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Section One: Executive Summary (1) 

Overview  

This Operating Plan for 2019/20 is the first year of delivery of the ambitions set out in the NHS Long Term Plan.  It 
has bee developed in conjunction with system partners and in the context of the Oxfordshire Health and Wellbeing 
Strategy and our role in the Buckinghamshire, Oxfordshire and Berkshire West Sustainability and Transformation 
Partnership. 

 

2019/20 is set to be a challenging year with demand pressures increasing across all providers and the need to 
balance investment to address agreed priorities.  Through working together we have reached contract agreements 
(outlined in Section Two) that balance our main system priorities: 

q Activity growth in 2019/20 (to support delivery of operational standards) 

q Investment in mental health services (above the mental health investment standard (MHIS)) to address the 
historic low funding levels in this area 

q Continued growth in activity and cost in continuing health care placements (spend has doubled over 2 years) 

 

The contracts agreed provide for delivery of zero 52 week waiters and delivery of the cancer and A&E 4 hour 
standard in accordance with the improvement trajectories submitted. 

 

The CCG is planning to achieve its control total whilst also exceeding the minimum Mental Health Investment 
Standard  with investment of £5.8m (9.1%) on top of current baseline spend.  
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Section One: Executive Summary (2) 

Quality improvement 

As we work in a more integrated way we will improve the quality of care in Oxfordshire.  Care will be safer, more 
effective and there will be an improved patient experience.  A main area of focus for 2019/20 is the development of 
multi-organisational incident reporting to support the drive to integration.  More detail is provided in Section Four. 

 

Programme Areas 

Sections Five to Nine outline the main work programmes summarising what we are focusing on and what will be 
delivered in 2019/20.  These demonstrate a strong commitment to continuing to develop our joint working with each 
other the local population to deliver the changes required to meet the needs of our residents.  Some of the key 
areas of focus for 2019/20 are: 

q Plans to improve operational performance particularly to ensure no over 52 week waiters, and improvement in 
delivery of cancer waiting times and A&E performance  

q The development of fully integrated primary and  community- based health service using primary care 
networks/neighbourhoods as the building block for integration and dissolving the primary and community divide 

q Embedding prevention in everything we do including ensuring increased uptake for screening and vaccination 
programmes and supporting individuals to adopt healthier lifestyles.  

q Elective care demand management – focussing on managing out unwarranted variation in referral demand 
against updated criteria and thresholds. 

q Outpatient transformation – reducing both first and follow-up appointments and moving to non-face to face 
delivery. 

q Proactive patient cohort management to reduce unscheduled secondary care demand.  Cohort design includes 
frailty, respiratory and diabetes pathways. 

q Continuing Healthcare market management. 
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Section Two System Overview: Introduction 

Oxfordshire is one of the three “places” within the Buckinghamshire, Oxfordshire and Berkshire West (BOB) STP. 
The BOB STP has agreed a set of principles for operating that prioritises delivering care as close to the patient as 
possible but operating at scale where there are outcome or efficiency benefits.   In some cases, this will be at the 
STP level; in other cases, it will be broader – for example, for cancer and specialised services there are links into 
other STP areas. During 2019/20 the BOB STP will set out a new strategy and way of working, engaging with a wide 
range of stakeholders across a large geography.  Oxfordshire is committed to playing a strong part in that 
endeavour. 

 

Health in Oxfordshire is good compared with the national picture. Residents live longer here than elsewhere and 
remain healthy into older age for longer than the national average. Local people take more exercise than in 
neighbouring Counties and carry less excess weight. We consistently outperform other areas for measures such as 
breast feeding, teenage pregnancy and immunisation rates. These positive factors give us a solid foundation on 
which to build local services.  Key health and wellbeing facts for Oxfordshire (from the 2019 JSNA) are shown on the 
next page.  

 

However the county is not without its challenges. Despite relative affluence, income deprivation is an issue in urban 
and rural areas. There are clear inequalities across Oxfordshire with some areas of Oxford City and Banbury  People 
in the more deprived areas having significantly lower Life Expectancy compared with the less deprived.  The gap in 
Life Expectancy between more deprived and less deprived areas in Oxfordshire appears to have increased.  In 
addition people in the more deprived areas overall have poorer health and wellbeing outcomes.  The newly agreed 
Oxfordshire approach to planning for meeting population health and care needs (Section Five) will help address 
some of these inequalities.  
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Oxfordshire JSNA, health and wellbeing facts and figures 2019 

Young people 

with learning 

difficulties 

Not in education, 

employment or 

training 

People supported with 

learning disabilities 

Homeless households 

in priority need 

Adults 

overweight 

or obese 

Deaths from 

drug misuse 

(3 years) 

New Sexually 

Transmitted 

Infections 

Mothers 

smoking at birth 

Babies 

born 

Oxfordshire 

population 

Mothers start 

breastfeeding at 

birth 

Babies 

breastfed at 

6-8 weeks  

Year 6 children 

overweight or 

obese 

Apprentice-

ships 

started 

Reception children 

overweight or 

obese 

Good GCSEs 

(9-5) in Eng 

and Maths 

First-time 

young 

offenders 

Good level of 

development by end 

of Foundation stage 

Young people 

admitted for  

self-harm 

15-24s 

diagnosed with 

Chlamydia 

Under 18 

conceptions 

average 

female salary 

average 

male salary 

Adults are 

physically 

active 

Adults have chronic 

obstructive pulmonary 

disease 

Adults 

diagnosed with 

depression 

Alcohol hospital 

admissions 

aged 40-64 

Adults with 

coronary heart 

disease 

Adults with long-

term illness or 

disability 

Deaths from 

cancer 

Deaths from 

suicide (3 years) 

Occurrences of 

domestic 

abuse 

Households in 

fuel poverty 

Adults with 

diabetes 

Average 

female life 

expectancy 

Adults with 

dementia 

People had a 

stroke 

Hospital 

admissions due 

to falls 

Average female 

healthy life 

expectancy 

Unpaid 

carers 

Average 

male life 

expectancy 

Average male 

healthy life 

expectancy 

Under 18s hospital 

admissions for 

alcohol (3 years) 

average 

house price 

Reached standard in 

reading, writing, 

maths 

         24%             84.6              81.6               5,579              12,862             2,642                                  70.0                   68.6             61,100 

281                         1,819                      17,737                61,874             70.1%               10,243                   56%           57,694                 304 

1,315                    164                  4,458                 89,800                  49                  2,929                 11,970              23,918              30,108 

131               619                      175                    1,188             6,830                                  £409,744        £30,071        £36,713          7,800 

                  7.8%                                   7,537         682,400               82.5%                62.7%                                       73.5%                     10% 

794            48.1%            991               6,263                  227                                                       64%                     1,937                  1,414 

PRE-BIRTH BIRTH 
EARLY 

YEARS 

OLDER 

PEOPLE 

END OF 

LIFE 

WORKING 

AGE 

SECONDARY 

SCHOOL 

PRIMARY 

SCHOOL 

Adults 

smoke 

Children live in 

low income 

families 

Adults are 

unemployed 

Killed or seriously 

injured on roads

Looked 

After 

Children 

http://insight.oxfordshire.gov.uk/cms/joint-strategic-needs-assessment 
Updated March 2019 

Icons designed by Freepik from Flaticon 

Died at 

home 

6 



Section Two System Overview: Introduction 

 

The local health services have struggled to maintain delivery of the NHS performance standards, particularly cancer 
waiting times standards which is not good enough.   We consider that it is important that we work together to 
ensure this delivery improves to ensure better outcomes for the population of Oxfordshire.  

  

Our priorities reflect those of the NHS Long Term Plan and the STP.  Our recently refreshed Health and Wellbeing 
(HWB) Strategy and Board brings together the NHS and Local Authorities and provides clear direction and oversight 
for delivery within the health and care system.  The HWB Strategy highlights 4 strategic overarching priorities: 

q Agreeing a coordinated approach to prevention and healthy place shaping.  

q Improving the resident’s journey through the health and social care system  

q Agreeing an approach to working with the public so as to re-shape and transform services locality by locality. 

q Agreeing plans to tackle critical workforce shortages.  
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Section Two System Overview: Context (1) 

 

 

 

 

 

 

 

 

 

 

 

 

 

Overall, Oxfordshire receives one of the lowest allocations per 1,000 head of population in England at 
£1,535 (2019/20), 12.4% less than the national average allocation. Furthermore, the amount 
allocated to Oxfordshire is 1.19% less than the target allocation resulting in a reduction of funding of 
£13.7m. The needs assessments which determine the allocations imply that the healthier population 
of Oxfordshire will require 12.4% (based on actual allocation) less treatment than the national 
average - i.e. activity needs to be 12.4% less than the national average levels. 

 

  

FY20 

  

Oxfordshire 

 

National average 

Population 747,848 

 

59,447,417 

  

Allocation 

 

Allocation 

  

Value Proportion 

Per 1000 

Population 

 

Value Proportion 

Per 1000 

Population 

  

£000   £ 

 

£000   £ 

Core CCG 

 

816,037 71.1% 1,091 

 

78,372,981 75.2% 1,318 

Primary Medical 99,682 8.7% 133 

 

8,269,628 7.9% 139 

Specialised 232,350 20.2% 311 

 

17,521,036 16.8% 295 

Total Place 1,148,069 100.0% 1,535 

 

104,163,643 100.0% 1,752 

Compared to National average 

 

87.6% 

    Distance from target -13,662 

 

-1.19% 
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Section Two System Overview: Context (2) 

 

Traditionally, national targets for activity and waiting times have not taken into account the 
population health needs assessments nor have the benchmarks against which performance is often 
judged which has contributed to Oxfordshire carrying out more activity than it is resourced to do. 

An added pressure is brought to bear by the higher proportion of NHSE allocation into primary 
medical services (0.8% greater) and specialised services (3.4% greater) - the combined impact on 
the core CCG allocation is a reduction of 4.1% which amounts to £47.8M. 

This situation has come about as a result of a combination of national decisions and local 
commissioning being constrained by national payment mechanisms and directives, such as Payment 
By Results. 

Over the next 2-3 years the Oxfordshire partners in healthcare plan to reassess and redress the 
balance of funding allocations it receives and to limit activity to the levels implied within the national 
allocations other than where system efficiencies are able to add further value and opportunity. 
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Section Two System Overview: Contract agreement and capacity 
Planning 

Oxfordshire’s Commissioning and NHS Provider partners worked together to develop this system operational plan 
and agreed contracts to best reflect and enable;  

· the mobilisation of service changes/efficiency programmes  

· delivery of a locally agreed system control total and; 

· management and delivery of agreed system performance priorities/statutory requirements.  

 

All discussions take place as a system recognising the “Oxfordshire pound” can only be spent once.  The discussions 
focused on balancing the following priorities: 

q  Activity growth in 2019/20  

q Investment in mental health services (above the mental health investment standard (MHIS)) to address the 
historic low funding levels in this area 

q Continued growth in activity and cost in continuing health care placements (spend has doubled over 2 years) 

 

Bilateral contracts have been negotiated with Oxford University Hospitals (OUH) and Oxford Health (OH), 
Oxfordshire partners are committed to working collaboratively in an open and transparent manner, identifying and 
managing risk in the event it emerges. The nature of the Oxfordshire health and social care financial and operational 
context requires all parties to ensure any actions taken in year, do not destabilise anyone partner or transfer risks 
within the system. It is this principle that has enabled agreements to be secured.  

In the event the CCG realises any headroom in-year, an agreed proportion of the available headroom will be payable 
to the providers linked to over performance against the contract and/or recovery of agreed premium costs. An 
additional proportion may be available to support financial sustainability.  

10 



Section Two System Overview: Contract agreement and capacity 
Planning 

Contract agreement with OUH 

A fixed sum contract has been agreed with delivery of the following operational performance standards 

q The contract value provides for delivery of zero 52 week waiters and delivery of the cancer and A&E 4 hour 
standard in accordance with the improvement trajectories agreed between the parties and submitted to NHS 
Improvement as part of the Trust’s 2019/20 operating plan.  

q There is system acknowledgement that as a result of managing within affordable limits and prioritising delivery 
of the above mentioned operational standards, the 18 weeks incompletes position may deteriorate as a 
consequence.  

q The parties are committed to working together to mitigate a deteriorating 18 week position within financial and 
resource constraints, maintaining oversight through the Demand and Capacity meeting of;  

§ harm reviews  

§ IMAS modelling 

§ outpatient transformation 

§ delivery of 18 week RTT and cancer trajectories 

§ delivery of the planned care component of the IAP and;  

§ referrals.  

 

Contract agreement with OH 

q Mental Health the contract proposal allows for investment over the MHIS and this should allow for investment in 
services and deficit support.  

q Community services includes a risk share for CHC over-performance 
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Section Two System Overview: Activity Assumptions 

The activity growth factored into our contractual agreements is summarised in the table below. 

 

 

 

 

 

  

Activity Line

CCG Adjusted 

18/19 FOT

19/20 Annual 

Plan

% Variance including Growth, 

QIPP, and Working Days 

Adjustments

Total Referrals (General and Acute) 227,323             231,190             1.7%

Total GP Referrals (General and Acute 149,006             151,541             1.7%

Other Referrals (General and Acute) 78,317                79,649               1.7%

Total Consultant Led Outpatient Attendances 500,258             510,374             2.0%

Consultant Led First Outpatient Attendances 195,493             203,213             3.9%

Consultant Led Follow-Up Outpatient Attendances 304,765             307,161             0.8%

Consultant Led Outpatient Procedures 71,159                72,712               2.2%

Total Elective Admissions 69,988                71,630               2.3%

Total Elective Admissions - Day Case 59,856                61,255               2.3%

Total Elective Admissions - Ordinary 10,132                10,375               2.4%

Total Non-Elective Admissions 65,747                66,853               1.7%

Total Non-Elective Admissions - 0 LoS 27,164                27,451               1.1%

Total Non-Elective Admissions - +1 LoS 38,583                39,402               2.1%

Total A&E Attendances excluding Planned Follow Ups 194,619             200,310             2.9%

Type 1 A&E Attendances excluding Planned Follow Ups 130,533             134,629             3.1%

Other A&E Attendances excluding Planned Follow Ups 64,086                65,681               2.5%
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CCG Allocations (Core Services Allocation) 
 

 

 

 

 

 

 

 

 

 

 

NHS Oxfordshire CCG currently receives the lowest allocation per head of population of all CCG’s in England.  
At the same time it is 4.03% below target level funding, equating to £32.8m at 2019/20 levels, the 12th 
lowest in England.  In 2019/20 the CCG receives core allocation uplift of 5.57%, 0.08% below the national 
average, which is as a result of its total place based position i.e. primary care and specialised services are 
both deemed to be over target level of funding for Oxfordshire’s population. 
 
2019/20 Control Totals 
 
These are shown for the Oxfordshire system in the following table.  They are set in the context of the NHS 
Long Term Plan ambition to move all NHS organisations towards a sustainable breakeven position. 

Section Three Financial Sustainability: Allocations and Control Totals 

Oxfordshire CCG

19/20 20/21 21/22 22/23 23/24

Core Services Allocation £816,037 £852,459 £888,160 £923,658 £958,729

Allocation Growth Against Baseline £43,088 £35,821 £35,701 £35,498 £35,071

% Allocation Growth aginst baseline 5.57% 4.39% 4.19% 4.00% 3.80%

Allocation Per Capita £1,091 £1,136 £1,180 £1,224 £1,267

2019/20 Allocation Per Capita Ranking (out of 192 CCGs) 192 192 192 192 190

OCCG Closing DFT % -4.03% -3.91% -3.78% -3.62% -3.44%

OCCG Closing DFT % Ranking (out of 192 CCGs) 180 182 183 185 186

South East Region % Allocation Growth 5.59% 4.14% 4.01% 3.78% 3.54%

England % Allocation Growth 5.65% 4.14% 4.00% 3.78% 3.54%
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Control Totals 18/19

Baseline 

(rebased) Movement

19/20 Before 

PSF/FRF 

(underlying 

position) MRET PSF FRF Final CT

£'000 £'000 £'000 £'000 £'000 £'000 £'000 £'000

OCCG -1,142 0 -1,142 0 0 0 0 0

Oxford Health -800 -4,776 3,976 -4,755 0 2,896 1,859 0

OUH 10,000 -2,637 12,637 7,578 15,958 14,332 0 37,868

System 8,058 -7,413 15,471 2,823 15,958 17,228 1,859 37,868

Both Oxfordshire providers have had favourable movements in their ask against control totals, however, this still leaves Oxford 
Health facing a significant potential deficit.  The CCG has been impacted adversely by a decision not to continue with the 
drawdown of its historic surplus (above 1%) as previously agreed by NHS England.  Before adjustments the Oxfordshire system 
is asked to plan to achieve a small surplus of £2.8m.  All additional adjustments (MRET, PSF and FRF) are important as they 
bring cash to the system but it should be noted that the OUH is asked to deliver one of the largest surplus control totals in 
England; in a system with the lowest funded CCG. 

 

2019/20 Financial Plan 
The CCG is planning to achieve its control total.  
The first call on 2019/20 resources is the underlying deficit 
caused by the over performance on the OUH contract and CHC 
overspends in 2018/19. Following this the largest call on new 
resources is the cost of inflation.  A significant proportion of 
this is driven by the uplift on the NHS national tariff which 
includes the recurrent impact of the 18/19 AfC pay award. 
The CCG is planning for activity growth at the level funded in 
allocation growth with the exception of expected trend growth 
in CHC care home placements at £2.75m.  The CCG is planning 
to exceed the minimum MHIS with investment of £5.8m (9.1%) 
on top of current baseline spend.  

2019/20 Sources and Applications

Sources: £m

CCG Allocation Growth 43.1

Delegated Primary Care Earmarked Growth 2.6

Applications:

Baseline Pressures -8.4

Inflation and Tariff -28.2

Activity Growth -13.5

Delegated Primary Care Earmarked Growth -2.6

Mental Health Investment Standard -5.8

Business Rule Compliance (0.5% contingency) -4.7

Savings Gap 17.5

TOTAL 0
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Section Three Financial Sustainability: Plan Risk Assessment 

Contracts have been secured with the CCG’s two main providers (the OUH and Oxford Health). The fixed sum 
contracts reflect; national inflators and tariff uplifts, delivery in excess of the MH investment standard requirements 
and minimal activity growth in recognition of affordability.   
 
The following remain areas of risks; 

• CHC growth at the 2018/19 trend rate 
• CCG business rule compliance in holding a 0.5% contingency reserve and/or delivering against control 

total. 
Net unmitigated risk in the draft plan is £5.9m leading to a risk adjusted deficit position. 

 

The CCG has set a savings (QIPP) target of £20.0m; £17.5m has been built into the plan, of which £4.0m is 
currently rated high risk. 
 

The following have been agreed by system partners to be the key systems savings initiatives: 
• Elective care demand management – focussing on managing out unwarranted variation in referral demand 

against updated criteria and thresholds. 
• Outpatient transformation – reducing both first and follow-up appointments and moving to non-face to 

face delivery. 
• Proactive patient cohort management to reduce unscheduled secondary care demand.  Cohort design 

includes frailty, respiratory and diabetes pathways. 
• CHC market management. 

All areas of CCG programme spend will be reviewed against the context of the CCGs baseline funding position 
(target 13% below national average) to identify and prioritise areas for demand, activity and cost reduction. 
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Section Four Quality 

Aim 

We will develop a system wide vision of quality. By working in an integrated way we will improve the 
quality of care in Oxfordshire.  Care will be safer, more effective and there will be an improved patient 
experience. 

Areas of Focus 
q Safeguarding 
q Reducing gram negative blood stream 

infections  
q Sepsis 
q Mortality reviews, including LeDeR and 

Gosport assurance 
q Develop quality role of PCNs focussing on 

reducing variation  
q Patient safety 
q Patient experience 
q Saving Babies’ Lives – Care Bundle (v2) 
q Influenza 

Description 

q Develop a shared, outcome focussed vision 
on quality across the Oxfordshire system. 

q Ensure quality is embedded in the system 
plan 

q Increase the use of clinical effectiveness data 

q Reduce duplication in quality monitoring and 
assurance 

q Deliver on Quality Premium and support 
system to achieve CQUINs 

q Improving care for patients by utilising 
Quality Improvement approaches 

16 



Section Four Quality Deliverables 

Mortality reviews 
Following the National Guidance on Learning from Deaths the Oxfordshire system has been implementing the required mortality review 
processes, with the aim of reducing avoidable mortality. The CCG leads on CDOP and LeDer reviews for the system, In 2019-20 we will 
work towards system wide approach to mortality review. This will include implementing learning from Gosport. 
 
Patient safety 
In 2019/20 we will work to ensure that care in Oxfordshire is safe and that serious incidents are learned from and recurrence 
prevented. 
This will include supporting work to reduce the number of suicides with healthcare contact. 
In 2019/20 the CCG will be implementing multi-organisational serious incident reporting. This will support the system approach to 
quality and quality improvement 
 
Clinical effectiveness 
In 2019/20 the CCG will develop further our clinical effectiveness function to ensure the system  is designing and delivering evidence 
based care. 
 
System integration 
As Oxfordshire increasingly develops integrated systems working, OCCG quality team will work to ensure this has a real impact on the 
safety, and effectiveness of care and the experience of patients. We will develop indicators to better measure and understand this.  
Primary care 
Continued work with primary care to reduce variation and level up quality. We will work with PCNs to deliver this. 
 
Infection control 
The system aims to reduce Gram-Negative blood stream infections (BSIs) by 50% (from 2016 baseline) by 2021. This should have an 
impact on reducing the need to prescribe antimicrobials.  
We will work across the system to improve the identification of the deteriorating patient across primary care, community and acute 
settings by introducing a standard tool. The National Early Warning Score 2 (NEWS2) is currently in use by SCAS and planned to be 
introduced in acute care. The introduction of the tool in primary care and care homes will ensure appropriate escalation.   
 
Safeguarding 
Implementing the revised Working Together requirements in children's safeguarding. 
Ensuring staff are knowledgeable on the breadth of safeguarding requirements; children's, adults domestic abuse, Prevent etc. 
 

17 



Section Four Quality Risks 

Risk Mitigation 

There is a risk that Oxfordshire will not be able 
to recruit and retain sufficient staff to deliver 
high quality care 

Supporting providers to work with NHSI & HEE 
to develop new roles & be creative in retaining 
staff 

Patient safety . There is a risk that work in the 
OUH to address the causes of never events is 
not effective 

Work with the Trust to support a QI & human 
factors  approach particularly in clinical areas 
where Never Events have happened.  

Risk to quality of system change.  Keep a constant focus on safety & quality 
during any period of change including 
additional monitoring if appropriate 

There is insufficient resource to meet increased 
demand at high quality 

Work with planned & urgent care teams to 
ensure patients can access effective care in the 
right place 

As safeguarding scope expands and 
requirements increase, there is a risk that the 
system will not keep up to date with 
requirements 

Working with the providers to ensure good 
leadership and access to training for 
safeguarding 

18 



Section Five – Integrated Care Urgent Care 

Aim 

To ensure delivery of the national performance standards, the high impact changes for managing transfers of care 
and ambitions in the NHS Long term plan. 

 Description 
To work collaboratively across the system to: 
q Deliver the A&E standard and access to high quality emergency care. 
q Deliver >21 day long stay patient reduction trajectory (to reduce by 40% from 31/3/18 baseline by 31/3/20) 
q Deliver trajectory in respect of DTOC as part of the Better Care Fund process. 
q Develop community based urgent care services around the population need.  
q Ensure patients are directed to the service closest to home that can meet their need through increasing 

utilisation of the 111 service, availability of directly bookable appointments and front door streaming. 
q Reduce ambulance conveyance to ED departments by increasing access to clinical advice. 
q Increase the ambulatory care offer . 

  

 

 
Delivery  
A number of opportunities have been identified to develop our urgent care system to address the strategic and 
operational requirements, and the financial challenge.  
• Review & consolidation of enhanced community services to better support admission avoidance and reduced 

Length of Stay  
• Wholescale primary care same day access hubs  
• Ambulatory care pathways.  
• There are a number of discussions relating to frailty and managing people away from the urgent care front door 

and developing the community ambulatory model from the Emergency Multidisciplinary Units (EMUs) with 
Advanced Nurse Practitioner outreach to strengthen our ability to manage people away from the front door.  

• North Integrated Front Door 
19 



Section Five – Integrated Care Urgent Care 

Deliverables 

§ 111– During 2019/20 we will be rolling out online facilities to allow patients to receive advice or call back, 
including clinical input, as appropriate. We will continue to develop our 111 service for our patients, working 
towards achieving an increasing percentage of calls receiving clinical advice through collaborative working. 

§ GP Access – During 2019/20 improved 7 day access will continue with directly bookable slots being available 
through the 111 service. 

§ Urgent Care access–Following system discussions  the CCG has decided against designating any sites as 
Urgent Treatment Centres but instead will work to develop existing sites as primary care led services enabling 
the continuation of walk-in services at of each of our FAU and MIU sites through network and locality planning.   

§ Ambulance - The ambulance service will offer a more equitable and clinically focussed response that meets 
patients’ needs in an appropriate time frame with the fastest response for the sickest patients, handovers 
between ambulances and hospital A&Es should not exceed 30 minutes. Delivery of Ambulance digital 
transformation to include implementing MiDoS, increased targets to improve NHS number matching and 
allowing access to Summary Care Records on scene. Level of digital maturity including access to and usage of 
patient information at scene (e.g. Summary Care Record, Patient Demographic Service, Electronic Patient 
Record), access to service information at scene (e.g. DoS) and establishing Electronic Prescribing. Also work to 
improve alternative pathways for patients reducing conveyance to hospital 

§ Hospitals – Patients will get specialist assessments at the start of their care, patients will be streamed to the 
setting most appropriate to their needs. Specific attention will be on ‘stranded’ and ‘super stranded’ patients. 
The rollout of seven-day services to five specialist services (major trauma, heart attack, paediatric intensive 
care, vascular and stroke) will continue.  

§ Hospital to Home – The assessment process will be improved to ensure that patients are discharged promptly 
to the most appropriate setting for their needs.  
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Section Five – Integrated Care Urgent Care 

There is significant level of agreement across clinical leaders across health and social care around the opportunities 
relating to  

• Stratification of need: frailty approaches 
• Stratification of demand: emergency, urgent and longer-term responses 
• The right care in the right place to support prevention, manage escalation and expedite effective discharge 

when people are admitted to bed-based care 

Q1 Q2 Q3 Q4 

• A&E target 90%, Delayed 

Transfers of Care (DTOC) target of 

3.5% achieved.   

• Fewer than 15% of NHS 

Continuing healthcare full 

assessments to take place in an 

acute setting  

• Ambulance handovers should not 

exceed 30 Minutes  

• A&E target 90%, DTOC target of 

3.5% sustained 

• Fewer than 15% of NHS 

Continuing healthcare full 

assessments to take place in an 

acute setting 

• Ambulance handovers should not 

exceed 30 Minutes  

• A&E target 90%  by September 

2019, Delayed transfers of care 

target 3.5%  sustained 

• Fewer than 15% of NHS 

Continuing healthcare full 

assessments to take place in an 

acute setting  

• Ambulance Response Programme 

standards met September 2019. 

Ambulance handovers should not 

exceed 30 Minutes  

• A&E target 95% by March 2019.  

DTOC target 3.5% sustained 

• Fewer than 15% of NHS 

Continuing healthcare full 

assessments to take place in an 

acute setting 

• Ambulance handovers should not 

exceed 30 Minutes  

• 111 clinical contact @ 50% • 111 clinical contact @ 50% • 111 clinical contact @ 50% • 111 clinical contact @ 50%  

• Direct booking in hours GPs and 

community urgent care services 

including enabling technology 

plan 

• Direct booking out of hours 

implemented 

• Plans under development in line 

with new co-design 

transformation approach. 

• Commence direct booking plans 

in hours. 

• Plans under development in line 

with new co-design 

transformation approach. 

• Continue Roll out of direct 

booking plans 

• Plans under development in line 

with new co-design 

transformation approach. 

• Continue Roll out of direct 

booking plans 

• Plans under development in line 

with new co-design 

transformation approach. 

 

21 



Section Five – Integrated Care Urgent Care 

Outcomes and Benefits 

• Reduction in hospital  non elective admissions and A&E attendances  

• Reduction in ambulance conveyances 

• Patients able to access a variety of same day services in response to their health needs in primary, community 
and acute care 

• Increases direct booking into services from 111 

• Reduced length of stay after acute clinical needs met and risk of readmission 

• Decisions about long term care not made prematurely in acute setting 

• A&E, Delayed Transfers of Care (DTOC) target sustained and Ambulance Response Programme in place. 
Reduction on conveyance to type 1&2 A&E 

• 111 clinical contact @ 50%  

 Key Risks and Mitigations 
• Workforce capacity, recruitment and retention in health and social care. This risk will be mitigated through the 

workforce strategy 
• Capacity to manage a number of change programmes across the system. This risk will be mitigated through 

development of plans and delivery through A&E Delivery Board 
• Delivery of enabling work programmes to support change i.e. IT and estates. This will be mitigated through the  

work programmes 
• Increased patient demand. This will be mitigated through self care, increased access to primary care and 111 

implementation 
• Lack of political and stakeholder support to proposed service change. This will be mitigated by patient and public 

involvement 
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Section Five – Integrated Care; Primary Care 

Aim 

To create a fully integrated primary and  community- based health service using primary care 
networks/neighbourhoods (PCNS) as the building block for integration and dissolving the primary and 
community divide 

 
Description 

This will be achieved by: 

§ Primary care Networks / Neighbourhoods 

§ Enhanced staffing and expanded community multidisciplinary teams 

§ Increased funding with single designated fund to PCNs 

§ Significant changes to QOF 

§ A new shared savings scheme 

§ Digital first primary care 

§ Care home coverage 

§ Proactive approach to ageing population 

§ More personalised care 

§ Integrated workforce plans to support the system 
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Section Five – Integrated Care; Primary Care 

Deliverables 

q Every practice is part of a PCN (Neighbourhood ) covering at least 30-50,000 population 

q Introduction of nationally agreed contract arrangements for PCNs, with community services aligned to 
PCN boundaries 

q PCNs working together including at place level to ensure they play a full role in improving services 
commissioned and provided at that level, including urgent and emergency care services 

q Each PCN is working to implement the comprehensive model for personalised care 

q Identification and support of practices who need more intensive and immediate support to stabilise and 
build their resilience and become sustainable. 

q More sustainable work force 
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Section Five – Integrated Care; Primary Care 

Milestones 

 

 

 

 

 

Q1 Q2 Q3 Q4 

• Establish and develop 
PCN workshops  

• System wide integration 
workshop to agree how 
we integrate wider 
services into PCN 
footprints 

• Provide £1.50 per head 
of financial support to 
PCNs for their 
management and 
organisation 

• STP wide primary care 
estates priorities agreed 

• Protected leaning time 
for all staff in practices 
 

 

• PCNs provided with data 
analytics for population 
segmentation and risk 
stratification for 
symptomatic and 
prevention programmes 

• Plan published detailing 
how each PCNs will 
deliver at least two high 
impact changes by 
March 20 

• GP practices technically 
enabled to provide all 
the functionality 
delivered through the 
NHS App to ensure 
available to 100% of 
population 

• PCNs go live 
• Employ pharmacists and 

social prescribers 

• Wave 4 Didcot community 
/ primary care hub bid 
resubmitted 

• Options appraisal on 
primary care estates in 
Banbury with ETTF 
funding 

• Launch of STP wide GP 
locum chambers 

• Launch of GP support 
programme (retention 
scheme) 

 

• PCNs access the PCN 
development programme 

• 20 practices using the 
on-line consultation 
platform 
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Section Five – Integrated Care; Primary Care 

Outcomes and Benefits 

q Patients will enjoy better integration of their care and faster access the services they need.  

q Patients will be empowered to self-care and manage their own care needs.  

q Staff will have more training and career progression opportunities.  

q Staff will feel valued and wish to stay working within the NHS.  

q There will be a focus on prevention 

q Co-operation across organisational boundaries 

q Strengthening of primary care and less need to default to hospital 

 

 

Key Risks and Mitigations 

 

 
Risk Mitigation 

Practices/PCNs are not ready for working at PCN level Roll out organisational development events so all 
PCNs covered by 30 June 19 

PCNs may not include community services and may be 
too practice focused 

Include community services part of OD event.  
and is represented on project groups 

CCG may not have enough resources to support financial 
support for PCNs or project management resource 

Look to redistribute funds from existing scheme.  
Recruit project manager  

New GMS contract, saving schemes and  new quality 
improvement arm of QOF may impact on CCG schemes 

Await more detail and ensure any 19/20 scheme 
is flexible enough to adapt to new guidance 
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Section Five – Integrated Care; Approach to Population Health 
Management  
Evidence based decision making – meeting population health and care needs 

Best practice for Integrated Care Systems is to develop an evidence based approach to planning for the design and 
delivery of services, engaging the public and key stakeholders at an early stage in order to fully understand the 
health and care needs of populations.   

System partners have considered ways in which we can work together to fully understand the health and care needs 
of our populations and how we can develop solutions for the future delivery of services to meet those needs both 
now and in the future.  The significance of the Oxfordshire Growth Deal, the new housing and infrastructure 
development and the projected changes to our population cannot be under estimated. 

The Oxfordshire approach has been developed on clear principles of population health management, owned by the 
Health and Wellbeing Board it extends across health and care, be evidenced based and includes: 

 

q population health and demographics review 

q consideration of the most effective and appropriate geographic or population level for the focus of work and 
delivery 

q local service and assets mapping 

q identification of good practice 

q consideration of the impact of the Oxfordshire ‘Growth Deal’  

q the clinical case for change – what are the most up to date and emerging clinical models that we should be 
considering 

q options development and review 

q Public involvement and engagement will be critical throughout along with the involvement of clinicians and care 
professionals.  
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Section Five Integrated Care; Population Health and Care Needs Framework 
This framework aims to provide an evidence- based approach to planning for the design and delivery of 
services, engaging the public and key stakeholders at an early stage in order to fully understand the health 
and care needs of our populations.  

This is a system approach –partners work together involving and engaging local communities to determine 
how best to meet future health and care needs.  Solutions are developed as a system not as individual 
organisations.  The approach promotes and enables clinical leadership it is based on parity of esteem to 
address both physical and mental health needs.  Future solutions and models of care will be based on 
evidence and consider innovation and best practice from elsewhere.  
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Section Six – Prevention and Inequalities 

Aim 

1. To embed “Prevention” in everything that we do in our services, our workforce and our planning.  

2. To improve the quality of life of our population, reduce inequalities and control the costs of treatment to 
make the system more sustainable. 

Description 

The NHS Long Term plan describes the fact that we need to take action on prevention and inequalities as demand 
continues to grow. The key is to improve upstream prevention of avoidable illness and exacerbation e.g. stop 
smoking, prevention of diabetes, obesity reduction and reduction of respiratory admissions through lower air 
pollution. This can be achieved through better support for patients, carers and volunteers, to enhance self 
management particularly of long term conditions. The top 5 contributors to premature death in England are 
smoking, poor diet, high blood pressure, obesity and alcohol and drug use. Pollution and lack of exercise are also 
significant.  

As part of the ICS programme in Oxfordshire we will work closely with our partners in local government and 
voluntary sector to address prevention and health inequalities developing a systematic approach across the system 
where the actions and plans of part of the system have a knock-on effect on others.  Using the principles of Prevent, 

Reduce, Delay across the system will join up our understanding and our actions, for example in every clinical 

pathway.  This should include pathways for falls, cardiovascular disease, diabetes and cancer. We will take a 
healthy place based approach to create healthy communities where people can maintain and improve their health 

as they live, learn, work, travel and socialise. 

Our local partnership strategies which embed this principle include 

· The Joint Health and Wellbeing Strategy (2019-24) 

· The Children’s Plan 

· The Older People Strategy 

· Oxfordshire Health Inequalities Commission report (2016) 
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Section Six – Prevention and Inequalities 
 

Deliverables 

Outputs - Take a healthy place based approach  

q Smoking; CQUIN in place and commissioning statement re pre-op stop smoking for providers. Focus on 
maternity stop smoking 

q Improved uptake of screening for bowel, cervical and breast cancer and introduce screening for lung cancer 

q Improved uptake of vaccination and immunisation programmes 

q Access to comprehensive social prescribing across the whole system to improve health and well being. 

q Ongoing training and roll out of Making Every Contact Count (MECC) including train the trainer 

q Perinatal mental health focus 

q Improve access to tier 3 weight management for people that don’t have diabetes. 

q Community safety practitioner role introduced 

q Physical activity initiatives increased with access expanded e.g. diabetes programme  & post NDPP and 
respiratory post rehab 

q Communication widely of air pollution levels for people with respiratory conditions. Advice to pregnant women. 

q Antimicrobial resistance; adopted south region guidance, prescribing incentive scheme includes use of 
antibiotics 

q Health Education and Prevention aimed at school children 

q Reduction in inequalities; minor ailments scheme for Banbury and Blackbird leys with no charges 

q AF identification and medicines optimisation scheme commissioned from OUH 

30 



Section Six – Prevention and Inequalities 
 

Outcomes 

q Improvements in the levels of physical activity, obesity, non elective admissions, alcohol related admissions and 
anticipatory frailty. Improvement in stage 1 and 2 cancer diagnoses 

q Case studies that illustrate the experience of individual people experiencing well being and health improvement 
and their journey in getting there. 

 

 

 

Milestones 

 

 

Milestones 

 

 
Q1 
• Social prescribing  ongoing roll out 
• Ongoing MECC training 
• Business case for community 

safety practitioner 
• Continue sign up to the 

Oxfordshire Prevention Framework 
• Results of Cancer Alliance bidding 

process 
• Start digital tier 3 weight 

management 

 
Q2 
• Social prescribing  ongoing roll out 
• Ongoing MECC training 
• All partners signed up to the 

Oxfordshire Prevention Framework 
• Start implementation of proposals 

agreed by Cancer Alliance 
• Scope physical activity offers 

 

 
Q3 
• Social prescribing  ongoing roll out 
• Ongoing MECC training 
• Introduce community safety 

practitioner 
• Education programme for children 

designed 
• Tier 3 weight management review 

completed 

 
Q4 
• Social prescribing  ongoing roll out 
• Ongoing MECC training 
• Start children's health education 

and prevention programme 
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Section Seven – Care Quality Outcomes; Healthy Childhood and 
Maternity 

Aim 

q To ensure all Oxfordshire women have access to even safer, personalised and family friendly 
maternity care 

q Making sure every child gets the best start in life whilst addressing inequalities and variation in 
outcomes. 

 Description 

q For maternity care this means that women will experience personalised care and continuity of 
carer.  Safer care will be driven through specific actions outlined in the BOB Local Maternity 
System Action Plan and the Local Maternity Plan.  This includes the new Saving Babies Lives Care 
Bundle.  Delivering Better Births in Oxfordshire will be driven through the new Maternity Voices 
Partnership. 

q For children and families this means working in an integrated way with partners and the 
Oxfordshire Children and Young People’s Plan.  It will include moving to commissioning 0-25 year 
old services, where it make sense; for example Children’s Integrated Therapies service. There is 
ongoing work with clinical networks to reduce childhood admissions for long term conditions and 
reviewing the palliative care pathway. There will be work with Public Health on major childhood 
prevention programmes such as reducing obesity and promoting emotional wellbeing. 
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Section Seven – Care Quality Outcomes; Healthy Childhood and 
Maternity 

Deliverables and Milestones 

Q1 Q2 Q3 Q4 

Maternity 

10 key Maternity Safety Actions to 

replace ~CNST 

Maternity 

Maternal medicine networks 

Healthy Childhood 

Specific actions on childhood 

cancers 

Maternity 

Expansion of saving babies lives care 

bundle to include pre-term birth 

Expansion of National Maternity and 

Neonatal Safety Collaborative 

Roll out perinatal mortality review 

tool 

 

Healthy Childhood 

Clinical networks for asthma, diabetes 

and epilepsy 

Selectively moving to 0-25 year old 

services (Integrated Children Therapy 

Service) 
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Section Seven – Care Quality Outcomes; Healthy Childhood and 
Maternity 

Outcomes and Benefits 

q Maternity related deaths halved by 2025 

q 50% reduction in stillbirths, maternal mortality, neonatal mortality and serious brain injury 

q Halve childhood obesity by 2030 

q Recommission Children’s Palliative Care Pathway by 2020 

q Recommission Children’s Integrated Therapies Service by 2020 

 

 

 Key Risks and Mitigations 

q The risk for the system in terms of the Public perception of safety in Maternity Services 

q This may be mitigated through increased public engagement via the Oxfordshire Maternity Voices 
Partnership 

q Critical mass, rurality issues and workforce challenges to provide children’s health services closer to 
home 

q Current model focusses resources on acute children's health provision 

q Sufficient resources for the prevention agenda 
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Section Seven – Care Quality Outcomes; Cancer 

Aim 

q Proportion of cancers diagnosed at stage 1 and 2 to rise to 75% by 2028 
(OCCG currently 56.7%) 

q Raise awareness of symptoms 

q Lower threshold for referral 

q Accelerate access to diagnostics & treatment; new 28 day standard; 
Maximise Ca identified through screening; Personalised and risk 
stratified screening, test families at risk 

q Personalised care incl. needs assessment, care plan, information and 
support;  

q Introduction of stratified follow up pathway; patient focussed & rapid 
access 

q All underway with initiatives that cover each point 

 

 

Description 

q Cancer was the leading cause of death in Oxfordshire (for the combined years 2014, 2015 and 2016), accounting 
for 28% of deaths of males and 23% of deaths of females  

q Proportion of GP-registered patients with a cancer diagnosis in Oxfordshire has remained above the national 
average  

q The highest cause of preventable deaths for people aged under 75 was Cancer in Oxfordshire with just over 1,000 
deaths from 2014 to 2016.  

q Biggest action is to diagnose earlier (at stages 1 and 2) 

Across all four priority areas the Oxfordshire Health and Care System want to support individuals to promote and 
manage their own health and ensure that services reflect, the needs and preferences of patients, their families and 
their carers. The Oxfordshire system want to actively encourage feedback from the public, patients and staff, welcome 
it and use it to improve its services. 
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Section Seven – Care Quality Outcomes; Cancer 

Deliverables 

Oxfordshire is developing a local strategy with a comprehensive work plan from this some of the main deliverables will be; 

 

 

Milestones 
Q1 Q2 Q3 Q4 

• Local Oxfordshire Cancer  Strategy signed off 
• implementation plans to improve uptake of 

screening 
• Good practice education and training 

programme available to GPs and primary care 
staff agreed 

• Redesigned pathways for prostate, Upper GI, 
Lower GI and Lung completed and operational 

• Resources for additional bowel screening 
demand determined and capacity confirmed. 

• Oxford SCAN Pathway evaluated and on-
going commissioning decisions 
confirmed.  

• Personalised risk-stratified pathway in 
place for prostate cancer 

• Recovery Package interventions fully 
implemented 

• Mobile diagnostic unit for Lung Ca 
implemented in North and South Ox 

• Timed diagnostic pathways fully 
operational 

• Data on timed 
pathways collected and 
evaluated and decision 
made on which other 
pathways to work on 

• Recovery Package 
interventions data 
collected and initiatives 
evaluated 

• Mobile diagnostic unit for 
Lung Ca data collected 
and initiatives evaluated 
for roll-out to other 
tumour  sites 

•  Faster diagnosis 
standard fully operational 

Prevention Early Diagnosis Living With and Beyond 

Modernisation of Bowel Cancer Screening to detect 
more cancers; Lower starting age for screening 
from 60 to 50 years old and use FIT 

Shortening intervals between referral to treatment for fast 
growing cancers 

Where appropriate every person 
diagnosed with cancer to have access 
to personalised care - including needs 
assessment, a care plan, and health 
and well-being information and support 
After treatment patients will move to a 
follow-up pathway that suits their 
needs, and ensures rapid access to 
clinical support if they are worried that 
the cancer has recurred. 

Implement HPV Primary screening for cervical 
cancer 

Introduce faster diagnosis (28 day)  standard 

Over next 2 years expand health Lung Checks Implement a new timed diagnostic pathway for specific 
cancers building on the timed pathways already being 
introduced in lung, colorectal, and prostate  

Radical overhaul of delivery of diagnostic services e.g. Roll-
out of Rapid Diagnostic Centres 
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Section Seven – Care Quality Outcomes; Cancer 

Outcomes and Benefits 
 

Comprehensive local strategy with clear objectives and outputs to deliver improvements across prevention, Early 
Diagnosis, Treatment and Living with and beyond cancer; 
 

qFewer people getting preventable cancers  -optimising screening uptake for cervical, bowel and breast cancers 
and the introduction of Lung Screening 

qEarlier diagnosis for all, Improvement of Cancer Waiting times and equality of access 

qPatients having a positive experience of care and support across diagnosis and treatment with a reduction in 
diagnoses through emergency presentation 

qPeople surviving for longer after a diagnosis and having an improved long-term quality of life with a higher 
proportion of patients receiving a Cancer Care Review (CCR) and Holistic Needs Assessment (HNA) and 
Increased proportion of patients on supported self-management pathways 

qIncreased cost effectiveness and sustainability of services overall 

 Key Risks and Mitigations 
 

qSecondary care overwhelmed with increased demand (Screening and HNAs). This risk will be mitigated by 
additional workforce capacity through TVCA funding (Cancer Support workers and Endoscopy Nurse)  
 
qDifficulty in agreeing a consistent system-wide pathway for prostate cancer. This risk will be mitigated by 
drawing upon evidence base from elsewhere. Alliance-facilitated workshop with Urology Cancer Group to 
complete rapid re-design exercise 
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Section Seven – Care Quality Outcomes; Planned Care 
Aim 

q To improve access (minimise waiting), quality and health outcomes for our population and generate savings to deploy to other 
areas of the health system (mental health and urgent care and new technologies). 

q To work across providers, services and commissioning teams to better coordinate and integrate care so that there is better 
continuity and waste is minimised 

q To reduce contacts and activity that does not make a significant difference to patients’ lives, protecting capacity for activity that 
improves health outcomes (repeated referral, multiple attendances for diagnosis,etc) 

q To offer digital or community options where possible, and improve access and waiting times and reduce appointments offered in 
secondary care to balance capacity with demand 

 Description of work 

q Digital, telephone and group outpatient appointments where possible instead of traditional face to face appointments, 
including robust clinical triage of referrals so that patients are seen in the right place with the right tests. Use of National 
outpatients dashboard. Use of straight to test and one stop shops where indicated. 

q Community based services, including Gynaecology Community Service, Ophthalmology, and continence 

q Implement demand management and outpatient modernisation plan 

q The expansion and improvement of community MSK, Pain rehab, Endoscopy, Audiology, Cardiology, Dermatology and 
Neurology services including introducing self-referral for MSK physiotherapy and Audiology 

q Maximise use of community diagnostics; right diagnostic first time to get early diagnosis and treatment in right place. 

q A better digital platform to refer patients to consultants, and support compliance with best practice; Rego 

q Support Primary Care Networks to reduce unwarranted variation on referrals and diagnostic requests 

q Work with our teaching hospital to manage changes to elective care services, including identifying and removing low value 
clinical activity and ensure right place first time. 

q Use of capacity alerts to manage demand; in place for Gynaecology and ENT, to be added for Bariatrics. 

q On going work at STP level in high volume specialities e.g. gynaecology, T&O. 

q Achieve zero 52 week waits across all specialities and reduce incompletes from March 18 level, achieve diagnostics standard. 

q Continue use of Independents both for choice and additional capacity for NHS providers 

q Use Elective care Speciality handbooks to generate ideas for redesign 

q Implement Clinical Standards (7 day hospitals) 

q Ensure those at risk of sight loss are monitored. 

q Ensure First contact physiotherapy (FCP)service is monitored and evaluated 
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Section Seven – Care Quality Outcomes; Planned Care 

Milestones and key deliverables 

 
Q1 Q2 Q3 Q4 

Modernising outpatient 

appointments 

Plan developed with OUHFT 

Gynaecology 

Pilot plan agreed and providers 

finalised 

Ophthalmology 

Eye Casualty triage pilot live 

Audiology 

Self referral goes live for existing 

patients 

Dermatology 

Commence delivery of medium term 

plan to expand community GPwSI 

service 

Neurology 

Start delivery of recommendations 

from Parkinson's review 

MSK 

Self referral launched, with direct 

access to FCP. Compliance review of 

pathways. Implement 

recommendations from Rheumatology 

audit, continue to reduce wait times 

and RTT 

Cardiology 

Expand ICS to South of county 

Gastrointestinal 

Implement value based healthcare 

plan based on Rightcare findings 

Review capacity alerts and add for 

bariatrics 

Demand management, OP 

modernisation 

Deliver first wave of service changes 

(£350k savings  for 19/20) 

Transforming referrals 

Clear procurement decision, and 

commence procurement 

Modernising outpatients 

First wave specialties to commence 

new modes of delivery 

Gynaecology 

Phase 1 of pilot commenced 

Continence services 

Ophthalmology 

Eye casualty triage pilot evaluated 

MSK 

Trajectory time to first appointment 

for standard referrals achieved 

Rheumatology and pain  management 

pathways established inline with 

operational targets. Digital options  

explored for level 1 pain management 

Cardiology 

Pilot evaluation complete 

Review and recommend on future 

commissioning 

Gastrointestinal 

Expansion of service to third site 

Review pathways for continuous 

improvement in community and 

reduce hospital endoscopies 

Neurology 

Implementation of general 

neurology pathway. Dashboard 

implemented 

Modernising outpatients 

Project tracker in place 

Continence (female) 

Triage and community physio in 

place 

Ophthalmology 

Ophthalmic Decision Unit goes live 

Wheelchairs 

Complete implementation of new 

service specification (choice and 

outcomes) 

MSK 

Dashboard implemented in ongoing 

service monitoring  and reporting 

Increased self referral activity  

Cardiology 

Decision on continuation of ICS 

Forward  service planning in 

response to ICS outcomes 

Integrated system implementation 

of revised heart failure pathways 

Gastrointestinal 

Dashboard implemented in ongoing 

service monitoring  and reporting 

Transforming referrals 

Commence pilot deployment and 

testing 

Modernising outpatients 

Second wave specialties to commence 

new modes of delivery 

Gynaecology 

Phase 2 of pilot commenced 

Audiology 

Self-referral for all patients with activity 

controls 

MSK 

Dashboard reporting utilised alongside 

operational targets.   

Cardiology 

Possible continuation of ICS. 

Monitoring and reporting of heart 

failure pathways, build into revised 

service specification 

Gastrointestinal 

Dashboard reporting utilised alongside 

operational targets 
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Section Seven – Care Quality Outcomes; Planned Care 

Deliverables 

Specialty based work with our main acute hospital: 

q Strengthen specialty-level programme meetings to make changes to planned care services, including identifying 
and managing the removal of low value activity 

q Deliver digital, telephone and group outpatient appointments where possible instead of traditional face to face 
appointments, and a joint plan against which to deliver this phased specialty by specialty 

q Delivery of effective clinical triage across outpatient specialties, and a joint plan against which to deliver this 
phased specialty by specialty 

q Provides for a wide range of choice for elective care including use of independent sector 

q Reduce demand for secondary care services (reduce referrals) 

 

Community services 

q Deliver community based outpatient and diagnostic services. Gynaecology, Ophthalmology and Continence to 
commence delivery in 2019/20. Support to the OUH to deliver community based ENT services 

q Secure key operational and clinical improvements to better integrate community hubs and services for MSK, 
Endoscopy, Cardiology, Dermatology, Neurology and Audiology 

 

Primary care 

q Scoping, specification and procurement strategy of an improved digital platform for GP referrals 

q A set of tools to support the Primary Care Networks to reduce unwarranted variation on referrals and diagnostic 
requests 

q Clear guidance on right diagnostic first time with referral guidance 
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Section Seven – Care Quality Outcomes; Long Term Conditions and 
Cardiovascular Disease 
Aim 

q Development of integrated models of care across primary, community and secondary care. Care to be delivered 
closer to home. Specialist support earlier in the pathway supporting primary care in primary care networks. 

q Taking a population health based approach and focusing on proactive care and delivery of improved health 
outcomes for people with LTCs and CVD 

q Focus on prevention, educating/motivating patients and supporting patients to self-manage 

q Ensure models are aligned with developing NHS structures such as primary care networks 

q Resilience and sustainability of health and care system with increasing LTCs and multi-morbidity  

 

Description 

Work across the system to: 

q Continue the NHS Diabetes Prevention Programme (NDPP) and support the mobilisation of the new NHSE 
commissioned service contract from 1 August 2019 with both a F2F, digital offer including a inequalities focus 

q Develop and operationalise an integrated model of diabetes care through an integrated care system approach. 
This will include and build on the successful elements of the Diabetes Transformation Funding work streams 
including: increased uptake of structured education, achievement of treatment targets and access to an acute 
multi-disciplinary footcare team.  

q Pilot of an Integrated Respiratory Team (IRT) in City and North localities working closely with primary, providing 
a multi-disciplinary approach to supporting COPD and Asthma patients in the community. IRT to prevent 
respiratory ED attendances and admissions/re-admissions. 

q Clinical review of operational Integrated Cardiology Service (ICS) benefits 

q Review of heart failure pathways with all Oxfordshire providers including medication optimisation 

q Improving secondary prevention for CVD; access to physical activity, healthy diet, stop smoking etc 

q Optimise medicines for atrial fibrillation (anticoagulation), email advice for GPs and education 
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Section Seven – Care Quality Outcomes; Long Term Conditions and 
Cardiovascular Disease 

Milestones and key deliverables 

 Q1 Q2 Q3 Q4 

NDPP 

NHSE procurement process 

completed and provider of new 

contract appointed 

Diabetes 

Priorities, outcomes and baselines 

confirmed 

Construct financial model for 

investment and improvement 

Agreement on locally commissioned 

service and governance framework 

between providers 

Offer of flash glucose monitors to T1 

patients in line with NHSE guidance.  

Respiratory 

IRT workforce in place and most 

activities operational 

CVD 

ICS continues to operate with clinical 

review ongoing. 

Integrated system review of heart 

failure pathways commences. 

Development of CVD secondary 

prevention initiatives commences 

Work with primary care (PCNs) to 

improve identification and at risk 

people . 

 

NDPP 

New contract and appointed provider 

commences from 1 August 2019 

Diabetes 

Agreed workforce plan in place 

Agreement on interim interface 

arrangement between electronic 

patient record systems 

Delivery of comprehensive structured 

education programme 

Respiratory 

IRT fully operational and outcomes 

being tracked. HCP education 

programme underway.  

CVD 

ICS clinical review is complete. 

Findings of heart failure pathways 

review is documented and presented 

with decision. 

Options appraisal/business case for 

CVD secondary prevention 

programme with decision. 

Pilot online mode of cardiac 

rehabilitation alongside  face to face 

option. 

PCN delivery models agreed. 

 

NDPP 

OCCG continues to engage with 

programme and support primary care 

referrals 

Diabetes 

Annual care and support planning 

reviews in place for all people with 

diabetes. 

Progress against specific work 

streams of improving footcare 

pathway, care for harder to reach 

groups and care for people with 

mental health conditions.  

Respiratory 

IRT fully operational and outcomes 

being tracked. Interim evaluation 

completed. 

CVD 

Decision on continuation of ICS 

Integrated system implementation of 

revised heart failure pathways. 

CVD secondary prevention 

programme is confirmed with 

funding and implementation plan in 

place.  

 

NDPP 

OCCG continues to engage with 

programme and support primary care 

referrals 

Diabetes 

Structured Treatment and care plan 

in place immediately after diagnosis. 

Develop business case for future 

investment taking  into account 

predicted savings 

Respiratory 

Full evaluation completed. Decision 

to commission substantively 

commission and rollout to 

Oxfordshire.  

CVD 

Possible continuation of ICS. 

Monitoring of revised heart failure 

pathways.  

Implementation of CVD secondary 

prevention programme commences 

with monitoring in place.  

PCN delivery model roll out 

commenced 
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Section Seven – Care Quality Outcomes; Long Term Conditions and 
Cardiovascular Disease 
Outcomes and Benefits 

q NDPP – delay or prevent Type 2 diabetes through uptake of programme 

q Diabetes – patients achieving treatment targets and care process completion, increase uptake of structured 
education newly diagnosed and cumulative, patients with care and support plans, patients and healthcare 
professionals confident in managing diabetes, reduced variation in primary care. Key targets: Type 2 adult triple 
target achievement of 45%, structured education attendance for 35% of newly diagnosed patients.  

q Respiratory – reduction in ED attendances, NEL admissions/re-admissions and COPD outpatient appointments, 
increase in diagnosis and registered prevalence of COPD, more patients with care plans in place, improved 
patient mental health and quality of life.  

q CVD – prevent, delay disease progression and reduce drugs spend 

q Heart failure – early diagnosis, optimising pathway to improve patient outcomes and quality of life 

q Integrated community based cardiology – care closer  to home, reducing pressure on secondary care and 
improved patient outcomes. Primary care monitoring and follow up model for long term care. 

q Anticoagulant usage optimised 

 

 
Key Risks and Mitigations 

q Risk: primary and community care workforce. Mitigation: attractive varied, integrated working roles. Integrated 
teams to support primary care with rising LTC/CVD demand.  

q Risk: integrated IT and informatics to support integrated care. Mitigation: shared live and longitudinal patient 
records and population health analytics are priority for Oxfordshire IT/Global Digital Exemplar programme.  

q Risk: understanding new ways of working as an integrated care system and implications for governance and 
contracting. Mitigation: Integrated System Delivery Board (ISDB) governance framework in place and Executive 
commitment from OCCG and providers. 
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Section Seven – Care Quality Outcomes; Mental Health 

Aim 

q Work with communities in a proactive way to better understand local needs to ensure all of the 
Oxfordshire population have access to a choice of timely information, advice and support services that 
promotes mental wellbeing, self management and resilience 

q Increase access to increased range of more specialist community support to improve early intervention 
and recovery through an  integrated primary care neighbourhood, which includes social care and 
education, and access to 24/7 crisis care. 

q Fewer people will use better bed based services, for a shorter time and closer to home 

q Address health inequalities, with a focus on SMI and physical health, and vulnerable groups, including 
BME, using population health management.  

q Improve choice in ways to access information, advice and support through increased digital resources 
and personalisation . 

 

 

 

Description 

q Continued delivery of the Five Year Forward View programme at STP and place based level through well 
established delivery groups and governance structures.    

q Following the independent benchmarking review into MH funding, and ongoing local review of demand, 
capacity and contract  delivery, agree a service model and plan for Oxfordshire that assures  core 
service sustainability and LTP ambitions. There is commitment to deliver MHIS. 

q Increase engagement with communities and service users and carers to involve them in modelling and 
delivering improvements for MH as set out in the LTP 
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Section Seven – Care Quality Outcomes; Mental Health 

Q1 Q2 Q3 Q4 

Agree and commence a system 

engagement plan for MH service user, 

carer and public involvement in local 

delivery of the LTP 

Continue to support delivery of the 

suicide multi agency prevention plan 

and commitments in the prevention 

concordat for better mental health 

Improve the percentage of people 

getting access to Early Intervention in 

Psychosis treatment and work 

towards Level 3 accreditation 

Continue to meet the dementia 

diagnosis target of two thirds of 

people over 65 receive a formal 

diagnosis.  

 

Fully implement the new specialist 

perinatal service 

Sustain and build on the expanded 

IAPT/LTC pathways in IBS, pain and 

find synergies with secondary MH care 

and education (for 16-18 year olds) to 

improve outcomes for a broader 

cohort 

 

 

 

 

 

 

 

. 

 

Agree and test a model of 

neighbourhood primary / 

community MH services, using MH 

social prescribing, improved 

consistency of support for those 

with complex presentations and 

digital solutions 

Increase access to IPS for people 

with SMI as set out in the FYFV/LTP. 

Work with NHSE/I and providers to 

improve data quality in MHSDS, in 

particular around crisis services in 

2019/20 

Ensure CYP eating disorder services 

national mandated access KPIs are 

sustainable 

Ensure 34% of children and young 

people who need specialist care can 

access it 

Expanding access to community based 

services (School Mental Health Support 

Teams) by mobilising new service to 

reach 16,000 pupils 

Increase the number of SMI physical 

health checks being undertaken in 

primary and secondary care 

Expand access to comprehensive adult 

SMI home treatment to improve quality 

of care and patient flow enabling 

reduction in inpatient admissions, LOS 

and use of OAP beds 

Agree sustainable system plan for 24/7 

crisis care and support through the 

system Crisis Concordat group, which 

will continue CORE 24 delivery, improve 

response rates in ED and agree further 

test models of alternative forms of 

provision for those in crisis to help 

reduce use of ED and blue light services 

45 



Section Seven – Care Quality Outcomes; Mental Health 

Outcomes and Benefits 

• Reduction in people being sent out of area for inpatient care, and associated efficiencies  

• Care being delivered closer to home when inpatient care is needed 

• Effective and easier access to services at all times for patients 

• More choice in what support is offered 24/7 and where, and associated reduction of use of acute urgent care 

• Improve meeting waiting time in A&E when an psychiatric assessment is required   

• Improved health and wellbeing outcomes of patients seen in primary/community integrated neighbourhood team 

• Improved experience for people of all ages and their families 

• Stronger partnership and commitments between health, social and voluntary/third sector organisations 

• Improved quality of MHSDS to inform service improvement and forward planning   

 
Key Risks and Mitigations 

• Increases in Demand -  mitigated by redesign and development of adult SPA and triage function and using third 
sector to enhance skill mix and  

• Workforce - shortage of mental health and CAMHS specialists puts pressure on sustainability of core services and 
consistency in care – mitigated through system workforce strategy and using third sector to enhance skill mix 

• Sustainability of core services through pressure of ongoing funding of speciality provision via FYFV bids - mitigated 
through system agreement on investment priorities  
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Section Seven – Care Quality Outcomes; Learning Disability and Autism 

 

Aim 

q Children and adults with learning disabilities and / or autism in Oxfordshire will have an improved quality 
of life, with better physical and mental health outcomes and a reduction in preventable deaths 

q High quality specialist and mainstream services will support people to live in the community, preventing 
avoidable admissions to hospital and reducing inappropriate prescribing of psychotropic medication 

q Provision will be integrated across primary, community, social care and education 

 

 

 

 Description 

Continue the ongoing work of the Oxfordshire Transforming Care Programme Board to transform learning 
disability and autism services in the county, including: 

q Implementing a new model of inpatient care within Oxfordshire for adults with a learning disability and 
distress behaviour that challenges 

q Developing and implementing a BOB-wide LD and autism workforce development plan 

q Implementing a revised adult autism pathway, including the development of a specialist multi-
disciplinary service within Oxford Health NHS Foundation Trust 

q Supporting the delivery of the SEND programme of work for children and young people 
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Section Seven – Care Quality Outcomes; Learning Disability and Autism 

Q1 Q2 Q3 Q4 

Implementation of a 12 point 

discharge plan for inpatients with LD 

and / or autism  

Mortality reviews of all child and adult 

deaths of people with a learning 

disability 

Continue to deliver CTR and CETRs as 

required.  

 

75% of people aged 14+ with a 

learning disability have had a health 

check in the last 12 months 

Mobilisation of a 2 bed LD and autism 

inpatient facility in Oxfordshire 

Number of child and adult inpatients 

with LD and / or autism is at or 

below NHS E planning assumptions 

Roll out of STOMP (Stopping Over 

Medication of People with a LD and / 

or autism) and STAMP (Supporting 

Treatment and Appropriate 

Medication in Paediatrics) 

programmes in primary and 

secondary care 

Completion and implementation of BOB 

LD and autism workforce development 

plan 

Mobilisation of a specialist autism Multi 

Disciplinary Team 

Digital flag on LD and ASC patient 

records in acute hospital settings 
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Section Seven – Care Quality Outcomes; Learning Disability and Autism 

Outcomes and Benefits 

q Improved health outcomes for children and adults with learning disabilities and / or autism, 
including early intervention and prevention of avoidable health conditions and premature mortality 

q Improved health outcomes for autistic adults with co-morbid mental health conditions 

q Reduction in use of inappropriate psychotropic medication 

q Reduction in avoidable admissions, with shorter lengths of stay and a reduction in out of area 
placements 

 

 
Key Risks and Mitigations 

q Availability of capital funding from NHSE to fund refurbishment of John Sharich House (Slade site, 
Oxford) to provide LD inpatient services 

q Availability of funding to support the development of an autism specialist MDT 

q Primary care delivery of LD annual healthchecks, mitigated through monthly performance 
monitoring, promotion of the Oxford Health primary care liaison service, targeted support for 
underperforming practices 
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Section Eight - Workforce 
 

Aim 

To ensure that we are able to provide a workforce that can deliver the right type of care, in the most appropriate 
setting, based on peoples health and care needs. 

 

Challenges  

Our main challenges are a combination of an ageing population, an ageing workforce and the cost of housing 
locally. All of these factors make it hard to recruit and retain the skilled workforce we currently need. 

 

Oxfordshire is on a journey towards integrated care. Our new challenge is to develop a health and social care 
‘Workforce without Walls’ that can deliver out of hospital care through integrated multidisciplinary teams.    

 

Deliverables 

q Growing Oxfordshire’s Support workforce through a programme to increase recruitment, introducing a 
range of ‘Valuing staff initiatives, creating career pathway, exploring options for affordable housing and 
investing in skills and leadership development. 

q Attracting Young People into Health and Care – BOB LWAB funded project  

q Supporting better management of urgent care by facilitating new ways of working as well as upskilling 
teams in primary, community and acute care to provide high quality care for patients with complex needs, 
including the frail elderly – BOB LWAB funded project  
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Section Nine- Digital 

Aim 

Maximise the transformational potential afforded by digital technology, securely supporting proactive self-care, 
care integration, Population Health Management and Oxfordshire System Productivity Gains delivery. 

Description 
1. Digital Transformation Vision: programme management and stakeholder and public Consultation and 

Engagement for an ongoing dialogue 

2. Patient driven transformation  through apps, online access, patient portal, etc to improve care and 
productivity 

3. System driven transformation : digitally enabled Care integration delivers productivity gains through 
shared care records and Personal Health Record following national interoperability standards and 
rationalisation of information transfers methods 

4. Analytics enabled Population Health Management capability and other requirements such as Information 
management, Resources management and analytics supply chain model deployment to drive system 
transformation and productivity gain through the identification of care needs at micro, mezzo and macro 
level and target service deficiencies 

5. Technical Infrastructure and capability:  to ensure connectivity and telephony, technical architectures 
(including for analytics), Other digital productivity drivers and enablers meet local requirements 
(including in rural parts of the county) 

6. Cybersecurity develop and implement system cybersecurity resilience solutions meeting minimum 
requirements for the safe operation of the above listed aims. 
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Section Nine- Digital 

Deliverables 
1. Digital Transformation  Vision establish a sustainable forum for ongoing dialogue with 

stakeholders, public and professionals. Establish robust system wide governance structures. 
2. Patient driven transformation:  Launch main acute patient portal (Cerner Programme); 

complete online access delivery projects (appointments, prescribing, 111 bookable, etc); launch NHS 
App; Electronic discharge. 

3. System driven transformation/care integration:  launch the Oxfordshire shared care longitudinal 
record integrating OUHFT, GPs and OHFT in 2019/20 (Cerner programme); deliver foundations for 
Personal Health Record (LHCRE  and national interoperability standards programmes); rationalise 
current approaches to transfer of information to maximise return on shared care record and other 
relevant technologies; Digital Pathology; identify other technologically enabled opportunities 

4. Analytics enabled capability:  Maximise return on current architecture and capability; define 
Oxfordshire system integrated analytics destination model and transition path in readiness for 
2020/2021; Build on learning from specific work-streams (PHM preventative focused programme, 
proactive care management via tools such as Disease registries, Diabetes Integrated Care pathway 
proof of concept, Machine learning big data experiment, contract management analytics requirement 
review);  ensure national weekly SUS and daily ECDS  submissions and associated data consumption 

5. Infrastructure : complete COIN re-procurement, VOIP, Mobile working, telephony changes; implement 
W10 roll out, evaluate Office 365 costs and opportunities; meet or plan to meet in 2020/21 LHCRE 
driven and analytics driven architectural requirements;  

6. establish an Oxfordshire wide Cybersecurity approach and longer term plan for increased resilience 
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Section Nine- Digital 

Milestones 
Include milestones of programmes 
 

 Q1 Q2 Q3 Q4 

Analytics Availability 

National data submission 

requirements (SUS and ECDS) 

 

Digital Transformation Vision 

Portfolio and programme 

governance.  Engagement and 

feedback 

 

Patient Driven Transformation 

Electronic discharge quality 

improvement  

System Driven Transformation/ Care 

Integration 

Addressing stakeholder concerns re 

IG and liability 

Information transfer rationalisation 

proposal 

Analytics Capability 

Defining and identifying future model 

Consumable data available via CSU 

warehouse 

Patient Driven Transformation 

Portal – business as usual 

Online access and application 

System Driven Transformation/ Care 

Integration 

Cerner Shared Record 

LHCRE 

Digital Pathway 

Electronic cellular pathology 

requesting solution 

Pathology reconfiguration scoping 

and funding 

Pilot digital imaging network 

Analytics Capability 

Existing capability: feed into PHM 

programme and other proof of 

concept workstreams 

Infrastructure 

Windows 10 rollout 

Other infrastructure requirements 

Analytics technical architecture 

Cybersecurity 

Oxfordshire system model 
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E Data 

Value 

Chain 

Section Nine – Digital high level vision indicating benefits and outcomes 

 

Patient 

 

Clinician 

Operations 

System 

Research 

I access securely connected tools to proactively manage  my care in partnership with 

clinicians. E.g. Apps feedback to me, feed data in my Personalised Health Record. It 

reaches clinicians as appropriate: Interactions are timely and productive. Administrative 

burden is minimized (bookings, results, prescriptions). Things are coordinated. The 

enabled prevention is better than cure. I control my data.

I have easy secure electronic access to all the information I need at the right time. I 

can proactively respond, prioritise, target care and cohorts with specific needs. 

Systems capture, store and transfer data, workflow, inform patients, and minimize 

administrative burden (including manual data capture). My time is spent on most 

effective and productive clinical actions. 

I can predict demand and manage resource allocation accordingly, I get 

breaches alerts, have the means to drill down to identify and fix issues, I have 

secure tools facilitating system wide care coordination.  

I can predict and manage demand, system flows and population health. I 

understand particular patient cohorts, broader determinants of health and system 

dynamics.  I am able to makes best use of available resources to deliver best 

population health outcomes, including prevention and integration. Information 

management and security  deliver value. 

I have electronic access to a large pool of secure authorised anonymised data to support 

a large diverse research agenda, I have the tools to share findings and interact with the 

system, operations, clinicians and patients alike. The speed of discovery accelerates. 
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Section Nine- Digital 

Key Risks and Mitigations 

• Risk: Existing statutory requirements on individual organisations, and political uncertainty 
impedes progress with integration 

Mitigation: effective, open and transparent system leadership 

• Risk: unresolved issues regarding GP concerns because of potential IG liability and financial 
risk will impeded introduction of shared care records, LHCRE, and a new analytics 
architecture.  

Mitigation: Develop a litigation management approach and/or await a national solution 

• Risk: Excessive technological focus at the expense of transformation  

Mitigation: front load the transformation agenda into governance, project brief, and key 
change agents focus 

• Risk: Cybersecurity – insufficient assurance will undermine credibility and stop stakeholders 
from participating.  

Mitigation: identify gaps and find ways to jointly own them and plug them. 
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Section Ten – Efficiency 

The CCG has set a savings (QIPP) target of £20.0m. This includes: 

 

q £5.4m transactional savings which have been delivered as a result of contract agreement  

q £5.1m of Medicines management schemes 

q £1.1m of Right care driven, Planned care schemes 

q £1.1m Continuing care schemes 

q £1.5m target savings in running costs in preparation for the required 10% reduction in 2020-21  

q £1.6m ring fenced funds in Primary care 

q £4.2m of schemes not yet identified 

 

£17.5m of these schemes have been built into the financial plan, of which £4.0m are rated as high 
risk. 
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Section Eleven - System Architecture Transformation Delivery 
Programme 
Advancing integrated health and care in Oxfordshire  

 

 

The delivery of integrated health and care services is managed by the Integrated System Delivery Board.  
Chief Executive Officers from health and care across commissioners and providers provide leadership and 
direction at the Oxfordshire place linked directly to the at scale BOB STP work. 

The ‘place’ of Oxfordshire is key in the work toward integrated care, provider and commissioner 
organisations are working together to support locally driven solutions to the future of our health and social 
care provision.  In an approach not dissimilar to one of subsidiarity there is a working principle that we will 
seek to address health and care needs at the most appropriate local level. 

 

 
Principles 

q Ensure our vision and values are known and aligned at all 
levels of our system 

q Maintain a collective responsibility for our health and care 
system 

q Keep governance simple, with clear lines of accountability 

q Recognise and nurture leadership at all levels 

q Strive for system- wide continuous quality improvement 

q Communicate regularly with our system colleagues and 
stakeholders 

Deliverables 

qBetter Health and wellbeing  – 
improved population health and 
wellbeing 
qBetter Care – transformed care 
delivery, improved quality and 
experience 
qBetter Value – sustainable 
finances and optimal use of the 
Oxfordshire Pound 

 

To work together in supporting and maintaining excellent health and wellbeing for all the 
residents of Oxfordshire 
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Section Eleven - System Architecture Transformation Delivery 
Programme 
Integrated System Delivery Board Delivery Structure 
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