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1. Introduction 

In September 2016 the National Planning Guidance was issued with a two year 
allocation for commissioners for 2017/18 and 2018/19. The guidance requested a 
two year Operational Plan and the setting of two year contracts.  
 
The Board signed off the OCCG 2 year Operational Plan at its meeting in January 
2017. 
 
The guidance for 2018/19 asked for a refresh of the two year Operational Plan in the 
context of the Buckinghamshire, Oxfordshire and Berkshire West (BOB) 
Sustainability & Transformation Partnership (STP), and to include OCCG’s response 
to the new planning and contracting guidance released by NHS England and NHS 
Improvement (NHSE and NHSI) on 2 February 2018 with an outline of the strategic 
priorities for the CCG in the coming year with the projects and plans to deliver them.  

2. Buckinghamshire, Oxfordshire and Berkshire West (BOB) Sustainability & 
Transformation Partnership (STP)  

 

2.1. BOB Vision and Ambition 

The BOB STP vision is to improve health outcomes and add value by working 
together to close the health and wellbeing, care and quality and financial gaps by: 
 

 providing the best quality care for patients as close to their homes as possible 
or caring for people in their own homes where possible 

 healthcare professionals working with patients and carers to ensure quick 
access to diagnostic tests and expert advice so that the right decision about 
treatment and care is made first time 

 ensuring, as modern healthcare develops, our local hospitals keep pace using 
innovation to provide high quality services to meet the changing needs of our 
patients  

 preventing people being unnecessarily admitted to acute hospital or using A&E 
services because we can’t offer a better alternative 

 spending funding wisely to ensure the provision of consistently high quality care 
that supports improved health outcomes 
 

2.2. BOB wide priorities 

The 2018/19 BOB STP priority workstreams are: 

 Prevention and Self Care 

 Maternity services - ‘Better Births’ 

 Specialised Services  

 Workforce  

 Digital  
 

BOB also sponsors work on the following ‘Five Year Forward View’ priorities: 

 Urgent and Emergency Care  

 Cancer - ‘Achieving World Class Cancer Services’ 

 Mental Health including the ‘Five Year Forward View and Learning Disability 
Transforming Care’ 

 Primary Care including the ‘General Practice Forward View 
 

2.3. Working Together 
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The approach to delivering the BOB priorities is through a suite of BOB wide 
programmes working at scale, where this adds value, and through strong local 
partnerships within the three local place-based programmes which have the 
following priorities:  

 Integrated health and care  

 Children and Young People  

 Acute services and planned care, ‘Right Care’, ‘Getting it Right First Time’, 
sustaining clinical services and smaller hospitals, reducing variation.  

 
 
3. OCCG 2018/19 Operational Plan 

This Operational plan outlines the programme of work that will be taken forward in 
Oxfordshire to deliver priorities at both BOB STP and local level with a focus on 
making the system more sustainable including: 

 Creating pathways of care to address current operational issues as well as 
planning for future demand 

 Working to ensure the sustainability of Primary Care 

 Delivery on operational performance (Constitutional Targets) 

 Delivery of financial control totals 
 
The Oxfordshire Clinical Commissioning Group (OCCG) has six agreed priorities 
that support improvement in our health outcomes, quality and financial position and 
deliver the national ‘must do’s’: 

 

The What  1. Operational delivery 
2. Transforming health and care 
3. Integration 

The How 
(enabling)  

4. Empowering patients 
5. Engaging communities 
6. System leadership 

 
Further detail can be found in the Plan on a Page in Appendix 1. 

 

 

4. Performance  
During 2017/18 we had variable performance in delivering the NHS Constitution 
standards but achieved more consistent improvement in meeting cancer standards.  
 
The performance areas we need to focus on in 2018/19 are: 

 Accident and Emergency four hour waits: there is full recognition that 
recovery and achievement of A&E performance is a priority for the whole 
system with each partner contributing to the solution. This will be achieved 
through a whole system approach based on a robust health and social care 
pathway from primary care, community care to acute care, where needed, 
delivered by both statutory and independent providers. This will be driven by 
systems leadership at the highest level.  

 Referral to Treatment: OCCG is working with Oxford University Hospitals 
Foundation Trust (OUHFT) and the regulators (NHSI and NHSE) to develop a 
deliverable Referral to Treatment (RTT) plan that will seek to optimise, within 
available resources, the requirements of the operational plan guidance for 
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maintaining or reducing the total size of the waiting list (18 week incompletes) 
and reducing the numbers of people waiting 52 weeks for treatment. We 
commit to delivery of a reduction in the number of people waiting over 52 weeks 
and are working towards maintain the waiting list size and demonstrating 
improvement in RTT performance.  Additional funding has been identified in the 
OUHFT contract for 2018/19 targeted on the following priority specialities; 
Trauma and Orthopaedics, ENT, Ophthalmology and Gynaecology. This will be 
closely monitored to ensure that incompletes and 52 week numbers continue to 
reduce over the coming year. 

 62 Day Cancer GP Referral: whilst we saw improvement on the 62 day 
standard over 2017/18 sustaining this will be challenging. We are continuing to 
work with OUHFT to ensure that cancer 62 day standard performance will be 
achieved. However there is a risk to meeting the 62 day cancer standard, 
particularly in the first quarter, but every effort will be made to ensure it is 
delivered. 

 
 

5. Systems Leadership, Governance and Transformation 
The Oxfordshire system has reflected on the experience of running Phase One of the 
Oxfordshire Transformation Programme and will be using the learning from the 
experience and approach in the way we take forward the improvement of local services 
in the future. 
 
The Care Quality Commission Local System Review report also emphasised the need 
for much better joint health and social care planning and the need for an agreed 
overarching vision and strategy for health and care across Oxfordshire. System leaders 
are bringing together their individual organisation’s strategies to ensure we have one 
over-arching strategy for Oxfordshire, owned by the Health and Wellbeing Board. 
 
Oxfordshire CCG Board has approved a new way forward for tackling some of the 
future challenges in Oxfordshire’s health and care system. This means there will be a 
new approach to future developments for health and care services in each of the six 
localities in Oxfordshire and no changes will be proposed to A&E and paediatrics at the 
Horton General Hospital or to the provision of Midwife Led Units in Oxfordshire. 
 

 

6. Engagement 
This will be a new approach for engaging communities on the issues that affect them 
locally. Integrating health and social care at a local level with local people fully involved 
will bring benefits for patients as well as improvements for the system.  
 
This new approach will mean working with communities in localities across the county 
to understand the local health needs, the local resources and facilities available and 
working together to plan integrated health and care services for the future.  
 
Patients, the public, local clinicians, local representatives, voluntary organisations and 
many others will be involved in this work. NHS organisations and social care will be 
working closely together and developing a plan for how this engagement will work. By 
taking this approach, local communities will be working with us as partners and the 
plans we create together will be ones that are owned by all. 
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We will use this approach to design and further enhance our aims of “Getting it Right 
First Time” for urgent care access in each Locality and use these emerging plans to 
address national requirements around urgent care service designation. 
 
 
7. Contracting  
In managing delivery of our financial control total and securing quality services we are 
working collaboratively and aligning our plans with our main partners, OUHFT and 
Oxford Health NHS Foundation Trust (OHFT), to ensure the contracts agreed make 
best use of finite resource in supporting in-year delivery or improvement of 
constitutional standards where possible, and investment in mental health to deliver 
parity of esteem. The improved joint working arrangements instigated between the 
parties in 2017/18 will continue into 2018/19 to support this process.  
 
Engagement with other stakeholders remains a key priority to ensure improved whole 
system working for the benefit of patients and services users. Engagement with 
Primary Care to support delivery of demand mitigations remains key and we are 
actively working with practices and GP Federations to manage and mobilise schemes 
to address the elective and urgent care pressures identified. 
 
It should be noted that whilst performance trajectories and contract values for the main 
providers and the system have been agreed OCCG and our providers work to different 
footprints and the alignment of the provider and OCCG plans will be slightly different.  
 
 
8. Deprivation and Inequalities 

A multi-agency Implementation Group was set up, Chaired by OCCG’s Clinical Chair, 
to implement the recommendations of the Oxfordshire Health Inequalities Commission.  
 
An Innovation Fund has been established with funding from the Oxfordshire Growth 
Board, all the Local Authorities and the CCG to support community based projects to 
impact on the issues identified in the report. 
 
In 2018/9 we plan to: 

 Call for bids from the voluntary and community sectors against the Innovation 
Fund; 

 Use a set of criteria to select and monitor projects that impact on the health 
inequalities identified in the 2016 report, across Oxfordshire evaluating the 
outcomes; 

 Support the multi-agency health partnership action plans to address local health 
issues in Rose Hill, the Leys, Barton, Wood Farm, Littlemore and Banbury. The 
plans will focus on five lifestyle factors; physical activity; healthy eating; smoking; 
alcohol and mental wellbeing as well as the wider determinants of health;  

 Raise awareness of preventative services in deprived areas e.g. screening 
programmes which support early cancer diagnosis, reduce admissions for 
injuries in 0-15 and 15-24 year olds, and address the issue of loneliness and 
isolation; 

 Promote the uptake of Making Every Contact Count training for health and care 
professionals working in deprived areas; 

 Support projects for falls prevention to reduce the number of falls in people over 
75 years old in Rose Hill, Wood Farm and the Leys;  
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 Promote a model of care, and support projects, which empower frequent users 
of local health services to take greater ownership of their health and well-being 
to reduce their dependency on emergency care services.  
 

The Barton Healthy New Town Programme has been awarded a third year of funding. 
The aim of the programme is to encourage the current population to develop healthier 
lifestyles that will reflect the lifestyles of the new residents who will move into Barton 
Park development integrating the wellbeing approach within the current Barton area.  
 
Bicester Healthy New Town also continues to receive funding and has made very 
significant strides through joint working with all partners on town wide awareness of 
healthy lifestyle approaches. A very successful event for County and all District/City 
councils on spreading the Healthy New Town learning was recently held with the 
National team in attendance. This has created a considerable appetite for spread of the 
wellbeing approach. 
 
 
9. OCCG Finance  
In 2017/18 and 2018/19 OCCG will have received the minimum level of CCG growth of 
2%, before the additional resources for the NHS identified in the 2017 Autumn Budget 
Statement. With inflationary and demand pressures in excess of this it inevitably leads 
to a focus on contract negotiations and savings schemes required in order to deliver 
the financial targets set for the CCG. 
 

The financial plan for 2018/19 complies with the business rules and control totals 
expected by NHSE. The current plan assumes use of £1.142m from the cumulative 
surplus generated by the CCG in previous years.  In accordance with requirements, 
0.5% contingency has been built into the plan. 
 
The Mental Health Investment standard has been met in the current 2018/19 plan.  
The plan assumes net savings targets (QIPP) of £20.0m in 2018/19. 
The summary plan is shown below: 
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Risk 

In 2017/18 an overarching System Risk Agreement was in operation covering the risk 
in our contracts with OHFT and the OUHFT.  While this was beneficial in bringing the 
partners together to attempt to manage the risk our experience of how it operated, how 
the risk fell to each party and the regulatory environment facing our providers in 
2018/19 has meant that there will not be an overarching agreement in this current year. 
 
The 2018/19 contract with the OUHFT will be a volume based payment by results 
(PbR) compliant contract. This means that the CCG will be exposed to the financial risk 
of over-performance. However, where possible we have built risk management levers 
into the contract that reflect a proactive activity management planning approach. This 
type of contract also provides the opportunity for the transfer of activity and funding 
from the acute sector to the community and primary care sectors if effective demand 
management initiatives are delivered. 
 
In addition to any volume risk on acute PbR contracts that OCCG faces the familiar 
financial risks in relation to Continuing Healthcare (CHC) and Primary Care prescribing.  
At plan stage the financial risk facing OCCG is forecast to be £10m, with £5.6m of net 
residual risk after taking account of contingency reserves. Plans to mitigate this risk in 
full will need to be developed of the coming weeks. 
 
Delivery of savings targets are challenging in a system that generally benchmarks well 
against other areas; therefore this will be particular focus in 2018/19. The engagement 
achieved under the 2017/18 System Risk Agreement will provide a foundation on which 
the CCG and its partners can refine and implement the agreed schemes which aim to 
further improve efficiency within the system 
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10. The Five Year Forward View  
The following programme of work has been developed across Oxfordshire to deliver 
the priorities of the Five Year Forward View (FYFV): 
 

10.1. Urgent and Emergency Care 
The achievement of the 4 hour standard and reduction in the number of delayed 
transfers of care (DTOC) remain key challenges in the urgent care pathway. Progress 
has been made in year on ambulatory assessment approaches, acute and community 
length of stay and reduction in DTOC.  The system is agreed on the “Home First” 
approach to deliver best outcomes for patients and better direct all that we do. 
The Oxfordshire system is committed to building on the Urgent and Emergency Care 
Five Year Forward View Delivery plan to ensure the best outcomes for patients in the 
most efficient way by:  

 Delivering our whole system action plans including A&E Delivery Board 
(AEDB) and CQC plans;  

 Improving access and providing clarity of the service ‘offer’ through 
standardisation of pathways across Oxfordshire;  

 Leading by example, identifying and championing system leaders, rapidly 
embedding ‘their’ best practice whilst sharing resource and collaborating 
wherever possible; 

 Ensuring delivery of convenient comprehensive triage, advice to patients and 
access to care through 111 services and online; 

 Increasing the confidence of patients in accessing and using alternatives to 
A&E; 

 Increasing the levels of care and treatment provided in the community, with 
an emphasis on returning patients to their homes safely and quickly; 

 Improving and supporting the decision making of care professionals by 
increasing the visibility of their local menu of care services and facilitating 
access to peer support. 

 
Our priorities in 2018/19 include: 

 Admission avoidance and community support 
o Care Home Capacity and Capability 
o Locality based urgent care pathway improvement   
o Frailty pathway 
o North urgent care integrated front door (also addressing clinical streaming 

in Horton A&E)  
o Ambulance conveyance alternatives  
o Support for Carers 
o Long term condition pathways (Diabetes/Respiratory) 

 In – Hospital flow  
o Improve A&E flow (including clinical streaming in John Radcliffe A&E)  
o 7 day working 
o Trusted assessor 
o Home First approach for all; at all times reducing deconditioning with a 

focus on reablement, in partnership with Age UK Oxfordshire 

 Discharge support  
o Support at Home 
o Housing Discharge Pathway 

 Enablers  
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o Modelling of data to support system planning and deficits (demand and 
capacity model)  

o Tool for monitoring flow and support escalation planning and deployment 
o Operational planning tool 
o Winter Plan 

 
Working across the STP we will continue to strengthen and develop  

  

 NHS 111 Online 

 NHS 111 Calls and direct interface with bookable GP access services  

 Strengthening clinical triage  

 Patient transport services 
 
The new Thames Valley Integrated Urgent Care 111 service is supporting patients to 
access a wide range of clinical care through a single call, including dental, pharmacy 
and mental health services, ensuring patients get the right care, first time. However the 
111 service has not consistently achieved the 95% target for answering the calls in 60 
seconds and we will be working with the wider system partners to address the issues 
that underlie this and; in particular increase transfer to a clinician. Recent successes 
have included diversion to pharmacies for repeat prescriptions which we are keen to 
continue to expand.  
 
Performance against the nationally mandated Warm Transfer standard remains low. 
Improvement in performance is being supported by the rollout of Adastra, a new call 
answering platform that more accurately captures warm transfer data. 
 
In 2018/19 we plan to: 

 Continue to develop clinical streaming in A&E at the John Radcliffe ensuring 
this is co-designed with other alternative urgent care pathway support in the 
city and other locality plans  

 Deliver clinical streaming in the Horton A&E through integration with other 
services to deliver improved resilience of urgent care in Banbury. 

 Develop and implement the frailty pathway with a plan for county rollout.  

 Develop our ‘out of hospital’ pathways to support admission avoidance e.g. 
through ambulatory pathways and optimising management of long term 
conditions. This includes maximising the OOH/111/GP access pathways to 
facilitate access to urgent care pathways outside hospital as appropriate 

 Confirm designation of any Urgent Treatment Centres or other direct access 
urgent care by December 2019 through the development of place based 
plans 

 Actively manage the flow of patients through the system in line with 
Oxfordshire AEDB Plan, reviewing and adjusting plans to manage demand 
in real time with the aim of avoiding A&E attendances and reducing DTOCs. 

 Review the stroke rehabilitation pathway and services to improve outcomes 
for patients and increase access to early supportive discharge services 

 Support the implementation of integrated services for frequent attenders with 
mental health issues, achieving shorter assessment times (in and out of 
hours), streamlined pathways and ongoing support  

 Agree the Safe Discharge Commissioning for Quality and Innovation 
(CQUIN) with local providers 



Paper 18/31a 24 May 2018 Page 10 of 21 

 

 Explore creative solutions to maximise the reablement pathway 

 Make progress on a joint workforce plan for unregistered staff overseen by 
the Oxfordshire System Workforce Group 

 Work in partnership to review the discharge pathway, improve hospital 
avoidance, work with adult social care to improve discharge, standardise the 
commissioning of beds across Intermediate Care and Hub Beds and review 
the referral criteria for the Home Assessment and Reablement Team (HART)  

 Develop the homecare market to strengthen capacity to match increasing 
demand  

 Commission capacity within services to support demand for choice.  
 

2018/19 Winter Demand and Capacity Plan  
Winter in 2017/18 was challenging for the Oxfordshire system with significantly 
increased demand on urgent care services. The system has had external support and 
we have used the learning from this winter to help us understand our demand and 
capacity gaps. The system will continue to work together to improve patient flow and 
patient experience in line with Urgent and Emergency Care Delivery Plan priorities. In 
particular work is being commissioned to provide a demand and capacity map, 
improved AEDB dashboard and tools to monitor system flow in real time.  The AEDB 
plan expects to prioritise those projects which will deliver demonstrable impact on this 
coming winter and address the eight high impact changes.  
The Oxfordshire A&E Delivery Board and System Flow Executive are overseeing the 
development and implementation of the 2018/19 Winter Plan to ensure that appropriate 
arrangements are in place ahead of next winter to provide high quality and responsive 
services, not just for the 2018/19 winter period but for future years as well.  
Implementation of the projects within the 2018/19 Winter Plan will be monitored closely 
by the new Oxfordshire Integrated Systems Delivery Board which will be part of the 
revised Oxfordshire wide governance system.  
 

10.2. Cancer  
Oxfordshire has been working to implement the NHS Cancer Strategy locally. Good 
progress has been made across a number of key areas including prevention, early 
diagnosis, improved patient experience, and living well with and beyond cancer. We will 
continue to develop the cancer pathway by improving screening uptake, improving 
cancer diagnosis and outcomes and ensure timely care along agreed pathways. 
 
Significant improvement has been made in meeting the eight standards for cancer 
across Oxfordshire. Sustaining this improvement will be a priority in 2018/19. 
 
In 2018/19 we plan to: 

 Sustain waiting time targets for cancer working in close partnership with the 
Thames Valley Cancer Alliance and using cancer transformation funding to 
support delivery 

 Plan ahead, with OUHFT, for the successful delivery of the 2020 new cancer 
diagnosis standard that aims to ensure that patients are notified within 28 
days whether or not they have cancer.  

 Work with Public Health England to improve the uptake of screening (bowel, 
breast and cervical) to increase early diagnosis of cancer.  

 Evaluate the SCAN project; through which low risk but ‘not no-risk’ patients 
are scanned to identify cancers at an earlier stage to improve survival rates 
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 Enhance early diagnosis through continued pathway review and increased 
access to community diagnostics 

 Drive improvements to ‘Living Well Beyond Cancer’ (LWBC) systems and 
processes that enable professionals and patients to co-produce solutions 
that better meets their needs  

 Provide training for primary care to support significant numbers of people as 
part of LWBC 

 Integrate psychological support into pathways, making it accessible and 
tailored to the needs of patients and carers 

 Review resources for survivorship to ensuring they are accessible and meet 
local need 

 Align local expertise in Year of Care planning with Macmillan Cancer 
Support for all Long Term Condition pathways 

 Work closely with the Thames Valley Cancer Alliance (TVCA) to ensure 
duplication is minimised and access to Alliance intelligence of best practice 
locally 

 Make progress towards the 2020/21 ambition for all breast cancer patients to 
move to a stratified follow-up pathway after treatment, working with the 
Cancer Alliance to implement clinically agreed protocols for stratifying breast 
cancer patients and a system for remote monitoring 

 
10.3. Mental Health and Learning Disability  

The programme of transformation for mental health, learning disability and/or Autism 
brings together the Five Year Forward View for Mental Health and the Transforming 
Care Plan for people with learning disabilities and/or autism. These form an all age 
strategy from which we have developed our local priorities for Oxfordshire.  
The Mental Health Five Year Forward View 2017/19 standards in relation to access 
waiting times will be delivered within our current contracts. We have commissioned two 
Outcome Based contracts (OBC) that incentivise providers to support people with 
severe mental illness and people with mild to moderate depression who need 
psychological therapy and preventative wellbeing services. These contracts are set to 
run to 2022 and 2021 respectively. 
We are continuing to invest in Improving Access to Psychological Therapies (IAPT) to 
improve access. In 2018/19 the service will be expanded to provide support for people 
with long-term conditions with a focus on recruiting and training more staff to work with 
people with people who have diabetes, cardiac and chronic obstructive pulmonary 
disease (COPD) services. 
 
In 2018/19 we plan to: 

 Monitor contracts to ensure we achieve the national access and waiting times 
targets 

 Impact on the numbers of Out of Area Hospital Placements towards a zero 
position by 2020 through our OBC, work on an integrated urgent care pathway 
and review of services for older adults with severe mental illness to ensure that 
we improve outcomes for this group.  

 Drive improvements in post diagnostic dementia care, with a focus on avoiding 
unnecessary admissions to hospital, as well as improving the management of 
people with significant behavioural challenges in the community rather than in 
secure units 
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 Work with local authority partners to develop a home care and nursing home 
sector that can respond to the needs of people with the more complex 
dementias 

 Support Primary Care to deliver a service for people with emotional distress and 
behavioural challenges in the community 

 Develop and improve primary care and mental health provider integration 
through better communication and clinical liaison  

 Continue to develop the mental health crisis pathway to ensure people receive 
an appropriate response through a single point of access and there are places to 
be seen as an alternative to A&E. 

 Open an additional s136 bed in April 2019 alongside the one established in 
2017/18 and plans for a mental health assessment hub. 

 Create an integrated urgent care pathway as part of the Oxfordshire Mental 
Health Crisis Concordat with opportunities for economies of scale and improved 
quality. 

 Implement the proposal we have developed with Buckinghamshire CCG 
(previously Aylesbury Vale and Chiltern CCGs) as part of a joint BOB STP bid 
for Wave 2 NHS England funding for specialist perinatal mental health. If the 
proposal is successful it will allow more women to access specialist support and 
provide equity of access across the STP footprint. OCCG is expecting to hear 
from NHSE if the bid has successful. 
 

10.4. Primary Care  

The Oxfordshire Primary Care Framework sets out the strategic direction for Primary 
care over the next 5-10 years. It aims to provide a General Practice that is fit for the 
future based on a model of care that will organise care around populations. A new 
model of primary and community care has been developed to: 

 Deliver appropriate services at scale 

 Ensure services are organised around geographical population-based need 

 Deliver care closer to home 

 Provide a collaborative, proactive system of care  

 Be delivered through multidisciplinary neighbourhood teams  

 Be supported by a modernised infrastructure 
 

Practices across Oxfordshire have worked together in localities to develop Locality 
Place Based Plans that identify their local challenges and priorities. These will inform 
the fuller place based plans to be taken forward in the next stages of transformation 
with all stakeholders. The plans also include an analysis of workforce requirements for 
each locality and solutions to address the issues that have been identified. An analysis 
of the Locality Based Plans has created some common themes and a set of priorities 
for funding in 2018/19. The development of the Locality Plans was supported by an 
extensive programme of engagement.  
 
Linked to the locality plans there is a tactical plan for improvements to Oxfordshire’s 
Primary Care Estate that will be taken forward over the coming year.  
 
In 2018/19 we plan to: 

 Support GPs to work together at practice and locality level and to work in 
partnership with NHS providers, social care and the voluntary sector to 
provide a streamlined responsive service for patients 
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 Expand Primary Care Visiting Services so more patients can be visited or 
supported at home to avoid hospital admission and review same day access 
hubs to ensure there are more same day appointments for those who need 
them. This will become an important component of the local urgent care 
pathway. 

 Improve the sustainability of practices by prioritising support to areas of high 
deprivation, focusing on ensuring there is appropriate capacity in Banbury to 
meet local need  

 Work in partnership with health and social care colleagues to increase the 
workforce capacity in primary care, increasing skills and developing new 
clinical roles that can support more than one practice 

 Invest in current buildings or new buildings to meet future growth, develop 
shared space in the community to enable staff from health and social care to 
together in teams 

 Enabling patient records to be shared with a focus on access to patient 
records by care home staff 

 Shift funding from secondary care into the community as it becomes 
available to address and enable more care closer to home.   

 
 
11. Prevention  
OCCG and Oxfordshire County Council commission a wide range of both primary and 
secondary prevention interventions that are delivered by a range of providers across 
the system. 
 
OCCG implemented the NHS Diabetes Prevention Programme (NDPP) in partnership 
with Buckinghamshire CCG in 2017/18. The NDPP supports behavioural interventions 
for pre-diabetic hyperglycaemic patients to achieve weight loss, dietary improvements 
and increased physical activity to prevent or delay the onset of Type 2 diabetes. The 
main referral pathways are through NHS Health Checks and GP referral (both proactive 
and opportunistic). We will continue to promote and support this programme throughout 
2018/19. 
 
The Oxfordshire system is using technological solutions such as skype consultations 
for patients with Diabetes to provide patient education, care and support plans as part 
of a Year of Care (YoC) approach. The YoC approach enables people to self-manage 
their condition and prevent episodes of acute illness. We will continue to promote the 
YoC approach for all patients with long term conditions. 
 
Technology apps such as True Colours (for psychological therapies) that help people to 
self-manage and experience better outcomes are also being promoted locally.  
 
We are working closely with Berkshire and Buckinghamshire to standardise the 
commissioning of tier 3 obesity prevention/weight management services with a single 
point of referral to weight management services. Further work on pathways will take 
place during the first 6 months of 2018/19. 
 
An 18 month Integrated Respiratory Service pilot is being launched in 2018/19 that 
includes: 

 Patient education and YoC support and care planning 

 Smoking cessation advice  
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 Inhaler technique training and advice 

 Flu and Pneumococcal vaccination 

 Case finding for unidentified patients with early chronic obstructive pulmonary 
disease (COPD) 

 Pulmonary rehabilitation advice and referral 

 Written COPD and asthma management plans 

 Prescription Rescue medication 

 Identification of End of Life patients who would prefer an alternative pathway of 
care 

 
These preventative interventions will be standardised and available in all Oxfordshire 
practices to prevent and reduce the number of COPD and asthma admissions, 
particularly through A&E. We will also be promoting the British Lung Foundation’s 
Patient Passport to better inform and educate COPD patients about the care they 
should expect.  
 
Staff smoking cessation and physical activity requirements are being built into the 
Oxfordshire providers’ contracts to ensure better preventative outcomes in line with the 
Healthy Workplace programmes. Making Every Contact Count is a key element of 
Oxfordshire’s prevention strategy and is a contractual requirement that will be 
monitored.  
 
OCCG has commissioned “Dance for Health” and “Generation Games” from Age UK 
Oxfordshire to support falls prevention and improve levels of physical activity and 
wellbeing in older people. 
 
GPs identified Social Prescribing as a priority in their Locality Place Based Plans. 
During 2018/19 we will ensure these plans are joined up and work isn’t duplicated. 
Practices with care navigators have started to use social prescribing and include:  

 Hedena Health- Barton (part of the Barton Healthy New Towns project) 

 OxFed (City practices and volunteer projects) 

 Abingdon 

 Chipping Norton Surgery 

 Cherwell & West Oxfordshire 
 
Other joint pieces of work with Public Health England, NHSE and Oxfordshire County 
Council include: Healthy New Town in Bicester, pharmacy campaigns and scratch 
cards and work on affordable warmth and fuel poverty.  
 
 
12. Planned Care 
Planned care includes long term conditions (LTC), End of Life (EOL), Cancer and 
diagnostics. The vision in Oxfordshire is to have accessible, local where possible, high 
quality, integrated services that puts the patient at the centre. The aim is to deliver ‘the 
Right Care at the Right Time’ with fewer appointments.  
 
The model of care will be delivered by increasing prevention and self-management, 
establishing “fit for purpose” services in primary care and the community and reducing 
the reliance on acute services where possible. The referral to treatment time has been 
a challenge over the last year, and working with acute service teams to improve 
productivity will be a priority for the coming year. 
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In 2018/19 we plan to: 

 Improve clinical pathways and productivity in Ophthalmology, ENT, Trauma and 
Orthopaedics and Gynaecology. With a further phase that includes Cardiology, 
Gastroenterology, Urology and Neurology. The focus will be on reviews of follow 
up appointments, referral guidelines, clinical triage, the use of diagnostic tests, 
variation in practice (RightCare), service improvements, and the opportunity to 
develop new contracting models and community services 

 Reduce referrals to secondary care by improving access to diagnostics, 
including establishing two week waits for ultrasound, echo and endoscopy 

 Evaluate the GP specialist pilot for Integrated Community Cardiology and roll out 
the service if it is successful 

 Evaluate the new Community Headache service pilot and implement if 
successful. 

 Build on the success of new musculoskeletal services service and develop a 
business case for increased pain management services 

 Mobilise the new integrated bladder and bowel service, establish clear pathways 
and a single point of access 

 Build on recent success of working with the top 15 highest referring practices 
and GPs to reduce demand. This will include a review of variation and standards 
in ordering diagnostic tests from pathology, radiology and direct access 
sonography 

 Review referral management and intelligence systems to provide better 
information for intelligent commissioning 

 Consider a community based gynaecology service with access to ultrasound 
offering a one-stop-shop approach to those pathways that lend themselves to 
clinical assessment and treatment in the community.  

 Develop an integrated population based approach to the management of Long 
Term conditions, through Primary Care, aligning available resources to ensure 
patients are supported using the YoC planning approach  

 Pilot the Diabetes pathway, the respiratory service pathway in July 2018 
followed by a heart failure pathway. 

 Improve access to advice and guidance for End of Life by piloting a 111 
palliative care advice line being set up with SCAS and evaluate in March 2019.  

 Implement a pilot, with Sue Ryder, for a community based model of End of life 
care in the south of Oxfordshire and evaluate in April 2019. 

 
 
13. Maternity  
The Oxfordshire Local Maternity System (LMS) has worked with the BOB LMS and has 
identified the following priorities for improving safety, choice and personalisation of in 
local maternity services over the next three years: 

 Continuity of carer 

 Choice 

 Implementing the Early Medical Risk Assessment EMRA and the Low Risk 
Pathway 

 Increasing the hours of Consultant presence on the Labour Ward and 
addressing workforce issues in midwifery services. 
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In 2018/19 we plan to:  

 Support the Continuity of Carer project with a focus on the newly formed 
Oxfordshire Maternity Voices Partnership a service user run engagement group 
that provides feedback on women’s experiences of maternity services. We are 
also planning to establish smaller groups/buddy system within existing 
community midwifery teams 

 Monitor stillbirths on a monthly basis through contract meetings: OUHFT is 
reviewing its stillbirth criteria to identify the most at risk population to ensure that 
all appropriate women are being induced or having a planned Caesarean 
section at the most appropriate time to reduce the stillbirth rate further 

 Work on all four aspects of the Saving Babies Lives Care Bundle in particular 
monitor the Oxford Academic Health Science Network and OUHFT Oxford 
Growth Restriction Identification Project (OxGRIP) pilot. 
 

We will work with the BOB LMS to address wider issues of workforce development 
starting with a re-run of the Birthplace Plus to identify workforce issues in our local 
provider. 
 
 
14. Medicines Optimisation 

Medicines optimisation is a person-centred approach to safe and effective medicines 
use enabling people to obtain the best possible outcomes from their medicines. The 
aim is to support patients and their carers to make decisions about which medications 
to take to feel better and/or live longer. 
 
Through the delivery of the OCCG medicines optimisation strategy and work plan we 
aim to provide assurance that both the clinical and financial risks associated with 
medicines are effectively identified and appropriately managed 
 

In 2018/19 we plan to: 

 Improve value from our medicines - ensuring maximum benefit from investment 
through a focus on outcomes 

 Reduce variation to improve outcomes via the national Right Care programme; 

 Minimise harm from medicines, learning from local reporting systems, medicines 
reconciliation and transfer of care 

 Maximise the use of pharmacy staff in the health community 

 Lead a work programme on antimicrobial stewardship - to support this national 
priority 

 Oversee Medicines Optimisation projects in the following key areas: 
o diabetes care  
o frail elderly  
o musculoskeletal and chronic pain pathways 
o respiratory pathways 
o mental health 

 
We will do this through the following programme of work:  
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 Ongoing monitoring of prescribing of antimicrobials, updating the CCG 
Antimicrobial Guidelines and undertaking audits in practices to promote 
appropriate prescribing practices 

 Reviewing the use of sip feeds (liquid oral nutritional supplements) and infant 
milks and ensure these are only prescribed according to the CCG guidelines to 
minimise waste and release savings 

 Supporting practices to review their repeat prescribing to reduce unnecessary 
waste of actual medicines prescribed as well as time spent in managing repeat 
prescriptions.  

 Supporting practices to encourage patients to self-care and, where appropriate, 
buy medication over the counter to increase the resource available for 
prescribed medicines and free up GP appointments 

 Work with providers to ensure optimum safety in medicines use supported by the 
use and updating of the OCCG on-line formulary and ScriptSwitch 

 Review and expand the Minor Ailment Scheme provided by some pharmacies to 
reduce waiting times and GP workload.  

 Support community pharmacies in Oxfordshire to provide advice and treatment 
for patients with uncomplicated urinary tract infections  using a Patient Group 
Direction to reduce pressure on GP practices and Out of Hours services 

 Set up a forum to support pharmacists in GP practices to encourage consistency 
and joint working practices.  
 
 

15. RightCare 

OCCG has completed the first wave of NHS England’s RightCare programme and is 
now focusing on the second phase of this initiative.  
 
In 2018/19 we plan to: 
Develop plans for: 

 Gastroenterology 

 COPD 

 Cancer 

 Trauma and injuries 
 

 

16. Digital Transformation – the Local Digital Roadmap (LDR) 
The Five Year Forward View and Personalised Health and Care 2020 describe plans 
for the use of information and technology and ensuring that patient records are digital 
and interoperable by 2020. 
The Oxfordshire LDR includes workstreams that are being progressed locally and 
others that are being managed across a wider BOB footprint. 
Five priorities have been agreed at BOB level and include: 

 Record sharing and transfers of care 

 Citizen-facing technology  

 Whole system intelligence and real-time clinical intelligence  

 Infrastructure and network connectivity  

 Information Governance 
 

In 2018/19 we plan to: 
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 Migrate the Oxfordshire Care Summary to a new Cerner platform Health 
Information Exchange  to: 

o Maximise the use of digital Proactive Care Plans (End Of Life, Special 
Patient Notes) 

o Embed access to OUHFT information in GP systems 
o Develop access between Social Services and Oxford Health to share data  

 Develop the Cerner HealtheIntent platform to provide an integrated shared care 
record starting with Long term conditions (diabetes, asthma, COPD), End of Life 
and frailty 

 Build on the Population Health Management capabilities delivered by the Cerner 
HealtheIntent platform to provide:  

o Intelligence for clinicians at the point of care 
o Real time information to support responses to immediate pressures. 
o Trend analysis and rapid assessment of service changes 
o Risk modelling to support targeted care management 
o Predictive demand and capacity modelling across all settings of care 
o Information for patients on services and care pathways appropriate to 

their need – e.g. diabetes patients. 

 Ensure Mental health discharge summaries are accessible by Primary Care and 
OUHFT discharge documents are accessible by social care 

 Improve ordering of lab tests and access to results for OHFT 

 Create a Child Protection Information System (CP-IS) 

 Work in conjunction with the prevention and citizen engagement transformation 
programme to: 

o Align portal plans. 
o Audit existing approved apps (e.g. diabetes) 
o Develop technical standards for connecting to integrated records. 
o Develop processes for linking records/decision tools to guidance, 

prevention and self-care advice 
 
 
17. Improving Quality 
Our clinical assurance framework is used to monitor and improve the quality of 
commissioned services and the Quality Committee reviews the information and agrees 
the priorities for improvements in the quality and safety of care. We deliver 
improvements by working closely with local providers. 
 
In 2018/19 we plan to: 

 Achieve service improvements through the CQUIN framework;  

 Improve the quality of care of stroke patients and support providers in achieving 
best practice tariffs; 

 Ensure that patients with mental health and learning disability have access to 
high quality physical health care; 

 Develop and deliver a realistic trajectory for improvement in communication 
between hospital services and GPs; 

 Develop a mortality review processes and implement the learning;  

 Ensure that the lessons from Serious Incidents, Never Events and other 
investigations are used to bring about changes in the quality of care and working 
practices; 

 Sustain and improve on the 2017/18 reduction in pressure ulcers;  
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 Ensure that all incidents of Healthcare associated infections including MRSA 
bacteraemia, C.difficile, and E.coli are reviewed and learned from. This includes 
promoting prudent antimicrobial prescribing in order to minimise resistance; 

 Improve continuity of care in for higher risk patients in OHFT by ensuring they 
have a named nurse; 

 Ensure that all the GP practices in Oxfordshire are rated “Good” or above by the 
CQC; 

 Implement a programme of quality assurance visits, which will include looking at 
patient experience and nursing standards; 

 Support NHS England in promoting flu vaccines in high risk groups. 
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Appendix 1: Oxfordshire CCG Priorities 2018/19 

Oxfordshire System Vision – Best care, Best outcomes, Best value for all the people of Oxfordshire 

OCCG Vision - By working together we will have a healthier population, with fewer inequalities, and health services that are high 

quality, cost effective and sustainable. 

OCCG PRIORITIES FOR 2018/19 
 

(the WHAT) Operational delivery 

• Meeting NHS Constitution standards 

• Meeting the financial must-do's 

• Improving quality and outcomes  

• Stroke rehabilitation services 

• CAMHS waiting times 

• Improve physical health care of 
individuals with mental ill health or 
learning disabilities 

• Improving patient safety 

• Reduction in Healthcare acquired 
infections 

• Reduction in pressure ulcers 

• Improving clinical communications 

• Supporting all our providers 
achieving a CQC rating of good or 
above 

• Achieving parity for mental health 

• Implementing NHS Right Care 

• Continuing focus on reduction in Delayed 
Transfers of Care towards maximum 
number of 73/3.5% of occupied bed days  

Transforming health and care 

• Developing a new system approach to 
improvement and transformation of 
health and social care services and 
financial sustainability  

• Working in partnership on the CQC 
recommendations  

• Engaging with stakeholders and the 
public on a new locality based 
programme of service improvement 
and transformation  

• Implementation of the changes agreed 
in Phase One of Oxfordshire’s 
Transformation Programme – subject 
to meeting IRP conditions 

• Continuing to transform services for 
people with Learning Disabilities and 
autism in line with the national 
Transforming Care Programme 

• Beginning to implement the local 
digital roadmap  

• Continuing implementation of Child 
and Adolescent Mental Health 
transformation plan   

Integration 

• Continuing to support the 
sustainability and 
transformation of primary 
medical care including the 
delivery of the locality place 
based plans 

• Developing the approach to an 
Oxfordshire Integrated Care 
System 

• Developing co-commissioning 
with NHSE for specialised 
services 

• Strengthening our joint 
commissioning arrangements 

• Implementing an integrated 
care model for specific Long 
Term Conditions (LTC’s) 
which includes Improving 
Access to Psychological 
Therapy (IAPT) 
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• Addressing the increasing levels of 
activity  

• Implementing changes to pathways, 
focusing on those that make the biggest 
difference 

• Continuing to implement and agree 
system priorities for delivery of the 
Five Year Forward View (FYFV) for 
Mental Health, Cancer, Urgent and 
Emergency Care and Primary Care  

Enabling 
(the how)  

Empowering patients 

• Involving them in commissioning decisions  

• Enabling them to be more self-reliant by promoting prevention and self-care where it will make a difference 

• Ensuring they are involved in their own care (through contracts with providers) 

• Increasing access to personal health budgets 

Engaging communities 

• Developing and implementing new approach to transformation based on local place based discussions  

• Engagement on the big strategic issues and changes for the County and individual Localities 

• Greater levels of engagement earlier in the process 

• Undertaking public consultation on significant service change when needed 
 

System leadership 

• Working in partnership to review and implement new System Governance as recommended by the CQC 

• Holding the system (providers and other partners) to account for delivery 

• Continuing the development of system wide working 

• Encouraging co-ordination between providers 

• Supporting the sustainability of providers 

• Working to develop the infrastructure needed to enable Transformation, e.g. workforce, estates and digital technology 

 


