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Date of Meeting:  28 July 2016 Paper No:  16/58c 

 

Title of Presentation:  Minutes of the Oxfordshire Primary Care Commissioning Committee 
(OPCCC), 2 June 2016. 

 

Is this paper for: Discussion  Decision  Information  

 

Primary Care Strategy: The strategy was under-development but a draft version was shared 
with members of the Committee. 

OPCCC Governance: The Committee discussed the governance arrangements for Primary 
Care commissioning, particularly referencing the discussion held at the OCCG Board meeting 
on 26 May 2016, relating to decisions that were ‘binding’ on OCCG and NHSE. Committee 
members believe that in relation to any key decisions taken, if OCCG Board members and 
other interested parties were forewarned, fully engaged in discussion and prepared in 
advance prior to any work up of a proposal, there should be no surprises at Board. OPCCC 
confirmed that it was not looking for a change to national terms and resolved to make some 
changes to its terms of reference. 

Commissioning Transition Plan: OPCCC reviewed and supported the draft workplan for 
2016/17 and would receive reports on progress during the year. 

Finance: Finance reports were received by the Committee in relation to the 2015/16 outturn 
for OCCG and NHSE budgets. The Committee discussed the underlying financial risk in 
relation to property budgets. Management had taken action to address overspends on OCCG 
funded budgets and Committee members received positive assurance that the actions had 
been designed to return the budgets to balance. 

Estates and Technology Transformation Fund: The Committee received an overview of 
the current position. Members expressed some concern about the late involvement of the 
locality directors and the need for a benefits realisation plan but subject to some further work 
on weighting/scoring, approved the prioritisation criteria for submission of the bids and the 
delegated authority to make recommendations for prioritisation and submission to the Estates 
and Technology Transformation Assessment Panel 

Investment in Primary Care Sustainability and Transformation: Between meetings, 
Committee members had agreed the areas of investment in primary care from the GP Access 
Fund.  The Committee was updated on the work of all six localities, which would feed into both 
the OCCG Transformation Plan and Buckinghamshire, Oxfordshire and Berkshire West 
Sustainability and Transformation Plan, together with an assurance piece of work, which was 
underway around those services funded under the PMCF, to ensure that if they were going to 
be continued in a new form, there was no break in service. OPCCC approved the continued 
investment in early visiting services in the North, North East and West Localities and in the 
practice care navigators until end of September 2016; approved the funding request pro forma 
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subject to comments and evidence of patient feedback; supported the continued development 
of locality solutions; and agreed the delegation of approval of schemes to the Director of 
Delivery and Localities and the Director of Finance but only subject to further work being 
undertaken in relation to value for money. A benefits realisation plan was required by the 
Committee to enable members to be assured that benefits realisation was being tracked 
against plan. 

 

Financial Implications of Paper: 

There were no further financial implications arising from the work of OPCCC but the Board 
should note that the revenue implications of successful Estates and Technology 
Transformation Fund bids would have to be managed within current approved budgets. 

 

Action Required:  

There are no actions for the Board arising from this meeting. The detailed work of OPCCC 
provides further assurance to the Board that OCCG is managing its primary care 
commissioning in accordance with the framework approved by this Board. 

 

NHS Outcomes Framework Domains Supported (please delete tick as appropriate) 

 Preventing People from Dying Prematurely 
 Enhancing Quality of Life for People with Long Term Conditions 
 Helping People to Recover from Episodes of Ill Health or Following Injury 
 Ensuring that People have a Positive Experience of Care 
 Treating and Caring for People in a Safe Environment and Protecting them from 

Avoidable harm 
 
Equality Analysis completed (please 
delete tick and attach as appropriate) 

Yes 
 

No 
 

Not applicable 
 

Outcome of Equality Analysis  
 
 
Author:  Duncan Smith, Lay Member and 
Chair of the OPCCC. 

 

Clinical Lead: Joe McManners, Clinical Chair. 
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Oxfordshire 

Clinical Commissioning Group 
 

MINUTES:  

OXFORDSHIRE PRIMARY CARE COMMISSIONING COMMITTEE  

2 June  2016, 14.30 – 16.15 

Conference Room B, Jubilee House 

Present:  Duncan Smith (EDS), Lay Member OCCG (voting) - Chair 

 Julie Dandridge (JD), Deputy Director, Head of Primary Care and 
Medicines Optimisation OCCG (non-voting) 

 Roger Dickinson (RD), Lay Vice Chair OCCG (voting) 

 Diane Hedges (DH), Director of Delivery & Localities OCCG (voting) 

 Colin Hobbs (CH), Assistant Head of Finance NHSE (for James Drury) 
(non-voting) 

 Ginny Hope (GH), Head of Primary Care NHSE (non-voting) 

 Dr Joe McManners (JM), Clinical Chair OCCG (voting) 

 Carol Moore (CaM), Healthwatch (non-voting) 

 Catherine Mountford (CM), Director of Governance OCCG (voting) 

 Dr Meenu Paul (MP), Assistant Clinical Director Quality OCCG (voting) 

 Chris Wardley (CW), Patient Advisory Group for Primary Care Chair 
(non-voting) 

In attendance: Lesley Corfield - Minutes 

 Dr Paul Park (PP), Deputy Clinical Chair and North Locality Clinical 
Director OCCG (non-voting as Clinical Chair present) 

 Rebecca Tyrrell (RT), Quality Improvement Manager NHSE 

 

Apologies   James Drury, Director of Finance NHSE (non-voting) 

 David Smith, Chief Executive OCCG (voting) 
 

 

  Action 

1.  Declarations of Interest 
PP advised he was a partner at Hightown Surgery, Banbury and the 
practice was a member of the NOxMed federation; JM advised he was 
a partner at the Manor Surgery in Headington and the practice was a 
member of the OxFed federation; MP advised she was a GP at The 
Surgery, Islip and the practice was a member of ONEMed federation. 
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2.  Minutes of the Meeting Held on 7 April 2016 
Subject to amending the title for CW, the minutes of the meeting held 
on 7 April 2016 were approved as an accurate record. 

 

3.  Action Tracker 
The Action Tracker was reviewed and updates provided on those items 
which were not covered on the agenda. 
Primary Care Strategy: The strategy was under development.  The 
current draft version would be raised under Any Other Business and 
could be shared with OPCCC members.  The Strategy would be shared 
with Patient Participation Groups and localities for discussion. 
Communications and Engagement: CM had spoken with Sarah Adair, 
Head of Communications and Engagement, and a review of the 
strategy would be undertaken. 
Market Rate for Properties: CH advised NHS PS would issue a 
schedule of billings costs which would indicate which properties were 
freehold. 
Quality Report: It had been agreed OCCG would produce the Quality 
Report from the next meeting.  CW would be involved. 
Warfarin Monitoring: It had been agreed new oral anticoagulants 
(NOACs) would not be included in the current incentive scheme as 
some GPs did not have enough knowledge at this time.  This would be 
progressed. 
Risk register: CM reported all the risks were being reviewed in order to 
reassign and allocate review at the appropriate committee. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JD 

Governance 

4.  OPCCC Governance 
CM presented Paper 3, Governance Arrangements for Primary Care 
Commissioning, and advised the paper picked up on the actions from 
the last meeting, particularly around how the Committee worked; its 
overall scope; and interaction with other committees and the OCCG 
Board.  The Paper also included reference to the discussion held at the 
OCCG Board meeting on 26 May 2016.  Members were asked to 
consider whether the areas included in the scope and the differentiation 
between delegated and OCCG funds were correct.  Clarity around 
making binding decisions was sought and GH confirmed that this was f 
an absolute commitment for the Committee around delegated funds.   
 
Comments made were: 

 Point 3, third paragraph, the section commencing ‘but decisions 
will always be taken’:  it was queried whether the wording was 
the wrong way around.  CM to review. 

 Duplications: the interplay with the Quality Committee and 
primary care issues which arose there was raised as generally 
the OPCCC was sighted on money but not the quality decisions 
which underpinned the items.  CM to progress. 

 Prescribing budget: it was queried how over and under spends 
on budgets  within the scope of the terms of reference would be 
managed.  CM advised it linked to whether there was a 
difference in the way OCCG funds were allocated over 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CM 
 
 
 
CM 
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delegated funds.  Underspends on delegated NHSE primary 
care budgets could not be used to offset overspends on CCG 
funded primary care budgets.  A wider virement protocol in 
respect of budgets within the remit of the Committee was 
suggested, so that all primary care monies would in the first 
instance be treated as a pool and the risk of over and under 
spends could be risk managed by the Committee, within the 
constraints of the delegation agreement. 

 
JM understood the ‘binding’ requirement but felt there remained the 
question around a conflict between something agreed at the OPCCC 
and the OCCG Board and overall direction.  He felt some wording to 
cover this eventuality should be considered.  CM observed it was an 
interesting dilemma as the majority of OPCCC voting members were 
also OCCG Board members and the discussion raised the question of 
trust between the OCCG Board and OPCCC members and the 
implication OPCCC members would make a decision against Board 
strategy.  The Vice Chair commented on the need to work together to 
support the Oxfordshire system and suspected any decision by OPCCC 
would not be out of line with the OCCG Board approach, as it was the 
Board that set strategy under the Scheme of Delegation.  It was agreed 
the situation would be unlikely but there was a need to cover the 
eventuality.  EDS suggested some further work and a couple of 
scenarios were undertaken around management and the role of the 
Clinical Chair.  CM clarified the suggestion was around how a conflict or 
disagreement was managed and not the removal of the word ‘binding’. 
 
CM observed the guidance indicated a decision made by OPCCC was 
also binding on NHSE as long as the decision was made within the 
remit of the committee.  GH commented that if the Committee was 
proposing changes to national terms and conditions then the central 
NHSE team would need to be involved prior to a decision being made.  
GH would confirm that this was the case. 
 
DH felt if OCCG Board members and other interested parties were 
forewarned, fully engaged in discussion and prepared in advance prior 
to any work up of a scheme, there should be no surprises at Board.  
CM concurred stating if there was a significant item, work would have 
been undertaken in advance and NHSE requested to check a scheme 
with the centre. 
 
The OPCCC resolved to support the approach set out in the paper 
subject to refining as detailed in the discussion. The Committee 
confirmed that it was not looking for a change to national terms. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CM 
 
 
 
 
 
 
 
 
GH 

5.  NHS England Memorandum of Understanding 
GH presented Paper 4, the NHS England South Central Memorandum 
of Understanding (MOU) for Primary Medical Services Support for 
Delegated CCGs, which covered the first year of delegation and 
advised there were a number of appendices containing more detail, 
which were not provided to the Committee.  The document was 
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provided to the Committee for information.   
 
The Lay Vice Chair commented as NHSE were offering support to 
OCCG, the wording in section 7 should be to work ‘for’ rather than ‘with’ 
the CCG.  He also noted an inconsistency in the transfer of services 
section.  GH explained the document was aimed at all CCGs and, 
therefore, the MOU contained a general statement.  The Transition 
Plan was more detailed and set out the phased transition plan and 
timings were driven by when OCCG felt it could take on responsibility 
for areas of work. 
 
The resource within OCCG to support the production of a local estates 
strategy was queried.  JD advised NHS PS had assigned a strategic 
estates person to work with OCCG to produce the Plan.  The initial 
deadline was December for production of the Draft Plan.  JD reported 
OCCG did not have expertise in this field and had been working with 
NHSE who had good premises experts.  A system wide workshop was 
due to take place in the next week, where resource to undertake the 
work would be considered.  It was agreed the local estates strategy 
should be included as a risk on the Risk Register. 
 
Following a query around GP training, it was advised this fell within 
Health Education England (HEE) working with the Deaneries.  JM 
advised there was also some work within the sustainability and 
transformation plan (STP).  Other regular training was also offered but 
this sat outside of these areas. The Committee might wish to return to 
primary care staff training, as workforce was a major risk for OCCG. 
 
The MOU detailed support for 2016/17.  EDS remarked on the need to 
review and consider arrangements for next year in Quarter 3. 
 
The OPCCC noted the NHS England South Central Memorandum 
of Understanding (MOU) for Primary Medical Services Support for 
Delegated CCGs. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CM 
 
 
 
 
 
 
 
 
 
JD 
 

6.  Transition Plan 
JD presented Paper 5, the Draft Transition Plan, providing the 
Committee with an update on the transition plan for the transfer of 
primary care commissioning delegation from NHSE to OCCG.  OCCG 
had worked closely with NHSE to agree the Plan.  Supporting the 
document was a more detailed plan around the handover of paperwork.  
JD sought support from the Committee that that the direction of travel 
seemed reasonable. 
 
Resourcing the additional work and in-house capacity and capability to 
transfer this work was queried.  JD advised capacity had increased and 
two more members of the team were being recruited, bringing the total 
number to four.  The report referred to the need to understand the wider 
resource implications for communications, quality and finance, which all 
should become clearer through the year.  CM noted the emergency 
planning responsibilities OCCG may be expected to assume and the 
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need to provide information governance support to GP practices. 
 
EDS felt an assurance piece of work was required by the Committee, 
the risk assessment of delivery was missing, and queried whether it 
would make any difference if a target date for a transition action was 
missed.  JD advised OCCG was working very closely with NHSE and 
believed the programme was manageable, with both organisations 
clear where items would transfer during the year and those OCCG 
would pick up from April 2017. 
 
The OPCCC noted and supported the Draft Transition Plan and 
that JD would provide the assurance piece between meetings. 

 
 
 
 
 
 
 
 
JD 

Commissioning 

7.  End of Year Budget Reports for 2015/16 
CH presented Paper 6b, Finance Report for month 12, 2015/16.  He 
advised that the table on page four set out the year-end forecast 
position an under-spend of £240.0k.  Reserves had been released and 
provision made at year-end for backdated rent reimbursements and 
quality and outcomes framework (QOF) achievement payments.  NHSE 
managed the budget across the whole of primary care including dental, 
optometry and pharmacists. 
 
CH advised the increase in premises costs included an element of 
arrears for outstanding rent review but the budget had also been 
inflated by five per cent for 2016/17.  On the question of whether there 
was an underlying financial risk in relation to property budgets or if 
adequate provision had been made for known developments, CH 
reported if premises remained in their current form there would be no 
underlying risks but if premises improvements were undertaken these 
would have revenue consequences and funding would have to come 
from reserves or met by OCCG.  CH confirmed good provisions had 
been made at the year end, which covered off the underlying financial 
position. 
 
The OPCCC noted the Finance Report for Month 12. 
 

 

 JD presented Paper 6a, the Finance Report for Month 12, 2015/16 in 
respect of CCG Commissioned Services, advising the paper detailed 
the close down of the last financial year.  There had been an under-
spend on the Local Improvement Scheme (LIS) but Primary Care 
Contracts had overspent due to the spend on the wound care budget, 
as projected activity when the scheme was launched had been grossly 
under estimated. There was a under-spend on the Proactive GP 
Support to Care Homes budget,  as some practices looked at other 
methods of support and had not signed up to the scheme. 
 
EDS asked if the management actions identified against the over-
spending budgets would result in OCCG being able to control spend 
within the budget for 2016/17. The Committee received positive 
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assurance that the actions had been designed to return the budgets to 
balance. 
 
The OPCCC noted the Finance Report for Month 12 for CCG 
Commissioned Services and the actions taken to manage spend 
within budget. 
 
JD advised there would be one finance report to the next meeting. 

8.  Estates and Technology Transformation Fund 
JD presented Paper 7, the Estates and Technology Transformation 
Fund, explaining there had been a number of name changes but this 
was the national fund for estates transformation.  Delegated 
responsibility had been discussed at the last meeting but had not been 
required due to a delay in the deadline for submitting bids, which was 
now 30 June 2016.  The Paper provided an overview of the current 
position and proposed a decision making process for OCCG.  Each 
application needed to be submitted as a formal bid to the NHSE portal 
for further work.  OCCG was required to make recommendations for 
funding in order of preference.  A panel had been formed and would 
agree a final score for each scheme, to enable prioritisation.  An 
overview of all bids would be discussed at the All Localities Locality 
Clinical Directors (LCDs) meeting on 9 June and the Panel would meet 
on 17 June to agree the final submission 
 
It had been advised by NHSE in the event of the fund being overbid, 
the top three to four projects from each area would be approved.  This 
approach would not be helpful for Oxfordshire, which had a larger area 
than most CCGs. 
 
About 30 bids had met OCCG’s criteria and were assessed as a 
mixture of high and medium priority schemes.  JD advised that although 
the strategic estates plan had not been shared with practices, most 
practices had submitted a bid, which were consistent with the emerging 
strategy.  The strategic estates strategy brought together all streams of 
service strategy work.  Practices would now be requested undertake 
the further work, which would be needed to submit all the data required.  
Equity of access, as well as areas of greatest need would be 
considered and taken into account in prioritisation of the schemes.  CM 
cautioned care would be required in defining equity of access. 
 
JD advised the scope and scale of schemes varied considerably from a 
new health centre campus to installing a dividing wall between two 
consulting rooms.  Most applications were for modifying or expanding 
existing premises.  Most of the bids for IT had not, for various reasons, 
been prioritised.  The bidding process had been set down nationally by 
NHSE.  It had been made clear to practices, that none had priority over 
any other and this would be a transparent and fair process, using an 
objective set of assessment criteria.  CW commented from previous 
experience of development schemes, many ran into difficulties due to a 
lack of management skills.  He suggested for specific developments, a 
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requirement should be to demonstrate the right skills and resources 
were in place to deliver the project. 
 
JD reported the LCDs had not as yet been involved with development 
of the assessment criteria.  This would take place at a meeting on 9 
June.  EDS expressed some concern about their late engagement and 
was anxious that wider involvement in criteria setting and weighting 
took place before the Panel met.  JD stated the draft criteria could be 
updated following the meeting and any points that arose. 
 
JD confirmed there would be revenue implications from the investment 
and potentially an ‘affordability’ issue going forward, which would need 
to be assessed and built into future financial plans.  Practices had been 
asked to inform JD of any impact on rent liabilities.  OCCG was aware 
many practices were looking to extend their premises and this was a 
financial risk for the organisation, which had to be managed.  The 
revenue implications would be known when the bids were submitted. 
The Committee would need to return to the revenue implications and 
how they would be managed. 
 
CW thought patient engagement would vary widely depending on the 
nature of the scheme and queried how much weight would be given to 
patient engagement in the assessment criteria.  JD advised all 
practices had been asked to submit evidence of patient engagement.  
DH commented that the weighting used would be proportionate, 
depending on the particular scheme for example, a large amount of 
patient engagement would be expected for a plan to remove a branch 
surgery. 
 
EDS requested creation of a benefits realisation plan, once the funding 
had been confirmed by NHSE, for the signed off schemes, to enable 
the realisation of the outcomes to be monitored.  JD thought a premises 
working group would probably be formed which would feed into 
OPCCC. 
 
Further to more work around the weighting and scoring, further 
information on delegated authority and further details on a 
premises working group, the OPCCC approved the prioritisation 
criteria for submission of the bids and the delegated authority to 
make recommendations for prioritisation and submission to the 
Estates and Technology Transformation Assessment Panel. 

9.  Investment in Primary Care Sustainability and Transformation 
JD presented Paper 8, Investment in the Sustainability and 
Transformation of Primary Care, and reminded the meeting of the 
discussion at the last meeting around the Prime Minister’s Challenge 
Fund (PMCF), the GP Access Fund and the additional £4.3m identified 
by OCCG for Primary Care sustainability and transformation.  She 
advised between meetings, members of the Committee had agreed the 
areas of investment in primary care from the GP Access Fund, shown 
in appendix 2 of the paper.  All five Localities were developing their 
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Locality Plans, which would feed into both the OCCG Transformation 
Plan and Buckinghamshire, Oxfordshire and Berkshire West 
Sustainability and Transformation Plan (BOB STP).  All Localities were 
also considering how to use the £4.3m funding set aside by OCCG.  A 
summary template for submission of Locality Plans had been 
developed and was in place.  A piece of work was underway around 
those services funded under the PMCF to ensure that if they were 
going to be continued in a new form, there was no break in service. 
 
JD confirmed the completed templates and approach could be taken to 
the Patient Advisory Group, adding that the Locality proposals on the 
last page of the template requested comments from Locality Forum 
Chairs and/or Healthwatch, as to whether the proposals met the needs 
of their local population.  JD to link with Sarah Adair, Head of 
Communications and CW outside the meeting. 
 
CaM queried the extension of some of the PMCF schemes given the 
issues with their evaluation.  JD advised only the clinical hub and 
community access were being taken forward, as the main purpose of 
the GP Access Fund was to improve access to primary care. The final 
evaluation would be completed as planned. 
 
JM warned of the need to make investment within a strategic 
framework and ensure there was not a push to a model of care that 
was not strategically agreed, sustainable or had been tested (evidence 
based), as that might have a negative impact.  CM suggested it was an 
opportunity to expand the strategic direction, whilst being mindful of the 
criteria for investment. 
 
JD confirmed the out of hours services were being reviewed as there 
was very clear potential for inefficient service duplication.  The CCG 
was trying to work closely with partners to prevent this. 
 
CW raised the issue of access to notes particularly in clinical hubs 
where patients had not given permission for their notes to be accessed.  
JD was not aware of any issues and would follow up outside of the 
meeting. 
 
The OPCCC: 

 Approved continued investment in early visiting services in 
the North, North East and West Localities until end of 
September 2016 

 Approved continued investment in the practice care 
navigators until end of September 2016 

 Approved the funding request pro forma subject to 
comments and evidence of patient feedback 

 Supported the continued development of locality solutions 
by the Director of Delivery and Localities and the Deputy 
Director, Head of Primary Care and Localities, although 
detailed comments needed to be submitted 

 
 
 
 
 
JD 
 
 
 
 
 
 
 
JD 
 
 
 
 
 
 
 
 
 
 
 
 
JD 
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 Agreed the delegation of approval of schemes to the 
Director of Delivery and Localities and the Director of 
Finance but only subject to further work being undertaken 
as detailed below. 

 
The OPCCC decided delegated approval in line with the Scheme of 
Delegation should be agreed, subject to further work being undertaken, 
as there was a need to specify and agree the process to be used would 
ensure full engagement; assurance around the format of reporting to 
the Committee was required; information around how the business 
cases and project initiation documents (PIDs) would be used in terms of 
investment decisions and roll out in terms of governance; and there 
was slight anxiety around how the breakdown of the overall 
£4.3mschemes would work in terms of the thresholds in the Scheme of 
Delegation, ie business cases were required.    
 
There was also concern around the lack of scale achieved under the 
PMCF and consequently the value for money (VFM) achieved and the 
Committee would want to be assured  on VFM in respect of the new 
schemes using  benchmarking as part of the sign-off and in future 
performance reporting. In addition, a benefits realisation plan was 
required by the Committee (at a high level) to enable the Committee to 
be assured that benefits realisation was being tracked against plan.  A 
report to be brought to the next meeting. 
 
JD advised the timescales were deliberately non-specific as the final 
criteria for use of the GP Access Fund monies was not yet available 
and was not expected until July or August.  The £4.3m OCCG funding 
could be accessed when Localities were ready, subject to Board 
approval.  JD commented there was an opportunity for a Locality to 
develop a best bid without having to meet an unrealistic deadline.  A 
teleconference with NHSE was due in the next week in relation to when 
the GP Access Fund would be received but it was anticipated this 
would not be until the end of June.  Further work would then be 
required and as a result, the new national funding would not be used 
until July.  DH advised agreements to underwrite wages for staff in case 
national funding was not available had been entered into with two 
Federations, although there was confidence at OCCG that funding 
would be available.  OCCG was planning on the basis the money was 
coming but that the timescale was unknown.  NHSE had indicated there 
should be no breakage in service. 

 
 
 
 
 
 
JD 

10.  Deputy Director, Head of Primary Care and Localities Report 
The OPCCC noted Paper 9, the Report from the Deputy Director, Head 
of Primary Care and Medicines Optimisation May 2016 updating the 
committee on primary care in Oxfordshire. 

 

11.  Improving Quality and Safety in Primary Care 
RT presented Paper 10; Improving Patient Safety in Primary Care 
Medical Services, advising it was a themed report rather than the 
normal data pack and was specifically on patient safety.  The Report 
provided an overview of the last 18 months in primary care and 
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particularly focussed on patient safety.  From a delegated point of view, 
RT advised OCCG would need to consider how incident reporting 
would be managed.  NHSE used the National Reporting and Learning 
System (NRLS), which had been specifically designed for GP practices.  
Questionnaires had been issued to help practices better understand 
reporting and focus groups undertaken. 
 
The arrangement for patient participation in significant events was 
queried.  RT advised practices were only mandated to report serious 
incidents and efforts were underway to encourage reporting of non-
significant events.  NHSE was working with practices to involve Patient 
Participation Groups (PPGs) but individual practices made their own 
decisions on the level of engagement.  The recommendation was the 
development of patient safety champions within CCGs.  CW stressed 
the importance of this issue and recommended OCCG should take an 
action to follow this up.  JM commented from a practice and GP point of 
view, no guidance had ever been seen and some best practice would 
be useful.  RT remarked it was a big challenge and was apparent from 
focus groups that PPGs did not understand their role in patient safety.  
She added that admin and support staff in practices also needed to 
understand their role around patient safety. 
 
RT explained in order to take patient safety forward under delegated 
commissioning, preliminary talks had been held with Sula Wiltshire 
(SW), OCCG Director of Quality, and Tony Summersgill, OCCG Deputy 
Director of Quality, and RT planned to speak with MP.  There was also 
a link in the Transition Plan.  JD advised SW would be preparing a 
report for the August OPCCC meeting. 
 
The OPCCC noted the Improving Patient Safety in Primary Care 
Medical Services Report. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
JD 

12.  Any Other Business 
Primary Care Strategy 
JD tabled the Draft Primary Care Vision for the Committee to review 
outside the meeting, explaining it was a very high level summary 
document.  The vision over the next five years was for general practice 
to deliver seven promises: 

 General practice would continue to be population based 

 The general practice patient record would be a central 
comprehensive record for medical information relating to the 
patient 

 Decisions around planning of general practice to improve patient 
care would happen at scale 

 All patients would have access to a same day urgent 
appointment if clinically appropriate 

 All patients requesting a routine appointment would be able to 
book one within seven days if clinically appropriate 

 High-intensity patients would have a named accountable GP 
who would be responsible for their care 

 All patients diagnosed with a long-term condition would be 
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offered individualised support to manage their condition. 
 
The strategy was very draft and had not yet been shared with member 
practices.  The strategy would be shared with Locality Clinical 
Directors.  Comments should be sent by email to JD but the strategy 
would be brought back to a later OPCCC meeting.  JM asked JD to 
ensure Paul Roblin and the LMC had sight of the paper.  JD to also 
follow up attendance by LMC at the OPCCC meetings.   
 
There would be a discussion outside the meeting around how OCCG 
would build capacity and ensure the right leadership was in place to 
take this strategic work  forward. 
 
BOB STP (Buckinghamshire, Oxfordshire and Berkshire West 
Sustainability and Transformation Plan) 
JM stated part of the BOB STP would be an element on primary care 
sustainability.  DS had requested JM work with the other CCG Chairs 
as there was a need to make sure plans were consistent.  A Thames 
Valley wide version of the strategy was expected but not in quite so 
much detail, although this would be added in due course.  GH 
suggested the strategy should be mapped against the GP Forward 
View. 
 

 
 
 
 
All 
JD 
JD 
 

13.  Date of Next Meeting 
4 August 2016, 14.30 – 16.30, Conference Room B, Jubilee House 

 

 
EXCLUSION OF PUBLIC  
On recommendation of the Chair, the Oxfordshire Primary Care Commissioning 
Committee RESOLVED:  
“that to enable the Oxfordshire Primary Care Commissioning Committee to consider 
business of a confidential nature, publicity on which would be prejudicial to the public 
interest, the public be excluded from the meeting in accordance with sections 1(2) and 
1(3) of the public bodies (Admission to Meetings) Act 1960”  
 

 


