
meeting. 
 
In addition to reducing the DTOC numbers the proposals were aimed at the A&E 
4 hour target.  Although the 95 per cent target had not been met performance had 
increased by 5 per cent on the previous year’s performance over the Christmas 
period.  At the same time there had been a 10 per cent rise in activity confirming 
the initiative had made an impact. 
 
The whole system had worked together in a real problem solving approach.  150 
patients had moved to care homes and were now beginning to move to other 
settings: some to stay in care homes, others to return home with no on-going 
care.  Staff from hospital wards had moved to peripatetic care in the community.  
The number of patients who had passed away during the initiative was within 
expected numbers for the pathway.  All the deaths had been investigated.  
Feedback from families had generally been that having a family member in a care 
home was better than being in a hospital. 
 
The process was still being evaluated and further feedback would be brought to 
the March OCCG Board meeting. 
 
There were more re-admissions at the beginning of the initiative but these had 
reduced as organisations became used to the arrangements.  A detailed report of 
patient incidents with reasons had been produced and most patients had returned 
to the care home within a short period; the biggest area of long waiters had been 
those waiting for a permanent placements, then home care packages and then 
social care assessments.  It had been difficult for social care to recruit the 
additional social workers within the timeframe but many were now in place.  There 
had been some issues around process and the permanent placement numbers 
needed improvement which affected all delays.  Work on home care recruitment 
was on-going and a piece of work had commenced including recruitment fairs. 
 
The difficulty for care homes to respond to short term quick initiatives was raised 
together with the need for a more strategic approach.  If long term funding and 
market planning could not be provided it would not be possible to respond in a 
stable manner.  It was explained the rationale for the project was to reduce 
historically bad DTOC performance.  It was considered disappointing the removal 
of 150 patients from hospital had only reduced the DTOC number by 26.  
However historical data showed the Christmas period was always a bad time and 
every year capacity, home care and home care assessments were lost over the 
Christmas period before an improvement in the New Year.  This was the natural 
pattern for January. 
 
Some frustration was expressed around planning for equilibrium and the fact this 
should have commenced at the beginning of the whole process.  It was advised a 
large amount of work had been undertaken and there would be a need to 
commission more intermediate care beds whilst balancing the other elements and 
considering whether there was a need to think differently around capacity 
commissioning. 
 
The Chief Executive observed it had been made clear at the outset the funding of 
£2.0m was contingent on the numbers reducing.   He felt the OCCG Board should 
recognise the major challenge and that progress had been made in flushing out 
issues with the way the system had been working advising it had been difficult to 
capture the scale of work undertaken by the two main Trusts, Social Care and the 
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Director of Delivery and Localities in the report.  The Chief Executive officers were 
meeting every two weeks and were working through the issues.  A further report 
would be brought to the March meeting. 
 
The OCCG Board noted: 

 The progress against implementation of the plan 

 The mitigation of the risks identified in the earlier paper 

 Approved the next steps in the implementation of the plan. 
 

 Thames Valley Integrated Urgent Care Update 
The Director of Delivery and Localities presented Paper 16/06b on the regional 
delivery of an integrated urgent care service combining 111 and out of hours 
primary care as required by the NHS England Commissioning Standards 
published in September 2015. 
 
The paper set out the means by which a provider would be identified whilst 
bringing the service more closely in line with out of hours and aligning triage.  The 
initiative was Thames Valley wide.  Invitations were being issued to bidders and 
work with a most capable provider (MCP) would commence following the first 
bidding process. 
 
The Director of Finance explained a range of providers would be considered in the 
process which was slightly different to the Mental Health Outcome Based Contract 
where whether the incumbent was the MCP had been considered and had been a 
narrower route.  OCCG had been sighted on the increased cost, although quite 
late in the process, and this had been factored into the financial envelope.  For 
Oxfordshire this was an extra £0.25m.  A business case to enable the decision 
process had been requested. 
 
It was commented the question of value for money might be a challenge and 
suggested the procedure could be streamlined with a lead provider arrangement 
and a transfer of risk.  It was advised OCCG was not the only system undertaking 
procurement of the 111 service.  Whether there would be a lead provider 
depended on who was appointed as out of hours was part of the procurement and 
many providers of out of hours services would not wish to be 111 lead provider 
but this would be logged with West Berkshire as the lead commissioner. 
 
The OCCG Board: 

 Agreed the procurement approach of Most Capable Provider (MCP) 

 Noted the procurement timeline for a Thames Valley integrated 
urgent care service 

 Noted the extension to the existing 111 contract to align provision to 
the procurement 

 Noted the impact the MCP approach would have on current Out of 
Hours services. 

 

12 Market Development: Support to Federations 
The Director of Governance presented Paper 16/07 on support for the 
development of Federations.  The paper was for information on the basis of 
transparency as the limits were within the delegated arrangements for the 
Executive to take. 
 
It was explained the CCG role in supporting Federations had been considered 
and discussed by the managerial Executive and the CCG Executive.  It had not 
been a unanimous decision but the majority had agreed support should be given.  
The agreement was for short term focussed support in enhancing clinical 
leadership and plans.  Resource would only be released against specific plans.  
The detail of the support offered was highlighted in the paper.  The Federations 
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had welcomed the support. 
 
All the discussions with Federations had been led by the Director of Governance 
and all conflicts of interest had been noted.  The help was restricted to support to 
the Federations and how they chose to be established or the way in which they 
engaged remained as their decision.  Once Federations had planned services 
OCCG would commission on a whole population basis only. 
 
Funding would only be provided on agreed plans.  The only Federation to have 
provided details against which funds could be provided was Principal Medical Ltd 
(PML).  The offer remained for other Federations but plans were still awaited, 
 
The OCCG Board noted the approach OCCG had taken to market 
development and the support being offered to the Federations. 

Business and Quality of Patient Care 

13 Finance Report Month 9 
The Director of Finance presented Paper 16/08 providing the financial 
performance of OCCG to 31 December 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. 
 
OCCG was in line to deliver its financial plan and surplus.  The Chief Executive 
drew attention to the allocation for the next financial year detailed in the Report 
and the cautionary note for OCCG finances beyond 2017/18.  The OCCG Board 
was warned the first call on the monies would have to be 2015/16 costs.  These 
included: high cost drugs and devices; OUHFT activity which was over and above 
plan although OCCG believed it would be possible to challenge the figure into the 
new year; and acute activity on independent sector providers.  A number of 
clinical audits had been undertaken around procedures of limited clinical value 
(PLCV) thresholds and guidance and OCCG felt confident some of the activity 
could be challenged. 
 
It was confirmed the payment for items in specialised commissioning was outside 
the high cost drugs and devices costs.  OCCG would look to claw back monies in 
year from independent providers on PLCV as well as negotiating the contract for 
next year.  This would not be possible with the OUHFT as a block contract was in 
place. 
 
Risk and risk transfer were the barriers to including high cost drugs and devices 
within the OUHFT block contract.  The Trust would argue these costs were pass 
through as the patients had been referred and treated and the Trust would not 
expect to carry the risk.  OCCG was considering setting up gain share 
agreements and some progress had been made in this area. 
 
The OCCG Board noted the Finance Report for Month 9 and considered 
sufficient assurance existed that OCCG was managing its financial 
performance risks effectively, that it could mitigate any risks identified and 
that it was on track to deliver its financial objectives. 

 

14 Integrated Performance Report 
The Director of Delivery and Localities introduced Paper 16/09 updating the 
OCCG Board on quality and performance issues to date.  The Integrated 
Performance Report was designed to give assurance of the processes and 
controls around quality and performance.  It contained analysis of how OCCG and 
associated organisations were performing.  The report was comprehensive but 
sought to direct members to instance of exception. 
 
There had been continued improvement in performance against targets.  DTOC 
figures had increased but were consistent with previous years and underlined the 
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discussion held earlier in the meeting (see Item 11). 
 
The Director of Quality reported there were some concerns around infection 
control and an action plan was in place.  Clostridium difficile numbers remained a 
challenge due to over-testing of patients.  A modification had been placed on 
requests and further education undertaken.  Other areas of concern included the 
management of test results, access to appointments and discharge summaries.  
OCCG was working with the Trust who was committed to making changes.  There 
had been some mixed sex accommodation breaches in Oxfordshire.  In counting 
breaches a patient in an area with seven other patients was counted per patient 
and would equate to eight breaches.  The Care Quality Commission (CQC) report 
on Oxford Health NHS Foundation Trust (OHFT) had been published after the 
Integrated Performance Report had been written.  Overall the Trust required 
improvement and OCCG would work with the Trust on an action plan and ensure 
this was implemented quickly. 
 
The news around the better performance in 52 week waits was welcomed but 
given the current position and the 18 week target it was queried whether there 
should be more focus on hidden waits and if this data should be published. It was 
noted a fuller report is presented to the Quality Committee covering a wider range 
of waits.  Responding to a query on how OCCG compared nationally on 
Clostridium difficile rates, the Director of Quality advised the national figure was 
26.7 per 100,000 population per year and Oxfordshire was at 23.9 per 100,000 
population per year.  Actions were being implemented aimed at reducing this 
figure.  Intelligence was shared and OCCG was trying to learn from those areas of 
the country reporting no incidents of Clostridium difficile but there appeared to be 
no scientific reason. 
 
The Oxford City Locality Clinical Director expressed concern that if work was 
transferred from RBFT to OUHFT on cancer 2 week waits the OUHFT might not 
meet this target and might not be a wise strategy.  The Director of Delivery and 
Localities described an approach that OCCG had been successful in being 
shortlisted for with McMillian and Cancer Research UK – the ACE pathway: 
accelerate; co-ordinate; evaluate.  This approach, if finally approved by a 
business case to McMillian, would enable GPs to have rapid access to diagnostic 
tests to rule out cancer diagnosis.  This would ensure the cancer pathway was 
more effectively used by those most likely to need it.  More information was 
requested on this programme 
 
In the CQC inspection of OHFT part of the problem had been the fabric of the 
Warneford Hospital.  Many buildings in Oxfordshire were inadequate.  The Trust 
carried primary responsibility but the fabric of the building should be suitable for 
provision of services.  The Chief Executive would pick up the issues with the Trust 
Chief Executive. 
 
The Director of Delivery and Localities advised on concerns around the Child and 
Adolescent mental health services (CAMHS) long waiters and OCCG was 
checking how Oxfordshire performed against other areas of the country. 
 
The OCCG Board noted the Integrated Performance Report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
DH 
 
 
 
 
DS 
 
 
DH 

15 Safeguarding Update – Update on Mazars Report into Southern Health 
NHSFT 
The Director of Quality presented Paper 16/10 summarising the Independent 
Review of Deaths of People with a Learning Disability or Mental Health Problem in 
Contact with Southern Health NHS Foundation Trust April 2011 to March 2015 
and outlining the actions required of OCCG. 
 
The Report had been commissioned by NHSE and was published at Christmas.  
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There had been concerns around the approach by Southern Health NHS 
Foundation Trust (SHFT) to investigations into unexpected deaths and their 
involvement of patients’ families.  Patients with learning disabilities did not always 
receive the same level of access as other people.  OCCG should aim and strive to 
ensure those with learning disabilities were supported to the same degree as 
everyone else. 
 
Regulatory action had been implemented by Monitor and the CQC was inspecting 
areas of SHFT.  Monitor had appointed an independent director with whom OCCG 
would make contact.  OCCG was also reviewing all deaths of people in 
Oxfordshire, implementing lessons learnt, talking to providers of mental health 
care to ensure lessons from the Report were shared across the system and risks 
AF22 and RR 705 in the OCCG risk registers were being addressed.  The full 
Report was available to OCCG Board members if they wished to receive a copy. 
 
Both OHFT and OUHFT were undertaking the review of deaths and would report 
to OCCG.  OCCG would then review the reports to ensure there was confidence 
everything that could have been done was done.  The review of those identified 
with mental health was across the spectrum and OCCG was also working with the 
local authority.  There were difficulties in primary care and help from GP 
colleagues had been requested to identify who would be able to assist in 
collecting information on those people who lived at home and might not be known 
within the system. 
 
The Oxford City Locality Clinical Director and mental health lead explained there 
were no problems identifying those patients who were labelled as having learning 
difficulties but there were coding issues within practices and this was a 
complicated and enormous piece of work.  The South East Locality Clinical 
Director concurred explaining there was a spread of intellectual activities across a 
population.  There were a number of young people of working age who lived at 
home who could be classified with learning difficulties but who managed very well.  
There was a desire not to stigmatise these people by labelling them with a 
learning disability.  This was care of vulnerable people who needed some extra 
help with life.  There needed to be focus on the Report but without creating a huge 
industry which would miss other individuals in the community who were vulnerable 
for other reasons. 
 
LCDs were requested to raise the issue at locality discussions and consider how 
care could be improved. 
 
The OCCG Board noted the update on the Mazars Report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
LCDs 

Governance and Assurance 

16 Annual Equality Publication 2015/16 
The Director of Governance presented Paper 16/11 describing equality and 
diversity work undertaken by OCCG in 2015.  The Publication detailed the 
process for the development of the OCCG 2016 – 2020 Equality Objectives in 
collaboration with the Equality Reference Group. 
 
The North Locality Clinical Director was the clinical lead and the Director of 
Governance the director lead.  There had been very good engagement this year 
with the Equality Reference group which included patients and public as 
members.  The Staff Partnership Forum had also reviewed the relevant Equality 
Objectives.  There were issues in being able to use data to demonstrate against 
each of the characteristics resulting in the Reference Group not feeling assured.  
There would be further discussion with the Group around areas of focus to ensure 
the organisation performed at a higher level.   
 
The North Locality Clinical Director advised this was the first year OCCG had 
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produced Workforce Race Equality System (WRES) and Equality Delivery System 
(EDS2) reports.  The patient reference group decided as these were first reports 
to err on the side of caution especially as the reports emphasised OCCG blind 
spots.  This was also the first time patients and public had been involved resulting 
in a wish to represent themselves as individuals rather than any particular group 
of people and in time being able to provide better representation and 
understanding of the various groups in the population of Oxfordshire. 
 
The Director of Delivery and Localities suggested the work as part of the Rose Hill 
project might be useful and queried whether it was felt it was specifically different 
or could be rolled out over the whole of Oxfordshire to help understand practices 
or populations under a particular challenge and highlight specific areas.  It was felt 
this honed in on the latest primary care strategy work and allowed for targeting of 
work.  The Chair concurred adding there was also evidence of targeting areas of 
poverty and there was a need to do more around impact on populations.  The 
Chief Executive stated this should be a particular focus of the Sustainability and 
Transformation Plan which contained a section on equality and diversity. 
 
Deprivation, housing and homelessness also affected mental health raising 
questions around the OCCG role and the number of decisions made using the 
same framework.  These should be considered in a joint way with the local 
authority. 
 
The Lay Member PPI felt the Health Inequalities Commission was innovative for 
Oxfordshire but queried why it had been formed, what value it added, the 
anticipated deliverables and how it would not duplicate areas already in place.  
She also felt the report had been a massive improvement on that produced in the 
previous year although commented it read like an assurance document rather 
than reflecting the importance of equality and diversity.  She felt future reports 
would benefit from the inclusion of case examples showing lessons learnt and 
improvements made. 
 
The Director of Governance would pick up and address the flavour of the report 
for next year and accepted the comments around counting advising this was why 
the work in the reference group had been supported by an expert as it was around 
showing what OCCG had undertaken rather than showing OCCG was an expert 
in a particular area.  She hoped this would be better portrayed in the next report. 
 
The Chair reported the Health Inequalities Commission had been set up with an 
independent chair, Professor Sian Griffiths, and independent members to 
consider what Oxfordshire as a whole should be doing over the next five years.  
The Commission would take information, data, reports and intelligence to 
synthesise the question.  Part of the remit was to synthesise information already 
available and present it to the Committee as evidence.  There would be a series 
of events at which evidence would be taken and reviewed from an independent 
perspective.  Anyone could present evidence to the Committee through the 
OCCG website.  The first session of the Committee on 26 February would focus 
on early years.  The Health Inequalities Commission briefing to be circulated.  It 
was suggested the OCCG response to Oxfordshire County Council on children’s 
centres could be fed in as evidence to the first session. 
 
The OCCG Board approved the Annual Equality Publication. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JM 

17 Corporate Governance report  
The Director of Governance introduced Paper 16/12 which reported on formal use 
of the seal and single tender action waivers.  It also included details of hospitality 
and declarations of interest. 
 
The OCCG Board noted the Corporate Governance Report. 
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18 Strategic Risk Register and Red Operational Risks 
The Director of Governance presented Paper 16/13 providing an at-a-glance view 
of the current status of all risks in the Strategic Risk Register and Extreme/Red 
risks in the Operational Risk Register.   
 
There were two Extreme/Red Operational risks: ID 735 and ID 772.  Individual 
risks were discussed in detail at sub-committee meetings and reviewed by 
directors prior to OCCG Board meetings. 
 
The Director of Governance advised the risk review meeting had discussed the 
ratings and for the next iteration the strategic risks would be reviewed as to 
whether they articulated the risk properly and were correctly rated.  Risks around 
financial areas were being reviewed by the Director of Finance. 
 
The OCCG Board noted: 

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

 The two Extreme/Red category Operational risks: references 735 and 
722 

 Operational Risk reference 705 had been discussed in detail in the 
Safeguarding Report. 

 

19 Oxfordshire Clinical Commissioning Group Sub-Committee Minutes 
Finance Committee 
The Lay Member (voting) as Chair of the Finance Committee presented Paper 
16/14a, the minutes of the Finance Committee held on 19 November 2015. 
 
The OCCG Board considered sufficient information was received in the 
Finance Report and through the minutes of the Committee meetings to 
assure themselves in relation to OCCG’s financial performance. 

 

 Quality Committee 
The Lay Member PPI as Chair of the Quality Committee presented Paper 16/14b, 
the minutes of the Quality Committee held on 17 December 2015.  These were 
currently draft minutes and plans were in place for quicker sign-off for the 
Committee minutes to enable approved minutes to be submitted to the OCCG 
Board meeting in future. 
 
The Lay Member PPI explained the minutes were a high level summary of areas 
covered in the Committee meetings.  A breadth of areas and reports were 
reviewed of which some had produced results whilst other areas were on-going.  
The comment in the previous minutes around the Quality Committee appearing to 
be largely backward looking was acknowledged but it was believed it was with a 
degree of forensics.  The Committee was also forward looking and received 
strategic documents from partners and reviewed their plans.  The Committee 
covered a wide range of issues and had representation from public health, the 
local council, two Lay and a PPI member as full members of committee and links 
to PPI forums.  The Committee had a wide overview and a wide means of 
communicating its activity. The report to the OCCG Board was only one means of 
communication.   
 
The OCCG Board noted the Quality Committee minutes. 

 

For Information 

20 Oxford University Hospitals NHS Trust Board minutes 
The OCCG Board noted Paper 16/15 sharing the minutes of the Oxford University 
Hospitals NHS Trust Board meeting held in November 2015. 

 

21 Oxford Health NHS Foundation Trust Board minutes 
The OCCG Board noted Papers 16/16a and 16/16b sharing the minutes of the 
Oxford Health NHS FT Board meetings held in September and October 2015. 
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22 Any Other Business 
There being no other business the meeting was closed. 

 

23 Date of Next Meeting: Thursday 31 March 2016, 09.00 – 12.45, the John Paul 
II Centre, Bicester. 

 

 


