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Paper is for: 
(please delete tick as appropriate) Discussion  Decision  Information  

 

 

The Board is asked to note: 
Extended Access improvements have been seen but causes for underutilisation 
were being investigated. OCCG was also starting to explore a directly bookable service 

from 111. An extensive media campaign had been instituted and positively received. 
Current contracts would expire in March 2018 and the OPCCC approved an 
extension of the contracts for up to one year. 
 
Shortage of GPs continued to be a major issue. Resilience funding of £100k had 
been allocated. NHSE were leading an international recruitment exercise. It was 
difficult to know how many GPs could be sourced but it was suspected it would be no 
more than 15 – 20 for Oxfordshire.  The effect of Primary Care Streaming in A&E on 
recruitment was not yet clear. 
 
Estates - NHSE was looking to utilise slippage monies for estates schemes and 
OCCG will bid for such funds.  Otherwise the choices for OCCG were a revenue 
funding mechanism or arrangements with other stakeholders to access capital 
funding or re-purposing of buildings.   
 
Primary Care in Banbury 
The proposal that Woodlands and West Bar surgeries work closely with PML would 
make the practices more resilient and offer more services. The proposal was moving 
forward and there had been good engagement with patients but the start date was 
still to be confirmed. 
 
Horsefair surgery was the subject of CQC inspections and, to date, had been found 
“inadequate”. An action plan had been submitted. Additional clinical staff had been 
engaged and an experienced interim practice manager was in place. Patients had 
been kept informed through an Open Day. 
 
Banbury Health Centre (BHC) services were provided under an Alternative Provider 
Medical Services (APMS) fixed term contract due to expire at the end of March 2018.  
The options were then: close the practice and ‘disperse’ the list; a neighbouring 
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practice to run a branch surgery; re-procure, invite bids to take over the contract for a 
further fixed term; integration with one or more existing practices. Next steps would 
be to consult patients on the options early in the new year.  A consultation in early 
2018 when the contract was due to close at the end of March 2018 would be very 
tight in terms of timescale.  OCCG was working with the current providers around 
staggering the end of the contract to ensure a solution was achieved. 
 
Deer Park Medical Practice (DPMC) – report from the Independent 
Reconfiguration Panel (IRP) 
OCCG was addressing the IRP recommendations particularly: 

 The CCG must continue actively to pursue the objective that all former DPMC 
patients were registered as soon as possible 

 The CCG should immediately commission a time limited project to develop a 
comprehensive plan for primary care and related services in Witney and its 
surrounds.   

 
The latter requirement sat well with the development of Locality Place Based Plans 
(LPBP) but there was a need to widen the engagement around the plans and there 
were timing issues.   
 
OCCG would be reporting back to HOSC next week.  OCCG had ensured patients 
registered with DPMC were supported and Virgin Care had done a good job in 
supporting all vulnerable patients to re-register.  A review of lessons learned 
(including direct OCCG engagement with patients) had already been undertaken and 
led to a change of approach involving PPGs earlier in the process (eg with 
Kennington Medical Centre). 
 
Developing the Primary Care Framework at Locality Level An overview of 
progress on Locality Place Based Plans showed the need to identify investment pots 
with a 10 year plan around GMS funds to address population growth and supporting 
locality place based plans going forward.  
 
A gap analysis had been undertaken on all the plans; work was underway to help 
those not as developed to be brought up to speed.  Weighting for the criteria was still 
to be identified. Each of the criteria should include a finance element around whether 
the proposal was adequately costed, whether funding had been identified and the 
value for money (VFM) element. 
 
Estates priority initiatives would be prioritised separately from the service initiatives 
as there were different ways that these could be funded Some estates priorities were 
to deliver sustainability of primary care and population growth whilst others where 
building in additional services or co-locating primary care.   
 
The Deer Park IRP report had also emphasised that OCCG needing to be more 
proactive, inclusive and forward thinking about the future of general practice and 
primary care. This is a weakness of OCCG.  The LPBP was very much silo activity 
when some areas were best undertaken on a countywide basis.  It was intended to 
hold a Board Workshop looking for a more strategic approach. 
 
Primary Care Patient Survey Dashboard 
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Three years of comparative data had been pulled together to provide a clear 
comparative analysis. GP response in Oxfordshire had been higher than the national 
average.  In addition, other than the outcome for patients waiting too long to be seen, 
the outcomes for Oxfordshire were better than nationally. the next Primary Care 
Patient Advisory Group would concentrate on the survey and the discussion would 
be cascaded down to practice PPGs 
 
Risk Register 
There were three risks in the Primary Care Risk Register two of which continued to 
be Red/Extreme risks (risk rating of 20):  

o AF26 (Delivery of Primary Care Services)  
o 789 (Primary Care Estate)  

The new risk identified around workforce at the last OPCCC meeting:  
o 799 Workforce in Primary Care, current risk rating 12 

 
Finance Report 
The financial performance of the CCG Primary Care budgets to Month 4 was on 
plan. A new risk relating to future handling of GP indemnities was noted. 
 
The full amount of the GPAF allocation had now been received and was more than 
had been notified; an extra £250k. 
 
 

 

Financial Implications of Paper: There were no further financial implications arising 
from the work of OPCCC. 
 
 
 

 

Equality Analysis Outcome:   
Not applicable. 

 
 

Link to Risk: 
The OPCCC has oversight of the following primary care risks: 
AF26 – Delivery of Primary Care 
767 – GP Primary Care – Finance 
769 – Primary Care – Capacity 
789 – Primary Cate – Estate 
799 – Primary Care – Workforce  
 

Author:  Roger Dickinson, Lay Vice Chair 

 

Clinical / Executive Lead:  Dr Joe McManners, Clinical Chair 
 
 

Date of Paper:  15 September 2017  
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Oxfordshire 

Clinical Commissioning Group 
 

MINUTES:  

OXFORDSHIRE PRIMARY CARE COMMISSIONING COMMITTEE (OPCCC) 

5 September 2017, 14.30 – 16.30 

Conference Room A, Jubilee House, OX4 4LH 

Present:  Roger Dickinson (RD), Lay Vice Chair OCCG (voting) - Chair 

 Peter Branson (PB), Patient Advisory Group Representative (for Chris 
Wardley) (non-voting) 

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

 Diane Hedges (DH), Chief Operating Officer OCCG (voting) 

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

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

 Dr Paul Park, Deputy Clinical Chair and North Locality Clinical Director 
OCCG (for Dr Joe McManners) (voting)  

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

 Rosalind Pearce (RP), Healthwatch (non-voting) 

 Dr Paul Roblin (PR), Chief Executive Berkshire, Buckinghamshire and 
Oxfordshire Local Medical Committee (non-voting) 

 Jenny Simpson (JS), Deputy Director of Finance OCCG (non-voting) 

In attendance: Lesley Corfield - Minutes 

 

Apologies   Richard Chapman, Director of Finance NHS England 

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

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

 David Smith (DS), Chief Executive OCCG (voting) 

 Duncan Smith (EDS), Lay Member OCCG (voting) 

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

 

 

  Action 

1.  Declarations of Interest  
RD advised he was a patient at Hightown Surgery, Banbury; MP 
reported she would take up a locum post at Banbury Health Centre 
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(BHC) from the autumn; PP declared he was a GP Partner at Hightown 
Surgery. 

2.  Minutes of the Meeting Held on 25 July 2017 
Subject to an amendment on page 5, Item 6, that the Prime Minister’s 
Challenge Fund had only funded the Care Navigator scheme, the 
Minutes of the meeting held on 25 July 2017 were approved as an 
accurate record.  

 

3.  Action Tracker  
Schematic: work had commenced and a map identifying practice 
premises and population growth issues had been created.  It was 
advised this would need to be brought to a future meeting of the 
Committee as a presentation as due to the layering it was not an easy 
document to print.  RD commented most of the papers on the agenda 
related to the ‘bigger picture’ and the schematic would help to drill down 
to the issues. 
NHS Digital Information: GH advised Simon Stevens had instigated a 
national pause in order to align this work with other specifications.  She 
suggested further information might be made available following the 
Expo at the end of September.  GH confirmed without the guidance and 
specification OCCG could not supply the information for the GP Forward 
View (GPFV).  JD advised there were three targets in the digital road 
map: online booking of appointments and ordering prescriptions; 
viewing patient records online and use of electronic prescriptions.  
Some practices were not using this which needed to be addressed.  DH 
advised she wished to take this item to the CCG Executive for 
discussion. 
Patient Survey Data: JD advised an updated Dashboard with screening 
and up-take of flu vaccination would be brought to the next meeting.  
DH reported there would in the first instance be a discussion at the CCG 
Executive to determine the relevant information to be brought to 
OPCCC. 
Solutions for Banbury: JD commented the reference to a breakdown in 
communication related only to Horsefair and not the whole of Banbury. 

 

Commissioning 
 

4.  Deputy Director, Head of Primary Care and Localities Report 
JD presented Paper 3 advising an improvement in extended access 
performance had been seen by OxFed for their delivery and number of 
appointments.  It was still not possible to provide a hub at Rose Hill 
because of issues with the lease and sub-lease.  Attempts were being 
made to resolve as soon as possible.  A media campaign to help 
address under-utilisation had been undertaken with positive coverage in 
the Oxford Mail, Henley Standard, Banbury Guardian and an interview 
with BBC Radio Oxford.  Appointments would be monitored to ascertain 
whether the campaign resulted in any change of utilisation. 
 
Current contracts for the provision of the extended access appointments 
were due to expire at the end of March 2018.  As a number of other 
services with national mandates were coming on stream OCCG would 
not be in a position to procure for delivery in 2018/19, OPCCC was 
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requested to approve extending the contracts for a further year or until a 
better understanding of primary care streaming in A&E and where the 
hubs would fit was finalised.  To allow for flexibility and to enable the 
contracts to be drawn to an early end, a break clause would be included 
in the contracts. 
 
The underlying factor to the under-utilisation of appointments was 
queried.  JD reported there were a number of factors and all the 
schemes ran slightly differently but possible causes could include: the 
person taking the call was not aware of the hubs; the location of the 
appointment; the hub might not be presented as an option; the patient 
wished to wait for their own doctor.  OCCG was trying to understand the 
usage and the patient survey was being used as a tool.  OCCG was 
also starting to explore a directly bookable service from 111. 
 
JD advised the hubs were seeing a very defined group of patients which 
had been specified by the Federations but acknowledged the hub 
criteria might be too strict and felt this could be explored.  PP observed 
those practices where there was a higher hub usage tended to have 
streamlined the process and receptionists were taken patients through 
the criteria.  He felt patients should be directed to the hub by a practice.  
MP suggested utilisation of the hubs could improve if GPs had spent 
time in the hub and understood how it worked. 
 
JD would explore the criteria for using the hub and consider whether 
they were too tight or narrow; would look at 111 booking directly into the 
hub and explore this with the Federations; and would follow up on the 
patient survey data for use of the hubs.  Further information would be 
brought to the Committee in the next report. 
 
JD advised the report contained an update on the allocation of the 
£100k provided by NHS England (NHSE) to support practice resilience. 
 
JD reported NHSE were looking to obtain more GPs for the NHS and 
would lead on international recruitment.  She felt the NHSE lead would 
be better in terms of processes and engaging with other bodies such as 
Health Education England and contacting GPs overseas.  It was difficult 
to know how many GPs could be sourced but it was suspected it would 
be no more than 15 – 20 for Oxfordshire.   
 
JD advised an update on Primary Care Streaming in A&E was included 
on page 6 of the report and the report expected on Quarter 1 data from 
the locally commissioned services would come to the next meeting as 
the data was not yet available. 
 
GH advised the centre was looking to utilise slippage monies for estates 
schemes.  RD observed if funds were not available the choices for 
OCCG were a revenue funding mechanism or talk to partners at the 
Oxford University Hospitals NHS Foundation Trust (OUHFT), Oxford 
Health NHS Foundation Trust (OHFT) and Oxfordshire County Council 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JD 
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(OCC) for capital funding or re-purposing of buildings.  JD advised new 
schemes or those that had not previously been successful were being 
considered for the slippage funding.  The top scheme that could benefit 
from the monies available had been selected. 
 
PR raised the risk of losing GPs from primary care to other services 
such as Primary care streaming in A&E if the new services offered a 
better salary.  DH advised this risk had been identified and discussions 
had already started. 
 
PB queried whether the receptionist training had commenced.  JD 
advised OCCG would be seeking out and defining the new training 
programme in September.  The training for the Workflow Optimisation 
had commenced and it had been planned to consider the next phase of 
training from September.  She suggested PB could help define the 
training and the providers.  The reluctance of patients to discuss 
aspects of their care with receptionists, particularly in very public areas, 
was noted and PB suggested a different term such as Care Navigators 
might help.  PP commented however well receptionists were trained; 
many patients might still be reluctant to speak with them. 
 
The OPCCC noted the Deputy Director, Head of Primary Care and 
Localities Report and agreed to extend the contract for the provision of 
extended hours (GP Access Fund appointments) for a further year to 
end March 2019 or until the place of Urgent Treatment Centres or wider 
solutions were determined. 

5.  Primary Care in Banbury 
JD presented Paper 4 advising the paper provided an update on plans 
for more sustainable primary care in Banbury.  Woodlands and West 
Bar surgeries were keen to work closer with PML and in effect to 
become one practice.  This would make the practices more resilient and 
offer more services to patients.  The proposal was moving forward and 
there had been good engagement with patients.  OCCG was waiting to 
hear when the new service would start and what the new combined 
practices would be called. 
 
JD and Sula Wiltshire (SW), the OCCG Director of Quality, were 
meeting on a monthly basis with the partners at Horsefair surgery.  Five 
additional clinical staff including a clinical lead had been appointed.  
There was also an experienced practice manager in place who was 
currently an interim but the appointment was likely to be extended.  The 
practice had held an Open Day for patients on 22 August where the 
changes had been explained and this was reported to have been well 
received by patients.  Horsefair had been re-inspected by the Care 
Quality Commission (CQC) in May and was deemed ‘inadequate’.  An 
action plan had been formed and submitted.  Another unannounced 
CQC visit had recently taken place and feedback was awaited. 
 
Banbury Health Centre (BHC) was different to other practices as the 
services were provided under an Alternative Provider Medical Services 
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(APMS) contract – Luther Street Medical Centre was the only other 
practice with an APMS contract.  APMS contracts were fixed term.  The 
BHC contract was due to expire at the end of March 2018.  BHC 
operated extended hours: 12 hours a day seven days a week.  Some of 
the services were introduced at BHC in 2009 and had now been 
superseded by other services..  The options for OCCG when the 
contract expired were: close the practice and ‘disperse’ the list; a 
neighbouring practice to run a branch surgery; re-procure, invite bids to 
take over the contract for a further fixed term; integration with one or 
more existing practices.  Initial discussions had been held between 
Woodlands, West Bar and BHC and three meetings explaining the 
process had been held with the BHC Patient Participation Group (PPG). 
 
Next steps would be to consult patients on the options early in the new 
year.  It would be a complex consultation due to the fact it was not a 
standard General Medical Services (GMS) contract but included 
extended hours and a service for unregistered patients.  JD was 
working with the Communications Team on a consultation plan.  The 
BHC PPG was helping with the consultation documents to ensure they 
were clear. 
 
The Committee noted that in addition to Woodlands, West Bar and 
BHC, Banbury practices also included Hightown, Horsefair and 
Windrush surgeries. 
 
PB felt a consultation in early 2018 when the contract was due to close 
at the end of March 2018 would be very tight in terms of timescale.  JD 
reported OCCG was working with Principal Medical Ltd (PML), the 
current providers, around staggering the end of the contract to ensure a 
solution was achieved. 
 
CM commented OCCG would not be recommissioning services in the 
same way.  DH stressed the need to form clear views and 
recommendations before going out to consultation.  There were varied 
views in Banbury on healthcare services and there would be a need to 
follow OCCG strategy. 
 
JD felt from the visits undertaken to Horsefair Surgery by MP, SW, JD 
and DS there were processes in place to mitigate any risks to patients 
at this time.  MP commented the main issue was around staffing.  
OCCG received a rota each week and information from the practice on 
a weekly basis had been requested but there was also a need to obtain 
more information from the CQC visit.  MP advised improvement had 
been seen since the inspection in May but there was a need for further 
progress. 
 
PR queried whether there had been any investigation of the Integrated 
Medical Holdings (IMH) track record on staff relations and delivering 
care.  JD advised this had been explored and OCCG was linking with 
colleagues in other areas.  It was advised that following due diligence 
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the practice had selected IMH to provide the business administration 
support. 
 
On involvement of patients, JD reported there was an active PPG Chair 
at Horsefair who had worked with IMH and the practice and been 
instrumental in the Open Day.  Some patients had expressed a wish to 
move practices but these were not a significant number. 
 
GH was asked to supply NHSE numbers of formal complaints made 
against Horsefair over the last two years.  MP to ask the practice for the 
number of complaints they had received. 
 
The OPCCC noted the content of the report and confirmed support for 
the approach being taken. 

 
 
 
 
 
 
 
 
GH 
MP 

6.  Deer Park Medical Practice (DPMC) – report from the Independent 
Reconfiguration Panel (IRP) 
CM presented Paper 5, an update of work to address the actions 
required following the Secretary of State’s response to the DPMC 
referral.  The full response from the Independent Reconfiguration Panel 
(IRP) was available on the OCCG website and a summary included on 
page 3 of the paper.  NHSE wrote to OCCG on 25 July 2017 confirming 
expectations that OCCG would address the IRP recommendations 
particularly: 

 The CCG must continue actively to pursue the objective that all 
former DPMC patients were registered as soon as possible 

 The CCG should immediately commission a time limited project 
to develop a comprehensive plan for primary care and related 
services in Witney and its surrounds.  This needed to be linked 
to, and integrated with, the wider CCG and STP plans for the 
whole of Oxfordshire.  This work should seek to produce a 
strategic vision for future primary care provision in line with 
national and regional aims and should not preclude the 
possibility of providing services from the DPMC in the future. 

 
The latter requirement sat well with the development of Locality Place 
Based Plans.  There was a need to widen the engagement around the 
plans.  This need would be helped by the agreement last year as part of 
the HealthWatch support to locality forums to hold a wider event in the 
Autumn.  A meeting was planned with the former PPG for DPMC and 
the local MP to talk through the recommendations. 
 
OCCG would be reporting back to the Oxfordshire Joint Health 
Overview and Scrutiny Committee (HOSC) next week.  OCCG had 
ensured patients registered with DPMC were supported and Virgin Care 
had done a good job in supporting all vulnerable patients to re-register.  
A review of lessons learned had already been undertaken and led to a 
change of approach involving PPGs earlier in the process. 
 
RD commented on the fourth bullet point in the IRP summary around 
OCCG needing to be more proactive, inclusive and forward thinking 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.oxfordshireccg.nhs.uk/documents/meetings/opccc/2017/08/Supporting-Documentation-IRP-Deer-Park-Referral-Advice-to-Secretary-of-State-11-04-17.pdf


Paper 17/68c 28 September 2017 Page 10 of 14 

about the future of general practice and primary care stating this was a 
weakness of OCCG.  He felt locality activity was very much silo activity 
when some areas were best undertaken on a countywide basis.  He 
stated there was a need for a mechanism to enable ‘hot’ areas to be 
quickly spotted adding OCCG had a tendency to ‘fire fight’ particular 
issues without looking at the bigger picture.  DH advised it had been 
planned to hold a Board Workshop looking at this element as although 
beneficial to have the six localities plan it did remove the opportunity to 
undertake schemes across the board.  CM added the work was being 
framed and it was intended to use the Board Workshop for a more 
strategic approach. 
 
PR observed the issue with DPMC had arisen because there were no 
takers for a fixed term contract unless the money available was 
increased which would have caused problems with other practices.  As 
a result OCCG had no other options for DPMC. 
 
DH suggested the comment in the first bullet point of the summary that 
in the absence of agreement the local authority’s (HOSC’s) view should 
prevail provided more power to the HOSC and was a change to the 
current arrangement.  JD concurred but advised it only applied to 
whether or not a change was substantial. 
 
CM stated better engagement and more direct conversations from 
OCCG was the main point as all the communication with patients had 
been through Virgin Care.  This was a big learning point for OCCG and 
had been taken on board with Kennington Medical Centre where 
engagement had taken place at a much earlier stage and the whole 
process had been better managed. 
 
PB noted the production of Locality Place Based Plans but questioned 
whether these would be ready in time to meet the six month 
requirement to produce a comprehensive plan for primary care and 
related services in Witney.  CM advised the Locality Plans would be 
published within six months.  The instruction to OCCG had been made 
on 25 July 2017 and as a consequence the six month period was until 
25 January 2018.  It was expected the Locality Place Based Plans 
would be published in early December.  Although the requirement was 
to consider services in Witney and surrounds there would still be a need 
for these to fit with the strategic approach and align with county wide 
proposals. 
 
The independent third party to review the OCCG’s proposals would be 
sourced by Debra Elliott, Director of Commissioning, NHS England 
South (South Central).  GH advised she had seen an email which had 
been sent to a third party.  JD confirmed NHSE would appoint the 
independent third party and there would be no opportunity for 
discussion or debate from OCCG.  CM would follow up with the Director 
of Commissioning to ascertain if a name was available or at least an 
understanding of the process. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
CM 
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The OPCCC noted the approach proposed. 

7.  Developing the Primary Care Framework at Locality Level 
JD presented Paper 6 providing an overview of progress on Locality 
Place Based Plans and looking at identifying budgets and investment 
into areas and priority initiatives from the plans. 
 
JD commented on the need to identify investment pots and advised 
OCCG was working on a 10 year plan around GMS funds that could 
address population growth and identifying monies available to support 
locality place based plans going forward.  She advised the distribution 
might not be equal across each locality.  The proposal was for the 
estates priority initiatives to be prioritised separately from the service 
initiatives as the estates initiatives would take longer to come to fruition 
and there were other ways these could be funded. 
 
Each service initiative would be considered against five criteria: critical; 
primary care sustainability, new model of care “invest to save”; 
innovation; no additional money required.  The initiatives would be 
prioritised using seven domains: patient outcomes and experience; 
primary care sustainability; health inequalities; strategic fit; deliverability; 
finances; population coverage.  
 
For the estates initiatives it was clear some priorities were to deliver 
sustainability of primary care and population growth whilst others where 
building in additional services or co-locating primary care.   
 
It had been hoped plans would be available by the end of November for 
publication but it had been agreed to delay until early December. 
 
Annex 1 provided a brief summary of the initial locality issues and 
clearly showed areas of overlap and where schemes could be 
undertaken countywide.   
 
PR warned of a potential significant national cost pressure from a 
change in indemnity costs.  JD advised this had been noted as a risk in 
the finance paper but it was not yet possible to quantify.  PR advised 
due to patients not being seen in their own practice, hubs were rated as 
risk areas. 
 
It was confirmed winter indemnity funding was expected.  PR suggested 
there was a slight urgency to confirming the funding as there was a 
reluctance to sign up to out-of-hours shifts without knowing whether it 
would be available.  GH to follow up. 
 
JS suggested each of the criteria should include a finance element 
around whether the proposal was adequately costed, whether funding 
had been identified and the value for money (VFM) element.  She felt a 
scoring system should be used for the VFM element as it would be 
difficult to pass or fail a scheme on this aspect. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
GH 
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JD reported a gap analysis had been undertaken on all the plans; the 
plans were all very different and some were more detailed than others; 
work was underway to help those not as developed to be brought up to 
speed.  It was intended to devote the September and October locality 
meetings to work on the plans.  Commonalities would be pulled out from 
plans.  To date localities had worked unilaterally but would be working 
together more from next week.  PP was unable to speak for the other 
localities but advised there had been regular discussion at the North 
locality meetings and the plan had been circulated to practices.  There 
had been a lot of input from the North practices as well as some 
external support to help LCDs to produce the plan and ensure enough 
detail was included for schemes to be prioritised. 
 
DH reported the approach this year broke new ground and had resulted 
in some very ambitious items, as well as some low key schemes.  
Funding would be on the basis of merits of the proposal so a similar 
standard of plans across Oxfordshire could not be promised.  Innovation 
funding would be available.  Localities were being asked as a minimum 
what they were going to do about ensuring sustainable primary care 
going forward and their plans needed to inform OCCG. 
 
Views on possible weighting for the criteria to be supplied to JD outside 
of the meeting.  JD to review the timescale following the slippage of 
publication of plans to early December.  JD would provide a further 
update to the November meeting. 
 
The OPCCC: 

 Noted the progress made on the development of Locality Place 
Based Plans 

 Noted the need for financial investment and that distribution of 
investment would be based on need identified through 
prioritisation 

 Agreed the delegation to the Chief Operating Officer to publish 
the Locality Place Based Plans. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
All 
JD 
JD 

8.  Primary Care Patient Survey Dashboard 
MP presented Paper 7 and advised the GP response in Oxfordshire had 
been higher than the national average.  In addition other than the 
outcome for patients waiting too long to be seen, the outcomes for 
Oxfordshire were better than nationally. 
 
Within the CQC ratings one practice had been rated as ‘inadequate’ and 
two as ‘require improvement’.  MP advised it had been difficult from the 
questions in the survey to identify which practices should be contacted.  
Five practices (with the lowest positive rating) were identified in the 
overall experience of the surgery rated as ’good’ category and a further 
two where the practice had three reds across the other questions.  
These seven practices would be contacted. 
 
Going forward there was an intention to create a guide for practices to 
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use in discussion with their PPG and outcomes that might help improve 
performance. 
 
RD felt the graphs showed a positive picture for Oxfordshire against the 
national figures and queried whether the results had been 
communicated to GPs.  MP reported each practice received their patient 
survey but it was not known whether this was reviewed within the 
practice or discussed with staff and PPGs.  JD advised she had agreed 
with CW that the next Primary Care Patient Advisory Group would 
concentrate on the survey and the discussion would be cascaded down.  
RP queried whether the practice return included a question on whether 
patient access was reviewed as she felt there was little point in 
undertaking the survey unless practices reviewed the results. 
 
DH thanked MP for pulling together the three years of data.  She felt the 
data had showed there was a pattern which made the information really 
useful. 
 
The Committee noted there was no correlation between CQC ratings 
and patient experience: a practice with a poor CQC rating received 
good patient experience results and vice versa. 
 
The OPCCC noted the Primary Care Patient Survey Dashboard. 

9.  Finance Report 
JS presented Paper 8 on the financial performance of the CCG Primary 
Care budgets to Month 4 advising Month 5 data was currently being 
produced.  OCCG was reporting to be on plan (forecasting a breakeven 
position) and the Delegated Co-Commissioning budget was on plan. 
 
At the last meeting Finance had been tasked to quantify some of the 
risk and call on the Co-Commissioning reserve and some of that work 
was included in the paper.  Two risks had been quantified on page 4 of 
the paper. 
 
Work had commenced on a 10 year plan for the Delegated Co-
Commissioning and OCCG budgets to support the locality planning 
process and identify uncommitted funds and any headroom in future 
allocations.  It was expected a draft for discussion would be available in 
mid-September. 
 
The full amount of the GPAF allocation had now been received and was 
more than had been notified; an extra £250k. 
 
The OPCCC noted the Month 4 position for OCCG Primary Care 
budgets and considered the risks were being managed effectively. 

 

Governance 
 

10.  Forward Plan 
The OPCCC noted Paper 9, the updated Forward Plan. 

 

11.  Risk Register  
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CM presented Paper 10 advising the report followed the normal 
structure.  PR reiterated the indemnity risk for workforce. 
 
The OPCCC noted the updates to risks and: 

 The review of all Strategic and Operational risks at the Directors 
Risk Review meeting on 10 July and the action for all risk owners to 
streamline risks to ensure risks had the most updated key 
information 

 There were three risks in the Primary Care Risk Register two of 
which continued to be Red/Extreme risks (risk rating of 20):  

o AF26 (Delivery of Primary Care Services)  
o 789 (Primary Care Estate)  

 The new risk identified around workforce at the last OPCCC 
meeting:  

o 799 Workforce in Primary Care, current risk rating 12 

 The OPCCC risk register did not present the risks in order of severity 
and the risk rating box used codes rather than the Likelihood and 
Consequence (for example Likelihood 2 means Unlikely see Risk 
Grading matrix in the Front sheet).  

For Information 
 

12.  Primary Care Report on Patient Engagement 
CM presented Paper 11 for information advising the paper outlined the 
approach to patient engagement in primary care and provided a 
summary of the engagement activity with primary care across 
Oxfordshire during the past 12 months.  The template created to ensure 
a consistent approach was included as Appendix 1.  The template could 
be adapted as necessary if more information needed to be included to 
ensure it was fit for purpose.  It was noted that HealthWatch had been 
omitted from the list of stakeholders and this would be rectified.  The 
OPCCC noted the content of the report. 

 

13.  Confirmation of Meeting Quorum and Note of Any Decisions 
Requiring Ratification 
It was confirmed the meeting was quorate and no decisions required 
ratification. 

 

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

 

15.  Date of Next Meeting 
7 November 2017, 14.30 – 16.00, Conference Room A, Jubilee House 

 

 

 
 


