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Date of Meeting:  27 September 2018 Paper No:  18/63a 

 

Title of Paper:  CCG Executive Committee Minutes – 24 July 2018 

 

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

 

Conflicts of Interest (please delete tick as appropriate) 

  

No conflict identified  

Conflict noted: conflicted party can participate in discussion and decision  

Conflict noted, conflicted party can participate in discussion but not decision  

Conflict noted, conflicted party can remain but not participate in discussion  

Conflicted party is excluded from discussion  
 
 

Purpose and Executive Summary:   
The CCG Executive Committee minutes are designed to provide assurance to the 
OCCG Board that there is focus and wider input on clinical issues and operational 
delivery including performance, finance and delivery of major work programmes. 
 
 

Engagement: clinical, stakeholder and public/patient: 
Not Applicable 

 
 
 

 

Financial Implications of Paper: 
None 
 
 
 

Action Required:   
The Board is asked to note the minutes of the CCG Executive Committee. 
 
 

OCCG Priorities Supported (please delete tick as appropriate) 
 Operational Delivery 
 Transforming Health and Care 
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 Devolution and Integration 
 Empowering Patients 
 Engaging Communities 
 System Leadership 

 
 

Equality Analysis Outcome:   
Not Applicable 
 
 

 
Link to Risk: 
Not applicable.  Papers presented to the CCG Executive Committee identify the risk 
they are linked to. 
 
 

Author:  Lou Patten, Chief Executive 

 

Clinical / Executive Lead:  Dr Kiren Collison, Clinical Chair; 
Kiren.collison@oxfordshireccg.nhs.uk  
 

Date of Paper:  19 September 2018 
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Oxfordshire 

Clinical Commissioning Group 
 

MINUTES:  

CCG Executive Committee   

Tuesday 24 July 2018, 14.00 – 16.30 

Conference Room B, Jubilee House 

Present Ed Capo-Bianco (from 
14.30) 

David Chapman Lou Patten – Chair 

 Kiren Collison Julie Dandridge (for 
Diane Hedges) 

Jenny Simpson (for 
Gareth Kenworthy) 

 Jo Cogswell (JCo) Shelley Hayles Helen Ward (for Sula 
Wiltshire) 

 Jonathan Crawshaw Catherine Mountford  

In Attendance Lesley Corfield (Minutes) Sharon Barrington – 
Item 8 

Libby Furness – Item 6 

 

Apologies Stephen Attwood Diane Hedges Sula Wiltshire 

 Miles Carter Gareth Kenworthy  
 

 

  Action 

1.  Declarations of Conflicts of Interest Pertaining to Agenda Items 
Conflict of Interest was noted in relation to Paper 5, Learning Disability 
Healthchecks.  GPs (KC, DC, ECB, JC, SH) who were either partners in 
or employees of practices in the county were beneficiaries of the 
scheme and would have a vested interest in delivery of the scheme.  
The conflict was noted and it was agreed conflicted parties could 
participate in the discussion and agreement to the points listed in the 
paper. 

 

2.  Minutes of the CCG Executive Meeting Held on 26 June 2018 and 
Action Tracker 
The minutes of the CCG Executive meeting held on 26 June 2018 were 
approved as an accurate record and the action tracker reviewed. 
 
It was noted the action associated with the Respiratory Scheme had 
been omitted from the Action Tracker.  CM reported the governance 
review had been completed and although the work had been 
undertaken broadly in line with the policy there were some areas which 
were not clear and further steps needed to be taken.  There was a need 
to revisit the Business Case as currently it was not robust enough to 
support the scheme.  There were some issues around the figures and a 
need for the business case to be reconsidered by the Finance 
Committee and the additional investment for the scheme was now 
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covered by the Financial Recovery Plan (FRP) process.  The report was 
not ready to be presented that week to either the CCG Executive 
Committee or the OCCG Board. 
 
DC stressed the need for a speedy resolution as a consultant was 
currently available but the window of opportunity was closing and should 
the process take too much time the availability of the consultant would 
be lost and the scheme unable to be implemented.  LP commented that 
there had been a strong ‘push’ clinically that the service could reduce 
non-elective admissions. 
 
SH reported the Commissioning Support Unit (CSU) was awaiting data 
which would more clearly support the business case.  SH to email the 
CSU to encourage them to chase for the data as quickly as possible.  
CM advised due to the level of funding from the pharmaceutical industry 
there was a need for the OCCG Board to give approval to the scheme.  
CM felt it would not be appropriate for the Board to undertake virtual 
sign-off due to the high profile of the scheme. 
 
LP reiterated that although there was a strong clinical base, the scheme 
was not currently supported by the business case; there was a strong 
belief by the clinicians that respiratory activity could be significantly 
improved for patients; the process would be reviewed to see if it could 
be possible to expedite a quick decision around the business case; and 
a priority would be to ensure the data was obtained to further the 
business case.   
 
CM observed a separate action should be around a clear and agreed 
approach to business cases which should include such items as what 
data would be required; who should be involved; how the data would be 
obtained and how a financial value is assigned to savings. It was 
confirmed that this was part of the project management approach 
supported by VERTO. 

 
 
 
 
 
 
 
 
 
 
 
 
SH 

Overview Reports 

3.  Financial Recovery Plan 
JS presented Papers 2 and 2a advising the paper had been presented 
to the Finance Committee and would be presented to the OCCG Board.  
The Month 3 Finance Report had also been taken to the Finance 
Committee meeting.  There were three workstreams: Oxford University 
Hospitals NHS Foundation Trust (OUHFT) Activity Management Plan; 
CCG Savings Plan; and Budgetary Control.  The first stage of the CCG 
budget initial review had been completed and there was a long list 
which fell within the discretionary spends.  The schemes had been 
provisionally ranked: green; definitely red and a middle section rated 
amber.  Heads of Service would now review the amber schemes using 
the decision matrix with a view to moving to either green or red.  Any 
scheme remaining amber would be referred to the Finance Committee 
for further review. 
 
There was some discussion around clinician involvement in the rating of 
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schemes and it was agreed clinicians would be included in the rag 
rating of schemes prior to Task Force review with Heads of Service 
being reminded to ensure schemes were discussed with the clinical 
lead. 
 
LP observed there were two issues to be addressed: the frailty scheme 
and the approval process.  She explained if OCCG was in full financial 
recovery all spending would stop and access to funds would require a 
business case.  This was a simpler process but schemes needed to 
demonstrate a potential for savings to be made.  Should this process 
result in more issues, consideration of another model would be required.  
With regard to the frailty scheme, the City had committed to a 
proposition around bronze and silver patients but a conversation had 
commenced regarding gold patients which had caused confusion.  The 
A&E Delivery Board (AEDB) was awaiting a business case for gold 
patients but the bronze and silver had been passed and the scheme 
should have proceeded.   
 
CM suggested there was a need for a consistent message as GK had 
stated if a scheme had been agreed in principle and had not yet 
incurred spend, it should be fast tracked through the process.  JCo 
queried whether if the work was completed quickly virtual sign-off could 
be undertaken as the scheme had an impact on the OCCG relationship 
with the Oxfordshire Care Alliance.  JCo advised the scheme was an 
‘invest to save’ and if it worked it could be paralleled across the county.  
JD to pick up with Sara Wilds.  It was noted a letter committing to the 
funding would be required by OxFed. 
 
CM stated the need for the scheme to demonstrate it ticked the boxes 
for the metrics before it could proceed.  There was a need for the 
business case to clearly describe the savings in non-elective.  JS would 
set up a virtual Task Force meeting to review the frailty proposal. 
 
The process to be reviewed after the frailty scheme had been 
completed to ascertain whether there was any preparatory work which 
could be undertaken before 8 August or whether there were any other 
schemes which could be progressed at speed and taken through the 
process. 
 
The CCG Executive Committee noted the content of the paper and 
the verbal update provided following the Finance Committee 
meeting on 17 July 2018. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
JD 
 
 
 
 
JS 
 
 
JS 

4.  Integrated Performance Report 
JD introduced Paper 3, the Integrated Performance Report (IPR) and 
advised by bringing the IPR to the CCG Executive and the Quality 
Committee more scrutiny of the report could be obtained in order to give 
further assurance to the Board and the front sheet of the paper had 
been amended accordingly. 
 
Referral to treatment (RTT) was still not achieving the target although 
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the numbers were improving.  This was the result of efficiencies as 
recruitment had still not been achieved.  OUHFT was also experiencing 
financial difficulties and they had accepted that OCCG would not be 
able to afford the activity should the RTT be fully recovered.  LP 
observed there was extra capacity in the system which should be 
looked into. 
 
A&E 4 hour waits had moved to OPEL 4 for a short time on Tuesday 24 
July due to pressures on the OUHFT and 28 patients had breached the 
4 hour wait that morning. 
 
The Care Quality Commission (CQC) had made an unannounced visit 
to the South Central Ambulance Service (SCAS). 
 
HW advised there had been no Clostridium difficile (C.diff) cases; there 
had been a dip in performance around outpatient clinical 
communication, inpatient clinical communication and the management 
of test results due to a national target being imposed reducing from 10 
to seven days in April the receipt of an out-patient letter in primary care.  
Numbers had begun to improve and were back up to 65%.  Discharge 
summary numbers were also slowly increasing.  Proposed trajectories 
had been provided but it was felt that these were not realistic and 
revised trajectories had been requested.  These were still awaited. 
 
The Minor Eye Conditions Service (MECS) implementation had been 
brought forward and would start to make savings earlier than planned. 
 
SH advised cancer performance was not good and anecdotal reports of 
surgery being cancelled had been received.  Contact had been made 
with the Head of Service to raise the issue.  NHS Improvement (NHSI) 
had met with the Trust in the previous week and the formal report was 
awaited.  GPs had been asked to refer to alternative providers.  The 
information had been included in the GP Bulletin but would be included 
again. 
 
DC requested the learning disability data was checked as he did not 
believe it was correct.  He commented that the Dashboard would be 
more useful if it had greater focus on the Children and Adolescent 
Mental Health Service (CAMHS). 
 
The CCG Executive Committee noted the content of the paper. 

Strategy and Development 

5.  Refreshing the Older People’s Strategy 
Libby Furness attended for this item and advised Paper 4 attempted to 
deliver a strategy that addressed not only the needs of vulnerable 
people but also those who were currently well.  Feedback on the outline 
plan was requested together with thoughts on content and the 
governance for co-production involving both the public and other 
stakeholders.  Timescales were for a first draft to be presented to the 
November Health and Wellbeing Board with the final version to the 

 
 



Paper 18/63a 27 September 2018 Page 7 of 10 

March Health and Wellbeing Board. 
 
The strategy was being produced on behalf of the system and LF was 
working with colleagues in the CCG and Oxfordshire County Council 
(OCC).  CM reported from a governance perspective that the report was 
owned by the Better Care Fund Joint Management Group (BCF JMG). 
 
LF explained a spreadsheet was being pulled together of the 
consultations which had been undertaken and items and issues raised 
to see if these were still the areas which mattered to people.  The work 
that had been undertaken in Bicester talking to older people to 
understand what mattered to them was being fed in.  JCo stated the 
desire was for something high level which gave an overall direction of 
travel.  There was a need for the work to relate to the frailty stream but it 
was about synergy and testing rather than one workstream needing to 
wait for the other.  Responding to a query concerning the involvement of 
an OUHFT geriatrician, LF advised she had met with Tehmeena Amjal 
from Oxford Health NHS Foundation Trust (OHFT) and was trying to 
meet her equivalent at OUHFT.  It was recognised that there was a 
need for more consideration around engagement with clinicians and that 
the scope needed to be slightly broader. 
 
JCo commented the strategy was about independent living and aging 
well and not treating people as conditions.  This was the first piece of 
system working.  JCo felt it might be useful for future working if LF 
shared her experiences.  A pragmatic view around co-producing the 
shape and structure would be required whilst using engagement and 
other material for the content. 
 
DC reported under the Older People’s Outcomes Based Contract a 
series of outcomes had been produced for older people which he felt 
should be the main outcomes for the current Older People’s Strategy.  
LF advised these would be tested in the re-engagement to establish 
whether they were still the most important. 
 
The CCG Executive Committee noted the proposed project plan 
and supported the slippage to the timeline. 

Business and Quality of Patient Care 

6.  Learning Disability Healthchecks 
DC introduced Paper 5 explaining the paper had been brought to agree 
if the approach taken was the right one to achieve the national targets.  
JD advised the purpose of the paper was to get Locality Clinical Director 
(LCD) support to try and work with practices directly on achieving some 
of the tail-end work.  DC commented a number of dashboards were now 
available and thought that perhaps insufficient time was spent in 
considering these in Locality meetings.  HW commented it was one of 
the few areas where it was possible to make a difference.  DC 
concurred pointing out the dementia work using its dashboard was now 
part of business as usual for GPs.  He added that the healthchecks had 
not been given much focus to date and he had yet to see a healthcare 
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plan come in with a patient.  There would be a need for an amount of 
cross system work. 
 
The CCG Executive Committee agreed that: 

 2018-19 performance would be monitored in the integrated 
performance report monthly by comparison with 2018-19 
performance at a practice and locality level 

 Localities would be asked to engage with achievement of the 
national target by regular local review and it would be 
shared with the Transforming Care Programme Board 

 Practices would be offered support to achieve the target  

 The first three recommendations would return to the CCG 
Executive Committee in January 2019 to support planning of 
services in 2019-20. 

7.  Vasectomy Re-procurement 
Sharon Barrington attended for this item and presented Paper 6 
explaining the contract was due to end in November 2018 which 
provided an opportunity to do something different with the service.  The 
options were: 

1. Re-tender the service jointly with Buckinghamshire CCG (no 
activity cap) 

2. Re-tender the service jointly with Buckinghamshire CCG (activity 
capped) 

3. Re-tender the service as Oxfordshire CCG (activity capped) 
4. Decommission the current service with a commissioning policy 

for vasectomy if medically required. 
 
SB advised there were issues in the short term as there was currently a 
long waiting list.  The recommendation was to either decommission the 
service or re-tender jointly with Buckinghamshire CCG. 
 
SH reported the Thames Valley Priorities Committee had not made a 
decision either way on the service whereas Berkshire West had agreed 
to decommission.  JS commented if the contract was coming to an end 
there would be a need to include the service in the discretionary 
spends. 
 
CM reported a consultation would be required if a service was 
decommissioned.  Normal practice was for this to be three months and 
there would need to be agreement with the Oxfordshire Health 
Overview and Scrutiny Committee (HOSC) for any shorter period.  The 
absolute minimum would be a consultation with HOSC who would 
decide whether wider engagement/consultation was required   
SH pointed out that there was a backlog and a need to decide if 
referrals should be stopped and the backlog cleared or whether referrals 
should be allowed to continue.  She commented that managing the 
service took a considerable amount of team time for a small number of 
patients but felt if the service was decommissioned the CCG should 
honour those on the waiting list.  SB suggested stopping the referrals 
from 1 August 2018 and spending the rest of the contract period 
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clearing the backlog as if the referrals continued the contract would be 
over spent.  It was noted that the waiting list would take more than six 
months to clear. 
 
If the service was decommissioned there would be a need to consider 
equality.  There was a strong case from the clinicians to decommission 
and recognition that other areas had decommissioned the service.  
There would be a need to look at an Equality Impact Assessment and 
an attempt to align the service with Buckinghamshire should be made. 
 
All the clinicians on the CCG Executive Committee proposed the service 
should be decommissioned.  Work to pause the service and clear the 
backlog would now be taken forward.  Work to plan for 
decommissioning would be undertaken and this would include an 
Individual Funding Request process would be put in place for medical 
exceptionalities. 
 
The CCG Executive agreed to support Option 4 subject to review of 
the Impact Assessment, engagement and required consultation. 

For Information 

8.  Papers Circulated / Approved Between Meetings 
No papers were circulated or approved between meetings. 

 

9.  Confirmation of meeting quorum and note of any decisions 
requiring ratification 
It was confirmed the meeting was quorate and no decisions required 
ratification. 

 

10.  Any Other Business 
Social Prescribing 
It was advised that Social Prescribing projects which had not been 
agreed for this year would now need to go through the FRP process.  It 
was noted that there were different ways to fund schemes and funding 
did not necessarily have to come from a statutory funder.  Other options 
should be looked at and consideration given to seed funding schemes 
which would then become self-funding.  CM advised it was a question of 
the system deciding what it should look like and it had been felt the 
Health Improvement Board (HIB) would be the right place for Social 
Prescribing to sit as there were representatives from the District and 
County Councils, OCCG and Public Health.  DC felt it sat better with the 
Joint Management Group (JMG) but this had been rejected at the last 
JMG meeting.  KC advised the HIB looked at all aspects and tried to 
bring them together in order to see where there were gaps before 
considering funding. 
 
Communication Around the General Strategic Direction 
KC felt there should be a communication around the general strategic 
direction advising she had visited a practice the previous week that had 
not heard of an Integrated Care System and had no understanding what 
it meant.  She felt there was a need for some simple communication 
perhaps via the Locality meetings. 
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JCo reported there had been a number of discussions internally about 
the right language and the Integrated System Delivery Board (ISDB) 
had highlighted the need for an agreed descriptive set of terms.  There 
was a need for consistent messages and the preference would be for 
messages to be aligned across the system. 
 
CM commented this would normally have been in the Organisational 
Strategy and Plan but it had been agreed that OCCG would not have a 
plan in isolation. 
 
CM to discuss and start to scope with JCo (after annual leave) with 
involvement from KC. 
 
There being no other business the meeting was closed. 

 
 
 
 
 
 
 
 
CM/JCo/ 
KC 

11.  Date of Next Meeting 
28 August 2018 

 

 
 


