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Date of Meeting:      24 May 2018 Paper No:  18/39c 

 

Title of Paper:  Minutes of the Oxfordshire Primary Care Commissioning Committee, 1 May 
2018 

 

Paper is for: (please 
delete tick as appropriate) 

Discussion  Decision  Information  

 

Purpose and Executive Summary:   

The Committee draws to the attention of Board members, the following: 

Engagement with Patients and the Public: A planned workshop for the end of April had been 
postponed and OCCG was developing an approach with the Locality Forum Chairs to its review 
of how OCCG engagemed with patients and the public.  Over the next few weeks, a plan for the 
review and timescales would be developed.  

Deer Park Surgery: NHSE had formally received the OCCG response to the North East London 
Commissioning Support Unit review.  The response had been clear in terms of the CCG plans to 
take forward the work for co-production and engaging the public. 

Sustainable primary care in Banbury: The Committee received an update on the process to 
identify a service provider for Banbury Health Centre. Expressions of interest had been 
published in January in respect of those services that would fall under a standard GMS contract 
and the Committee will take the final decision after due process has been completed. 

Primary care estate development: The Committee welcomed and provided feedback on a 
proposal to develop a framework for the development of the primary care estate. The criteria to 
be used to prioritise investment, were based on a set of key principles previously agreed by the 
Committee and would be further refined. It is hoped that the adoption of a framework for 
investment will provide transparency and guidance in terms of how decisions will be taken by 
OCCC to prioritise the development of the primary care estate. 

GP Forward Review: The Committee received a progress report and discussed, and agreed the 
priorities for 2018/19. 

Primary Care Prescribing Report: The overall prescribing spend was under budget for 
2017/18 and the Committee discussed the work of the Medicines Optimisation Team with 
practices and plans for 2018/19. 

Quality Performance Report: The Committee noted that the second round of Care Quality 
Commission inspections had now started and guidance on inspections had been updated, with 
more responsibility falling on OCCG and patients to ‘speak out’. 

Luther Street: The contract had been extended for another two years to provide specialist GP 
services to homeless people in Oxford.   

Locally Commissioned Services: Schemes for deprivation, long term conditions and special 
allocation were approved. 
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Financial Implications of Paper: 

The 2017/18 primary care budget outturn will be reviewed at the next Finance Committee and 
reported back to OPCCC. 

The final draft estates investment framework will be reviewed by the OCCG Executive 
Committee and approved by OPCCC at its September 2018 meeting. 

 

Action Required:   

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. 

 

OCCG Priorities Supported (please delete tick as appropriate) 

 Operational Delivery 

 Transforming Health and Care 

 Devolution and Integration 

 Empowering Patients 

 Engaging Communities 

 System Leadership 

  

Equality Analysis Outcome:  Not applicable. 

 

Link to Risk: 

767: There is a risk that the CCG will take on responsibility for primary care and there 
could be a need for significant investment. OCCG recognises the requirement to make 
significant investment in primary care and community services to support transformation of 
health services in Oxfordshire and deliver operational and financial sustainability. In 2017/18, 
OCCG has invested £8.0m in primary care sustainability. Mitigation: 5-10 year robust 
mobilisation and investment plan to deliver the Primary Care Framework. 

769 – Pressure on primary care capacity. Mitigation: The Primary Care Framework has been 
published by OCCG and Locality Placed Base Plans are in development to deliver new service 
models. Further funding from within existing budgets has been made available to support the 
sustainability of primary care. These plans will be underpinned by county wide workforce, IT and 
estates plans. 

AF26: Sustainability of primary care impacts on the wider health system. Mitigation: 
Oxfordshire Transformation Programme is under-review, together with plans to deliver 
operational and financial sustainability. 

 

Author:  Duncan Smith, Lay Member, Chair OPCCC. 

Clinical/Executive Lead:  Dr Kiren Collison, Clinical Chair, OCCG. 

Date of Paper:  12 May 2018 
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Oxfordshire 

Clinical Commissioning Group 
 

MINUTES:  

OXFORDSHIRE PRIMARY CARE COMMISSIONING COMMITTEE (OPCCC) 

1 May 2018, 14.30 – 16.30 

Conference Room A, Jubilee House, OX4 4LH 

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

 Dr Kiren Collison (KC), Clinical Chair OCCG (voting) 

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

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

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

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

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

 Catherine Mountford (CM), Director of Governance OCCG 

(voting) 

 Louise Patten (LP), Chief Executive OCCG (voting) 

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

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

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

 Chris Wardley (CW), Public/Patient Representative (non-voting) 

In 

attendance: 

Lesley Corfield - Minutes 

 

Apologies   Steve Gooch, Director of Finance NHS England 

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

 

 

  Action 

1.  Declarations of Interest  
MP advised she was GP Clinical Lead for Banbury Health Centre.  It was 
agreed that MP would leave the table for Item 4, as there was a conflict of 
interest.  

 

2.  Minutes of the Meeting Held on 6 March 2018 
The OPCCC noted the approved minutes of the meeting held on 6 March 
2018. 
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3.  Action Tracker  
Engagement with Patients and the Public 
CM reported the letter from the Secretary of State detailing the 
recommendations of the Independent Reconfiguration Panel (IRP) with 
respect to obstetrics at the Horton Hospital had been received the day after 
the last OPCCC meeting.  As a result, the planned workshop had been 
postponed and OCCG was updating how to work with the public in 
conjunction with the Locality Forum Chairs (LFCs).  The key questions to 
consider were being taken back to the Localities and the approach to take 
forward a review was being discussed.  Over the next few weeks, a plan 
and timescales would be developed.  The engagement piece was wider 
than primary care and the work would produce an OCCG approach which 
covered all aspects of commissioning.  The plan and timescales would be 
shared with members of the Committee. 
 
Deer Park Referral Assurance 
With regard to a formal response from NHS England (NHSE) confirming 
they considered OCCG had met the requirements of the IRP, JD advised a 
discussion with NHSE had taken place on 30 April.  GH reported NHSE 
had formally received the OCCG response to the North East London 
Commissioning Support Unit (NELCSU) review.  The response had been 
clear in terms of the CCG plans to take forward the work for co-production 
and engaging the public.  The NHSE Director of Commissioning had 
agreed that on going monitoring would be via the Improvement and 
Assessment Framework.  GH advised the report had been well received by 
NHSE. 
 
EDS requested further assurance for the Committee.  CM advised the 
learning would be embedded in business as usual and the work from the 
previous action around how OCCG worked with the public, patients and 
stakeholders.  It was suggested and agreed that separate progress reports 
would not come to OPCCC on a regular basis.  The action was closed. 
 
Primary Care Estates 
Population numbers: JD advised her report contained some information but 
further information on the increase in population numbers was also 
included in the Locality Place Based Plans.  The Estates paper on the 
agenda today (item 6), referred to how these would be used to prioritise the 
list of projects.  The action was closed. 
 
Material developments: information would be provided by exception 
reporting.  The action was closed. 
 
Hightown project: GH reported some of the risks were in relation to 
timeframes given by the landowner and developer.  GH proposed NHSE 
should engage with the developer, OCCG and the practice to confirm the 
issues.  CW advised that the Hightown newsletter had announced a site 
had been found, subject to contract, and the practice was in touch with the 
Patient Participation Group (PPG) for input on the design. 
 
EDS pointed out the concern had been around the impact on patients from 
the lack of space and the delay in the project progressing as had originally 
been intended.  GH commented the funding was through the Estates 
Technology and Transformation Fund (ETTF) but the CCG should be 

 
 
 
 
 
 
 
 
 
 
 
CM 
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reporting on the element around the practice negotiating for a site.  JD 
stated OCCG had believed all support to the practice for this project was 
through NHSE.  Clarity around support to the project would be obtained 
and agreement reached on reporting and feeding back to the Committee.  
A report would then be presented to OPCCC for assurance. 
 
Finance Report 
JS advised a review of the financial position and schemes to be undertaken 
before the year end would be addressed in the Month 12 report.  The 
report would be circulated to the Committee when available. 
 
Oversight of Quality Performance and Primary Care 
Engagement: MP reported engagement with patients and the public had 
been added to the Primary Care Quality Framework. 
 
Quality Dashboard: MP advised the Quality Dashboard would be presented 
to the Quality Committee and then brought to the OPCCC.  A 
comprehensive dashboard containing all the metrics would not be available 
until later in the year. 
 
Conflicts of Interest: MP advised she was not the only GP representative 
on the Quality Committee.  Other members were Dr Andy Valentine, 
Clinical Director of Quality, Dr David Chapman, Oxford City Locality Clinical 
Director, and in addition Dr Guy Rooney, the OCCG Board Specialist 
Medical Advisor.  The actions were closed. 
 
EDS observed detailed practice information should not come to the 
OPCCC, which should receive summarised data but a piece of work was 
still required to define the performance and quality information which 
should be presented to OPCCC.  LP advised a Thames Valley Dashboard 
was taken through the Quality Surveillance Group and this together with 
the sustainability transformation programme (STP) work needed to be 
linked in.  She commented there was quite a high level of transparency and 
it should be checked if these dashboards would help OCCG.  LP reported 
some Primary care work was being undertaken in Buckinghamshire with 
the National Team and she would put MP in touch with the relevant people. 
 
Forward Plan 
A reminder of the topics to be covered in the July workshop to be 
circulated.  Members to suggest any other areas for deep dives over the 
next 12 months. 

 
 
 
 
 
JD/GH 
 
 
 
 
 
JS 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
MP/JD 
 
 
 
 
 
 
LP 
 
 
 
JD 
All 

Commissioning 

4.  Banbury Health Centre (BHC) 
MP left the table for this item. 
 
JD presented Paper 3 providing an update on the process adopted and to 
provide assurance on progress towards sustainable primary care in 
Banbury.  There was a need to identify a provider to provide services from 
the BHC building and support existing practices in terms of long term 
stability.  The Prior Information Notice (PIN) requesting expressions of 
interest had been published in January.  This had resulted in only one 
possible provider with whom OCCG could progress.  An assurance 
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process had been set up and OCCG had linked closely with the CSU 
Procurement Team.  A series of responses were expected from the 
potential provider, which would be reviewed by a selected panel.  Following 
a clear process, OCCG should be in a position to know whether the 
preferred provider was suitable and met all the CCG requirements.  The 
Committee was being asked to note the assurance process and that a final 
decision would need to be made virtually. 
 
JD explained this process was only looking at the provision of standard 
general medical services and a slightly different process would be required 
for extended hours.  The current provider would continue providing an 
extended hours service until an alternative solution was in place.  OCCG 
was looking for a model that delivered sustainable primary care and met 
the requirements for primary care in Banbury. 
 
CH observed the current contract was alternative provider medical services 
(APMS) and queried whether there was any other choice than to award 
another APMS contract.  JD advised that the contractual form would follow 
from agreement of provider and service delivery model.  The CCG had 
provided details of the services required and the provider needed to state 
how best that could be delivered.  OCCG needed to make sure primary 
care services could be provided from 1 July 2018 for the population, whilst 
stabilising wider services for Banbury around primary care.  The risk was 
that the provider would not have a solution the panel were happy with or 
provided the sustainability required.  In that case, OCCG would need to re-
look at the provision of services for BHC patients.   
 
EDS observed some concerns had been raised and assurance around the 
contract route that was required.  CM reported this would be provided if 
negotiations got to the stage that there was a contract for sign-off.  LP 
pointed out the first step would be to agree a new provider and then 
negotiations could commence.  The type of contract would be reported to 
the Committee, although the first stage would be a recommendation.  The 
paper presented for virtual sign off would provide assurance on continuity 
of service.  It was not expected that BHC patients would detect any 
material difference in the general services provided. 
 
EDS confirmed that the services would be standard general medical 
services and a wider review would be undertaken for additional services 
from BHC or from the existing provider. 
 
The OPPCC: 

 Noted the assurance process adopted. 

 Agreed to make a decision on the new provider by virtual sign-
off, with the paper to provide assurance on delivery of services. 

 
MP re-joined the meeting. 

5.  West Locality Engagement 
CM presented Paper 4 reporting on the response to the externally 
commissioned review by NELCSU.  The full response was available on the 
website and a summary in the paper.  The report had also been taken to 
the Oxfordshire Joint Health Overview and Scrutiny Committee (HOSC) on 
19 April 2018.  The report was presented as assurance to the Committee 
that OCCG had addressed the actions highlighted at the last meeting. 
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KC queried whether the ‘allocation of patients’ would be the process 
followed should a similar situation arise in the future.  JD advised it would 
be built into the standard process so that after a defined time, any 
remaining patients would be allocated.  How quickly a practice list declined 
would be monitored and if the list arrived at a stable point, action could be 
taken but would definitely be instigated after a year.  Learning from Deer 
Park was that lists and EMIS could be kept open even if the practice 
closed.  This meant the electronic transfer of patient notes could be 
arranged, thus maintaining continuity of service, and that the timing could 
be determined by OCCG. 
 
JD reported the remaining unregistered patients from North Bicester 
Surgery, which had closed in November 2016, had now been allocated to 
other Bicester practices. 
 
The OPCCC: 

 Noted patients previously registered with Deer Park medical 
Centre who had not registered at another practice had now 
been allocated to a practice. 

 Noted the response to NHSE to address the actions of the 
external review. 

6.  Estates Framework Discussion Document 
EDS emphasised Paper 5 was a discussion document and advised he was 
expecting a short introduction and then feedback from Members.  More 
detailed comments should be emailed to JD. 
 
JD explained the paper tried to set out the direction of travel and provide 
some parameters around the numerous estates issues; some context, 
exploring the way forward; how the estates issues were considered; and 
phasing the work to understand which should be prioritised for further 
development into business cases.  The estates challenge should not be 
considered in isolation but needed to be viewed as part of the Oxfordshire 
One Public Estate.  The route for any NHS capital funding for estates work 
would be through the STP and the Strategic Estates Workbook. 
 
Some estates principles had been discussed previously with the 
Committee and a way of developing the principles into a set of criteria for 
prioritisation of investment was now proposed, in order to provide a 
Framework and guidance on how some of the projects should be further 
developed and which were more likely to be supported.  There was a need 
for a proactive approach to the 23 projects to establish which should be 
prioritised in the first stage, which the second and those which did not meet 
the criteria to be taken forward.  The next step, after receiving feedback 
from the CCG Executive and OPCCC would be to finalise the Framework 
and run the estates programme through the criteria to see which schemes 
fell into phase 1 or 2. 
 
Feedback would be provided to Gareth Kenworthy, OCCG Director of 
Finance, as lead for estates and to the other estates groups.  There would 
also be a link to the Growth Board, which facilitates and enables joint 
working on economic development, strategic planning and development in 
the county.  LP was a member of the Growth Board. 
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JD advised OCCG would encourage feedback from patients and the public 
on estates challenges and this engagement work would be key in the 
development of any new premises.  LP suggested the meeting papers 
cover sheet should include an engagement section, which could be used to 
indicate whether engagement was appropriate and at what stage of a 
project or scheme.  To be picked up outside of the meeting. 
 
KC expressed concern around the first criteria, as the Locality Place Based 
Plans (Locality Plans) were iterative and might not include an estates 
issue, which could lead to a scheme being penalised in terms of 
prioritisation.  It was advised that items could be added to Locality Plans 
and they were not set in stone. 
 
LP pointed out that video conferencing was being used more widely for 
consultations and felt there was a need to ensure innovation was part of 
the criteria.  DH acknowledged facilitating technology had not been 
captured and there was an added benefit from using technology.   
 
JD advised some components of an estates strategy were in place but an 
actual strategy had not been produced. 
 
CW commented on a paper presented two years ago by the Oxford 
University Hospitals NHS Foundation Trust (OUHFT) around using space 
on the Horton site for other services and queried how this would be fed into 
the work.  LP and JD advised there would be linkage to the STP Estate 
Workbook and the system wide approach. 
 
RP observed the higher the number of criteria, the more the need to weight 
the schemes and suggested fewer criteria but including subsets, which 
would enable projects to obtain extra points. 
 
EDS felt there was a need to be clear on what the scoring meant in terms 
of access to capital and for priorities for planning purposes.  EDS would 
meet JD to provide further feedback. 
 
CM pointed out it was the revenue consequences of estates development 
which was an issue for OCCG. 
 
LP reported there was a real issue in terms of capacity for primary care 
estate development within the team and discussions were taking place with 
NHSE. 
 
The OPCCC: 

 Noted the link with STP Strategic Estates Workbook and 
Oxfordshire’s One Public Estate. 

 Noted the primary care estates principles. 

 Would provide any more detailed comments by email. 

 
 
 
 
 
 
JD/CM 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JD 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
All 

7.  GP Forward View (GPFV) Report 2017/18 and 2018/19 Plan 
JD presented Paper 6 and advised it summarised the achievements 
against the GPFV component for 2017/18 and set out the milestones and 
outcomes for 2018/19 together with assurance on the conversations held 
with NHSE. 
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RD queried how much public knowledge there was of the improved access.  
He was aware it was advertised on the practice website but enquired what 
else was being done to enable the general public to understand the 
concept.  JD advised information was included on nearly all the practice 
websites.  During the Christmas period there had been quite a number of 
national media campaigns for hub appointments and this had been 
followed up with newspaper articles and posters had been made available 
for practices.  A key component of extended access was that patients were 
aware of the service and to be able to provide feedback on other ways it 
could be promoted would be beneficial.  OCCG was working closely with 
the South Central Ambulance Service (SCAS) to enable the 111service to 
book directly into hubs. 
 
DH reported in 2018/19, OCCG was contracting for a minimum of 80% of 
offered slots to be utilised but that still meant 20% of slots were available 
for people to be able to see a GP.  The service was not just urgent access 
but offered a mixture and patients could book ahead as well as having 
more freedom for evening and weekend appointments.  JD pointed out that 
80% was the minimum and in many cases, 92% of slots were utilised. 
 
MP advised that there were IT improvements in the hubs, so that when a 
patient was seen, it was now possible to input directly into the patient notes 
in their practice, thus ensuring they were available to the patient’s own GP 
the next time they attended.  KC remarked that patients were sometimes 
reluctant to attend another practice. 
 
RD queried public knowledge of care navigators and their role.  JD advised 
some of this would be addressed in patient facing versions of the Locality 
Place Based Plans, which set out what Localities were trying to do and the 
benefits to patients. 
 
LP commented there was further work to be undertaken.  JD advised six 
monthly updates would be brought to the Committee. 
 
The OPCCC: 

 Noted the progress in 2017/18. 

 Agreed the plan and milestones for 2018/19. 

8.  Primary Care Prescribing Report 
Claire Critchley, Lead Pharmacist for Medicines Optimisation, attended and 
presented Paper 7 highlighting areas in the report for the Committee.  CC 
reported the final 2017/18 outturn financial position was not yet available 
but prescribing was under budget for the year.  Practices were able to see 
their prescribing position every month in the Prescribing Dashboard; track 
their usage; and benchmark with colleagues.  Work by the Medicines 
Optimisation Team with practices had produced some huge savings.  
There had been several unavoidable cost pressures, particularly around 
the prices of drugs and the No Cheaper Stock Obtainable (NCSO).  The 
levels of NSCO had plateaued but it was not known what would happen in 
the future. The CCG Prescribing Formulary was ‘live’ online or via an App 
and every drug in the BNF was traffic lighted.  The Formulary linked to all 
guidance and shared care protocols.  ScriptSwitch was now compulsory to 
all practices as it formed part of the incentive scheme and had released 
savings. 
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The Medicines Optimisation Team plans for 2018/19 included developing 
new ways to reduce prescribing costs, such as pathway redesign, patient 
empowerment and medicines optimisation.  A new Prescribing Incentive 
Scheme would focus on a few key areas including reviewing repeat 
prescribing, reducing opioid prescribing and optimising care in heart failure.  
The Team also planned to forge close ties with the increasing number of 
Clinical Pharmacists working in GP practices by developing a network to 
encourage joint working. 
 
EDS reminded members prescribing accounted for 45% of the total budget 
for primary care and commented it had been a significant achievement to 
bring spend within the budget.  He noted that the level of prescribing waste 
was estimated at £3.0-4.0m and felt it would be useful to receive some 
feedback on how this would be tackled. 
 
MP commented, that as a GP, she did not have much engagement with 
community pharmacists and queried whether bridging the gap could be 
considered.  CC advised that inviting local pharmacists to the annual 
prescribing meetings had been suggested and the Prescribing Points was 
issued to community pharmacists and practice pharmacists.  KC felt it 
would be useful to include links with community pharmacists in the 
Localities and queried how the knowledge from pharmacists’ visits to the 
house bound patients could be linked with the frailty review. 
 
CC advised the Medicines Optimisation Team had engaged and worked 
with PPGs in practices to develop a policy that would see patients being 
advised by their GP to use ‘over the counter’ (OTC) drugs rather than the 
GP prescribing drugs. CC commented that often the OTC drug was 
cheaper to purchase than the payment for a prescription.  It was a difficult 
concept for the public, as patients were used to the GP prescribing.  
Making the change would be slow progress but it was hoped it would 
improve savings in the next year. 
 
CW remarked the paper was a great report but still thought it would be 
enhanced by including headlines at the beginning, which would also be 
helpful in communicating key messages to the public.  He queried the costs 
and advantages of the integration of pharmacists in GP practices.  CC 
advised there was no cost to the CCG and mostly, a pharmacist was 
employed when a practice had been unable to recruit a GP.  At a workshop 
held over two years ago with pharmacists in GP surgeries, it had emerged 
that all the pharmacists were doing different jobs and there was not one job 
description that fitted all their roles.  As the pharmacists were employed by 
the Federation or GP practice they defined the pharmacists’ 
responsibilities. 
 
The OPCCC noted the Annual Medicines Optimisation Report 2017/18. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
CC 

9.  Finance Report 
JS provided a verbal update as the Month 12 report for 2017/18 would be 
available over the next week and would be circulated, with the full report 
being presented to the Finance Committee.  The big change from the 
Month 11 forecast out-turn had been around the prescribing budget, where 
OCCG had been instructed to release the Category M claw back into the 
position. 
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The draft budgets circulated to a virtual meeting of the Committee had 
been submitted by the deadline.  Changes from the draft submission would 
be circulated.  The prescribing budget for 2018/19 had been reduced as 
CCGs were not supposed to include the NCSO effect and the out of hours 
(OOHs) budget had increased to reflect the agreement with OHFT. 
 
EDS thanked JS for the update and noted two reports were to be 
circulated: the Month 12 2017/18 report and the changes to the draft 
budget submission. 

 
 
 
 
 
 
 
JS 

10.  Q4 Quality Performance Report 
MP presented Paper 8 and advised the second round of Care Quality 
Commission (CQC) inspections had now started.  Montgomery House 
Surgery and Alchester Medical Group in Bicester had both been rated 
‘good’. Horsefair Surgery had improved its CQC rating from ‘inadequate’ to 
‘requires improvement’, which was welcomed.  The Quality Team was 
working intensively with the practice and reviewing actions plans.  A team 
from OCCG was due to visit the practice to look at audits undertaken and 
to ensure expectations on the action plan were completed. 
 
The CQC had updated its guidance on inspections and there would now be 
a 5-yearly cycle of inspections, with those practices rated as ‘inadequate’ 
or ‘requires improvement’ being visited earlier in the cycle and potentially 
more frequently. 
 
The process for dealing with incidents and concerns in practices had been 
formalised.  Concerns were mainly raised by OUHFT, or other NHS 
providers, and a small number of patients.  There had been 37 incidents 
reported in the last six months.  Practices were asked to review the 
incidents to explore the causes, impact and any actions required to avoid it 
happening again in the future.  Learning was shared with the practice team 
and fed back to the CCG, and the person/organisation that had raised the 
concern. 
 
Measures to incentivise practices to improve the processes they had in 
place to manage test results, incoming clinical information and 
prescriptions had been included in the Locality Investment Scheme (LIS) 
for 2018/19. 
 
RP commented OCCG had been providing support to Horsefair Surgery for 
a long time and queried at what point OCCG would pull away and what 
confidence there was the surgery would not fall in rating again.  MP 
advised the practice had taken on more responsibility, the approach was 
improving and the practice was developing its own protocols and systems.  
A clinical leads forum across practices was also being formed to enable 
discussion and provide support. 
 
RP observed the change in approach by the CQC to inspections placed 
more responsibility on CCGs and patients to speak out and she expressed 
concern practice ratings might slip or issues not spotted until a practice 
was in crisis.  She advised Healthwatch held six weekly meetings with 
CQC where feedback was provided and she felt there would be a need to 
ensure this was fed back.   MP commented the CCG could review the 
incidents and complaints about practices and instigate follow ups.  KC 
advised there had been a discussion at the OCCG Board meeting 
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concerning an incident at a hospital which a practice had not heard about 
so instigating some form of feedback would be good. 
 
RP commented in terms of quality of care there was a lack of integration 
across systems and she felt it was bizarre that hospitals could not see 
patient notes and GPs were unable to view x-rays.  JD advised the 
integration of IT systems was a priority. 
 
EDS was pleased to hear about the feedback centre and the assurance it 
could provide going forward and remarked the IT situation was a constant 
issue. 
 
The OPCCC noted the content of the report and the actions 
undertaken. 

Governance 

11.  OPCCC Annual Report 
EDS presented Paper 9 and thanked JD for drafting the Annual Report 
explaining that the report fed into OCCG Governance Statement.  He 
advised the only piece not covered in the report were the issues raised in 
December 2017 around the functionality of the Committee and changes to 
the Terms of Reference (ToR).  These issues were being worked through 
at the moment and some of the issues would be addressed in the July 
workshop.  He suggested a section be included in the Report and the 
Committee should work to the existing ToR until the issues had been 
addressed and reported back. 
 
CW thought the report sold short the Committee on its participation and 
patient engagement work and suggested the contract for Healthwatch to 
support the LFC should be included.  It was advised that this work had not 
been something OPCCC had instigated and the work covered more than 
just primary care. 
 
Subject to the change as detailed above, the Annual Report of the OPCCC 
was signed off by the Committee. 

 
 
 
 
 
 
 
 
 
JD 
 
 
 
 
 
 
 
 

12.  Forward Plan 
EDS referred to Paper 10, the Forward Plan, commenting the Workshops 
did not need to be included on the plan and suggesting the dates of the 
meetings for the next year should be considered and moved to quarterly to 
be evenly held through the year. 

 
 
 
CM/JD 

13.  Risk Register 
CM presented Paper 11 advising it was the standard report and as per the 
discussion at the last meeting, the capacity risk rating had been reduced, 
whilst the other risks remained ‘rated’ at the same level.  CM advised 
information would be brought back to the Committee on workforce. 
 
EDS felt there was a need for something around the lack of an estate plan 
and investment update.  LP added there was also a risk around the lack of 
staffing – capacity and ability to deliver. 
 
The OPCCC noted the update to risks since its last meeting and that 
there were three risks in the Primary Care risk register one of which 
was a Red/Extreme risk: 789 Primary Care Estate. 

 
 
 
 
CM 
 
 
 
CM 

14.  Deputy Director, Head of Primary Care and Localities Report 
JD presented Paper 12, her report for March and April 2018.  She reported 
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that: 

 Luther Street APMS contract had been extended for another two 
years to provide specialist GP services to homeless people in 
Oxford.  A plan and business case was being developed for the 
service going forward but it would be dependent on the council plans 

 Cropredy Surgery had requested a reduction to its boundary, which 
covered an area of Banbury covered by a number of other Banbury 
practices and a six month list closure whilst stabilising workforce.  
Although the paper stated Oxfordshire Primary Care Commissioning 
Operational Group (OPCCOG) had approved the boundary change, 
JD advised OPCCOG was not a decision making group and the 
decision had been taken by the Director of Operations 

 The Locally Commissioned Services (LCS) for deprivation, long term 
conditions and special allocation were brought to the Committee for 
approval.  The intention was to review all the 2019/20 LCS in line 
with the CCG Assurance Framework and as such the new LCSs 
would only be for one year. 

 
RP advised Healthwatch had made a video which was available on the 
website about the working between the Luther Street PPG and the Medical 
Centre on how they had worked together over the last few years 
(https://healthwatchoxfordshire.co.uk/news/new-video-showcases-work-of-
patient-group/).  JD reported a survey had been carried out with Luther 
Street which had been used to inform the work going forward. 
 
The question of whether the Deprivation LCS element on Child Protection 
led to double counting would be picked up outside of the meeting.  LP 
advised there were significant concerns around payments for items which 
were deemed to be part of statutory duties and there needed to be 
consistency across the STP. 
 
CW remarked the recording of patient participation engagement applied 
particularly to this paper where information on involvement would be useful. 
 
JD further advised: 

 The specification had been designed for the GP online triage 
service, which would be rolled out in a phased approach.  The 
intention was to use a dynamic purchasing system to find a provider.  
The Committee would be asked to approve the provider through a 
virtual meeting 

 Assurance from OCCG to NHSE on a number of issues had been 
made in line with timelines requested and a summary was included 
in the paper. 

 
CW reported the GP online triage service had been discussed at the LFCs 
meeting and two of the LFCs had been engaged in the process.  He 
advised they had expressed some concerns about the extent to which they 
had been involved and questioned whether that could be reassessed.  
They had further indicated that they had not been involved in the 
workshops around the service.  JD advised updates on the GP online 
triage service had been taken many times to the LFCs. 
 
JD confirmed a provider had been identified for the Special Allocation 
Service (SAS) and there was a fall back plan in the event the provider did 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JD 

https://healthwatchoxfordshire.co.uk/news/new-video-showcases-work-of-patient-group/
https://healthwatchoxfordshire.co.uk/news/new-video-showcases-work-of-patient-group/
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not come forward. 
 
The OPCCC: 

 Noted the change to page 5 of the report around the boundary 
change 

 Approved the LCS subject to the checking the duplication of 
statutory payments 

 Noted the plans for the Special Allocation Service and that a fall 
back plan was in place 

 Agreed to approve the provider of the GP on line triage paper 
virtually with members making the decision outside the formal 
Committee meeting. 

15.  Papers Circulated Between Meetings 
Two papers had been circulated between meetings: OPCCC Budget 
Methodology and Primary Care Budget Refresh 2018/19.  Further 
assurance had been provided around the prescribing budget methodology 
and EDS was satisfied arrangements were in place for the management of 
any risk of a practice going beyond its budget ceiling.  Both papers had 
been supported by members of the Committee. 

 

For Information 

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

 

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

 

18.  Date of Next Meeting 
4 September 2018. 

 

 

 


