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Foreword from Dr Joe McManners, Clinical Chair  

This year Oxfordshire Clinical Commissioning Group (OCCG) has focussed on how the health and social 

care system works in Oxfordshire and how, as NHS and social care organisations we work together for 

the benefit of local people. Our main achievements, and indeed challenges, are set out in this report but 

I wanted to highlight just a few which I believe will affect patients for the better and start to build a 

stable and sustainable NHS in Oxfordshire.  

Considerable work has been undertaken to develop and implement a new approach to commissioning 

and providing mental health services with the introduction of a new outcomes based contract (OBC). 

The OBC for mental health included extensive patient involvement in its development. It is designed to 

bring about recovery and well-being for adults who live with severe mental illness through the 

achievement of specified outcomes and help them live as independently as possible, managing without 

the on-going support of secondary mental health services.  

A big focus for OCCG in the last year has been to continue to support the development of primary care. 

We are told by patients that they sometimes struggle to access to GP appointments and it is recognised 

that there are many pressures on primary care including an increasing workload due to some care 

already moving out of hospital, a growing population and a reducing workforce. Primary care is essential 

to our vision to move care closer to home but this must be done in a sustainable way. To maintain the 

best general practice for the future we have supported the development of the GP federations and the 

implementation of the Prime Ministers GP Access Fund (previously PM Challenge Fund) projects.  

The quality of services locally is a key priority for us all. We work closely with patients and the public to 

ensure their views are taken into consideration when re-designing services to help improve quality. We 

systematically collect feedback from members of the public about the experiences they have and we 

have feedback mechanisms in place for GPs to share information with us on the services commissioned 

by OCCG. The local NHS services continue to perform well in the ‘Friends and Family’ test, which is a 

national test which assesses services based on the percentage of people likely to recommend them. 

Oxford University Hospitals NHS Foundation Trust (OUHFT) regularly receives higher than the national 

average and Thames Valley area scores.  

Safeguarding our most vulnerable people has been developed further over the past year with OCCG 

working with its partner organisations to develop systems and services that protect vulnerable children 

and adults in the community. 

We finally saw the opening of a new health campus in Henley in March 2016; the new building replaces 

the old Townlands Hospital after many years of work.  It is great to finally see the new building and the 

services it houses open to the public. In the coming months a new Rapid Access Care Unit will open to 

provide assessment and treatment of patients with a crisis or deterioration in their health or long term 

condition.  

Whilst we do well in some areas of providing services for people with learning disabilities, we know we 

have more work to do in developing and improving the quality of the services we commission. To this 

end, following considerable work with services users and carers and a public consultation, OCCG and 

Oxfordshire County Council jointly published the Oxfordshire Big Plan 2015/18 for adults with learning 
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disabilities. The aim of the plan is to ensure people with learning disabilities and their carers live fulfilled 

lives with the right level of support from health and social care. 

The population of Oxfordshire is diverse and each community has different needs. It is important for 

OCCG to understand this diversity to ensure health services are planned properly and provide equity in 

terms of access, experience and outcomes for everyone. To give us more insight into the equality gaps 

in Oxfordshire, we have convened a Health Inequalities Commission. The Commission will make 

recommendations for actions which could be taken to achieve sustainable reductions in health 

inequalities in the county. 

Our third year of operation has again coincided with a challenging time for everyone in the NHS and 

local government. Demands on health and social care services continue to rise each year and financial 

pressures have increased. Despite this, we have had success and advances in the way healthcare is 

delivered in the county. Health, social care and public health professionals across Oxfordshire have 

maintained high quality services, continued to meet challenges head on and have become ever more 

involved in developing services that prevent ill health and improve outcomes for the benefit of patients 

– for this I am grateful.  
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Performance Report  

 

‘By working together we will have a healthier population, with fewer inequalities, and health services 

that are high quality, cost effective and sustainable. 

‘We will work with the people of Oxfordshire to develop quality health services, fit for the future. 

Through clinical leadership we will achieve good health outcomes for us all within the money available; 

balance the needs of you as individuals with the needs of the whole county.’ 

OCCG’s vision and mission statement  

An overview of Oxfordshire Clinical Commissioning Group and the 

local community: 

OCCG is the statutory organisation, in Oxfordshire, that plans, buys and oversees health services for 

more than 700,000 people from a range of NHS, voluntary, community and private sector providers.  

OCCG is licensed without conditions. 

These services include hospital services, mental health services and community services such as district 

nursing and physiotherapy. We do this on behalf of people registered at GP practices in Oxfordshire and 

those who live in Oxfordshire (but not registered with a GP practice). To do this successfully, we work 

with local people, GPs, pharmacists, optometrists, dentists, hospitals and other partners including local 

government and the voluntary sector. OCCG is a member organisation of 76 GP practices in Oxfordshire.  

1The population in the County has grown by more than 10% in the last 15 years and it is expected to 

continue growing, due to increases in life expectancy, birth rate and more people moving into the 

county (22,000 new homes being built in Didcot and 23,000 in Cherwell, including Bicester). The people 

living in Oxfordshire currently enjoy good overall health. In 2010 Oxfordshire was ranked the 11th least 

deprived upper tier local authority out of 152 in England. However, there are pockets of social 

deprivation, with 15 local areas featured among the most deprived 20% nationally.  

Most people in Oxfordshire are from White British or Irish backgrounds but the county is becoming 

more ethnically diverse over time. The numbers of Black and Minority Ethnic (BME) people have almost 

doubled between 2001 and 2011 (numbering 60,000 - 9% of Oxfordshire’s population), with the largest 

increase in Oxford and Cherwell. Oxfordshire is the most rural county in the South East. It has a 

population of around 672,500, one third of which lives in towns or villages of less than 10,000 people. 

Levels of disability are low in Oxfordshire, compared to national averages, but around 90,000 residents 

report being limited in their daily activities. 

Healthier behaviours are more prevalent in Oxfordshire, with higher than average levels of physical 

activity, fewer people overweight or obese, and relatively lower levels of smoking than nationally.  

However obesity and diabetes are increasing locally with 55% of Oxfordshire’s adult population being 

                                                           
1 Reference: Joint Strategic Health Needs Assessment 2015 
 

http://insight.oxfordshire.gov.uk/cms/joint-strategic-needs-assessment
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overweight or obese; linked to this is the number of people with diabetes in Oxfordshire, which is 

forecast to increase by 32% to 41,000 by 2030. Other common conditions prevalent in Oxfordshire 

include high blood pressure, asthma, and common mental health disorders like depression and anxiety.  

An introduction from David Smith, Chief Executive  

OCCG has experienced a year of contrasts in 2015/2016. We have had success in some areas but we 

have also struggled with long standing issues, such as delayed transfers of care (DTOC), which are still to 

be resolved.  

I am pleased to say that we are successfully achieving many of our performance targets including 93.7% 

of those people starting treatment within 18 weeks of referral. 92.82% (against a standard of 93%) of 

people with suspected cancer had their first outpatient appointment within 2 weeks and we have now 

reached the standard of 85% of people receiving their first treatment from an urgent GP referral within 

62 days.  

We have made big strides forward with services for people living with mental health issues through the 

new outcomes based contract (OBC)  which was signed in October last year. The aim of the new 

contract is to help people living with severe mental illness to live as independently as possible, 

managing without the on-going support of secondary mental health services. 

We also remain in financial balance. We forecast a small surplus at the beginning of the year and have 

reached year end with a surplus of £8.9 million. Our financial performance is set out on page 12 and the 

financial accounts have been prepared on the going concern basis. For more detail please refer to page 

85.  

Yet we continue to struggle to maintain performance in urgent and emergency care services. The 

number of people delayed in our hospitals remains a significant issue despite a concerted effort 

launched December 2015 to reduce DTOC with an intensive discharge project. Admissions to hospital of 

frail and elderly people are also increasing and putting significant pressure on the health and social care 

system. Attendances at Accident and Emergency (A&E) are increasing as well as the complexity of the 

cases. 

Many of the problems we face require a system-wide approach to solve them, for example contributing 

factors to DTOC involve almost all parts of the system, from ambulance providers to social care teams. 

During 2015/16 we made progress with our health and social care partners which includes OCCG, 

Oxford Health NHS Foundation Trust (OHFT), Oxfordshire University Hospitals NHS Foundation Trust 

(OUHFT), South Central Ambulance Trust (SCAS), Oxfordshire County Council (OCC) and the Oxfordshire 

Primary Care Federations to establish a Transformation Board. The Board has committed to work 

together to shape the future of health and social care which provide solutions in response to local 

needs. 

Steps have also been taken to integrate health and social care with the assimilation of health and social 

care teams within Localities2. But we must go further; we need to look at how we integrate the 

commissioning function of clinical commissioners and social care commissioners. There is no single 

overarching body with responsibility and accountability for planning and commissioning integrated local 

                                                           
2
 Both OCC and OCCG divide the county into geographical areas which are called localities.  
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services, and patients report that their experience often feels fragmented. We should build on our 

current joint budget with OCC and commissioning arrangements. Work is on-going with our GP 

members to support this direction of travel for commissioning. 

Having a single commissioning body would enable greater local knowledge to shape services. With a 

single commissioner there would be greater joining up of commissioning and provision to improve 

integration of services. It could also enable more care to be delivered by a single team with shared 

records and shared plans for those with long term problems, avoiding duplication. This would benefit 

our patients e.g. linking up district nursing and home care. We hope this would help tackle current 

problems such as delayed transfer of care and meet pressures from rising demand in the future.  

Performance Analysis 

Progress on delivering our five - year strategic plan 

Part of the National Health Service Act 2006 (as amended) looks at the duty on NHS organisations. For 
clinical commissioning groups part of our duty under the act it to improve the quality of services 
commissioned; reduce health inequalities, involve the public in commissioning decisions and deliver a 
Health and Wellbeing (HWB) Strategy.  
 
This Annual Report illustrates how we comply with the Act. Oxfordshire has a Health and Wellbeing 

strategy which is a joint strategy designed to improve the health and wellbeing of local people, 

especially those with health problems or in difficult circumstances. OCCG is an active member of the 

Health and Wellbeing Board which monitors the delivery of the strategy.  

OCCG’s work is guided by our five year strategic plan, 2014/15 – 2018/19, which directly supports 

delivery of the HWB strategy. It was developed in 2014 with input from the public and our partners. The 

plan is being delivered through five major change programmes set out below and the delivery of a joint 

Better Care Fund plan with our social care partners, OCC.  

The strategy outlines our main challenges which include: 

 maintaining and improving the quality and safety of health services  

 ensuring health services develop to meet the changing needs of our population – particularly 

the increasing number of older people and people with more than one long term condition 

 reducing the overall costs of our healthcare system by around £20m a year for the next five 

years 

 identifying and driving out wastage 

 working to improve the health of the people of Oxfordshire together with our public health 

partners  

A key goal is to integrate services better and make them patient-centred and personalised by  

 ensuring our physical and mental health services are cohesive and people are treated for both 

their physical and mental health needs where appropriate 

 further integrating health and social care, so patients with multiple and complex conditions are 

supported by doctors and care-workers together, planning and delivering treatment in a co-

ordinated way 
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Our change programmes aim to tackle five core areas: 

1. GP Primary care – to build capacity in primary care so patients have better access to their GP 

when they need help and the pressure on GP practices is reduced.  

2. Urgent care – to reduce A&E attendances and emergency admissions to hospital.  

3. Planned care – to improve the efficiency of planned care.  

4. Mental health – to improve mental health services by creating a more integrated treatment 

system for people with mental and physical health needs; we will also work to improve the 

diagnosis of dementia and subsequent care.  

5. Medicines optimisation – to maximise clinically effective and cost effective prescribing while 

removing waste from the system. 

To deliver our strategy we will be shifting care and resources into different parts of the health and social 

care system. We must also reduce the proportion of people inappropriately admitted to hospital and 

reduce the proportion of people who spend longer in hospital than necessary. To enable this to happen, 

we aim to increase investment in services delivered in primary and community care while reducing 

investment in acute hospital care. 

How do we monitor performance? 

OCCG Board is responsible for discharging the duties of its constitution, which includes monitoring and 

scrutinising performance. The Board receives an integrated performance report at their bi-monthly 

meetings in public. 

OCCG has formal committees of the Board which scrutinise how OCCG and our health providers are 

performing; these are the Finance Committee, the Audit Committee and the Quality Committee (for 

more information about the committees and their purpose please see page 52).  

In addition to the monitoring requirements outlined above the Chief Executive of OCCG is an active 

member of the System Leadership Group, whose other members include the chief executives, OUHFT, 

OHFT, the Director of Public Health and Head of Paid Services at OCC and representatives from GP 

federations in Oxfordshire. The group provides the leadership and coordination of the health and social 

care system in Oxfordshire. It oversees the delivery of all key performance targets and drives forward 

the transformation of the care system in the county. It manages crises which impact on the whole 

system and includes consideration of wider issues as appropriate (e.g. transport, economic 

development etc.).  

The System Resilience Group also has a role to play in monitoring performance. It members include the 

chief operating officers from NHS organisations in Oxfordshire. The group aims to develop and maintain 

resilience across the planned and unplanned care pathways and support effective leadership and 

operational management of high quality care delivery. It operates from a whole system perspective, 

considering health and social care from primary through community to hospital care, whether statutory 

or independent; and will offer systems leadership from the highest levels, to achieve these ends. 
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Performance against national and local targets 

Below outlines the constitutional targets that OCCG has a duty to meet. During the past year OCCG has 

not met all of its constitutional targets; the following information within this report explains what 

remedial action has and is being taken. 

Category 
Indicator Target OCCG 

Achieved 

Referral to 
Treatment 
waiting times 
for non-urgent 
consultant led 
treatment 

Admitted and non-admitted patients to start treatment within 
a maximum of 18 weeks from referral  

 
 

92% 

 
 

93.7% 

Cancer Waiting 
Times 

Maximum two week wait for first oupatient appointment for 
patients referred urgently with suspected cancer by a GP. 

 
93% 

 
92.8% 

Maximum two week wait for first oupatient appointment for 
patients referred urgently with breast symptoms (where 
cancer was not initially suspected) 

 
 

93% 

 
 

93.2% 

Maximum one month (31 day) wait from diagnosis to first 
definitive treatment for all cancers 

 
96% 

 
97.5% 

Maximum 31 day wait for subsequent treatment where that 
treatment is surgery. 

 
94% 

 
96.8% 

Maximum 31 day wait for subsequent treatment where the 
treatment is an anti-cancer drug regimen. 

 
98% 

 
99.6% 

Maximum 31 day wait for subsequent treatment where the 
treatment is a course of radiotherapy. 

 
 

94% 

 
 

97.2% 

Maximum two month (62 day) wait from urgent GP referral 
to first definitive treatment for cancer 

 
 

85% 

 
 

85.7% 

Maximum 62 day wait from referral from an NHS screening 
service to first definitive treatment for all cancers. 

 
90% 

 
95.8% 

Diagnostic test 
waiting times 

Patients waiting for a diagnostic test should have been 
waiting less than 6 weeks from referral 

 
1% 

 
0.4% 

A&E Waits 
Patients should be admitted, transferred or discharged 
within 4 hours of their arrival at an A&E department 
 

 
95% 

 
88.7% 

(OUHFT) 

 
The number of patients waiting longer than 12 hours on a 
trolley 

 
0 

 
0 
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Category 
Indicator Target OCCG 

Achieved 

Category A 
Ambulance 
Calls 

Category A calls resulting in an emergency response 
arriving within 8 minutes (Red 1) 

 

75% 

 

71.9% 

Category A calls resulting in an emergency response 
arriving within 8 minutes (Red 2) 

 
 

75% 
 

 

72.7% 

 

Category A calls resulting in an emergency response 
arriving within 19 minutes 

 

95% 

 

94.4% 

Mixed Sex 
Accommodation 
Breaches 

Breaches of same sex accommodation 

 
 

0 

 

33 

Cancelled 
Operations 

All patients who have operations cancelled on or after the 
day of admission (including the day of surgery), for non-
clinical reasons, to be offered another binding date within 
28 days, or the patient's treatment to be funded at the time 
and hospital of the patient's choice. 

 
 

0 

 

3.1% 

(OUHFT) 

Mental Health Dementia Diagnosis 

 

66.6%% 

 

 

66.7% 

Delayed 
Transfers of 
Care 

Number of days delayed as % of occupied bed days 

 
 

3.5% 

 

10.7% 
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Finance  

Our total funding for the financial year 2015/16 was £704.4m, of which £687.8m was allocated for 

healthcare programme costs and £16.6m for running costs of OCCG. In setting our financial plans at the 

start of the year we complied with all planning requirements and anticipated a 1% surplus of £6.9m. By 

year end we are able to report a surplus of £8.9m due to receipt of £2m additional funding for the 

achievement of Quality Premium requirements in the previous year.  

 

Building on our arrangements in 2014/15, we agreed a change to the structure of our contract with our 

main acute provider, OUHFT, to reflect the pressures that demand places on our funding. Under the 

agreement, financial risk-sharing arrangements were agreed upfront between the two organisations. A 

design principle in this has been to foster a mutual obligation for both partners to work closely together 

to ensure that demand and costs could be managed safely for patients and our organisations. The main 

pressure on the acute budget, reported throughout the year, was the increased demand for what are 

termed high cost drugs and devices which were not a part of the risk sharing arrangement. The other 

significant budget pressure for OCCG was the cost of demand and activity in our independent sector 

acute providers. 

While contractual arrangements can be used to manage some of the financial risk of demand for 

healthcare services, a key priority in ensuring that services remain sustainable for the future is to 

monitor and manage demand within the available resources. 

During 2015/16, OCCG has continued with joint commissioning and pooled budget arrangements with 

OCC for Older People, Physical Disability, Learning Disability and Mental Health. OCCG contributed 

£19.7m of funding to the Better Care Fund which forms part of the Older People pool. 

For the financial year 2016/17 we will receive a £50m increase to our funding. This reflects NHS 

England’s commitment to bring all CCGs to within 5% of their target allocation in 2016/17. OCCG will be 

4.8% below target rather than the 7.2% below in 2015/16 and this will help meet the challenges caused 

by increasing demand and an ageing population.  

Budget ytd Actual ytd Variance 

M12 M12 M12

£'000 £'000 £'000

Acute 370,016 379,096 9,080

Community Health 68,833 68,525 (308)

Continuing Care 55,485 55,716 231

Mental Health and Learning Disability 67,293 67,397 104

Primary care 94,578 94,332 (246)

Other Programme 18,548 18,195 (353)

Sub Total Programme costs 674,753 683,262 8,509

Running costs 16,593 12,258 (4,335)

Sub Total 691,346 695,520 4,174

Investment Reserve 2,850 0 (2,850)

Contingency 0.5% 3,328 0 (3,328)

1% Surplus 6,912 0 (6,912)

Total 704,436 695,520 (8,916)
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Allocations have been issued by NHS England to 2020/21 and indicate that the significant increase in our 

funding for 2016/17 will not continue in future years where OCCG will receive lower than average 

increases. There is a need to invest the additional funding wisely in 2016/17 to deliver system 

transformation in a way that ensures that OCCG is able to live within its allocation in future years. 

In 2016/17, OCCG will take on formal delegated responsibility from NHS England for GP Primary Care 

Commissioning and has received a transfer of allocation of £91m in order to deliver this. 

This significant increase in our funding for 2016/17 will not remove the need for us to identify and 

implement initiatives that improve the efficiency and value for money of our healthcare services. As a 

result, we have targeted a savings plan of £22.4m for 2016/17. OCCG is part of the national Wave 1 

Right Care Programme pilots and it is through this approach that will identify opportunities for 

improvement where we are delivering poor value for money (high levels of spend and/or poor health 

outcomes).  This will inform the work streams of the Oxfordshire system Transformation Programme. 

Savings will be delivered in the following areas: 

 Transactional Savings 

 The agreement of evidence based activity planning and activity management actions 

with providers including appropriate clinical controls on the access to and type of 

treatment. 

 Engagement and influence on primary care prescribing behaviour and costs. 

 Procurement savings on contracts. 

 Service Design/Redesign 

 For example the new pathways and services for Musculoskeletal, Ophthalmology and 

Bladder and Bowel. 

 Informed by the CCG’s participation in the Right Care Programme we are using 

benchmarked intelligence on spend and outcomes to focus our improvement activities. 

 Service/System Transformation 

 This work is shaped and driven through the work of the Oxfordshire Transformation 

Programme and includes work on new models of care. 

Provider engagement is critical to the effective delivery of the changes required to release savings and 

we are continuing our Joint Quality, Innovation, Productivity and Prevention (QIPP) Steering Group 

arrangements with our main providers. 

The elements described above are being developed into a 3 year savings programme which reflects the 

challenge facing OCCG and the wider healthcare system from 2017/18. 

The key risk for OCCG moving forward into 2016/17 remains the same as it is for all NHS organisations 

across the country, which is to address the increasing demand for NHS services. 
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Primary Care  

During the past year OCCG has been co-commissioning primary medical services (GP services) with NHS 

England through the Joint Committee for the Commissioning of Primary Care. This includes General 

Medical Services, Primary Medical Services and Alternative Provider Medical Services contracts, newly 

designed enhanced services, design of local incentive schemes, approving practice mergers, and 

decisions on new GP practices and on discretionary payments. 

A significant step forward for OCCG is that all Localities have agreed to the delegation of commissioning 

primary medical services from NHS England beginning on 1 April 2016. This means NHS England will 

delegate the commissioning of GP services to OCCG. As a result, we will have the opportunity to develop 

a more holistic and integrated approach to improving healthcare for local people. It also offers the 

opportunity to develop more affordable services through efficiencies gained in aligning primary and 

secondary care commissioning. 

In the last year OCCG has worked with NHS England to continue to support the development of the GP 

federations3 and the implementation of the Prime Ministers GP Access Fund (previously Prime Ministers 

Challenge Fund) projects.  

The GP Federations in Oxfordshire include: 

 Principal Medical Limited Federation, an umbrella organisation supporting four GP federations 

consisting of 36 GP practices in the North (NOxMed), North East (OneMed), West (WestMed) 

and South West (ValeMed). 

 OxFed, a federation comprising the 22 GP practices in Oxford City.  

 Abingdon Health Federation, formed from six GP practices in Abingdon and Berinsfield 

 South East Federation, formed from 10 GP practices in the South East. 

GP federations are now key players on the new leadership bodies including the System Leadership 

Group, Oxfordshire Transformation Board and the System Resilience Group. It is important for GPs to be 

represented on these groups to ensure primary care has input and a strong voice in developing system 

wide approaches to health care. 

All GP federations in Oxfordshire are involved in implementing projects as part of the GP Access Fund. 

The Early Visiting Service is now operating in North, North East, West, South East and South West 

Localities. A team of emergency care practitioners work closely with GP practices and other community 

health and social care services. They carry out visits on behalf of GP practices, to elderly and 

housebound people in their own homes. Since September 2015 more than 1200 home visits have been 

completed and the service has been endorsed by GPs and patients. With the trusted team undertaking 

home visits there is more time for GPs between morning and afternoon surgeries to visit more complex 

patients who could be at higher risk of admission to hospital.  

Neighbourhood Access Hubs are providing urgent appointments for patients as an alternative to an 

appointment at their own GP surgery. In some areas, weekend appointments are available for more 

routine issues. This helps GPs meet an increasing demand for urgent appointments and allows them 

                                                           
3
 A GP Federation is a group of GPs who have come together to enhance the delivery of health and social care services locally. 

They are a membership organisation formed from a number of GP practices.  

http://www.principal-medical.co.uk/Primary_Care_Services.php
http://oxfed.uk/
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more time to plan care for those with more complex conditions. We now have Neighbourhood Access 

Hubs in Banbury, Bicester, Kidlington, Wantage and Witney. Since opening, the hubs have provided in 

excess of 2,500 extra appointments for patients to be seen on the day (particularly Thursday and Friday 

evenings, Saturday and Sunday day-times) in the locations around the county. 

A new website was launched in November 2015 supported by the GP Access Fund. The COACH (County 

of Oxfordshire Advice on Care and Health – www.my-coach.org.uk ) website provides information to 

help patients understand and manage health conditions, and to find local health and care resources. 

The website is available 24/7 providing access to self-help tools and chronic condition guides. It also 

signposts patients to health and care groups and shows how to better manage long term chronic 

conditions. An A to Z health guide coupled with healthy living apps allow patients to stay well and 

healthy. People viewed more than 12,000 pages of the website during the first few weeks of its launch. 

Feedback from patients, their families, carers and healthcare workers reveals the website is a useful 

tool.  

All GP Access Fund pilot projects are being evaluated independently by the Department of Primary Care 

Health Sciences at Oxford University to determine whether or not they should continue once national 

funding has ceased.  

Urgent Care 

Well publicised issues around A&E waiting times, ambulance response times and people delayed in 

hospital when they are fit to leave hospital care show that 2015/16 has been challenging within urgent 

care in the county.  

In December 2015 health and social care partners came together to start delivering a joint plan which 

meant patients who no longer needed hospital care would be transferred to a care home. This was an 

interim step which meant their needs were better met while they waited for transfer to home and 

community-based support or to a permanent care home. From December 2015 to March 2016, around 

290 patients waiting for rehabilitation and social care in either OUHFT or community hospital beds were 

moved to intermediate care beds in one of 17 care homes across the county.  

Despite best efforts over the past year and OCCG investment of £2 million, the number of Oxfordshire 

people delayed in hospital unnecessarily remained high with 130 DTOCs at the end of March 2016 (it 

was 126 at the end of March 2015).  

To help us improve the discharge of patients waiting for reablement or domiciliary care in their own 

homes, we have identified that there is a need for the system to provide an additional 1,600 hours of 

home care each week. We are now working together to try and increase that capacity. OUHFT, which is 

a registered social care provider, is planning to directly recruit and train 50 new home carers to increase 

the overall availability of home care in Oxfordshire. This should help both with the ability to get people 

home quicker, but also to help avoid hospital care in the first place.  

This is a quite a challenge given the issues with recruitment and retention of skilled health and social 

care professionals in Oxfordshire; it is also important to expand the workforce in this area rather than 

redistribute existing staff.  

http://www.my-coach.org.uk/
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While DTOC figures have not decreased as we would have wished, the initiative has demonstrated the 

ability of the wider health and social care system to mobilise and work together well together to safely 

transfer patients. We have successfully commissioned significant amounts of extra capacity and 

redeployed resources within budget and at a pace which has led to people who do not need to be in 

hospital being moved to more appropriate accommodation.  

Even though patient feedback from A&E services is good, we have failed to reach Government targets, 

with 91.3% (against a target of 95%) of people attending A&E being seen, treated and either discharged 

or admitted within four hours at the end of March 2016. The number of people attending A&E remains 

high with an increase of 8.77% (in March) compared to last year and the complexity of cases has 

increased.  

While the target has been met on occasions throughout 2015/16, performance has not been consistent. 

Last year OCCG worked alongside providers on a national initiative, ‘breaking the cycle’ focusing on the 

way patients move through the health and social care system, from the ambulance service and GPs, 

through the hospital and back out into the community. Much was learnt from this initiative and changes 

implemented included putting more social care staff on hospital wards, GPs working with paramedics to 

undertake home visits earlier, carrying out extra patient transport journeys and carrying out scheduled 

operations earlier. A new Emergency Assessment Unit with 20 beds has opened at the John Radcliffe 

Hospital creating more capacity. However, the flow through the hospital for admitted patients remains 

a pressure.  

In the coming months a Rapid Access Care Unit will open at the new Townlands Health Campus in 

Henley. We hope it will support the urgent care system in Oxfordshire by reducing A&E attendances and 

admissions to an acute hospital as the unit will provide assessment and treatment of patients with a 

crisis or deterioration in their health or long term condition.  

We are struggling to reach the ambulance response times targets in Oxfordshire. SCAS has not achieved 

the 75% target of responding to category A calls within eight minutes (it reached 71.9% at year-end). 

Given the issues throughout the year with response times OCCG issued a contract performance notice 

and penalty notice to SCAS, which resulted in an action plan being developed and implemented.  

SCAS also started a ‘dispatch on disposition’ pilot, now known as National Ambulance Resilience Project 

(NARP), in October 2015. This allows an extra 2 minutes of telephone triage for Red 24 incidents. SCAS is 

hoping this will increase the percentage of patients treated via telephone advice and reduce the need 

for ambulance attendances, so freeing paramedics to attend more serious incidents. It is hoped the 

implementation of the ‘dispatch on disposition’ pilot will help improve response times across 

Oxfordshire. 

Early indications show the pilot is improving ‘hear and treat’ rates - this is the telephone advice that 

callers, who do not have serious or life threatening conditions, receive from an ambulance service after 

calling 999. They may receive advice on how to care for themselves or where they might go for 

assistance. This was up to 10.3% at the end of November 2015 from 6.6% in April 2015 and has reduced 

                                                           
4
 Red 2 is the category where an incident is a life threatening emergency but not breathing difficulties or cardiac 

arrest. However the incident still requires an ambulance response time in eight minutes. 
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the need to send an ambulance response. On an average day SCAS is now sending out 100 fewer 

ambulances, thus supporting the recovery of overall performance. 

Planned Care 

In the past year, significant improvements have been made in planned care5 with many projects 

resulting in better local services for patients.  

A new health campus opened in Henley in March 2016; the new building replaces the old Townlands 

Hospital. Services being provided from the new building include a minor injuries unit, radiology, out of 

hours, physiotherapy, speech and language therapy, podiatry and other outpatient clinics. The services 

are being provided by OHFT and the Royal Berkshire Hospital NHS Foundation Trust (RBHT). Eleven 

‘step-up / step-down6' beds will be available in the Orders of St John Care Home on the health campus 

together with a further 3 beds purchased by OCC to use for respite care. 

During 2014/15 OCCG worked closely with patients and clinicians to develop a commissioning strategy 

for a Musculoskeletal (MSK) service that was sustainable for the future, met patient need, is efficient 

and provides a quality service for patients. This project is now at its implementation stage, however 

thus far we have been unable to nominate a ‘most capable provider’ locally. As such, the MSK service is 

out to tender with the aim of ‘going-live’ in April 2017 depending on the successful completion of the 

tendering process. 

This year has seen sustained improvements in OCCG’s performance on waiting times in general and on 

the specific targets relating to patients diagnosed with cancer.  

The 18 week waits from GP referral to treatment (RTT) targets have combined for 2015/16; OCCG 

reports on those admitted and non-admitted patients who have started their treatment within 18 week. 

The standard of 92% has been met with 93.7% of patients starting their treatment within 18 weeks of 

referral over the past year.  

Whilst the number of people being seen by a specialist within two weeks of an urgent GP referral for 

suspected cancer was narrowly missed (92.82% against a standard of 93%) all other main targets were 

achieved; patients waiting no longer than one month (31 days) from an urgent GP referral to the first 

definitive treatment (96.53% against a standard of 96%) and the two month (62 days) of people 

receiving their first treatment from an urgent GP referral (85.59% against a standard of 85%).  

In 2014 a public consultation was undertaken and OCCG introduced revised eligibility criteria on non-

emergency patient transport. The changes were needed because of rising demand for health services 

and a significant increase in demand for non-emergency transport journeys over the past four years. 

Since the introduction of the local eligibility criteria in Oxfordshire there has been a drop in activity for 

patients who can walk compared to 2014/15, however overall there has been an increase in the higher 

                                                           
5
 Planned care is the name given to those services and treatments which are not carried out in an emergency, 

often those which patients are referred to by their GP. 
6
 ‘Step-up / step down beds are mainly for patients who do not require an admission to acute hospital care or still 

require some hospital care and cannot be discharged home. 
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acuities. As a guide, the total number of walkers transported in 2014/15 under the non-emergency 

patient transport service (NEPTS) contract was 27,277 and in 2015/16 SCAS transported 23,228. 

Over the past year further work has been carried out to streamline the NEPTS with a move to a single 

contract for the service in the Thames Valley area. A procurement process was undertaken with SCAS 

winning the contract to provide the service. The new contract brings together three existing contracts 

covering Berkshire, Oxfordshire and Buckinghamshire from 1 April 2016. SCAS was the existing supplier 

for these three contracts. The service provides transport for people who are unable to use public or 

other transport due to their medical condition (criteria apply), and are attending hospital outpatient 

clinics; being admitted to or discharged from hospital wards and needing life-saving treatments such as 

radiotherapy, chemotherapy, renal dialysis or DVT treatment. 

Improvements for patients include: 

 a web based ‘Patient Zone’ on the SCAS website to enable patients to manage their own 

booking via the web  

 a stand-alone kiosk in key hospital sites will enable patients to access Patient Zone to manage 

their booking, and to give feedback on the service  

 enhanced SMS text notifications will provide patients with more detailed booking and journey 

ETA status updates  

Mental Health Services 

Over the past few years OCCG has worked very closely with OHFT and voluntary sector partners to 

ensure continued investment in mental health services. In 2012, OCCG started a process to engage 

users, carers, clinicians and providers in exploring a new way of commissioning based on outcomes and 

designing those outcomes that would make a difference to adults with mental illness. This was the basis 

of assigning a single contract focused on improving outcomes for individuals – outcomes based contract 

(OBC). 

From the beginning of the project OCCG worked with people living with a mental illness and their 

carers; several public events were held to talk about possible models of care and what was important to 

patients and their carers / families in terms of outcomes.  

A group of clinicians, social workers and mental health practitioners looked at those outcomes 

discussed in the events and helped OCCG outline a suggested list of outcomes and proposed measures 

for a new service and contract for mental health services.   

The OBC model is designed to bring about recovery and well-being for adults who live with severe 

mental illness through the achievement of specified outcomes. It should meet the desire for responsive 

services which enable people to live with and beyond their mental illness. Ultimately the aim of the 

contract is to help people living with severe mental illness to live as independently as possible, 

managing without the ongoing support of secondary mental health services.  

The outcomes that form the basis of OBC were developed as part of a public consultation and are 

outlined below:  
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Key:  

 SMI: severe mental illness 

 Recovery Star: a user completed self-assessment tool that enables people to identify their 

strengths and their barriers to well-being and focus their care plan on addressing these issues 

 PbR clusters: a nationally developed ‘payment by results’ tool that stratifies the severity of 

someone’s mental illness through a clinical assessment. The clusters are a scale of need relating 

to anxiety and depression, psychosis and dementia. The OBC includes patients from cluster 4 -

17 (severe anxiety, depression and psychosis)  

 BMI: body mass index 

Taken together the above outcomes are designed to draw together the person with mental health 

issues and the clinician’s perspectives on how well someone is doing. The outcomes are a combination 

of the short and long term (individual better physical health v overall mortality rate). They focus on 

what works: structured activity; stable housing; well-supported carers; responsive services in a crisis. 

In October 2015, OCCG awarded the new contract to the Oxford Mental Health Partnership. The 

partnership comprises OHFT, Oxfordshire Mind, Restore, Response, Connection Floating Support and 

Elmore Community Services.  

OHFT working with the five local charities to deliver mental health services means people using any of 

the services will find it easier to access the local knowledge and expertise of each organisation. The 

intention of the Partnership is to give a different experience for service users and for their carers. It’s 

about shaping services around the individual’s needs rather than expecting the person’s to meet the 

service’s needs. 

The partnership means people will now go to one organisation and, because assessments have been 

standardised, they will only be assessed once.  

The new contract brings together in one contract a number of services previously commissioned across 

a range of different contracts:  

 In-patient and community mental health services, including crisis response 

 Housing and support services 

 Employment and recovery services 

 Social care personal budgets and individual packages  

 Well-being services and specialist psychology 
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During 2015/16 the Partnership has been active in developing these new services prior to the start of 

the contract which include OHFT moving to seven day working for the community based Adult Mental 

Health Teams. The Recovery College, run by people with experience of mental illness alongside 

professionals, has been designed and implemented by the Partnership. The college offers free 

workshops and courses to help adults on their road to recovery, as well as courses for carers and mental 

health professionals. 

The OBC is the main delivery vehicle for Oxfordshire’s implementation of the national plan ‘No Health 

without Mental Health’ and for the delivery of the new national access standard in relation to early 

intervention in psychosis: the national standard is that 50% of patients referred are seen within two 

weeks. OHFT is meeting and exceeding that target.  

OCCG along with the Partnership worked with users and carers to host an event together in February 

2016 in Oxford which showcased the new services and explored how best to involve users and carers in 

their delivery and development. Two hundred and fifty people attended this successful event.  

OBC for adult mental health services has drawn international interest with the Dutch Foundation for 

Quality Development in Mental Healthcare spending time with OCCG, OHFT and health partners and a 

patient representative to learn more about the work programme and outcomes for patients. It is also 

the first contract of its kind designed around outcomes for people living with a mental illness. 

Children’s Services 

OCCG is part of the Oxfordshire Children's Trust which has oversight of multi-agency strategic planning 

and monitors improvement of children's services in Oxfordshire. Other members of the Trust include 

parent and young people representatives, OCC, Thames Valley Police, OHFT, OUHFT and representatives 

from the voluntary and community sector 

The Trust is responsible for recommending where resources for children and young people should be 

focused and holding organisations to account for delivering the priorities for children, young people and 

families within Oxfordshire’s Children and Young People’s Plan. 

The vision of the Children’s Trust is for ‘Oxfordshire to be the best place for children and young people 

to grow up in, by working with every child and young person to develop the skills, confidence and 

opportunities they need to achieve their full potential’. The Children and Young People’s Plan aims to: 

 Make sure that children are healthy from when they are born until they become adults  

 Improve the outcomes for our most disadvantaged and vulnerable groups  

 Keep children and young people safe  

 Raise achievement for all children and young people7  

Children, young people, parents and carers were consulted to develop the Children and Young People’s 

Plan – a consistent theme of the consultation was mental health.  

Following a review of Children & Adolescent Mental Health Services (CAMHS) that started in August 

2014, a period of engagement was undertaken with young people using the service and wider 

stakeholders. There were many common themes emerging from professionals, schools, parents and 
                                                           
7
 Oxfordshire Children & Young Peoples Plan 2015-2018 

https://www.oxfordshire.gov.uk/cms/content/children-and-young-peoples-plan-2015-2018
https://www.oxfordshire.gov.uk/cms/content/children-and-young-peoples-plan-2015-2018
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young people. All identified similar areas for improvement, including waiting times, communication, 

consultation, clear pathways and more multi agency working. The perception of CAMHS from young 

people was more focussed on delivery and concentrated on the need for confidentiality, working with 

staff that they felt comfortable with, long waiting times and for easier access to the service and better 

information. Following the review a number of recommendations were made to change and improve 

the service.8 

Local organisations in Oxfordshire have been working together for a long time to try to give young 

people the best mental health services possible. We have made some improvements already, an 

example of this is the work undertaken running programmes in schools and making sure that school 

nurses are able to help with mental health issues. OCCG along with partners have, also: 

 Improved the diagnosis process for young people with autism 

 Worked with 9 secondary schools to try out new services and made sure that each school has a 
named worker that anyone can talk to. This means students at the school have someone they 
can talk to when they first start feeling bad, before it becomes a crisis 

 Invested in the psychiatric liaison service, which is a team of people based in hospitals and 
ready to support children and young people during their stay 

 Set up a new service to make sure that any young person who has been abused or exploited can 
get professional help and therapy if and when they need it 

 Trained staff to give a better service and reduce the time children and young people wait to see 
someone when they have an eating disorder 
 

OCCG with the Children’s Trust know there is much more to do over the coming year, with budget 

constraints and increasing demand we need to have a real focus on reducing waiting times, which are 

still too long. 

Medicines Optimisation 

In 2015/16 OCCG spent £82.3 million on medicine prescribed by family doctors, for the population in 

Oxfordshire, 12% of our overall budget. OCCG has a Medicines Optimisation Team who works closely 

with GP practices and other clinicians to promote good quality cost-effective prescribing across the 

county. Similar to 2014/15, 2015/16 has been a challenging year for prescribing with significant cost 

pressures. 

We continue to work hard to ensure that all prescribing is appropriate but particular attention is given 

to the prescribing of antimicrobials which has achieved a further reduction in use. It is important not to 

over-use antimicrobials as people become resistant and the antimicrobials are then rendered 

ineffective. A key area of work in the past year for OCCG in the area of prescribing was the focus on the 

appropriate use of sip feeds. OCCG has worked with care home and patients providing them with 

                                                           
8
 Review of Child and Adolescent Mental Health Service 2014/15  
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information on how to fortify and enrich food with more calories. OCCG has also prioritised reducing 

unnecessary medicines waste with a particular focus on care homes. Savings of more than £65,000 were 

made between April 2015 to the end of March 2016 and the work is on-going. 

The continued use of ScriptSwitch, an IT prescribing decision support tool which provides patient safety 

information messages, drug switch recommendations, traffic light and specials information and dosage 

optimisation at the point of prescribing, has generated savings for OCCG throughout the year by 

recommending cost effective switches which can be accepted by prescribers. The local profile is 

managed by the CCG Medicines Optimisation Team and, as such, the team can respond quickly to 

potential savings opportunities and to feedback received from practices. The tool has been used in 

some GP practices across Oxfordshire since 2007 but in 2015/16 all practices had ScriptSwitch installed 

and have demonstrated its use, resulting in a saving of approximately £500,000. 

A pilot Minor Ailment Scheme (MAS) was established within a small area in the City Locality. Two GP 

practices and eight local community pharmacies ran the pilot from September 2015 to February 2016. 

Patients who were exempt from prescription charges and were registered at one of the named practices 

were able to receive free supplies of specified Over the Counter (OTC) medications for minor ailments. 

The benefit of the scheme was a reduction in waiting times and GP workload. From the results of 

auditing the pilot, it was estimated that 21 to 75 appointments were saved over 4.5 months. This 

translates to a maximum of 12.5 hours of GP time across two practices equivalent to three sessions. 

OCCG’s prescribing committee9 has continued to meet every two months to review new medicines, 

products and National Institute of Clinical Excellence (NICE) guidance in order to inform the CCG and its 

clinicians. As a result, several new prescribing guidelines were developed and the Oxfordshire traffic 

light for prescribing kept up to date. 

Services for People with Learning Disabilities 

OCCG and OCC jointly commission services for people with learning disabilities, with OCC being the lead 

commissioner. There10 are around 11,000 adults with a learning disability living in Oxfordshire today. In 

some areas of learning disability services we are doing better than in other parts of the country; 

however we recognise that some services we have commissioned have failed people and we need to 

make sure that does not happen again.  

In 2015, following considerable work with services users and carers and a public consultation, OCCG and 

OCC jointly published the Oxfordshire Big Plan 2015/18 for adults with learning disabilities. The idea 

behind the Big Plan is for people with learning disabilities and their carers in Oxfordshire to live fulfilled 

lives with the right level of support from health and social care. 

The strategy emphasises integrating the provision of mental and physical health care for people with 

learning disabilities with mainstream health services so that everyone in Oxfordshire gets their physical 

and mental health support from the same health services – whether or not they have a learning 

disability. We want people who have a learning disability to have choice and control, to live as 

                                                           
9
 Area Prescribing Committee, Oxfordshire (APCO) has doctors, pharmacists and a lay member of public on its 

membership.  
10

  The Big Plan: Oxfordshire’s Learning Disability Strategy 2015 – 2018 
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independently as possible as part of the broader Oxfordshire community, to live in the right home for 

them with the right support, and to be healthy and safe.  

People with learning disabilities, their families, friends and carers, and people who work with them have 

told OCCG and OCC what is important to them - their priorities. We will use these priorities to make 

decisions during the next three years. This will help us to keep on track with where we want to go and 

to make decisions that are consistent with the plan. 

Currently services for people with learning disabilities are provided by Southern Health Foundation 

Trust (SHFT). This contract will run to the end of December 2017. Our priority is to support the safe and 

smooth transfer of services for people with learning disabilities to a new service provider and to 

implement the Big Plan. We have established a Transition Board to oversee the transition of those 

health services currently provided by SHFT into mainstream health provision commissioned by the CCG. 

The Transition Board is chaired by independent chair Ian Winter CBE. 

‘The Big Plan’ is available on OCCG’s website: http://www.oxfordshireccg.nhs.uk/wp-

content/uploads/2015/03/Paper-15.26-The-Big-Plan-Learning-Disability-Strategy.pdf  

Integration of Health and Social Care – the Better Care Fund 

2015/16 was the first full year of implementing the Better Care Fund (BCF) – a Government initiative to 

ensure health and social care services are working together to meet people’s needs, whilst giving good 

value for money. The BCF builds on the working relationship and pooled budgets which have been in 

place in Oxfordshire between the NHS and the OCC for many years. The activities undertaken in the past 

year mean we are making significant progress towards one of our strategic goals of integrating health 

and social care. 

As part of the BCF the Oxfordshire health and social care systems invested approximately £37.5m in 

Oxfordshire in 2015/16 in schemes to improve outcomes for patients. This included a commitment to 

protect adult social care with an additional investment of £8m, and a further allocation of £1.35m to 

support the implementation of the Care Act 2014. 

The system has made good progress across the health and social care economy in line with the national 

BCF requirements; of particular note is our success in developing and measuring Ambulatory Emergency 

Care Pathways, which have contributed to the keeping our overall non-elective admissions just slightly 

over last year’s figures by 0.1%. This minimal growth places us in a favourable position when 

benchmarked against other areas, which have seen large increases in non-elective admissions.  

As part of the BCF work, we have developed a robust data gathering and performance dashboard 

recognised by NHS England as good practice, and they are looking at how this can be replicated in other 

areas. 

Part of delivering BCF includes developing locally based community health and social care teams; work 

in this area has progressed significantly over the past year. Integrated health and social care teams are 

working closely with groups of GP practices, to deliver joined up support and care to people in their own 

homes and in clinics. Whilst not a new service, this new way of working brings together current 

community health teams and adult social care teams to work around a person, to deliver joined-up, 

http://www.oxfordshireccg.nhs.uk/wp-content/uploads/2015/03/Paper-15.26-The-Big-Plan-Learning-Disability-Strategy.pdf
http://www.oxfordshireccg.nhs.uk/wp-content/uploads/2015/03/Paper-15.26-The-Big-Plan-Learning-Disability-Strategy.pdf
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locality-based care which enables them to stay in their usual place of residence when and where 

possible.  

Work has progressed in the later part of the year to further integrate health and social care 

commissioning in Oxfordshire. The long-term proposal is to join up commissioning of health care, social 

care and public health services by combining the functions of NHS England, OCCG and OCC budgets for 

care and public health.  

We have completed our BCF Plan for 2016/17, it is a continuation of last year and aims to further speed 

up better integrated and personalised services. The minimum financial allocation for 2016/17 BCF is 

£40m, which is made up of existing OCCG and social care allocations and a Disabled Facilities Grant.  

Transforming Health in Oxfordshire 

The NHS Five Year Forward View11 (October 2014), describes a vision for health and care service that 

will be needed in 2020.  This vision empowers people, their families and carers to take more control 

over their own health, care and treatment supported by easy access to integrated holistic care, in 

settings closer to where people live and organised to effectively support people with multiple 

conditions not just a single disease. Achieving this vision will require further work so: 

 Individuals are taking greater responsibility for their own health 

 We are better at preventing and managing demand 

 We are (re-)designing services and finding innovative ways of delivering outcomes for a society 
that lives longer and expects more 

 We are maximising the value of our health and social care spend. 
 

The Five Year Forward View Into Action (December 2014) produced by NHS England develops this vision 

further and outlines new ways of working and new models of care over the coming years. 

In 2015 OCCG led the establishment of a system wide Transformation Board; membership includes 

OHFT, OUHFT, SCAS, OCCG, OCC and the Oxfordshire Primary Care Federations. The aim of the Board is 

to plan and design the next generation of integrated GP, hospital and social services and drive forward 

system transformation across Oxfordshire. More specifically it serves to bring together in one place all 

the system-wide projects which will deliver significant change in the health and care system, and 

provide a place for an in-depth discussion about new models of care and what is needed to support the 

system to make changes. 

During 2015/16 we started to develop plans and models for the future of health and social care and 

have started to engage a broad range of stakeholders to shape the future of services in Oxfordshire. 

This work will go on into 2016/17 and will inform the Oxfordshire Sustainability and Transformation Plan 

                                                           
11

 The NHS Five Year Forward View was published on 23 October 2014 and sets out a new shared vision for the future of the 

NHS based around the new models of care. It has been developed by the partner organisations that deliver and oversee health 

and care services including Care Quality Commission, Public Health England and NHS Improvement. 
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(STP)12. The STP will act as the single strategic plan for implementing the Five Year Forward View, 

showing how Oxfordshire will:  

 close the health and wellbeing gap  

 unlock resources of around £176m to invest in meeting the challenges of future demand, while 

achieving and maintaining financial balance across the health and social care system 

 show how people will have access to the right services in the right place at the right time 

Managing Risk 

Risk management is an integral part of good management practice and is an explicit process in every 

activity of OCCG and its employees. Strategic and operational risks are reviewed at every OCCG Board 

meeting in public and in Board sub-committee meetings including the Audit Committee, the Finance 

Committee and the Quality Committee. In addition to the above sub-committees, OCCG directors 

review all Strategic and Operational Risks in the Directors Risk Review which is chaired by OCCG’s 

Director of Governance.  The report on OCCG’s strategic and operational risks as of 31/1/16 can be 

found on OCCG website:  http://www.oxfordshireccg.nhs.uk/get-involved/board-meetings/papers-for-

march-2016/  

The table below outlines OCCG’s principal risks, with an indication of mitigating measures as at 31 

March 2016: 

Risk Mitigation 
A step change is required in the way health primary, 
secondary and community and social care are 
organised and delivered across the system over the 
next 5 years to manage increasing demand and 
financial pressures. There is a risk that the 
transformation needed will not be delivered at scale 
and pace due to capacity and poor engagement 
across the system or organisations prioritising the 
management of their own internal or external 
pressures. Primary Care is under severe pressure and 
Federations require further development. 

The Transformation Board driving through 
transformational change in Oxfordshire with 
membership from across the system. It has oversight 
of the development of Oxfordshire's 5 year 
Sustainability and Transformation Plan (STP). The 
storyboard provides the case for change and new 
workstreams are being set up within a programme 
structure, led by a new programme director, that will 
provide a Transformation Strategy to close the health 
and wellbeing, quality and finance gaps supported by 
system wide estates, workforce and technological 
solution plans. Additional resource is being made 
available to support Primary Care and drive rapid 
development of Federations. 

There is a risk that the OCCG does not (a) have and (b) 
use high quality business intelligence products to 
inform its decision making in performance 
management, change management and investment, 
which may result in sub-optimal decision making and 
subsequent impacts. 

The CCG has an approved Business Intelligence 
Strategy. The strategy has been shared with the 
Commissioning Support Unit (as our Business 
Intelligence delivery partner) to inform the direction 
of work under our contract. NHS standard contract 
information schedules are being reviewed through 
contract negotiations to get closer alignment to the 
strategic objectives where possible. 
Business Intelligence requirements are addressed 
within OCCG’s Organisational Development 
Programme. 

There is a risk that OCCG will not be able to meet the 
NHS Constitution standards due to performance 

The System Resilience Group is overseeing recovery 

                                                           
12

 NHS England published its national NHS planning guidance at the end of 2015. It set a requirement on all health 
and social care systems to develop what it calls a “place based” five year STP by end of June 2016. 

http://www.oxfordshireccg.nhs.uk/get-involved/board-meetings/papers-for-march-2016/
http://www.oxfordshireccg.nhs.uk/get-involved/board-meetings/papers-for-march-2016/
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issues and demand for services leading to poor 
patient experience and outcomes. 

plans on DTOC, Breaking the Cycle learning and 

Planned Care recovery process, covering A&E, Cancer, 

52 week waits and the 18 week pathway. There is 

CEO oversight group. 

There is a risk that the different organisations within 

the health and social care system do not work 

together efficiently and effectively for the benefit of 

patients and the efficient use of resources. 

The system is working in partnership through the 

System Leadership Group, Transformation Board and 

Joint Commissioning Board to align system planning 

and agree an overarching transformational plan to 

manage future demand and financial pressures. The 

System Resilience Group and Chief Operating 

Officers's meetings are providing opportunities for 

individual organisations to work together more 

effectively on current pressures such as delays in 

transfers of care with demonstrable success 

There is a risk that demands on OCCG’s allocation 

exceed the available funding. As a result if demand 

and cost pressures exceed funding then the CCG will 

fail its in-year statutory financial duties and limit its 

ability for future sustainability and viability, which 

may also impact on providers and lead to a reduction 

in services 

The CCG has agreed contracts with all main providers 

within the affordable financial envelope and has 

mitigated in-year activity risk through those 

contracts. In year pressures have exceeded 

contingency reserves leading to a pressure on 

2016/17. 

There is a risk that the OCCG will not identify and 

rectify healthcare quality issues in Oxfordshire, 

resulting in sub-optimal care to patients, poor patient 

experience and a lack of clinical effectiveness. 

OCCG receives a wide range of information relating to 

the quality of services in Oxfordshire and progress is 

being made in areas of poor performance. Care 

Quality Commission recently rated OHFT as ‘requires 

improvement’ and will also be undertaking an overall 

inspection of SCAS in May as well as a joint inspection 

of child sexual exploitation. The OCCG review of 

unexpected deaths following the Mazars
13

 report is 

nearing completion of phase 1; phase 2 is being 

agreed and the process has been proposed as a 

region-wide model. Current contractual action 

includes 1st exception reports to OUHFT (test results 

and discharge summaries) and two contract 

performance notice to SCAS for 111 warm transfer 

rates and call answering performance. OCCG Quality 

Team is leading the clinical governance workstream 

for procurement of a new integrated 111 urgent care 

coordination centre. 

 

 

 
                                                           
13 The Mazars Report is a review of all deaths of people in receipt of care from Mental Health and Learning 

Disability services in the Southern Health NHS Foundation Trust between April 2011 and March 2015. 
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Ensuring Quality 

Ensuring high standards of healthcare for the people of Oxfordshire is at the heart of our organisation. 

To this end we systematically collect feedback from members of the public about their experiences of 

the service they have received. We also provide a feedback mechanism for GPs to share information 

with us on the services commissioned by OCCG.  

Datix, OCCG’s online quality reporting system, continues to be a successful tool for GPs and teams and is 

helping up to improve the quality of services. It is embedded within every day working for GPs and is a 

well-respected system providing OCCG with its most useful intelligence relating to the quality of our 

commissioned services. 

Datix allows OCCG to have clear sight of care issues and deficits between primary and secondary 

providers. The Datix system allows us to capture GP feedback across the 76 GP practices accurately so 

we can identify root causes of commonly occurring incidents and identify trends. We then work with 

providers to prevent future recurrence. The information enables us to identify problems early, which 

the providers were often unaware of. Early identification enables early resolution meaning improved 

care for patients.  

Between April 2015 and March 2016 nearly 3,000 pieces of feedback were reported via the Datix system 

for GPs. This information is triangulated with information from serious incident, patient experience and 

performance data to identify poor care. 

Action is taken centrally by OCCG’s Quality Team to address the issues identified in this way. Regular 

progress reports are then prepared and shared with GPs, providers and the Local Medical Committee 

(LMC) to show that change is taking place as a result of the feedback received, or contract levers are 

being applied where the change is too slow. 

Some examples of the changes made as a result of the feedback received are: 

 Improved the percentage of discharge summaries sent to GPs within 24 hours 

 Improved the percentage of outpatient letters sent to patients and GPs within 10 working days 

 Improved the management of test results by our acute provider of services 

 Significantly improved access to appointments at the OUHFT 

 Improvements in waiting times at the MSK hub, community physiotherapy and 
gastroenterology. 
 

The way OCCG uses the Datix system has generated lots of interest both nationally and internationally 

over the past year; with other healthcare commissioners and providers keen to understand how we use 

it to improve quality in services provided.  

Our local NHS services continue to perform well in the ‘Friends and Family’ test, which assesses services 

based on the percentage of people likely or extremely likely to recommend them. OUHT do well in the 

‘Friends and Family’ test. In January 2016, for A&E 86% of people surveyed said they would recommend 

OUHT. For inpatients they scored 96% as compared to national score of 96% and a south central score 

of 97%. 

This year has seen a number of changes to the ‘Friends and Family’ test and in January 2015 it was 

extended to capture feedback for GPs and NHS funded Community and Mental Health services. Full 
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details can be seen at http://www.england.nhs.uk/statistics/statistical-work-areas/friends-and-family-

test/ 

From April 2015 it was rolled out for use with ambulance services, the patient transport service, acute 

outpatients, day-case patients, walk-in centres, minor injury units and dental practices.  

OCCG has received 34 formal complaints during 2015/16. Two complaints were referred to the 

Ombudsman and required no further action from OCCG.  

When a serious incident (SI) occurs with one of our providers, they are required to report it to us. OCCG 

will then ensure that an investigation is undertaken by the provider that meets national and contractual 

timescales. The investigation is reviewed by OCCG to ensure that all lessons are learned and a plan is 

put in place to prevent reoccurrence. Three hundred and eight serious incidents were reported to us 

during 2015/16. As an organisation, OCCG has not declared any serious incidents. Information on how 

these incidents are disclosed and managed is available in OCCG’s Annual Governance Statement on 

page 52. 

OCCG follows the Parliamentary and Health Services Ombudsman’s Principles for Remedy in complaint 

handling. This means that we support patients and the public to make complaints, and seek to resolve 

issues whether or not they are submitted as formal complaints. When appropriate we facilitate a 

meeting between the complainant and the organisations involved in order that resolution can be 

reached. Where changes are made as a result of a complaint the complainant is informed of the 

changes. Many of the complaints we manage apply to a number of organisations. In these cases we 

often conduct an ‘end to end’ review of the complaint. This produces a thorough understanding of the 

issues and enables the agencies to work together to make improvement and prevent recurrence. 

The Care Quality Commission (CQC) visited OHFT in the autumn of 2015 – it rated the Trust as ‘requires 

improvement’ overall based on weighted scoring across all services inspected. OHFT was rated ‘good’ in 

three out of five quality measurements – caring, responsive and well-led and ‘requiring improvement’ in 

the remaining two, effective and safe.  

The CQC found that OHFT was well led with accessible visible management at all levels and good 

working governance systems.  It was responsive to people’s needs across services especially in a crisis, 

including reducing the need for police involvement in mental health crises, and in providing emotional 

support and counselling, especially for end of life care and bereavement. Patients and staff knew how to 

raise concerns and there was good learning from incidents and complaints. Staff were found to be 

caring.  

Improvements were required in safety to ensure that across all trust services the same high standards 

are observed. As a commissioner of OHFT services, OCCG attended the quality summit that was held 

with the CQC and the Trust to take an in-depth look at the report following its publication. OHFT 

completed an action plan and OCCG will ensure it is implementing the plan through its regular contract 

meetings and through our Quality Committee.  

 

 

http://www.england.nhs.uk/statistics/statistical-work-areas/friends-and-family-test/
http://www.england.nhs.uk/statistics/statistical-work-areas/friends-and-family-test/
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Safeguarding Vulnerable People 

Considerable work has been undertaken in the past year by OCCG and its partner organisations to 

ensure we are doing everything we can to protect vulnerable people in the community. Oxfordshire has 

two safeguarding Boards one for children and one for adults which coordinate this work across 

statutory, private and voluntary organisations. 

Oxfordshire Safeguarding Children Board (OSCB) is the means by which organisations come together to 

agree on how they will cooperate with one another to safeguard and promote the welfare of children. 

The role of the OSCB is to scrutinise and monitor this process, and to ensure that local agencies co-

operate and work well to achieve this. Part of its role is to commission independent reviews when a 

child dies or is seriously injured and abuse or neglect is thought to be involved – an example of this is 

the independent serious care review (SCR) of child sexual exploitation (CSE) in Oxfordshire that was 

published in early 2015.  

Since the CSE was uncovered and the SCR that followed, organisations across Oxfordshire have been 

working to improve the way they support victims and children at risk of exploitation. OCCG and OCC 

have jointly commissioned a specialist resource, the Child and Adolescent Harmful Behaviour Service, 

which is complemented by the Horizon Service that provides advice to professionals and a range of 

effective therapeutic interventions for children, young people and their families across Oxfordshire who 

have experienced sexual abuse. 

OCCG has also worked with GP practices across the county to ensure each practice has a named 

safeguarding lead; they receive training and support from OCCG to help identify children experiencing 

abuse or at risk of harm. We have also employed two GPs within OCCG who are working to support the 

practice leads. 

In March 2016 Ofsted, the Care Quality Commission (CQC), HMI Constabulary (HMIC) and HMI 

Probation (HMIP) undertook a joint inspection of the multi-agency response to abuse and neglect in 

Oxfordshire. The subsequent report highlighted a number of strengths in relation to tackling CSE and 

ensuring the county’s most vulnerable children are protected. It confirms that organisations have made 

CSE a priority and are working well to combat one of the biggest challenges facing social services and 

other agencies across the country. It also identified areas for improvement, including the performance 

of the Multi-Agency Safeguarding Hub – which receives all initial enquiries relating to vulnerable 

children and is where decisions are made about what action to take. High workloads for children’s social 

workers meant that vulnerable children did not always receive a consistent service from children’s 

social care. The issues raised by the review are understood by local organisations and they are already 

working to improve processes to speed up assessments and ensure consistent support for vulnerable 

children and young people.  

Similar to the OSCB, there is an Oxfordshire Safeguarding Adults Board (OSAB), which is a group of 

organisations across Oxfordshire who work together to support and protect vulnerable adults in the 

community. Over the past year OSAB has been improving the way in which commissions independent 

reviews to make them more in line with the SCR that are undertaken for the OSCB.  

A peer review of OSAB was undertaken in June 2015. This was a part of an improvement initiative led by 

the South East Directors of Adult Social Services. It was agreed that the review would look at whether 
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the Board was compliant with the Care Act and at how partners work together to protect adults at risk. 

The review team’s purpose was to produce a report detailing how the OSAB could be made more 

effective.  

The review identified many areas of good practice, including the priority given to adult safeguarding in 

Oxfordshire, good relationships and positive response to multi-agency training. The review team 

identified five areas for development. These were: 

 Governance arrangements  

 Board vision, strategic plan and work programme 

 Evidence 

 Assuring consistent practice 

 Capacity 

The peer review was timely as it coincided with a new chair of the board taking up post and leading the 

implementation of recommendations. 

Environmental Sustainability 

The NHS is the largest public sector emitter of carbon emissions. The NHS, therefore, has a duty to 

reduce its carbon footprint. OCCG has a role in this and needs to contribute towards meeting the 

national target of a 34% cut in the overall national carbon footprint by 2020.  

OCCG’s Sustainability Strategy and Management Plan (SSMP) sets out how we will reduce carbon 

emissions and embed sustainability within our operations. The document is divided into two parts. The 

Sustainability Strategy sets out the national and local perspective for sustainability within 

commissioning and defines OCCG’s Sustainability Principles. The Management Plan seeks to achieve and 

review measurable sustainable development objectives in accordance with the NHS national strategy 

and OCCG objectives. The Management Plan is intended to be a live document implemented by OCCG’s 

Sustainable Development Working Group. 

OCCG made good progress last year promoting sustainability within the organisation. A major 

achievement was conducting its first Carbon Footprint exercise which informed the organisation that its 

highest emission is due to procurement, followed by staff commuting and electricity use. OCCG has 

worked in collaboration with the Centre for Sustainable Healthcare in updating new actions in its SDMP. 

We also published our second Sustainable Development Unit - Good Corporate Citizen report with an 

improved score of 47% from 5% last year – a significant improvement.  

All staff are made aware of the aims and objectives of the Sustainability Strategy and Management Plan 

through staff induction, green champions and the intranet. Training is being provided through 

Sustainability Workshops run in conjunction with the Centre for Sustainable Healthcare. 

We acknowledge this responsibility to our patients, local communities and the environment by working 

hard to minimise our carbon footprint. 

More details on our work on sustainable development including links to the Carbon Footprint report 

and the Good Corporate Citizen score can be found here: http://www.oxfordshireccg.nhs.uk/about-

us/how-we-work/sustainability/  

http://www.oxfordshireccg.nhs.uk/about-us/how-we-work/sustainability/
http://www.oxfordshireccg.nhs.uk/about-us/how-we-work/sustainability/
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Reducing Inequality & Promoting Diversity 

People can experience inequalities due to a combination of factors, including their life circumstances 

and where they live. People experiencing inequalities generally live significantly fewer years than those 

with less disadvantaged circumstances or those living in more affluent areas. They also tend to 

experience poorer health.  

In our five year strategy, OCCG has committed to working with statutory and voluntary sector partners 

to tackle health inequalities in Oxfordshire. Oxfordshire has a good record of NHS and local government 

working to reduce health inequalities. However, significant health inequalities persist across the county. 

As such, at the request of OCCG’s Clinical Chair, Oxfordshire’s HWB Board instigated a multi-agency 

Health Inequalities Commission for Oxfordshire, to answer the question: ‘what needs to be done in 

Oxfordshire to reduce health inequalities?’ 

 The Health Inequalities Commission convened in January 2016. Its members include an independent 

chair, a member of Healthwatch, the Chief Executive of Age UK, district and county councillors and the 

Clinical Chair of OCCG.  

The Commission will make recommendations for actions which could be taken to achieve sustainable 

reductions in health inequalities in the county. It will focus on how we can improve the delivery of 

health and social care functions to reduce health inequalities at all ages across the life-course. This will 

involve considering aspects of urban and rural living, the experiences of ethnic minority groups and of 

those populations living in situations of particular disadvantage such as homelessness and poor housing. 

As part of the process, evidence sessions have been held in public providing opportunities to explore 

certain issues in greater depth through oral evidence. In addition, the Commission received written 

responses. The public sessions have focused on ‘lifecourse’ themes’: 

 Beginning Well: pre conceptual care, maternity and childbirth, children and young people’s 

health. Themes for consideration included early interventions such mental health issues among 

pregnant women, early communication and nurturing, schools, education and health literacy, as 

well as lifestyle interventions and prevention, e.g. smoking and promoting physical activity 

 Living Well: health of the working age population, living with diabetes and other chronic 

diseases, living with mental health challenges, living with learning disabilities, workplace health 

and challenges associated with living on low incomes/income support 

 Ageing Well: older people’s health including living with dementia 

The evidence, findings and recommendations will be presented in a report to the HWB Board in the 

autumn of 2016. The report will be available for organisations to use as a basis for action. 

OCCG is also a partner on multi-agency regeneration programmes in Oxford City and Banbury. OCCG’s 

Equality and Access team members attend regeneration partnership meetings and some areas have 

health sub-groups which have developed health action plans to address local health inequalities. 

The team has also conducted questionnaires with specific communities, such as Eastern European 

communities in Banbury and gypsy and traveller communities across the county, to understand more 

about their health issues and needs. Team members also work with Black and Minority Ethnic (BME) 

communities in Banbury to promote uptake of NHS breast, bowel and cervical screening programmes 



Paper 16/40a 26 May 2016 Page 33 of 85 

and also to break down some of the barriers for BME communities who are not accessing hospice care 

services. 

As a Public Authority, as well as general compliance with the Equality Act, OCCG is required to comply 

with the Public Sector Equality Duty (PSED). This is made up of the general equality duty and specific 

duties:  

Those subject to the general equality duty must give ‘due regard’ to three aims: 

1. Eliminate unlawful discrimination, harassment and victimisation and other conduct prohibited 

by the Act. 

2. Advance equality of opportunity between people who share a protected characteristic and 

those who do not. 

3. Foster good relations between people who share a protected characteristic and those who do 

not. 

And The Specific Duties to: 

 Publish information annually to demonstrate compliance with the General Equality Duty 

(starting 31 January 2012): The information a public authority publishes must include, in 

particular, information relating to persons who share a relevant protected characteristic who 

are employees (for bodies with 150 or more staff), others affected by their policies and 

practices (such as service users). 

 Publish one or more specific and measurable equality objectives every four years (starting on 6 

April 2012). 

 All information must be published in a way that is accessible to the public. 

OCCG works to actively promote equality and diversity seeking to eliminate unlawful discrimination for 

all, including people from the nine protected characteristics covered by the Equality Act 2010 - age, 

disability, race, sex, sexual orientation, religion or belief, gender reassignment, marriage and civil 

partnership and pregnancy or maternity.  

OCCG has used the Equality Delivery System (EDS2) to support delivery of the PSED, and undertook our 

first EDS2 self-assessment as a benchmark for identifying areas of good practice and also areas requiring 

improvement.  

EDS2 Goals: 

Goal 1: Better Health Outcomes 

Goal 2: Improved Patient Access and Experience 

Goal 3: Representative and Supported Workforce 

Goal 4: Inclusive Leadership 

 

We worked in partnership with our patient/public Equality Reference Group who supported the 

validation of our EDS2 grades, and development of new Equality Objectives for 2016-2020 and the 

Equality & Diversity Action Plan. 
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This year has seen good progress on equality and diversity for OCCG. We published our first Workforce 

Race Equality Standard (WRES) report as well as our first Equality Delivery System (EDS2) summary 

report, using the NHS England templates. Examples of some further key achievements over the year 

include: 

 Equality & Diversity training for Board Members 

 Publication of our ‘Annual Equality Publication’ to demonstrate progress against the PSED 

 Improving the quality and monitoring of the equality analysis. OCCG has recently trained staff 

on equality analysis.  

 Embedding Equality & Diversity within the contracts process with providers 

 Development of a values based appraisal with staff to ensure equality and diversity are part of 

the culture of the organisation. 

 Patient stories are read at the beginning of each OCCG Board meeting and patient experience 

reports are presented to the OCCG Board 

To deliver EDS2, OCCG has continued to work closely, through the year, with the public and voluntary 

sector via the Equality Reference Group, as well as staff via the Staff Partnership Forum. The findings 

from both the WRES and EDS2 have been useful in setting a baseline for our work and identifying 

various areas of development. The Equality Reference group has helped us to develop our Equality 

Objectives for 2016 - 2020. 

The work on WRES and EDS2 has also helped us connect with multiple stakeholders including our 

providers. We intend to continue our conversations with our providers to support them where we can 

and ensure that we embed equality and diversity in all our commissioning activities, going beyond the 

NHS Standard Contract.  

All Equality and Diversity publications can be seen on our website here: 

http://www.oxfordshireccg.nhs.uk/about-us/equality-diversity-human-rights/ 

Responding to an Emergency 

Under the Civil Contingency Act 2004, CCGs have been designated Category Two14 responders and have 

a duty to co-operate and share information in an emergency.  As a Category Two responder, our roles 

and responsibilities in emergency preparedness, resilience and response (EPRR) are to: 

 co-operate and share relevant information with Category One responders 

 engage in cross-sector planning through Local Health Resilience Partnership 

 support NHS England South (South Central) in discharging its EPRR functions and duties locally 

 include relevant EPRR elements in contracts with providers 

 ensure that resilience is ‘commissioned in’ as part of standard provider contracts and to reflect 
risks identified through wider, multi-agency planning 

 reflect the need for providers to respond to routine operational pressures (e.g. winter) 

                                                           

14
 Category 2 organisations (the Health and Safety Executive, transport and utility companies) are bodies that are less likely to 

be involved in the heart of planning work in a time of emergency, but will be heavily involved in incidents that affect their own 
sector.  

 

http://www.oxfordshireccg.nhs.uk/about-us/equality-diversity-human-rights/
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 enable NHS-funded providers to participate fully in EPRR exercises and testing programmes as 
part of the NHS England South (South Central) assurance process 

 provide commissioned providers with a route of escalation on a 24/7 basis if they fail to 
maintain their performance levels 

 respond to reasonable requests to assist and co-operate 

 support NHS England South (South Central) should any emergency require any NHS resources to 
be mobilised 

 support NHS England South (South Central) to effectively mobilise all applicable providers that 
support primary care services should the need arise 

 
We are also responsible for maintaining service delivery across the local health economy to prevent 
business and usual pressures becoming significant incidents. 
 
All CCGs and NHS-funded providers are required to have an Accountable Emergency Officer who can 

take executive responsibility and leadership for EPRR.  In OCCG it is the Director of Governance who 

holds this executive responsibility.  A 24/7 director on-call rota is in place to deal with any issues 

escalated to us by our providers and a 24/7 communications on-call rota exists for media and 

communications issues. 

OCCG was required to assess itself against the NHS Core Standards for EPRR as part of the annual 

assurance process with NHS England South (South Central) agreeing that OCCG is substantially 

compliant.  An improvement plan was developed setting out required actions to ensure full compliance. 

We participate regularly in Exercise Talk Talk a communication cascade exercise to test the flow of 

information between emergency responders across the health system in the Thames Valley.  We also 

participated in the following exercises: 

 Health Influenza Planning Workshop – testing local plans following a pandemic flu outbreak. 

 Would you know what to do if your offices burn down? – learning following the fire at South 

Oxfordshire District Council Offices 

 Exercise Procursus – exploring Thames Valleys preparedness, resilience and response to an 

influenza pandemic 

 Exercise Black Swann – a series of counter terrorism lectures and exercises to test local plans 

We supported OHFT when its offices were flooded by accommodating 10 staff at our offices in Jubilee 

House for three days to allow for the continuation of business critical activities.  The Emergency 

Planning Officer also undertook the Health Emergency Planning Award to ensure the organisation has 

the knowledge and understanding to develop, evaluate and implement emergency plans that comply 

with legislation. 

OCCG’s communications team took part in a training session to improve their skills in handling an 

emergency such as a major fire or a chemical leak. The event held in November 2015 was led by OCC 

with communication teams from health, local government and the police in the Thames Valley all taking 

part. It provided an opportunity for communication staff from the different organisations to improve 

their skills in working together to handle an emergency effectively. The event also focused on 

emergency communications responses including thinking ahead, advising and briefing senior staff and 

awareness of effective communications tactics.  
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We certify that OCCG has incident response plans in place, which are fully compliant with the NHS 

Commissioning Board Emergency Preparedness Framework 2013.  OCCG regularly reviews and makes 

improvements to its major incident plan and has a programme for regularly testing this plan, the results 

of which are reported to the Board. 

Involving Patients and the Public in the work of OCCG 

OCCG believes that communicating and engaging with our local population is key to achieving our 

vision.  

In accordance with Section 14Z2 of the Health and Social Care Act (as amended), OCCG has met our 

legal duty to ensure that individuals to whom services are being or may be provided are involved in the 

planning, development and operation of commissioning arrangements. To this end we have a 

communications and engagement strategy, which sets out our approach to communicating and 

engaging with people in Oxfordshire. It is based on the principle of open and continuous communication 

with patients, the public, OCCG members, staff and key stakeholders. It also acknowledges OCCG’s 

statutory responsibilities and the NHS commitment to involve patients in how health services are 

planned and managed.  

OCCG is committed to putting the patient first and applying the principle of ‘No decision about me 

without me’ in its commissioning approach. This means we will try to improve communication and 

increase patient participation and public engagement in as many aspects of OCCG’s work as possible. At 

OCCG we want our public, patients, carers, partners and other stakeholders to be involved in our work.  

For each individual project or stream of work OCCG evaluates individually the requirement for 

engagement and consultation and maps the type and methodologies that it might use. This may include 

public meetings, workshops, surveys and focus groups. OCCG’s Equality and Access team works closely 

with the Communications and Engagement team to undertake outreach work by taking out surveys and 

consultations to groups which are less likely to engage. 

As noted on page 31, we have an Equality Reference Group, which consists of patient and public 

members from the nine protected characteristic groups. This group supports OCCG with its equality 

agenda and is its stakeholder advisory group for the EDS2 (Equality Delivery System) grading. This group 

is also consulted on equality analyses for service re-designs. There is lay representation and patient 

representatives on many OCCG committees and project groups. Representatives have a role outline or 

role descriptions. The OCCG Equality Objectives for 2016-2020 were developed in partnership with the 

Equality Reference Group. There are six separate strategic priorities: 

1. Ensuring the CCG leadership team demonstrates a commitment to Equality and Diversity at a 

strategic and operational level  

2. Embedding Equality and Diversity in mainstream processes through EDS2 and Equality Analysis.  

3. Improve equality of access, quality of experience and outcomes for our population by 

embedding Equality and Diversity within all commissioning processes  

4. Improve equality of access, quality of experience and outcomes for our population by involving 

and listening to patients from all protected groups and other vulnerable groups whose voices 

may be seldom heard.  
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5. Improve the capture and analysis of population, workforce and patient information by 

protected characteristics.  

6. Ensure Equality and Diversity is embedded in the CCG’s policies and processes to ensure a 

represented and supported workforce.  

OCCG takes many different approaches to engage patients and the public in Oxfordshire. This includes 

face to face opportunities at public meetings, focus groups and workshops to generate rich discussions 

about services and projects under review for development.  

An area of involvement OCCG has developed in the last year is Patient Advisory Groups (PAGs) 

associated with specific areas of the patient journey in service review and redesign. PAGs are designed 

to be active patient groups, promoting partnership between patients and OCCG in the development of 

services under review. There has been some success with this way of engaging and many PAGs are on-

going; going forward OCCG needs to ensure it not only seeks feedback from patients about their specific 

experiences of a patient pathway but ensures the conversation is two way so those participating can see 

the impact of their work in service redesign. This work continues. 

OCCG has a network of patient and public locality forums in each of its six localities which are drawn 

from patient participation groups and local people from within their locality. The chairs of the locality 

forums meet regularly with OCCG to ensure two way conversations about issues concerning member of 

their forums and the local community.  

Many of the forums have held public events in the past year which share information about health and 

social care and seek feedback from the local population. These events are well attended and have 

covered a range of subjects including adult and children’s mental health services, the health and social 

care transformation agenda and GP services.  

To support the development of Patient Participation Groups (PPGs) across Oxfordshire, OCCG 

developed posters for use in GP surgeries and sought the views of the public through an online mini 

poll. Although low numbers of responses were received it is clear people felt the most effective way of 

engaging with the public was through posters in the practices or via a newsletter. It was also clear that 

those responding wanted more support to get new members on to their respective PPGs. 

OCCG has continued to develop Talking Health, its online consultation and engagement system. This 

tool enables OCCG to keep an accurate record of people who want to be involved and have their say 

about their local NHS. Talking Health has a membership of 2,845 at the end of March 2016. Whilst this is 

a good number compared to other areas across the Thames Valley with a similar online tool we are 

looking at how we ensure a broad range of demographics across members of Talking Health and to 

recruit a more diverse range of people in the coming six months. 

Since April 2015, OCCG consulted the public on: 

 OCCG’s Communication and Engagement Strategy 2015 – 19 

 NHS 111 re-procurement across the Thames Valley  

 Diabetes Patient Information  

 Townlands Hospital Redevelopment  

 OCCG’s website survey 
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OCCG makes every endeavour to hear the voices of all key stakeholders when engaging on particular 

topics.  For some groups this means that we go to them at their locations, rather than expecting people 

to attend our events. 

OCCG continually tries to develop its reach to seek feedback and engage people in Oxfordshire from 

‘seldom heard groups’. We do this through researching what methods work well for individuals, groups 

and communities and working through partner organisations with existing relationships as appropriate. 

Examples of this from the past year include:  

 OCCG had a presence at the Oxford Brookes and Oxford University Fresher’s Fairs – this resulted 

in nearly 5,000 local NHS signposting leaflets (how to use the NHS appropriately) being handed 

out and 25 new students expressed interest in being part of Oxford City Locality Forum. An 

Oxford City Locality Forum meeting was held in October and included a focus on student 

welfare and understanding the health needs of students. 

 OCCG attended the Young Carers Conference where a small number of young carers joined up 

to OCCG’s Talking Health online consultation tool. 

 

 

David Smith 
Accountable Officer 
26 May 2016 
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Corporate Governance Report 

Directors Report 

OCCG as a Member Organisation 

OCCG is a clinically led membership organisation made up of 76 general practices, grouped into six 

Localities. Each Locality’s population has different needs and working this way allows individual GP 

practices in the localities to reflect local health needs in the services that we buy. The GP practices 

within each locality meet on a regular basis to discuss progress on their priorities for healthcare in 

their area of the county. Each Locality has a GP who is a Locality Clinical Director and is a member of 

the OCCG Board. Each Locality has a patient and public forum that works closely with the Locality 

Group of GPs to ensure patient views are included in discussions and decisions about healthcare in 

their area and throughout Oxfordshire.  

The National Health Service Act 2006 (as amended), at paragraph 14L(2)(b) states:  

‘The main function of the governing body is to ensure that the group has made appropriate 

arrangements for ensuring that it complies with such generally accepted principles of good 

governance as are relevant to it.’ 

The responsibilities of the Board are detailed in the OCCG’s constitution. 

The Membership Body is represented on the Board through the Locality Clinical Directors who are 

appointed in line with their Locality Constitutions. Through agreement of the Constitution, the 

Membership Body has agreed that the Board will be responsible for: 

 Assurance, including audit and remuneration  

 Assuring the decision-making arrangements  

 Oversight of arrangements for dealing with conflict of interest  

 Leading the setting of vision and strategy  

 Quality  

 Financial stewardship of public funds  

 Promoting patient and public engagement  

 Approving commissioning plans on behalf of OCCG 

 Monitoring performance against plan 

 Providing assurance of strategic risks 

As of 31 March 2016, our localities and practices include: 

North East Oxfordshire  

There are nine GP practices in the locality with a combined population of just over 78,000. The 

Locality Clinical Director is Dr Stephen Attwood, who is supported by Dr Will O’Gorman. The nine 

practices are:  

1. Bicester Health Centre  

2. Gosford Hill Medical Centre  

3. Islip Medical Practice  
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4. The Keys Medical Practice 

5. Langford Medical Practice  

6. Montgomery House Surgery  

7. North Bicester Surgery  

8. Victoria House Surgery  

9. Woodstock Surgery 

North Oxfordshire 

There are 12 GP practices in the locality with a population of around 106,000. The Locality Clinical 

Director is Dr Paul Park, who is supported by Dr Shelley Hayles as Deputy. The 12 practices are: 

1. Banbury Health Centre  

2. Bloxham & Hook Norton surgeries  

3. Cropredy Surgery  

4. Chipping Norton Health Centre 

5. Deddington Health Centre  

6. Hightown Surgery  

7. Horsefair Surgery  

8. Sibford Surgery  

9. West Bar Surgery  

10. Windrush Surgery  

11. Woodlands Surgery - Banbury  

12. Wychwood Surgery  

Oxford City  

There are twenty four GP practices in the locality with a population of nearly 200,000. The Locality 
Clinical Director is Dr David Chapman supported by Dr Merlin Dunlop, Dr Karen Kearley and Dr Andy 
Valentine. The twenty four practices are:  

1. 19 Beaumont Street  
2. 27 Beaumont Street  

3. 28 Beaumont Street  

4. Banbury Road Medical Centre  

5. Bartlemas Surgery  

6. Botley Medical Centre  

7. Bury Knowle Health Centre  

8. Donnington Medical Partnership at Donnington Health Centre  

9. Cowley Road Medical Practice 

10. Dr Bogdanor & Partners at Jericho Health Centre  

11. Dr Kearley, Chivers and Partners at Jericho Health Centre 

12. Hollow Way Medical Centre  

13. Kennington Health Centre 

14. King Edward Street Surgery  

15. Luther Street Medical Centre  

16. Manor Surgery  

17. Marston Medical Centre  
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18. South Oxford Health Centre  

19. St Bartholomew’s Medical Centre  

20. St Clement’s Surgery  

21. Summertown Health Centre  

22. Temple Cowley Health Centre  

23. The Leys Health Centre  

24. Wood Farm Health Centre (merged with Bury Knowle 1.4.2016) 

South East Oxfordshire  

There are ten GP practices in the locality with a population of around 90,000. The Locality Clinical 
Director is Dr Andrew Burnett, who is supported by Dr Amar Latif. The ten practices are:  

1. The Bell Surgery  
2. Chalgrove and Watlington Surgeries  

3. Goring & Woodcote Medical Practice  

4. The Hart Surgery  

5. Nettlebed Surgery  

6. Mill Stream Surgery  

7. Morland House Surgery  

8. The Rycote Practice  

9. Sonning Common Health Centre  

10. Wallingford Medical Centre  

South West Oxfordshire  

There are twelve GP practices in the locality with a population of around 140,000. The Locality 
Clinical Director is Dr Julie Anderson. The twelve practices are:  

1. Abingdon Surgery  
2. Berinsfield Health Centre  

3. Clifton Hampden Surgery  

4. Church Street Practice  

5. Didcot Health Centre  

6. Long Furlong Surgery  

7. Marcham Road Surgery  

8. Malthouse Surgery  

9. Newbury Street Practice  

10. Oak Tree Health Centre  

11. White Horse Medical Practice  

12. Woodlands Medical Centre  

West Oxfordshire  

There are nine GP practices in the locality with a population of nearly 80,000 patients. Dr Miles 
Carter is the Locality Clinical Director, who is supported by Dr Kiren Collison. The 9 practices are:  

1. Bampton Surgery  
2. Broadshires Health Centre  

3. Burford Surgery  
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4. The Charlbury Surgery  

5. Cogges Surgery  

6. Deer Park Medical Centre  

7. The Eynsham Medical Group  

8. The Nuffield Health Centre  

9. Windrush Health Centre  

 

Members of OCCG Board 

The names of the Clinical Chair and Chief Executive:  

 Dr Joe McManners, Clinical Chair 

 David Smith, Chief Executive  
 

The composition of the Board as of 31 March 2016 includes:  
 

 Dr Julie Anderson, South West Locality Clinical Director  

 Dr Stephen Attwood, North East Locality Clinical Director  

 Dr Andrew Burnett, South East Locality Clinical Director  

 Dr Miles Carter, West Locality Clinical Director  

 Dr David Chapman, Oxford City Clinical Director  

 Mike Delaney, Lay Member  

 Roger Dickinson, Lay Member, Lead for Governance and Vice Chair  

 Diane Hedges, Director of Delivery and Localities  

 John Jackson, Director of Strategy and Transformation OCCG and Director of Adult Social 
Services, Oxfordshire County Council  

 Gareth Kenworthy, Director of Finance  

 Dr Graziano Luzzi, Medical Specialist Advisor (advisory role)  

 Stuart MacFarlane, Practice Manager at Bury Knowle Health Centre, Headington, 
representing the views of practice managers across Oxfordshire (from September 2015) 

 Dr Joe McManners, Clinical Chair 

 Dr Jonathan McWilliam, Director of Public Health, Oxfordshire County Council  

 Catherine Mountford, Director of Governance  

 Dr Paul Park, North Oxfordshire Locality Clinical Director and Deputy Clinical Chair 

 David Smith, Chief Executive  

 Duncan Smith, Lay Member for Finance 

 Prof Louise Wallace, Lay Member for Public Participation and Involvement (PPI)  

 Sula Wiltshire, Director of Quality and OCCG Lead Nurse  
 
To note: Dr Andrew Burnett took a career break between 7 October 2015 and 6 January 2016. 
 
Other members of the Board during 2015/16 included: 
 

 Fran Butler, Practice Manager at Mill Stream Surgery, Benson, Oxfordshire representing the 
views of practice managers across Oxfordshire (until September 2015) 

 
Each individual who is a member of the Board at 31 March 2016 confirms: 

 so far as the Board member is aware, that there is no relevant audit information of which 
the clinical commissioning group’s external auditor is unaware and  
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 that the Board member has taken all the steps that they ought to have taken as a member in 
order to make them self-aware of any relevant audit information and to establish that the 
clinical commissioning group’s auditor is aware of that information.  

 
Please see the Governance Statement on page 51 for information about the committees and sub-

committees of the board including membership and attendance. 

 

Biographies of the Board 

The Board of OCCG comprises GP representatives, lay members, executive directors and 

representatives from Public Health, Adult Social Care and external Medical Specialists. Individual 

profiles are shown below: 

Dr Julie Anderson South East Locality Clinical Director  

Dr Julie Anderson is Locality Clinical Director for the South West Oxfordshire Locality and is a GP who 

has practised medicine for 37 years, mostly as a partner at Berinsfield Health Centre. She was also a 

GP Trainer (training new GPs) for many years. Julie has a long-standing interest in clinical audit and 

in developing best practice to improve patient outcomes. She has experience of practice-based 

commissioning and bringing more patient services into the community e.g. the Primary Care 

Memory Assessment Service so that dementia may be diagnosed in General Practice. She is the 

OCCG clinical lead for dementia, stroke, medical care in nursing and care homes and end of life care. 

Dr Stephen Attwood, North East Locality Clinical Director  

Stephen is the principal GP at Bicester Health Centre where he has practiced medicine for over 26 

years. Stephen played a key role in developing health local services in North East Oxfordshire and 

was also involved in the Bicester Community Hospital project group. Stephen has taken an active 

interest and involvement in the commissioning of health services; firstly through GP fundholding; 

then by working with primary care trusts; and now with Oxfordshire Clinical Commissioning Group as 

the Clinical Lead for the North East locality. Stephen is also OCCG’s clinical lead on Planned Care.  

As a member of OCCG’s Board, Stephen’s goal is to ensure that GPs and hospital colleagues work 

together to deliver the best possible health services as close to patients as possible.  

Dr Andrew Burnett, South East Locality Clinical Director  

Andrew is a GP in Sonning Common, where he has worked since 1985. Dr Burnett wants patients to 

feel that the NHS works for them and aims to use his role with OCCG to help achieve this.  

Dr Miles Carter, West Locality Clinical Director  

Dr Miles Carter has been a GP in Oxford since 2005 and works at Eynsham Medical Group in Witney. 

Having studied Medicine at Guy’s & St Thomas’ Hospital in London and subsequently trained as a GP 

in Winchester he has good experience of the differing healthcare needs of rural and inner city 

populations.  
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Miles has a particular interest in ensuring the healthcare needs of an increasingly elderly, and 

potentially isolated, rural population are considered alongside the needs of younger residents living 

in urban areas.  

Dr David Chapman, Oxford City Locality Clinical Director  

David has been a GP in Oxford for 17 years and trained and undertook research at the OUHT. He 

works at Hollow Way Medical Centre but also has an interest in Obstetric Medicine at the OUHT. 

David is actively involved in improving quality of services including establishing systems which 

feedback concerns to providers from patients and their GPs. He is clinical lead for mental health 

conditions for Oxfordshire and is interested in new forms of commissioning to improve outcomes for 

users of services.  

Mike Delaney, Lay Member 

Mike has a wealth of experience designing and implementing complex change in the healthcare and 

life sciences sector and in advising boards and coaching senior executives. His work focuses on 

strategy development, performance improvement, innovation and growth and the key enablers of 

people, processes and technology. He has worked extensively across the NHS, health systems in 

Europe, North America and Asia Pacific and the global pharmaceutical industry. Mike is an Associate 

Fellow of the Centre for the Advancement of Sustainable Medical Innovation (CASMI). 

Roger Dickinson, Lay Member, Lead for Governance and Vice Chair 

Roger has been a Chief Executive, General Manager and Lawyer for over 30 years, focused on 

governance and the delivery of science in a number of industry sectors – bio-tech/healthcare, 

electronics, utility and engineering. He is also Non-Executive Director of the Institute of Food 

Research. He is a passionate believer in the NHS in the community – working together to bring the 

best quality healthcare to us all. 

Diane Hedges, Director of Delivery and Localities 

Diane is an experienced commissioner and Director having worked in most types of organisations 

across the NHS. Before joining OCCG, Diane worked independently running her own company as a 

change consultant and interim Director. Assignments included Strategic Adviser to Surrey CCG on 

acute services and leading a public consultation in Bromley. She was responsible for the 

establishment of Bromley Healthcare, a new Social Enterprise transferring all community services 

from the local Primary Care Trust (PCT). Diane was Chief Executive of a PCT in Berkshire for many 

years whilst also leading the commissioning function for the three PCTs in the area. She has held a 

range of senior roles in a Strategic Health Authority, Department of Health, Local Authority, Primary 

Care Group and General Practice. 

John Jackson, Director for Adult Social Services, Oxfordshire County Council and Director of 

Strategy & Transformation Oxfordshire at OCCG 

John has been Director for Adult Social Services at Oxfordshire County Council since January 2007 

and has worked in local government since leaving university in 1979.  He is a member of the 

Chartered Institute of Public Finance and Accountancy (CIPFA).  Since September 2014 he has also 



45 
 

been the Director of Strategy and Transformation for OCCG.  John leads on resources issues for the 

Association of Directors of Adult Social Services (ADASS).  His aim as a member of the OCCG Board is 

to take the opportunity to promote person-centred care as the key value of all those working in 

health and care.  

Gareth Kenworthy, Director of Finance  

Gareth has held senior finance positions in commissioning and provider organisations within the NHS 

for several years. Previous to his role at OCCG he was Deputy Director of Finance for Oxford Health 

Foundation Trust. Gareth is aware of the financial challenges faced by Oxfordshire Clinical 

Commissioning Group in the coming years but welcomes the opportunities offered by clinical 

commissioning and the involvement of GPs and other health professionals to improve both the 

quality of services and their value for money.  

Dr Graziano Luzzi, Medical Specialist Advisor  

Graz qualified at Trinity College, Cambridge and Oxford University Clinical Academic Graduate 

School. He has held the position of clinical lecturer in infectious diseases at the University of Oxford 

and was appointed consultant physician in genitourinary/HIV medicine at Wycombe Hospital in 

1993. He was an Associate Medical Director and Director of Medical Education before being 

appointed Medical Director at Buckinghamshire Healthcare NHS Trust in May 2007. In his role with 

OCCG he hopes to bring a provider perspective from secondary care, and to work jointly with GPs 

and other colleagues on a strategy and approach to commissioning which best serves the needs of 

the local population.  

Stuart MacFarlane, Practice Manager Representative 

Stuart is currently the Manager and Partner at Bury Knowle Health Centre, Headington. He has over 

30 years senior management experience, the last 16 of those in NHS primary care in Oxford. He has 

been involved in setting up a GP Practice on a deprived estate in the North East, in turning around a 

failing practice in a deprived Welsh Valley town, and the start-up of a new GP Practice in Aylesbury. 

His current interest is in addressing health and other inequalities in Barton and Wood Farm, via the 

branch surgeries of Bury Knowle Health Centre. 

Dr Joe McManners, Clinical Chair  

Joe is Clinical Chair of Oxfordshire Clinical Commissioning Group (OCCG). He is also a GP at Manor 

Surgery, Headington and trains GPs. He previously worked with homeless people at Luther Street 

medical practice and hopes to use his role on the OCCG as an opportunity to decrease inequalities, 

to increase integration between health and social care and make health services more suitable to 

older patients.  

Dr Jonathan McWilliam, Director of Public Health, Oxfordshire County Council  

As Director of Public Health, Jonathan’s long term goal is to achieve a vision of ‘One Oxfordshire’ in 

which all organisations work together within a shared set of priorities to improve health for the long 

term. He is guided by the definition of public health which is to ‘improve health and prevent disease 

through the organised efforts of society’.  
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Catherine Mountford, Director of Governance 

Catherine has worked in the NHS for over 25 years with considerable experience as an NHS Director 

operating at Board and Executive team level. Whilst the majority of her roles have been within 

commissioning she also has experience of operational management in a combined acute, 

community and mental health service provider. Within a variety of commissioning roles, Catherine 

has focused on working with clinicians to deliver change in service pathways to improve services and 

outcomes for patients. 

Dr Paul Park, North Locality Clinical Director  

Paul is a partner at Hightown Surgery in Banbury, and is the locality clinical director for north 

Oxfordshire. He is also the chief clinical information officer (CCIO) for OCCG, which means that he 

works to make sure that information technology and informatics are a key part of health and social 

care planning in the county. Paul’s background in clinical research also gives him a keen interest in 

reducing health inequalities in Oxfordshire. 

David Smith, Chief Executive  

David joined the NHS in 1975. He is a qualified accountant and has a lengthy track record of service 

transformation and financial turnaround. Prior to joining OCCG David held a joint role in Kingston, 

South West London, as Chief Executive of the Clinical Commissioning Group and Director of Health 

and Adult Services for the Royal Borough of Kingston upon Thames. Earlier in his career David held a 

number of Finance Director, Commissioning Director and Chief Executive posts. 

Duncan Smith, Lay Member for Finance 

Duncan is a fellow of the Association of certified Accountants and works as a Financial Management 

Accountant, as a partner in Dudley Smith Ltd. He has extensive experience of working as a director in 

the NHS for over 20 years and has also private sector and local government experience. 

Louise Wallace, Lay Member for Public Participation and Involvement (PPI)  

Louise has 13 years of NHS experience as a Clinical Psychologist working in many general hospital 

services. She was a general manager in Birmingham and was CEO of The Horton General Hospital in 

the 1990s. Subsequent to this she became a Professor and pursued her interest via research to 

improve health and health services, at Coventry University and the Open University. She has 18 

years’ experience in non-executive roles in the NHS including in Primary Care Trusts. In her role as 

lay member of the OCCG Board for Public Participation and Involvement (PPI), Louise provides 

expertise in board governance, together with research, clinical and managerial expertise that will 

improve the quality and safety of services and wider public health through partnerships of OCCG in 

Oxfordshire. 

Sula Wiltshire, Director of Quality and Innovation and OCCG Lead Nurse  

Sula trained as a nurse in Dublin. She has worked in a range of clinical settings including hospitals, 

community and primary care as well as education.  
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Sula’s goal as a member of OCCG’s Board is to safeguard high standards in the commissioning of high 

quality healthcare and to ensure maintaining those high standards is a shared responsibility. She 

aims to ensure patients are at the heart of all OCCG’s work. 
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OCCG Register of Interest 2015/16 - Board Members 

Name Position Voting 
Board 
Member 

Interest 

Dr Julie Anderson Locality Clinical Director – South West Locality   GP at Berinsfield Health Centre 

 Practice is a member of Abingdon Federation 

 Director of Berinsfield Pharmacy 

Dr Stephen Attwood Locality Clinical Director – North East Locality   GP Partner and part owner at Bicester Health Centre 

 Practice owns one share in Principal Medical Limited 

 Practice is a member of ‘ONEMED’ GP federation 

Dr Andrew Burnett Locality Clinical Director – South East Locality   GP Partner and part owner at Sonning Common Health Centre 

 Practice is a member of SEOX federation 

 Runs private allergy clinic, Spire Dunedin Hospital, Reading 

 Wife and daughter employed by Royal Berkshire Hospital 

Fran Butler Practice Manager Representative   Partner is a Director of Bruce Don Consulting Ltd 

Dr Miles Carter Locality Clinical Director – West Oxfordshire 
Locality 

  Director, 50% owner and shareholder of QOF Masters Limited 

 Director and shareholder of Hanborough Medical Services 

 GP Partner Eynsham Medical Group 

 Practice owns shares in Principal Medical Limited 

 Practice is a member of WestMed federation 

Dr David Chapman Locality Clinical Director - City   GP Partner and part owner at Hollow Way Medical Centre 

 Practice is a member of OXFED.  Practice Partner Director of 
OXFED 

 Undertakes work for Southern Health paid via Practice 

 Member of the Local Medical Committee 

Mike Delaney Lay Member   Director and Shareholder MFD Partners International Ltd 

Roger Dickinson Lay Member Lead for Governance and Vice 
Chair 

  Non-Executive Director / Trustee Institute of Food Research, 
Norwich 

 Associate of Dudley Smith Ltd  

Diane Hedges Director of Delivery and Localities   Managing Director of Diane Hedges Ltd 

John Jackson Director of Adult Social Care, OCC &    OCC Pooled budgets with NHS 
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Director of Strategy and Transformation, 
OCCG 

Gareth Kenworthy Director of Finance   None 

Dr Graziano Luzzi Medical Specialist Advisor    Associate Medical Director, Buckinghamshire Healthcare NHS 
Trust 

Stuart MacFarlane Practice Manager Representative   Partner of Bury Knowle Health Centre 

 Partner of Wood Farm Medical Centre 

 Director and shareholder in BK Health Limited (holds a PMS 
Contract for the Berryfields Medical Centre in Aylesbury) 

 Practice is a member of OXFED 

Dr Joe McManners Clinical Chair   GP Partner Manor Surgery  

 Practice has shares in OXFED 

 Wife works in obstetrics and gynaecology at Oxford University 
Hospitals Trust (OUHT) 

Dr Jonathan 
McWilliam 

Director of Public Health, Oxfordshire County 
Council 

  Wife is a director of and holds shares in OMG Plc 

 OCC pooled budgets with NHS 

Catherine Mountford Director of Governance and Business Process   None 

Dr Paul Park Locality Clinical Director – North Oxfordshire 
Locality 

  GP at Hightown Surgery 

 Practice owns shares in Principal Medical Limited 

 Practice is a member of NOXMed federation 

 Wife is employee of Citizen’s Advice Bureau 

 Appointed member of Council of Governors at OHFT 

David Smith Chief Executive   Wife owner of Imagine Your Potential and works in the NHS, local 
government and private sector 

Duncan Smith Lay Member for Finance   Partner in Dudley Smith Limited Management Consultants.  Wife 
also partner in the business. 

Professor Louise 
Wallace 

Lay Member for Public Participation and 
Involvement 

  Director and Shareholder of Health Behaviour Research Limited 

 Managing Director of Health Behaviour Research Consultancy 

 Lay Member General Dental Council Fitness to Practice Panel 

 Scientific advisor to Department of Health National Institute for 
Health Research Health Services and Delivery Research 
Programme 
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 Director and Trustee of UK Public Health Register   

Sula Wiltshire Director of Quality and Innovation and Lead 
Nurse 

  Daughter employed as Nurse at OUHFT 

 Appointed member of Council of Governors at OHFT 

 Honorary contract with OHFT 

 

Information relating to pensions is included in the remuneration report on page 79 and in the notes to accounts on page XX. 



51 
 

Statement of Accountable Officer’s Responsibilities 

The National Health Service Act 2006 (as amended) states that each Clinical Commissioning Group shall 

have an Accountable Officer and that Officer shall be appointed by the NHS Commissioning Board (NHS 

England).  NHS England has appointed the David Smith to be the Accountable Officer of the Clinical 

Commissioning Group. 

The responsibilities of an Accountable Officer, including responsibilities for the propriety and regularity 

of the public finances for which the Accountable Officer is answerable, for keeping proper accounting 

records (which disclose with reasonable accuracy at any time the financial position of the Clinical 

Commissioning Group and enable them to ensure that the accounts comply with the requirements of 

the Accounts Direction) and for safeguarding the Clinical Commissioning Group’s assets (and hence for 

taking reasonable steps for the prevention and detection of fraud and other irregularities), are set out in 

the Clinical Commissioning Group Accountable Officer Appointment Letter. 

Under the National Health Service Act 2006 (as amended), NHS England has directed each Clinical 

Commissioning Group to prepare for each financial year financial statements in the form and on the 

basis set out in the Accounts Direction. The financial statements are prepared on an accruals basis and 

must give a true and fair view of the state of affairs of the Clinical Commissioning Group and of its net 

expenditure, changes in taxpayers’ equity and cash flows for the financial year. 

In preparing the financial statements, the Accountable Officer is required to comply with the 
requirements of the Manual for Accounts issued by the Department of Health and in particular to: 

 Observe the Accounts Direction issued by NHS England, including the relevant accounting and 
disclosure requirements, and apply suitable accounting policies on a consistent basis; 

 Make judgements and estimates on a reasonable basis; 

 State whether applicable accounting standards as set out in the Manual for Accounts issued by 

the Department of Health have been followed, and disclose and explain any material departures 

in the financial statements; and, 

 Prepare the financial statements on a going concern basis. 

To the best of my knowledge and belief, I have properly discharged the responsibilities set out in my 

Clinical Commissioning Group Accountable Officer Appointment Letter. 

I also confirm that:  

 as far as I am aware, there is no relevant audit information of which the entity’s auditors are 
unaware, and that as Accountable Officer, I have taken all the steps that I ought to have taken 
to make himself or herself aware of any relevant audit information and to establish that the 
entity’s auditors are aware of that information.  

 that the annual report and accounts as a whole is fair, balanced and understandable and that I 

take personal responsibility for the annual report and accounts and the judgments required for 

determining that it is fair, balanced and understandable  

 
 
 
David Smith 
Accountable Officer 
26 May 2016  
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Annual Governance Statement 

Introduction and Context 
Oxfordshire Commissioning Group was licenced from 1 April 2013 under provisions enacted in the 
Health and Social Care Act 2012, which amended the National Health Service Act 2006. 
 
OCCG is licensed without conditions. 
 
Scope of Responsibility 
As Accounting Officer, I have responsibility for maintaining a sound system of internal control that 
supports the achievement of the clinical commissioning group’s policies, aims and objectives, whilst 
safeguarding the public funds and assets for which I am personally responsible, in accordance with the 
responsibilities assigned to me in Managing Public Money.  I also acknowledge my responsibilities as set 
out in my Clinical Commissioning Groups Accountable Officer Appointment Letter. 
 
I am responsible for ensuring that the clinical commissioning group is administered prudently and 
economically and that resources are applied efficiently and effectively, safeguarding financial propriety 
and regularity. 
 
Compliance with the UK Corporate Governance Code 
We are not required to comply with the UK Corporate Governance Code.  However, we have reported 
on our corporate governance arrangements by drawing upon best practice available, including those 
aspects of the UK Corporate Governance Code we consider to be relevant to the clinical commissioning 
group and best practice.  This Corporate Governance Report is intended to demonstrate the clinical 
commissioning groups compliance with the principles set out in the Code. 
 
For the financial year ended 31 March 2016 and up to the date of signing of this statement, we 
complied with the provisions as set out in the Code and applied the principles of the Code. 
 
The Clinical Commissioning Group Governance Framework 
The National Health Service Act 2006 (as amended), at paragraph 14L(2)(b) states: 
 
The main function of the governing body is to ensure that the group has made appropriate 
arrangements for ensuring that it complies with such generally accepted principles of good governance 
as are relevant to it: 
 
The responsibilities of the Board are detailed in the NHS Oxfordshire Clinical Commissioning Group 
Constitution.  Supporting documents to the Constitution include the Scheme of Delegation, Standing 
Orders and roles and responsibilities of members of the Board. 
 
Through agreement of the Constitution the Practice Members have agreed that the Board will be 
responsible for: 
 

 Assurance, including audit and remuneration 

 Assuring the decision-making arrangements 

 Oversight of arrangements for dealing with conflict of interest 

 Leading the setting of vision and strategy 

 Quality 

 Financial stewardship of public funds 

 Promoting patient and public engagement 

 Approving commissioning plans of behalf of the CCG 
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 Monitoring performance against plan 

 Providing assurance of strategic risks 
 
The Practice Members are represented on the Board through the Locality Clinical Directors who are 
appointed in line with Locality Constitutions. 
 
In accordance with the Constitution, the Board has held 6 meetings in public since May 2015 in this 
period.  All meetings were quorate in terms of executive and lay member representation.  A table of 
attendance is included at Appendix A. 
 
The 2015/2016 Board agenda has focussed on the organisational objectives, national priorities and the 
local health economy’s priorities as detailed in the Operational Plan.  The Board has also held 
workshops on strategic and corporate objectives. 
 
Standing agenda items include the Chief Executive Report, Finance Report, Locality Clinical Directors 
Report, Integrated Performance Report, Strategic Risk Register and Corporate Governance Report.  In 
addition to the standing agenda items the Board agenda in 2015/2016 has included reporting on: 
 

 New Model of Care for Townlands Hospital 

 Sustainability Strategy and Management Plan 

 Proposals for Devolution and Integrated Commissioning 

 Rebalancing the Health and Social Care System Initiative 

 Audit Committee Annual Report 

 Finance Comittee Annual Report 

 Quality Committee Annual Report 

 Emergency Preparedness, Resilience and Response Annual Report and Improvement Plan 

 Safeguarding Report 
 
Governing Body Committees 
 
Audit Committee 
The Audit Committee provides an independent and objective view of internal control by overseeing 
internal and external audit services, reviewing financial systems, monitoring compliance with Standing 
Orders and Prime Financial Policies, reviewing schedules of losses and compensations, reviewing the 
information prepared to support the controls of assurance statements, overseeing risk management 
arrangements and making recommendations to the Board.  The role of the Committee includes financial 
governance, statutory reporting and assurance in respect of the principal risks and it will monitor and 
review the systems and frameworks that are in place to manage organisational risk. 
 
The Committee is Chaired by the Vice Chair of the Board with the remaining members comprising two 
lay members (including a qualified accountant), the Specialist Medical Advisor and one Locality Clinical 
Director.  The following officers of OCCG and external representatives are expected to be in attendance: 
the Director of Finance, the Director of Governance, representatives from internal and external audit.  A 
table of attendance is included at Appendix A. 
 
The Audit Committee have met 5 times during 2015/2016 and fulfilled its remit and responsibilities as 
detailed in the annual work plan.  The Committee received regular updates on risk, external audit, 
internal audit, security management general audit matters and financial matters financial matters to 
ensure that risks were appropriately prioritised and adequately controlled and mitigated. The 
Committee undertook a self-assessment in October 2015 following which actions for improvement were 
identified and implemented. 
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The following internal audits have been received: 
 

 Complaints and Incidents Management 

 Clinical Procurement and Contract Management 

 Pooled Budgets 

 Business Planning / Performance Management 

 Quality Priority Topic – Individual Funding Requests 

 Human Resources and Payroll 

 Governance Arrangements in Primary Care 

 Assurance Framework and Risk Management  

 Quality, Innovation, Productivity and Prevention 
 
The minutes of the Audit Committee are made available to the public with Board papers. 
 
Finance Committee 
The remit of the Finance Committee is to develop the financial strategy for OCCG, scrutinise and 
approve medium term financial plans and the annual budget, monitor QIPP delivery and in year 
financial performance and approve the use of contingency reserves. 
 
The Committee comprises at least six Board members: three Lay Board members (including at least one 
qualified accountant), one Locality Clinical Director, the Director of Finance and the Director of Delivery 
and Localities.  The Lay Member (Finance) undertakes the role of Chair.  Other members of OCCG 
management and external advisers may be invited to attend where appropriate.  A table of attendance 
is included at Appendix A. 
 
The Finance Committee met 6 times during 2015/2016.  In addition to standing agenda items reporting 
progress on finance, business cases and financial risk, the Committee has received reports and updates 
including: 
 

 Procedures of Low Clinical Value Options 

 Finance Committee Work Plan for 2016/17 

 Townlands Hospital Update 

 Learning Disability Big Plan 

 Finance Committee Annual Review 

 Prime Minister’s Challenge Fund evaluation 
 
The minutes of the Finance Committee are made available to the public with the Board papers. 
 
Quality Committee 
The Role of the Quality Committee is to provide assurance of the quality and performance of services 
commissioned and to promote a culture of continuous improvement and innovation with respect to 
safety of services, clinical effectiveness and patient experience.  The Committee oversees the 
arrangements for safeguarding, co-operating with the local authority in the operation of the 
Safeguarding Children and Safeguarding Adults Boards. 
 
The Quality Committee is Chaired by the lay member with responsibility for patient and public 
involvement who is a voting member along with another Lay member from the Board, the Director of 
Quality, two locality clinical representatives and the Director of Delivery and Localities.  Non-voting ex-
officio attendees of the committee comprise Clinical Director of Quality, Director of Governance, Deputy 
Director, Head of Primary Care and Medicines Optimisation, Head of Quality, Deputy Director Joint 
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Commissioning (OCC), Deputy Director Public Health (OCC), and a patient representative.  A table of 
attendance is included at Appendix A. 
 
The Quality Committee met 6 times during 2015/16 and in addition to standing agenda items on Quality 
and Performance Reports, Risk Register, clinical effectiveness inspections and reviews the committee 
has received reports and updates on: 
 

 Safeguarding Report and Update on the Care Act 

 Serious Incidents Requiring Investigation Report 

 Infection Control Annual Report 

 NICE Annual Report 

 Child Death Overview Panel Annual Report 

 Patient Experience Report 

 Individual Funding Request Annual Report 

 Research and Development Policy 

 Learning Disability Mazars Report 
 
Remuneration Committee 
The role of the Remuneration Committee is to advise on appropriate remuneration levels and terms of 
service for the Executive Team and Clinical Leads.  The Committee also sets the framework within which 
the terms and conditions of senior managers and clinicians are developed and agreed and receives 
reports of the performance of the Accountable Officer and individual directors. 
 
The Remuneration Committee is chaired by the Vice Chair of the Board with the Chair of the Board and 
three other lay members making up the membership.  The Accountable Officer, Human Resources lead 
and other external advisors will be asked to support the Committee as required.  A table of attendance 
is included at Appendix A. 
 
The Remuneration Committee met 4 times during 2015/16 and fulfilled its remit and responsibilities 
focusing on: 
 

 Executive Directors PRP, Remuneration and Terms and Conditions 

 Governing body and Executive Director appointments and associated Terms and Conditions 

 Lay Member appointments and associated Terms and Conditions 

 GP Remuneration 

 Employment Tribunal Claim 

 Redundancy Payment 

 Planning for the future 
 
Where appropriate the Committee reports in writing to the Governing Body the basis of its decisions 
and recommendations. 
 
Joint Committee for the Commissioning of Primary Care (Joint Committee with NHS England) 
The role of the Joint Committee for the Commissioning of Primary Care is to carry out the functions 
relating to the commissioning of primary medical services except individual GP performance 
management.  This includes GMS, PMS and APMS contracts, newly designed enhanced services, design 
of local incentive schemes, approving practice mergers, decisions on new GP practices and on 
discretionary payments. 
 
The Committee is chaired by the OCCG Lay Member for Finance. The remaining voting members are the 
Lay Vice Chair of the Board, Chief Executive, Director of Delivery and Localities and the Director of 
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Commissioning Operations from NHS England South (South Central).  A table of attendance is included 
at Appendix A. 
 
The Joint Committee for the Commissioning of Primary Care met 3 times during 2015/16 and fulfilled its 
remit and responsibilities focusing on: 
 

 Primary Care budgets 

 Prime Minister’s Challenge Fund Update 

 Primary Care Infrastructure Issues 

 Oxfordshire Personal Medical Services Review Process 

 Primary Care Co-Commissioning and full delegation 
 
Public reporting is through the Chief Executive report at the Board with decisions relating to joint 
commissioning of primary care being ratified at the public meeting of the Board. 
 
From April 2016, the committee will be replaced by the Oxfordshire Primary Care Commissioning 
Committee. The Committee’s remit is to review, plan and procure primary care services in Oxfordshire, 
under delegated authority from NHS England, in the context of a desire through co-commissioning to 
increase quality, efficiency, productivity and value for money and to remove administrative barriers. The 
Committee will take its commissioning decisions on services in primary care as part of an overall 
integrated pathway of care for patients. The Committee brings the NHSE and OCCG primary care 
commissioning funding streams together and also integrates primary care performance.  
 
The Clinical Commissioning Group Risk Management Framework 
OCCG recognises that risk management is an essential part of good governance and is committed to 
ensuring that risk management is integral to all aspects of its activities.  OCCG has developed a Risk 
Management Strategy and Policy to provide guidance to all staff on the management of Strategic and 
Operational risks within the organisation and help to identify, analyse, escalate, evaluate and reduce the 
risks that threaten delivery of our key objectives. 
 
Two risk registers are used by OCCG – Operational Risk Register and Strategic Risk Register. The 
Strategic Risk register is used by the Board to identify, monitor and evaluate Strategic risks.  It is used 
alongside other key management tools, such as financial reporting, to give the Board a comprehensive 
picture of the organisational risk profile. The Operational Risk Register outlines risks to the objectives of 
teams and service delivery. 
 
Risk management is embedded in all activities of OCCG, including operational and performance 
management, the annual planning cycle and project management. The Risk Management Strategy and 
Policy provides guidance to all staff on the management of Strategic and Operational risks within the 
organisation. Staff are trained as part of the induction process to manage risk in a way appropriate to 
their level of authority and duties.  
 
The Risk Management Strategy and Policy provides guidance to all staff on the management of strategic 

and operational risks within the organisation.  Staff are trained and supported to manage risk in a way 

appropriate to their level of authority and duties.  This occurs through training and regular review of 

strategic and operational risk registers as well as through the established Project Management Office 

processes. 

There were no new strategic risks identified between April 2015 to March 2016 or after year end. See 

page 25 for information about how OCCG manages risks and the strategic risk register. 



57 
 

The Clinical Commissioning Group Internal Control Framework 
A system of internal control is the set of processes and procedures in place in the clinical commissioning 
group to ensure it delivers its policies, aims and objectives.  It is designed to identify and prioritise the 
risks, to evaluate the likelihood of those risks being realised and the impact should they be realised, and 
to manage them efficiently, effectively and economically. 
 
The system of internal control allows risk to be managed to a reasonable level rather than eliminating 
all risk; it can therefore only provide reasonable and not absolute assurance of effectiveness.  
 
The Governance Team co-ordinates production of risks registers, offers advice and training (where 
required) and works with OCCG Directors via the bi-monthly Directors Risk Review meeting. This 
meeting is chaired by the Director of Governance and attended by all directors. The meeting looks at 
identifying new risk areas and managing them effectively.  It reviews the quality of current risks 
including an up to date description of current mitigation, completeness of Action Plans, and the 
rationale behind the movement of risk ratings.  
 
The Governance team also maintains the OCCG risk cycle and ensures that timely reminders are sent to 
Directorates for each risk cycle (as per the Board and sub-committee meetings).  The team ensures 
mitigation is described fully and in a consistent format and co-ordinates with the manager assigned 
against every risk logged in the system. 
 
All proposed new risks are presented as drafts to the Executive at the Director’s Risk Review Meeting for 
approval.  The meeting is organised to ensure that all risks are approved by the Executive ahead of 
inclusion on the risk register and presented to OCCG Board.  Strategic risks are only closed with approval 
from the Executive while operational risks are closed with the approval of a directorate head of service. 
 
Information Governance 
The NHS Information Governance Framework sets the processes and procedures by which the NHS 
handles information about patients and employees, in particular personal identifiable information.  The 
NHS Information Governance Framework is supported by an information governance toolkit and the 
annual submission process provides assurances to the clinical commissioning group, other organisations 
and to individuals that personal information is dealt with legally, securely, efficiently and effectively 
 
We place high importance on ensuring there are robust information governance systems and processes 
in place to help protect patient and corporate information.  we have established an information 
governance management framework and developed information governance processes and procedures 
in line with the information governance toolkit.  We have ensured that all staff undertake annual 
information governance training and have implemented a staff information governance handbook to 
ensure staff are aware of their information governance roles and responsibilities.   
 
Every year OCCG need to complete an Information Governance assessment (IG toolkit) and submit to 
the Department of Health.  Data flow mapping and asset register are part of this submission.  Data flow 
mapping is the process of capturing all inbound and outbound data that is valuable to an organisation; 
while information asset register is a log / register of all the information assets that the organisation 
holds.  Both of these inform the Business Continuity Plans for the organisation and are therefore crucial 
for the organisations functioning. 
 
OCCG submitted the Information Governance Toolkit with an improved score of 79% achieving a level 2 
or above against all 28 requirements. 
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Review of economy, efficiency and effectiveness of the use of resources 
OCCG received one of the lowest allocation per head of population in England and was 7.3% 
underfunded compared to its target allocation in 2015/16.  OCCG must therefore seek performance that 
is in the top decile of comparator organisations and must seek to contract with highly efficient providers 
to allow it to live within its funding allocation. 
 
OCCG’s Savings (QIPP) plans are informed by a range of comparative benchmarking information to 
locate opportunities.  These opportunities are then developed into business cases for 
implementation.  OCCG has continued to struggle with delivery of these business cases during 
2015/2016.  During 2015/16 the CCG has engaged with the national Right Care initiative in order to 
identify opportunities for improving processes and generating savings.  Opportunities identified as a 
result of initial review of the data available via Right Care have  been shared, reviewed and prioritised 
for development with the involvement of the Board.  More in depth work continues with support from 
the Right Care team. The project management arrangements introduced in 2014/15 have continued to 
improve and become embedded within the organisation.  Business cases for savings are reviewed and 
approved by the Board having been through scrutiny in committee in line with OCCG’s scheme of 
delegation. Delivery is monitored the same way. 
 
In 2015/2016 OCCG delivered savings of £8.0m against a target of £11.5m.  The Finance Committee 
continued to meet regularly to give oversight.  OCCG undertook an internal audit in 2015/2016 to 
review the approach to savings plan in order to understand how to improve delivery. 
 
OCCG has processes in place to secure economy, efficiency and effectiveness through its procurement, 
contract negotiation and contract management processes.  Effectiveness is monitored specifically 
through the quality processes and committee.  In addition, OCCG has invested in developing alternative 
approaches to contracting that have a clear focus on improving outcomes for patients while delivering 
economic benefits to OCCG. 
 
As part of their annual audit, OCCG’s external auditors are required to satisfy themselves that the CCG 
has made proper arrangements for securing economy, efficiency and effectiveness in the use of its 
resources.  Their audit work is made available to and reviewed by the Audit Committee. 
 
Feedback from delegation chains regarding business, use of resources and responses to risk 
Page 18 of the Annual Report provides an explanation of how risks management is undertaken within 
OCCG.  Our performance is explained in the Performance section on page 6. 
 
Review of the effectiveness of Governance, Risk Management and Internal Control 
As Accounting Officer, I have responsibility for reviewing the effectiveness of the system of internal 
control within the clinical commissioning group. 
 
The half year Service Auditor Report was published in December 2015.  Actions to address the 
exceptions found were identified by service leads and an action plan was drawn up. 
 
A Month 9 hard close exercise identified (a) a number of areas where 2014/15 year end 
accruals/prepayments were under/over-estimated and (b) that there were subsequent control 
weaknesses in-year in 2015/16 to identify and correct for these promptly. The under/over estimations 
were below the level of materiality for the CCG’s accounts.   Key learning points have been shared with 
the Audit Committee and External Audit and improved arrangements have been designed. 
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Capacity to Handle Risk 
Responsibility for the oversight and management of the risk registers lies with the Director of 
Governance, with support from the Governance team. 
 
The Governance team is working closely with the Programme Management Office to ensure that staff 
have a good understanding of Operational and Strategic risks and there are embedded system prompts 
to ensure risk management is part of the project design. 
 
Review of Effectiveness 
My review of the effectiveness of the system of internal control is informed by the work of the internal 
auditors.  Directors, senior managers and clinical leads within the clinical commissioning group who 
have responsibility for the development and maintenance of the internal control framework.  I have 
drawn on performance information available to me.  My review is also informed by comments made by 
the external auditors in their annual audit letter and other reports.   
 
The Strategic Risk Register itself provides me with evidence that the effectiveness of controls that 
manage risks to the clinical commissioning group achieving its principle objectives have been reviewed. 
 
I have been advised on the implications of the result of my review of the effectiveness of the system of 
internal control by the Board and Committees, if appropriate and a plan to addresses weaknesses, for 
example responses to audit recommendations and ensure continuous improvement of the system is in 
place. 
 

Head of Internal Audit (HIA) Opinion  
 
Introduction 
The purpose of my HoIA Opinion is to contribute to the assurances available to the Accountable Officer 

and the Board which underpin the Governing Body’s own assessment of the effectiveness of the 

organisation’s system of internal control. This Opinion will in turn assist the Governing Body in the 

completion of its Annual Governance Statement. 

A number of factors have been considered as the contextual setting for our Head of Audit Opinion, 

including: 

 At the February 2016 Governing Body meeting the Chief Finance Officer reported within the 

Finance Report that: “At 31st January (Month 10), NHS Oxfordshire Clinical Commissioning 

Group (OCCG) is reporting a year to date surplus of £6.3m (£5.8m surplus at month 10) and a 

forecast outturn surplus of £8.9m (£8.9m at Month 10) in line with the plan submitted to NHS E”. 

The improved forecast outturn of £2m was due to the Quality Premium allocation received from 

NHS England into the forecast position. 

 The report also cites the following mitigations; “Mitigated risks which total £0.8m (£0.8m at 

Month 10) and are offset by contingencies held. The best case forecast outturn is £9.3m surplus 

(£9.3m at Month 10) and the worst case is £5.7m surplus (£6.0m at Month 10).” 

Other reported key risks faced by the CCG in 2015/16 are described below: 

 The Overseas Visitors allocation has not yet been confirmed but is expected to be close to last 

year’s figure of £1m. 
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 NHS E are engaged in discussions with NHS Property Services in relation to a potential charge of 

£6m to the CCG in 2015/16 for accelerated depreciation for the ISTC Horton site in Banbury 

currently occupied by Ramsey. This has been escalated to national level by the South Central 

region of NHS E. 

 Forecast out turn savings are £9.1m (against planned £11.5m) – further in-year savings ideas - 

are being explored. 

My opinion is set out as follows: 

1. Overall opinion; 

2. Basis for the opinion; and 

3. Commentary. 

 

Overall Opinion  

My overall opinion is that: 

Reasonable assurance can be given that there are adequate and effective management and internal 

control processes to manage the achievement of Oxfordshire Clinical Commissioning Group’s 

objectives. 

Basis of Opinion 

1. An assessment of the design and operation of the underpinning Assurance Framework and 

supporting processes; and 

2. An assessment of the range of individual opinions arising from risk-based audit assignments, 

contained within internal audit risk-based plans that have been reported throughout the first 

nine months of the financial year. This assessment has taken account of the relative materiality 

of these areas and management’s progress in respect of addressing control weaknesses.  

Additional areas of work that may support the opinion will be determined locally but are not 

required for Department of Health purposes e.g. reliance being placed upon Third Party 

Assurances. 

3. TIAA has to date carried out 10 assurance reviews, which were designed to ascertain the extent 

to which the internal controls are adequate and to ensure that activities and procedures are 

operating to achieve the CCG’s objectives. For each assurance review an assurance assessment 

was provided. A summary is set out below: 

Assurance Assessments Number of Reviews 

Substantial Assurance 4 

Reasonable Assurance 6 

Limited Assurance 0 
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No Assurance 0 

4. During the course of the period, one advisory review was completed and no limited assurance 

opinion report has been issued to the CCG.  Of the six reviews which have received reasonable 

assurance three are at draft report stage. A summary of each is provided in the commentary 

below. Two further reviews (Informatics and CCG Constitution) are underway and are to be 

completed. A summary of each is provided in the commentary below. 

Commentary 

There is a predominance of reasonable assurance draft reports issued during 2015/16.This included the 

draft report on Pooled Budgets which is under further discussion with management, and may require 

additional update for issues arising since the original fieldwork. 

The following reviews received Substantial assurance: 

 The Assurance Framework and Risk Management review provided substantial assurance that 

systems underpinning risk management are effective and can be relied upon to provide 

assurance that key objectives are being achieved and that the main risks to their achievement 

are being effectively managed.  The review identified that the Strategic Risk Register and Red 

Operational Risks have been presented at each meeting of the Board during 2015 16.  The Risk 

Management Strategy and Policy provides adequate guidance on responsibilities for managing 

risk, as well as identification and mitigation of risks. Two priority three recommendations were 

made and agreed with management  

 The Complaints and Incident Management Review provided substantial assurance on the 

effectiveness of the CCG’s arrangements for the performance management of Complaints and 

Incidents.  Whilst complaints and incidents are recorded and monitored using Datix Risk 

Management System, the Quality Committee is responsible for the monitoring of incidents and 

complaints, including where appropriate those related to Providers. Arrangements for 

monitoring Provider-related incidents and complaints have been reflected in the contracts with 

Providers. The audit highlighted that there is a need for updating policy and procedures 

documentation which has been recognised and there are plans to prepare these by March 2016. 

 The Clinical Procurement and Contract Management found that there is Contract Management 

Framework in place which sets out the processes in place to manage contracts effectively and 

efficiently, including roles and responsibilities within the governance structure.  Further the 

review confirmed that the CSU provides a monthly Integrated Provider Performance Report 

(IPPR), which provides an overview of performance for the main acute and non-acute contracts 

held by the CCG and that during the year, the Contract Oversight Group has been re-

established, to inform the development of commissioning and contracting intentions.  Four 

priority three recommendations have been made and one operational effectiveness matter 

which have been agreed with management. 

 The audit of Business Planning and Performance Management Review. The CCG recognises 

that business planning is central to effective performance management and that although the 

CCG does not have a Business Planning Framework document which is to be developed there is 

a draft Business Planning Cycle document.  The Quality Directorate Work plan includes a wide 

range of measures to impact on the quality of care commissioned by the CCG. Performance 

against constitutional targets is driven and monitored through the Quality Committee, feature 
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in the Operational Plan, are reported to the Board, and are monitored within the quarterly 

assurance meetings by NHS England's Area Team.  Recommendations have been made to 

formalise the process. 

Reasonable assurance was provided for the following reviews:  

 The Safeguarding review provided assurances to Oxfordshire Clinical Commissioning Group 

(OCCG) that their commissioning arrangements in regard to Safeguarding of Vulnerable Adults 

(VA) are effective and in accordance with Government, External Agencies and local policies and 

procedures. As the CCG is the commissioner of services they do not have direct responsibilities 

for or participate in adult safeguarding incident reporting.  However, if one of their providers is 

involved in an incident the CCG safeguarding team would be informed and members of the 

safeguarding team would attend local safeguarding board meetings. Recommendations have 

been made to further strengthen and develop controls and processes.   

 The review of Pooled Budgets found that Oxfordshire County Council (OCC) has an existing 

agreement under Section 75 (S75) with Oxfordshire Clinical Commissioning Group to pool 

resources and deliver shared objectives.  This agreement covers the following four services; 

Older People and Equipment, People with Physical Disabilities, Learning Disabilities and People 

with Mental Health needs and covers the period 1st April 2013 to 31st March 2016.  Also made 

available have been the deed of variations to the agreement.  Recommendations have been 

made to ensure that minutes of the Older People Joint Management Group to be reported 

through to the Board on a timely basis, management reporting from Oxford County Council to 

be better aligned to Oxfordshire Clinical Commissioning Group and risk sharing arrangements to 

be agreed at the beginning of the year.  

 The review of Individual Funding Requests identified that the CCG has established policies and 

procedures for the management of Individual Funding Requests (IFRs) which incorporates the 

appeals process managed by the Decision Review Committee. At the time of the audit the Policy 

and Procedures which had been last reviewed in September 2014 were being updated and due 

to be presented to the Quality and Performance Committee in February 2016 with a 

recommendation to approve.  During 2015/16 no decisions made by the IFR Panel had been 

appealed against and referred to the DRC. Recommendations have been made to further 

strengthen and develop controls and processes. 

 The audit of Human Resources and Payroll Arrangements identified that the Clinical 

Commissioning Group (CCG) has a service specification for delivery of Human Resources from 

NHS South, Central and West Commissioning Support Unit (SCW CSU). Whilst the payroll service 

is managed by the SCW CSU it is provided by Salisbury NHS Foundation Trust under a Service 

Level Agreement, which was signed during June / July 2012, and has been rolled forward for 

2015/16. Third party assurance has been obtained where necessary.  The CCG recently 

published its Annual Equality Publication 2015/16, which included details of progress against 

implementation of the NHS Workforce Race Equality Standard (WRES).  Recommendations have 

been made to further strengthen and develop controls and processes. 

 The QIPP Review identified that CCG has a QIPP target of £11.5m with the majority of efficiency 

and savings schemes having been built into contractual arrangements. QIPP performance 

monitoring therefore forms a component of the ongoing contract management regime, change 

and redesign projects and budgetary control. The team is managed by the Head of Portfolio 

Management.  To improve the delivery of QIPP schemes in 2015/16 the CCG has strengthened 
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its own systems approach to the management of QIPP at both an Oxfordshire wide level and 

CCG level.  At the Oxfordshire health and social care system level this is through the 

Transformation Board Led by the Chief Executives of Oxford Health and other stakeholder 

organisations, and the Joint QIPP Steering Committee which meets on a monthly basis.  At a 

CCG level, this is through the Portfolio Management Board and separate Programme and 

Project Boards.  Further the CCG has developed a draft three year savings plan to 2018/19, and 

to be presented to the Joint QIPP Steering Group for review and further discussion.  

Recommendations have been made to further strengthen and develop controls and processes. 

 The Governance Arrangements -Primary Care was undertaken to provide assurance on the 

effectiveness of the arrangements in place for discharging the CCG’s primary care co-

commissioning duties, including the management of potential conflicts of interest.  The review 

identified that as the CCG moves from joint commissioning towards primary care delegated 

functions, with proposals for devolution and integrated commissioning, the CCG recognises that 

existing governance arrangements should be strengthened. The CCG has an approved 

Constitution, and a Conflicts of Interest Policy, which help define specific governance 

expectations relevant to primary care.  A register of interest for GP practices, members of the 

Board, sub-committee and all its employees is maintained and published on the CCG website. 

Four priority two recommendations and two priority three recommendations have been made 

and are to be agreed with management.  

Other Review 

 Our Governance Advisory review was undertaken to provide best practice advice around the 

CCG’s Strategic Risk Register (previously known as the Assurance Framework Risk Register), 

drawing on benchmarking/comparisons of other CCGs where relevant. The review identified 

that the framework established by Oxfordshire Clinical Commissioning Group is effective and 

operates well and at its core is a strategic risk register which management review, update and 

routinely report through to the Governing Body.   Further there is an effective process around 

the operation of the operational risk register which ensures that identified risks are analysed 

appropriately, mitigating actions are prioritised, and responsible management is identified, 

evidenced from the deep dives.  This further identified that although the risks emanating from 

provider Trusts e.g. inadequate referral information, the poor communication of test results to 

referrers and inadequate arrangements for follow up are all acknowledged as national patient 

safety issues are being actively managed by the CCG. 

 Regular follow up of internal audit recommendations is reported to every meeting of the Audit 

Committee. As reported to the committee at their February 2016 meeting, only three  priority 

three recommendations were not yet fully implemented from our 2014/15 reviews and none of 

them were classed as ‘urgent’.  Recommendations made in the 2015/16 Incidents and 

Complaints Management review are to be implemented by 31st March 2016.  

Significant Issues Identified During 2015/16 

Other than highlighting that a number of reviews are still at draft stage, there are no issues arising from 

the Internal Audit work which indicate significant control failure and should be disclosed in the CCG’s 

Annual Governance Statement at this stage. 

Date of report issued: 11 April 2016 

Date of final report issues: 21 April 2016  
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Data Quality 
Acute Sector 
There had been some major issues with data quality for specific providers such as RBHT. This has been 
addressed as part of the contract management and penalties applied. Quality has improved in 
2015/2016. CSU colleagues are working with the provider on an on-going basis and have implemented 
reporting strategies to mitigate the impact on reporting. 
 
Changes in specialist commissioning rules are no longer causing problems. Whilst OUHT data quality in 
year is excellent, the SUS SLAM reconciliation process has not been as strong in 2015/16 as it had been 
previous years. CSU colleagues are working to resolve the issues. 
 
The CSU is developing much tighter controls. Data specifications have been standardised across all 
providers in the CSU patch in order to ease the data load burden and create the capacity for greater 
scrutiny on data quality. For example, CSU wide approaches to SUS SLAM reconciliation is currently 
being developed and tighter requirements have been written into contract. For OUHFT, this includes a 
joint piece between OUHFT, OCCG and CSU to be defined by the end of Quarter 1 to deliver and sustain 
99.9% reconciliation. 
 
For the first time, the SCAS data quality has been examined in some detail and specific data quality 
improvement targets are being set in the contract. These include data completeness standards and data 
quality standards to be delivered in 2016/17.  
 
Data Quality Improvement plans (DQUIPs) will be monitored as part of the normal contract 
management processes and issues escalated from the Finance and Information Group (FIG) to the 
Contract Review Meetings (CRM) as appropriate for each contract. 
 
Non Acute 
Availability of data for the non-acute sector remains problematic.  The implementation of a new data 
system in OHFT has severely disrupted data capture and data flows. The national implementation of the 
Community Dataset represents an opportunity to address issues. Extensive work has been undertaken 
in revising service specifications, as a result of which data can be defined to be aligned to specific 
service specifications. A rebasing exercise has been started together with the provider. This is a further 
opportunity to improve. However, knowledge of datasets and data quality processes are not yet as well 
established as they are in the acute sector.  As a consequence, issues are less well understood and this 
remains a very challenging area.  This impacts our commissioning ability but does not significantly 
impact in year financial risk.  This is because of the extensive use of block contracts. Contractual work 
and rebasing work continues and should help drive improvements. 
 
Overall 
The approach to data sourcing from providers is focused on sourcing first good quality nationally 
mandated datasets, thereby also driving improvement in national data collections. Local datasets are 
only sourced where nationally mandated datasets do not exists. This often covers areas of innovation 
and is therefore critical to evidence. 
 
DQUIPs are included in all contract and now includes tighter requirements and penalties. They will be 
monitored as part of the normal contract management processes and issues escalated from the FIG to 
the CRMs as appropriate for each contract in both the Acute and non-acute sectors. 
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Business Critical Models 
OCCG does not own or has not developed any business critical models that have supported its planning 
in 2015/16. Our CSU partner holds models that may be used on our behalf but these have not been 
used to date. We are aware of the recommendations for the public sector made in the Macpherson 
Report and will apply them as and when we place reliance on business critical models to support the 
CCG. 
 
Data Security 
We have submitted a satisfactory level of compliance with the information governance toolkit 
assessment.  An action plan was developed to raise our level of compliance with the toolkit which was 
reviewed regularly at the IG Steering Group.  The Information Security Assurance plans were reviewed 
and a formal risk assessment for key information assets was undertaken – particularly those in the CSU 
where the major information assets are held. 
 
There have been two data breaches during 2015/16 neither of which have needed reporting to the 
Information Commissioners Office.  All breaches have been investigated with actions and lessons 
identified and implemented. 
 
We have had no serious incidents requiring investigation relating to data security breaches. 
 
Discharge of Statutory Functions 
During establishment, the arrangements put in place by the CCG and explained within the Corporate 

Governance Framework were developed with extensive expert external legal input, to ensure 

compliance with all the relevant legislation.  That legal advice also informed matters reserved for Board 

decision and the Scheme of Delegation. 

In light of the Harris Review, the CCG has reviewed all of the statutory duties and powers conferred on it 

by the National Health Service Act 2006 (as amended) and other associated legislative and 

regulations.  As a result, I can confirm that the CCG is clear about the legislative requirements 

associated with each of the statutory functions for which it is responsible, including any restrictions on 

delegation of these functions. 

 
Conclusion 
No significant internal control issues have been identified. 

 
 
 
David Smith 
Accountable Officer 
26 May 2016 
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Appendix A 
 
Tables of Attendance for Board and Committee Meetings 
Membership in line with Constitution dated 14 January 2016. 
 
Board  
 

Name 28/05/2015 30/07/2015 24/09/2015 26/11/2015 28/01/2016 31/03/2016 

Anderson, Julie      Apols 

Attwood, Stephen Apols      

Burnett, Andrew   Apols Apols   

Carter, Miles Apols  Apols   Apols 

Chapman, David (or rep)       

Delaney, Mike     Apols  

Dickinson, Roger       

Hedges, Diane       

Jackson, John     Apols  

Kenworthy, Gareth (or rep)       

Luzzi, Graz  Apols  Apols Apols Apols 

MacFarlane, Stuart N/A N/A   Apols  

McManners, Joe Apols Apols     

McWilliam, Jonathan      Apols 

Mountford, Catherine       

Park, Paul (or rep)       

Smith, David       

Smith, Duncan       

Wallace, Louise  Apols    Apols 

Wiltshire, Sula       

 
Audit Committee 
 

Name 20/04/2015 21/05/2015 13/08/2015 22/10/2015 23/02/2016 

Carter, Miles Apols  Apols   
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Delaney, Mike      

Dickinson, Roger      

Luzzi, Graz Apols   Apols  

Smith, Duncan      

 
Finance Committee 
 

Name 21/05/2015 23/06/2015 21/07/2015 22/09/2015 19/11/2015 19/01/2016 01/03/2016 

Delaney, Mike        

Dickinson, Roger        

Kenworthy, Gareth   Apols Apols    

Hedges, Diane Apols Apols   Apols   

Park, Paul  Apols Apols Apols Apols Apols  

Smith, David     Apols Apols Apols 

Smith, Duncan        

 
Quality Committee 
 

Name 30/04/2015 25/06/2015 27/08/2015 29/10/2015 17/12/2015 25/02/2016 

Chapman, David (or rep)       

Collison, Kiren Apols Apols   Apols  

Delaney, Mike  N/A N/A     

Hedges, Diane  Apols   Apols  

Wallace, Louise     Apols  

Wiltshire, Sula       

 
Remuneration Committee 
 

Name 21/05/2015 08/09/2015 12/01/2016 08/03/2016 

Delaney, Mike     

Dickinson, Roger     

Luzzi, Graz Apols Apols  Apols 

McManners, Joe     
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Smith, Duncan  Apols   

Wallace, Louise     

 
Joint Committee for the Commissioning of Primary Care 
 

Name 11/06/2015 11/08/2015 18/02/2016 

Dickinson, Roger     

Hedges, Diane (or representative)    

Pearce, Rachel (or representative)    

Smith, David (or representative)    

Smith, Duncan    
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Remuneration & Staff Report 

Valuing our Staff 

We recognise and value the importance of maintaining positive working relationships with our staff and 

their representatives.  The Staff Partnership Forum (SPF) is our joint management and staff committee 

for staff engagement and consultation.  We have actively and successfully worked in partnership on a 

number of issues affecting our staff including the development of HR policies, the Health and Safety 

Policy and Mobile Devices Policy.  Policies are ratified by OCCGs Executive prior to publication. 

The SPF is representative of our workforce and OCCG recognises all of the trade unions outlined in the 

national NHS Terms and Conditions of Service Handbook who have members employed within the 

organisation.   

A selection of the tools and methods developed to communicate and encourage meaningful, two-way 

dialogue with staff include: 

 Monthly staff briefings led by the Executive Team which includes a question and answer session  

 Monthly staff newsletter  

 Staff Surveys to drive improvement in staff experience  

 Corporate website and intranet 

 Staff development sessions  

Managers also hold regular one-to-one meetings with staff and the values based appraisal system 

ensures all staff work towards clearly defined personal objectives and standards of behaviour which are 

supported with learning, training and development opportunities detailed in individual Personal 

Development Plans. 

OCCG established an Organisational Development (OD) Steering Group to oversee the implementation 

of its internal OD plan.  A key piece of work undertaken by the group was to review OCCG’s vision and 

values and to develop a supporting behavioural framework which also underpinned the introduction of 

a values based approach to appraisals.  We developed this work through a process of co-design with our 

staff and it is now being implemented.  All staff were given the opportunity to contribute to this work 

via focus groups, 1-1s and via an Appraisal Steering Group with staff representatives to enable 

maximum staff engagement. 
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Staff Sickness Absence  

Below outlines OCCG’s sickness absence data from January 2015 to December 2015: 

Ave FTE 
Adjusted FTE 

sick days 
FTE-Days 
Available 

FTE-Days 
recorded 
Sickness 
Absence 

Average 
Annual Sick 

Days per FTE 

85 418 31,113 678 4.9 

 

FTE: Full time equivalent. 

Sickness absence is managed in a supportive and effective manner by OCCG managers, with 

professional advice and targeted support from Human Resources, Occupational Health and Staff 

Support services which are appropriate and responsive to the needs of our workforce. OCCG’s approach 

to managing sickness absence is governed by a clear HR policy and this is further reinforced by the 

provision of HR support and training sessions for all line managers on the effective management of 

sickness absence.     

We also proactively promote the health and wellbeing of staff through a programme of health and 

wellbeing initiatives.  Staff completed a survey to identify the types of initiatives they would be 

interested in undertaking.  These, along with reasons for sickness absence, have informed an annual 

programme of events.  Initiatives have included a work out at work day, Christmas decoration 

competition, supporting national campaigns such as Wear It Beat It, Sport Relief and National Diabetes 

Day.  The work is supported by a number of Health and Wellbeing Champions. 

Managers ensure that the culture of sickness reporting is embedded within their teams and sickness 

absence is actively monitored and formally reported to OCCG on a quarterly basis as part of the 

workforce reporting process.   

Gender Analysis 

OCCG is a significant employer with a workforce comprised of employees from a wide variety of 

professional groups. At the end of 2015/16 OCCG employed 126 staff (headcount), of which 79 were 

women and 47 men. As of 31 March 2016, the Board of OCCG was made up of 5 women and 15 men. 

Below is a breakdown of gender analysis. Very senior managers are counted within the numbers for the 

Board. The membership body of OCCG is made up of all 76 (as at 31 March 2016) practices within 

Oxfordshire; a breakdown of membership by gender is not available.  
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 Female 
Headcount 

Male 
Headcount 

Total 

Board 5 15 20 

Senior Managers 

(including 

employed GPs) 

7 9 16 

All other 

Employees 

67 23 90 

Total Employees 79 47 126 

 

Disability Information  

OCCG has developed an integrated approach to delivering workforce equality so it does not have a 

separate policy for disabled employees or for any other protected characteristics. Equalities issues are 

incorporated in policies covering all aspects of the employee lifecycle ranging from recruitment to 

performance. Our aim is to provide an environment in which all staff are engaged, supported and 

developed throughout their employment and to operate in ways which do not discriminate our 

potential or current employees by virtue of any of the protected characteristics specified in the Equality 

Act 2010.  We are also committed to supporting our employees to maximise their performance 

including making any reasonable adjustments that may be required on a case by case basis.  

We are committed to implementing the new Workforce Race Equality Standards (WRES) and will work 

with those organisations we commission services from and partners to ensure employees from black 

and ethnic minority backgrounds have equal access to career opportunities and receive fair treatment in 

the workplace. We submitted our first WRES return in July 2015 and it is available on our website: 

http://www.oxfordshireccg.nhs.uk/about-us/equality-diversity-human-rights/nhs-workforce-race-

equality-standard-wres/  

Health and Safety 

The CCG recognises that the maintenance of a safe work place and safe working environment is critical 

to our continued success and accordingly, we view our responsibilities for health, safety and welfare 

with the upmost importance. The CCG requires all workers to equally accept their responsibilities as 

part of the development of a true safety culture and we aim to ensure the achievement of high 

standards in relation to the provision of health and safety arrangements and the continued 

development of the safety culture and the well-being of staff.  

A Health and Safety Policy has been developed by OCCG which was ratified by the Board during 2015.  

The Policy covers display screen equipment, fire safety, first aid, manual handling, lone working, new 

and expectant mothers and work related stress. 

 

 

http://www.oxfordshireccg.nhs.uk/about-us/equality-diversity-human-rights/nhs-workforce-race-equality-standard-wres/
http://www.oxfordshireccg.nhs.uk/about-us/equality-diversity-human-rights/nhs-workforce-race-equality-standard-wres/
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Remuneration of Staff 

Each Clinical Commissioning Group has a Remuneration Committee; the role of the Committee is to 
advise on appropriate remuneration levels and terms of service for the Executive Team and Clinical 
Leads. The Committee also sets the framework within which the terms and conditions of senior 
managers and clinicians are developed and agreed and receives reports of the performance of the 
Accountable Officer and individual directors. Membership of the Remuneration Committee at OCCG is 
made up of the following lay members: 
 

 Mike Delaney, Lay Member 

 Roger Dickinson, Lay Member, Lead for Governance and Vice Chair  

 Graziano Luzzi, Medical Specialist Advisor (advisory role) 

 Dr Joe McManners, Clinical Chair 

 Duncan Smith, Lay Member for Finance 

 Louise Wallace, Lay Member for Public Participation and Involvement (PPI) 
 

Remuneration is designed to fairly reward each individual based on their contribution to the 
organisation’s success taking into account the need to recruit, retain and motivate skilled and 
experienced professionals. This is not withstanding the need to be mindful of not paying more than is 
necessary in order to ensure value for money in the use of public resources and the OCCG’s running cost 
allowance. 
 
Senior managers’ remuneration is set through a process that is based on a consistent framework and 
independent decision-making based on accurate assessments of the weight of roles and individuals’ 
performance in them. This ensures a fair and transparent process via bodies that are independent of the 
senior managers whose pay is being set. No individual is involved in deciding his or her own 
remuneration. 
 
Executive senior managers are ordinarily on permanent NHS contracts. The length of contract, notice 
period and compensation for early termination are set out in the Agenda for Change, NHS terms and 
conditions of service handbook. 
 
All GPs on the Board have employment contracts and are paid via payroll. 
 
All very senior manager remuneration is determined by OCCG’s Remuneration Committee based on 

available national guidance, benchmarking data against other CCGs and with due regard for national pay 

negotiations/awards for NHS staff on national terms and conditions. The Remuneration Committee is 

also cognisant of public sector pay restraint and its responsibility to ensure that Executive pay remains 

publicly justifiable. The Remuneration Committee acknowledge and commit to complying with the 

requirement to seek pre-approval for salaries in excess of £142,500, we have done this in one case for 

the Accountable Officer role.  
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Salaries & Allowances of the OCCG Board Members including Senior Managers 2015/16 

 

Note: John Jackson - 50% salary recharge from Oxfordshire County Council - this figure includes VAT which is non-recoverable to Oxfordshire CCG 

  

Oxfordshire CCG Taxable benefitAnnual PerformanceLong Term PerformanceAll Pension TOTAL

Title Salary & Fees (rounded to Related Bonuses Related Bonuses Related Benefits Oxfordshire CCG

(Bands of £5000) nearest £100) (Bands of £2500)(Bands of £5000)

£000 £00 £000 £000 £000 £000

Julie Anderson Locality Clinical Director 60-65 0 0 0 0-2.5 60-65

Stephen Attwood Locality Clinical Director 60-65 0 0 0 0-2.5 60-65

Andew Burnett Locality Clinical Director 45-50 0 0 0 0-2.5 45-50

Fran Butler Practice Manager Representative 0-5 0 0 0 0-2.5 0-5

Miles Carter Locality Clinical Director 60-65 0 0 0 22.5-25 85-90

David Chapman Locality Clinical Director 45-50 0 0 0 37.5-40 85-90

Diane Hedges Director of Delivery and Localities 110-115 0 0 0 20-22.5 135-140

John Jackson

Director of Strategy and Transformation / Director for Social and 

Community Services (OCC) 50% Oxfordshire County Council 85-90 0 0 0 0-2.5 85-90

Gareth Kenworthy Director of Finance 105-110 0 0 0 17.5-20 125-130

Graz Luzzi Medical Specialist Advisor 10-15 0 0 0 0-2.5 10-15

Stuart MacFarlane Practice Manager Representative 0-5 0 0 0 0-2.5 0-5

Joe McManners Clinical Chair 75-80 0 0 0 20-22.5 95-100

Catherine Mountford Director of Governance 100-105 0 0 0 2.5-5 100-105

Paul Park Locality Clinical Director 75-80 0 0 0 22.5-25 100-105

David Smith Chief Executive 160-165 0 0 0 0-2.5 160-165

Ursula Wiltshire Director of Quality and Innovation 100-105 0 0 0 5-7.5 105-110

Mike Delaney Independent Lay Member 10-15 0 0 0 0-2.5 10-15

Roger Dickinson Independent Lay Member, Lead for Governance and Vice Chair 15-20 0 0 0 0-2.5 15-20

Duncan Smith Independent Lay Member, Lead for Finance 10-15 0 0 0 0-2.5 10-15

Louise Wallace

Independent Lay Member, Lead for Patient Participation and 

Involvement 10-15 0 0 0 0-2.5 10-15

Name 
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Salaries & Allowances of the OCCG Board Members including Senior Managers 2014/15 

 

Note: John Jackson - 50% salary recharge from Oxfordshire County Council - this figure includes VAT which is non-recoverable to Oxfordshire CCG 

  

Oxfordshire CCG Taxable benefitAnnual PerformanceLong Term Performance All Pension TOTAL

Title Salary & Fees (rounded to Related Bonuses Related Bonuses Related Benefits

(Bands of £5000) nearest £100) (Bands of £2500) (Bands of £5000)

£000 £00 £000 £000 £000 £000

Julie Anderson Locality Clinical Director 55-60 0 0 0 0-2.5 55-60

Stephen Attwood Locality Clinical Director 60-65 0 0 0 7.5-10 65-70

Gavin Bartholomew Locality Clinical Director 5-10 0 0 0 32.5-35 35-40

Andew Burnett Locality Clinical Director 35-40 0 0 0 0-2.5 35-40

Ian Busby Chair 0-5 0 0 0 0-2.5 0-5

Fran Butler Practice Manager Representative 0-5 0 0 0 0-2.5 0-5

Miles Carter Locality Clinical Director 50-55 0 0 0 2.5-5 55-60

David Chapman Locality Clinical Director 45-50 0 0 0 0-2.5 45-50

Lorraine Foley Director of Commissioning and Partnerships 60-65 0 0 0 10-12.5 70-75

Diane Hedges Interim Director of Delivery and Localities 115-120 0 0 0 0-2.5 115-120

Diane Hedges Director of Delivery and Localities 10-15 0 0 0 0-2.5 10-15

John Jackson

Director of Strategy and Transformation / 

Director for Social and Community Services 

(OCC) 50% Oxfordshire County Council 60-65 0 0 0 0-2.5 60-65

Karen Kearley Locality Clinical Director 5-10 0 0 0 12.5-15 20-25

Mary Keenan Medical Director 60-65 0 0 0 20-22.5 85-90

Gareth Kenworthy Director of Finance 105-110 0 0 0 2.5-5 105-110

Graz Luzzi Medical Specialist Advisor 10-15 0 0 0 0-2.5 10-15

Joe McManners Clinical Chair 80-85 0 0 0 0-2.5 80-85

Catherine Mountford Director of Governance 55-60 0 0 0 2.5-5 60-65

Paul Park Locality Clinical Director 60-65 0 0 0 2.5-5 65-70

Gina Shakespeare Interim COO 140-145 0 0 0 0-2.5 140-145

David Smith Chief Executive 125-130 0 0 0 180-185 310-315

Ian Wilson Interim Chief Executive 85-90 0 0 0 0-2.5 85-90

Ursula Wiltshire Director of Quality and Innovation 100-105 0 0 0 0-2.5 100-105

Mike Delaney Independent Lay Member 0-5 0 0 0 0-2.5 0-5

Roger Dickinson

Independent Lay Member, Lead for 

Governance and Vice Chair 15-20 0 0 0 0-2.5 15-20

Duncan Smith Independent Lay Member, Lead for Finance 10-15 0 0 0 0-2.5 10-15

Louise Wallace

Independent Lay Member, Lead for Patient 

Participation and Involvement 10-15 0 0 0 0-2.5 10-15

Name 
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Pension Benefits - Greenbury Disclosure 2015/16 

 
Note: Lay members do not receive pensionable remuneration. 

Cash Equivalent Transfer Value 

A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension scheme benefits accrued by a member at a particular point in time.  The benefits valued are the 

member’s accrued benefits and any contingent spouse’s pension payable from the scheme.  A CETV is a payment made by a pension scheme or arrangement to secure pension benefits in 

another pension scheme or arrangement when the member leaves a scheme and chooses to transfer the benefits accrued in their former scheme.  The pension figures shown relate to the 

benefits that the individual has accrued as a consequence of their total membership of the pension scheme, not just their service in a senior capacity to which disclosure applies.  The CETV 

figures and the other pension details include the value of any pension benefits in another scheme or arrangement which the individual has transferred to the NHS pension scheme.  They also 

include any additional pension benefit accrued to the member as a result of their purchasing additional years of pension service in the scheme at their own cost.  CETVs are calculated within 

the guidelines and framework prescribed by the Institute and Faculty of Actuaries. 

Real Increase in CETV 

This reflects the increase in CETV effectively funded by the employer.  It takes account of the increase in accrued pension due to inflation, the value of any benefits transferred from another 

scheme or arrangement and uses common market valuation factors for the start and end of the period. 

 

Note: The above elements are subject to audit. 

Notes

Real increase in 

pension at 

pension age 

(bands of £2,500)

Real increase in 

pension lump 

sum at pension 

age (bands of 

£2,500) 

Total accrued 

pension at 

pension age at 31 

March 2016 

(bands of £5,000)

Lump sum at 

pension age 

related to accrued 

pension at 31 

March 2016 

(bands of £5,000)

Cash Equivalent 

Transfer Value at 

1st April 2015

Real increase in 

Cash Equivalent 

Transfer Value

Cash Equivalent 

Transfer Value at 

31 March 2016

Employer's 

contribution to 

stakeholder 

pension

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

Miles Carter Locality Clinical Director 0-2.5 0-2.5 10-15 25-30 107 6 115 0

David Chapman Locality Clinical Director 0-2.5 5-7.5 30-35 90-95 631 44 682 0

Diane Hedges Director of Delivery and Localities 0-2.5 0-2.5 20-25 50-55 379 39 422 0

Gareth Kenworthy Director of Finance 0-2.5 0-2.5 25-30 70-75 341 15 359 0

Joe McManners Clinical Chair 0-2.5 0-2.5 10-15 30-35 142 15 159 0

Catherine Mountford Director of Governance 0-2.5 0-2.5 30-35 100-105 458 28 491 0

Paul Park Locality Clinical Director 0-2.5 0-2.5 15-20 45-50 200 19 221 0

David Smith Chief Executive 0-2.5 0-2.5 75-80 235-240 1,735 10 1,766 0

Ursula Wiltshire Director of Quality and Innovation 0-2.5 2.5-5 30-35 100-105 0 0 0 0

Name Title
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Pension Benefits - Greenbury Disclosure 2014/15 

 

Note: Lay members do not receive pensionable remuneration. 

Real 

increase in 

pension at 

age 60 

(bands of 

£2,500)

Real increase 

in pension 

lump sum at 

age 60 

(bands of 

£2,500) 

Total 

accrued 

pension at 

age 60 at 31 

March 2015 

(bands of 

£5,000)

Lump sum 

at age 60 

related to 

accrued 

pension at 

31 March 

2015 (bands 

of £5,000)

Cash 

Equivalent 

Transfer 

Value at 1st 

April 2014

Real 

increase 

in Cash 

Equivalen

t Transfer 

Value

Cash 

Equivalent 

Transfer 

Value at 31 

March 2015

Employer's 

contribution 

to 

stakeholder 

pension

£'000 £'000 £'000 £'000 £'000 £'000 £'000

Stephen Attwood Locality Clinical Director 0-2.5 0-2.5 5-10 25-30 182 21 208 0

Gavin Bartholomew Locality Clinical Director 0-2.5 0-2.5 10-15 35-40 229 3 266 0

Andew Burnett Locality Clinical Director 0-2.5 0-2.5 10-15 35-40 236 8 250 0

Miles Carter Locality Clinical Director 0-2.5 0-2.5 5-10 25-30 96 9 107 0

David Chapman Locality Clinical Director 0-2.5 0-2.5 25-30 85-90 600 15 631 0

Lorraine Foley Director of Commissioning and Partnerships 0-2.5 0-2.5 10-15 35-40 209 11 233 0

Diane Hedges Director of Delivery and Localities 0-2.5 0-2.5 15-20 50-55 367 0 379 0

Karen Kearley Locality Clinical Director 0-2.5 0-2.5 10-15 35-40 219 5 243 0

Mary Keenan Medical Director 0-2.5 0-2.5 15-20 45-50 282 21 325 0

Gareth Kenworthy Director of Finance 0-2.5 0-2.5 20-25 70-75 312 20 341 0

Joe McManners Clinical Chair 0-2.5 0-2.5 10-15 30-35 133 6 142 0

Catherine Mountford Director of Governance 0-2.5 0-2.5 30-35 95-100 438 5 458 0

Paul Park Locality Clinical Director 0-2.5 0-2.5 10-15 40-45 181 14 200 0

David Smith Chief Executive 5-7.5 20-22.5 75-80 235-240 1,456 192 1,735 0

Ursula Wiltshire Director of Quality and Innovation 0-2.5 0-2.5 30-35 95-100 0 0 0 0

Name Title
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Exit Packages 2015/16 

Exit 
packages 
cost (inc 
special 

payment 
element 

Compulsory 
redundancies 

 
 
 
 
 

Number 

Compulsory 
redundancies 

 
 
 
 
 

£s 

Other 
agreed 

departures 
 
 
 
 

Number 

Other 
agreed 

departures 
 
 
 
 

£s 

Total 
 
 
 
 
 
 

Number 

Total 
 
 
 
 
 
 

£s 

Departures 
where 
special 

payments 
have been 

made 
 

Number 

Departures 
where 
special 

payments 
have been 

made 
 

£s 

Less than 
£10,000 
 

0 0 0 0   0 0 

£10,001 
to 
£25,000 
 

1 20,344 0 0 1 20,344 0 0 

£25,001 
to 
£50,000 

0 0 0 0 0 0 0 0 

£50,001 
to 
£100,000 
 

0 0 0 0 0 0 0 0 

£100,001 
to 
£150,000 
 

0 0 0 0 0 0 0 0 

£150,001 
to 
£200,000 
 

0 0 0 0 0 0 0 0 

Over 
£200,001 
 

0 0 0 0 0 0 0 0 

Total CCG 1 20,344 0 0 1 20,344 0 0 
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Exit Packages 2014/15 

Exit 
packages 
cost (inc 
special 

payment 
element 

Compulsory 
redundancies 

 
 
 
 
 

Number 

Compulsory 
redundancies 

 
 
 
 
 

£s 

Other 
agreed 

departures 
 
 
 
 

Number 

Other 
agreed 

departures 
 
 
 
 

£s 

Total 
 
 
 
 
 
 

Number 

Total 
 
 
 
 
 
 

£s 

Departures 
where 
special 

payments 
have been 

made 
 

Number 

Departures 
where 
special 

payments 
have been 

made 
 

£s 

Less than 
£10,000 
 

0 0 0 0   0 0 

£10,001 
to 
£25,000 
 

0 0 3 47,406 3 47,406 0 0 

£25,001 
to 
£50,000 

0 0 0 0 0 0 0 0 

£50,001 
to 
£100,000 
 

0 0 2 134,651 2 134,651 0 0 

£100,001 
to 
£150,000 
 

0 0 1 135,610 1 135,610 0 0 

£150,001 
to 
£200,000 
 

0 0 0 0 0 0 0 0 

Over 
£200,001 
 

0 0 0 0 0 0 0 0 

Total CCG 0 0 6 317,667 6 317,667 0 0 
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The number and value of exit packages agreed in the year were: 

 2015/16 
Other Agreed 

Departures 
 

Number 

2015/16 
Other Agreed 

Departures 
 

£ 

2014/15 
Other 

Agreed 
Departures 

 
Number 

2014/15 
Other 

Agreed 
Departures 

 
£ 

Voluntary redundancies including 
early retirement contractual costs 
 

0 0 6 317,667 
 

Mutually agreed resignations 
(MARS) contractual costs 
 

0 0   

Early retirements in the efficiency 
of the service contractual costs 
 

0 0   

Contractual payments in lieu of 
service* 
 

0 0   

Exit payments following 
Employment Tribunals or court 
orders 
 

0 0   

Non-contractual payments 
requiring HMT approval 
 

0 0   

Total CCG 0 0 6 317,667 
 

 

Off Payroll Engagements 

Under Treasury guidance PES (2013) 09, all public sector organisations are required to disclose information 
about high paid off payroll appointments: 
i) For all off payroll engagements as of 31 March 2016, for more than £220 per day and that last longer 

than 6 months 

 Number 

Number of existing engagements as of 31 March 2016 2 
 
Of which, the number that have existed:  

 

 

For less than one year at the time of reporting 
 

1 

For between one and two years at time of reporting 
 

1 

For between two and three years at time of reporting 
 

0 

For between three and four years at time of reporting 
 

0 

For four years or more at the time of reporting 0 

 
All existing off payroll engagements have at some point been subject to a risk based assessment as to 
whether assurance is required that the individual is paying the right amount of tax and, where necessary, 
that assurance has been sought. 
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ii) For all new off payroll engagements between 1 April 2015 and 31 March 2016, for more than £220 
per day and that last longer than 6 months. 

 

 Number 

Number of new engagements , or those that reached six months 
in duration, between 1 April 2015 and 31 March 2016 
 

4 

Number of new engagements which include contractual clauses 
giving OCCG the right to request assurance in relation to income 
tax and insurance obligations 
 

1 

Number for whom assurance has been requested 
 

0 

Of which: 

Assurance has been received 
 

0 

Assurance has not been received 
 

0 

Engagements terminated as a result of assurance not being 
received or ended before assurance was received.  

0 

 
iii) For any off payroll engagements of board members and / or senior officials with significant financial 

responsibility between 1 April 2015 and 31 March 2106. 
 

 Number 
 

Number of engagements of board members and senior officials with significant 
financial responsibility during the year 

0 

 
Significant financial influence: 
 

 Number 
 

Number of individuals that have been deemed board members and / or senior 
officials with significant financial responsibility during the year. This figure 
should include both off-payroll and on-payroll engagements 

5 

 

Workforce Remuneration: Multiple Pay 

Reporting bodies are required to disclose the relationship between the remuneration of the highest-paid 
director in their organisation and the median remuneration of the organisation’s workforce. 
 
The banded remuneration of the highest paid director/member of the OCCG Board in the financial year 2015 
/16 was £160-£165k (2014/15 was £160k to £165k) on an annualised basis. This was 3.6 times (2014/15 3.8 
times) the median remuneration of the workforce, which was £45,070 (2014/15 £42,191). 
 
In 2015/16, no employees (2014/15 no employees) received remuneration in excess of the highest paid 
director/member of the OCCG Board. Remuneration ranged from £3,000 to £160,000 (2014/15 £13,000 to 
£160,000). 
 
Total remuneration includes salary, non-consolidated performance-related pay and benefits-in-kind. It does 
not include severance payments, employer pension contributions and the cash equivalent transfer value of 
pensions. 
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Please note that the elements of this remuneration report that have been subject to audit are the tables of 
salaries and allowances of senior managers and related narrative notes on page 72 and 73, exit packages and 
related narrative on page 76, analysis of staff numbers on page 70 and the pay multiples and related 
narrative notes above (page 79). 

 

Public Sector Payment Policy 

The non-NHS creditor policy of the Clinical Commissioning Group complies with both the CBI Better 
Payments Practice Code and with Government accounting rules. 
 
The non-NHS trade creditor payment policy of the Trust is to comply with both the CBI Prompt Payment 
code and Government Accounting Rules. 
 
Government Accounting Rules state that 'the timing of payment should normally be stated in the 
contract, where there is no contractual provision departments should pay within 30 days of receipt of 
goods and services or the presentation of a valid invoice, whichever is the later'. As a result of this Policy 
the Trust ensures that: 
 

 a clear, consistent policy of paying bills in accordance with contract exists, and that finance and 
purchasing divisions are aware of this policy 

 payment terms are agreed at the outset of a contract and are adhered to  

 payment terms are not altered without prior agreement with the supplier 

 suppliers are given clear guidance on payment procedures 

 a system exists for dealing quickly with disputes and complaints (where written complaints are 
received, these receive a written reply within 5 working days). 

 bills are paid within 30 days of receipt of services or invoice, unless covered by other agreed 
payment terms or are in dispute 
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OCCG’s compliance was:  

 

The Better Payment Practice Code requires Clinical Commissioning Groups to aim to pay all valid invoices by the due date or within 30 days of a valid 
invoice, which is later. 

 
Consultancy Expenditure 

 
Expenditure on consultancy was £568k in 2015 / 16 (£733k in 2014 / 15) as per Note 5 to the Accounts page XX. 

 

6.1 Better Payment Practice Code

Measure of compliance 2015-16 2015-16 2014-15 2014-15

Number £000 Number £000

Non-NHS Payables

Total Non-NHS Trade invoices paid in the Year 4048 98169 3384 91169

Total Non-NHS Trade Invoices paid within target 3489 75213 2929 84860

Percentage of Non-NHS Trade invoices paid within target 86.19% 76.62% 86.55% 93.08%

NHS Payables

Total NHS Trade Invoices Paid in the Year 3857 497142 3890 477443

Total NHS Trade Invoices Paid within target 3557 490800 3612 477003

Percentage of NHS Trade Invoices paid within target 92.22% 98.72% 92.85% 99.91%
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Glossary of terms 

 
Age UK: the UK’s largest charity dedicated to improving the lives of older people 
 
Alternative Medical Provider Services (APMS):  This contract type allows non-NHS and private 
providers to bid to run GP practices.   
 
Ambulatory Emergency Care Pathways: suitable patients can be seen and assessed by emergency 
clinicians and potentially started on treatment; but then discharged into the community, so avoiding 
unnecessary admission to hospital   
 
Antimicrobials: medicines such as antibiotics and antifungals used to treat bacterial or fungal infections   
 
Clinical Chair: medical doctors at the head of the Clinical Commissioning Groups. 

Commissioning: buying hospital and other health services on behalf of patients 
 
Delayed Transfers of Care (DTOC):  this may be experienced by a hospital patient who is ready to leave 
hospital but is prevented from doing so because, for example, there is no one at home to look after 
them or there are no spaces available in a care home   
 
Domiciliary Care: a domiciliary carer visits a person in their own home to help with any daily activities 
which the patient cannot manage safely manage on their own, for example, bathing or getting dressed 
 
Emergency Assessment Unit: this is a short-stay ward in a hospital where medical teams can assess the 
condition of patients admitted as an emergency before deciding on the most appropriate care and 
treatment for them 
 
General Medical Services (GMS):  The GMS contract is a UK-wide contract between general practices 
and primary care organisations for delivering primary care services.   
 
GP Federation: a group of GP practices which come together to provide a greater range of services to 
patients in their local area 
 
Health and Wellbeing Board (HWB Board): key leaders from the health and social care services  work 
together to improve the health and wellbeing of their local population and reduce health inequalities  
 
Healthwatch: UK consumer watchdog for patients which aims to improve health and social care 
 
Local Health Resilience Partnership: a group for local health organisations (including private and 
voluntary sector where appropriate) which looks at readiness and planning for major health 
emergencies 
 
Local Medical Committee: a statutory body for local GPs which looks after the interests of family 
doctors 
 

MASH: MASH stands for multi-agency safeguarding hub which seeks to enable the sharing of 

information so that risks to children can be identified at an early stage. It is a link between services 

such as schools and GPs and statutory services such as police and social care. 
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National Institute for Clinical Excellence:  provides national guidance and advice to improve health and 

social care. It aims: 

 to help medical practitioners deliver the best possible care  

 to give people the most effective treatments based on the latest evidence 

 to provide value for money 

 to reduce inequalities and variation 

 
 
Neighbourhood Access Hubs: patients unable to get an urgent GP appointment at their practice, will be 
offered an appointment at a nearby healthcare facility, with a local GP or nurse with access to their 
medical records  
 
Non-elective Admissions: unplanned, often urgent admission to hospital (often via A&E)  
 
Optometrists: specialists trained to examine the eyes to detect defects in vision, signs of injury, 
diseases or abnormality and problems with general health   

Outcomes Based Contract (OBC): a new form of contract between commissioners and health providers  
which measures the success of healthcare by the results that matter to patients, rather than the 
number of patients seen. Patients also have a say in what they want success to look like. 

Oxford Health NHS Foundation Trust (OHFT): OHFT provides physical, mental health and social care for 
people of all ages across Oxfordshire, Buckinghamshire, Swindon, Wiltshire, Bath and North East 
Somerset. It’s services are delivered at community bases, hospitals, clinics and people’s homes. We 
focus on delivering care as close to home as possible. 

Oxford University Hospitals NHS Foundation Trust (OUHFT) : OUHFT is one of the largest teaching 
hospitals in England. It is made up of four hospitals - the John Radcliffe Hospital, the Churchill 
Hospital and the Nuffield Orthopaedic Centre, all in Oxford, and the Horton General Hospital in 
Banbury. It provides a wide range of clinical services, specialist services (including cardiac, cancer, 
musculoskeletal and neurological rehabilitation) medical education, training and research. 
 
Patient Participation Groups (PPG): patient representatives from a local family doctor practice who 
advise and inform the practice on what matters most to patients and to help identify solutions to 
problems as a ‘critical friend’ 
 
Personal Medical Services (PMS): a locally agreed contract between NHS England and a GP practice 
which offers local flexibility in the range of services provided by the practice and the financial 
arrangements   
 
Prime Minister’s GP Access Fund: £50m government funding, announced in late 2013, to find new and 
innovative ways of ensuring patients can see their GP seven days a week 
   
Primary Care: most people’s first point of contact with health services, for example, GPs, dentists, 
pharmacists or optometrists 
 

http://www.ouh.nhs.uk/hospitals/jr/
http://www.ouh.nhs.uk/hospitals/churchill/
http://www.ouh.nhs.uk/hospitals/churchill/
http://www.ouh.nhs.uk/hospitals/noc/
http://www.ouh.nhs.uk/hospitals/horton/
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QIPP: Quality, Innovation, Productivity and Prevention - a national, regional and local programme 
designed to support NHS organisations to improve quality of care while making savings which can be 
reinvested in the NHS 
 
Quality Premium: is intended to reward clinical commissioning groups (CCGs) for improvements in the 
quality of the services they commission and for associated improvements in health outcomes and 
reducing inequalities  
 
Rapid Access Care Unit (RACU): the main function of the centre is to diagnose and treat patients 
(usually frail elderly) deemed to be at risk of needing emergency admission to A&E. They can be 
admitted for assessment, treatment and discharged to prevent unnecessary admission to hospital if 
appropriate 
 
Reablement: helping people with poor physical or mental health to learn or re-learn the skills necessary 
for daily living so they are not dependent on home care 
 
Right Care: part of QIPP (see above) 
 
South Central Ambulance NHS Foundation Trust (SCAS): SCAS provides and accident and emertgency 
service to respond to 999 calls; the NHS 11 service for when medical help is needed fast but not a 999 
emergency and a non-urgent patient transport service. It covers the counties of Berkshire, 
Buckinghamshire, Hampshire and Oxfordshire.  
 
Secondary Mental Health Services: for people with more difficult mental health issues who might be 
referred to community mental health teams, hospitals or other specialist organisations 
 
Sip feeds: nutritional drinks prescribed for people who may be malnourished as a result of poor health  
 
System Leadership Group: senior executives from the NHS and local authorities who encourage staff 
and managers to work across organisations to meet the needs of people with complex and long-term 
conditions relying on care and support from different services  
 
System Resilience Group: chaired by a senior leader from the CCG and includes representatives of local 
health and social care organisations who work together to clear waiting lists and ease winter pressures 
on services 

Transformation Board: The Oxfordshire Transformation Programme has been set up to drive forward 
the transformation of the health and social care system in the county. The board is chaired by the Chief 
Executive of Oxford Health NHS Foundation Trust and is made up of NHS and social care leaders   
 
Urgent Care: treatment of injuries or illnesses requiring immediate care, but not serious enough to need 

an A&E visit. 


