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1.  Executive Summary 
 

Integrated Business Plan 

1.1 This Integrated Business Plan brings together the plans of Oxford University Hospitals NHS Trust for 
services, staffing and finance.  It covers five years from 2014/15. 

1.2 The IBP forms part of the Trust’s application to be authorised as an NHS Foundation Trust.  It therefore 
follows a required format and describes how the Trust has consulted upon its becoming a Foundation 
Trust, how it is governed now and how it will operate as an FT.  

1.3 The IBP is supported by strategies the Trust has agreed for the quality of its services, for the clinical 
services it will operate, for the workforce it will use, for Information Management and Technology to 
support its services, for the management of risk and assurance in its work, for its estate and for the 
development and involvement of its membership.  

1.4 It describes plans for the Trust to provide high quality care as a legally-constituted, financially viable 
and well-governed NHS Foundation Trust in the period to March 2020. 

 

The Trust’s commitment 

1.5 Oxford University Hospitals NHS Trust is committed to delivering compassionate excellence.  Its values 
of compassion, learning, respect, delivery, excellence and improvement underpin its work and inform 
its priorities.  

 

The Trust’s services 

1.6 OUH runs three hospitals in Oxford and one in Banbury and provides services on at least 44 other sites 
as well as in patients’ homes. 

1.7 One million contacts with patients take place each year, with 650,000 outpatient attendances, 
107,000 planned admissions, 90,000 emergency admissions and 130,000 attendances at the Trust’s 
Emergency Departments. 

1.8 As well as delivering clinical services, the Trust provides education and training and enables research 
and innovation.  In all three roles, it supports local, regional and national activities.  

1.9 A full range of District General Hospital services is provided for Oxfordshire and areas of neighbouring 
counties, particularly Buckinghamshire, South Northamptonshire and South Warwickshire.   

1.10 Over 90 specialised clinical services are provided for a growing regional catchment population, with 
some services provided on a national basis. 

 

A clinically-led organisation 

1.11 The Trust’s clinical services are managed in five Divisions led by clinicians.  Divisions each have annual 
income of £70m-£195m and run services through 17 clinical directorates and 74 clinical service units.   

1.12 Of over 11,500 members of staff, 7,500 are clinical, scientific or technical staff, including 3,600 nurses, 
1,800 doctors and 1,300 care support workers.  

1.13 The Trust’s 1,300 beds include 100 for children and it runs 67 wards and 44 operating theatres.  

1.14 It has an annual turnover of £900 million. 
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Local and specialised care 

1.15 60% of the Trust’s income from clinical services comes from providing care for its local population.  It 
has focused on developing a 7-day consultant presence in frontline emergency services, diagnostics 
and obstetrics, all of which have seen growth in recent years. 

1.16 The period to 2020 is one in which OUH expects to be involved in major change in local health and 
social care services, driven by a need to adapt care delivery for a growing population of frail, older 
people and to reduce delays in transfer between care inside and outside hospital. 

1.17 OUH leads regional networks in Trauma, Vascular Surgery, Cancer, Neonatal Intensive Care, Primary 
Coronary Intervention and Stroke.  It has developed its services and facilities to function as a capable 
regional centre for these services and is working closely with hospitals across these networks to 
support care locally, including developing plans for local radiotherapy units in Swindon and Milton 
Keynes.   

1.18 It also participates in collaborative networks in Burns, Paediatric Cardiac, Paediatric Neurosurgery and 
Paediatric Critical Care Retrieval services.  

 

Research, education and innovation 

1.19 Research and education draw patients and staff to Oxford University Hospitals.   

1.20 The Trust hosts a Comprehensive Biomedical Research Centre and a specialist Musculoskeletal 
Biomedical Research Unit.  It has embedded clinical research units on its hospital sites and supports 
the recruitment of many patients into clinical trials.   

1.21 Joint Working Agreements are in place with the University of Oxford and Oxford Brookes University 
and OUH is a founding partner of the Oxford Academic Health Science Network and the Oxford 
Academic Health Science Centre. 

 

Involvement 

1.22 The Trust is committed to involving its staff and its patients in shaping the future of its services.  

1.23 Its Membership Strategy sets out its commitment to develop its public membership and to engage 
public and staff as members of the FT.  

1.24 It is strengthening its use of patient and public feedback to improve and sustain quality of care.  

1.25 The Trust is committed to using patient and staff feedback together to inform its actions and service 
development. 

1.26 Patient and public groups exist in many of its services and a programme of events is run for public 
members.   

1.27 The 2013 Staff Survey showed that OUH was in the top 20% of English trusts for staff feeling engaged 
in their work. Support for staff includes human factors training, development programmes for ward 
sisters and new consultants, a Clinical Support Workers Academy and a Health and Wellbeing team. 

1.28 A Public Health Strategy is in place, informed by consultation with patients, staff and public. 

 

Readiness 

1.29 In preparing to function as an NHS Foundation Trust (FT), OUH has focused on achieving and 
sustaining quality of care for its patients, above all with compassion.  Patient safety, clinical outcomes 
and patient experience are at the core of its work.  Its vision for the future is based on values 
summarised as ‘Delivering Compassionate Excellence’.  This aim applies to all the services the Trust 
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provides, including teaching and research, and to the partnerships it continues to develop with 
providers and commissioners of health and social care.  

1.30 Recent years have seen the successful delivery of cost reductions and the repayment of historical 
debt, creating a financially sound basis for operating as an FT with greater latitude to invest and to 
take managed risks to deliver the services its patients and commissioners require. 

1.31 OUH is working closely with its commissioners and with other providers of care to innovate and 
address areas of rising demand against a backdrop of constrained public funding, to operate as 
effectively and efficiently as possible and in doing so, to listen carefully to patients, carers and staff to 
inform its decisions and daily work. 

1.32 This IBP sets out an ambition for OUH to be amongst the best providers of quality healthcare in the 
NHS through releasing the skills, talents and knowledge of its own staff and those of its teaching and 
research partners.  

 

Service profile 

1.33 OUH provides as full a range of acute and general hospital care as almost any other NHS organisation.  
This range of services supports, and is supported by, strong partnerships with local universities.  As an 
organisation fully committed to its triple functions of patient care, education and reseach, the quality 
and range of its clinical services are important.  

1.34 As local clinical commissioners face the combined challenges of population growth, an ageing 
population and pressures on funding, OUH is working with other care providers to break down the 
boundaries experienced between hospital and non-hospital care and move care to or near patients’ 
homes as soon as it is safe and possible to do so.  Some success has been seen through the provision 
of social care for people immediately after discharge and detailed work is underway with Oxford 
Health NHS Foundation Trust in particular to enhance the capacity and capability of services outside 
hospital to respond to the needs of frail, older people and people with long term conditions.   

1.35 In common with many providers of emergency care in England, OUH’s services have operated under 
great pressure in the past year.  The Trust has invested in staffing, facilities and service redesign to 
provide safe and effective emergency care.   

1.36 Waits in OUH’s Emergency Departments exceeded national standards between October 2013 and 
August 2014 and the Trust is clear that sustaining the improvement seen in recent months depends on 
the success of work to improve the flow of inpatients home from emergency care and particularly the 
strengthening of non-hospital services to reduce delays.  

1.37 OUH has committed to improving its own services and to supporting continued improvements with 
partners outside hospital.  It has developed its Supported Hospital Discharge Service and has become 
an authorised provider of domiciliary care in Oxfordshire.  It remains committed to supporting care 
within its own services or those of local providers that can allow a reduction in the usage of its beds. 

1.38 The Trust carried out an internal ‘peer review’ of its clinical services in 2013/14.  This led to actions 
including the strengthening of staffing in some medical wards.  OUH continues to focus on maintaining 
safe care and using feedback from patients, carers and staff to inform its decisions. 

1.39 As a clinically-led organisation, the Trust has a strong record of achieving improvements in the value of 
the care it provides.  A Cost Improvement Programme developed through the Trust’s clinical 
leadership has delivered a high level of recurrent savings and schemes are closely monitored for any 
impact they may have on quality of care provided.  Against this background, the Trust has delivered 
required financial surpluses and repaid historical debt. 

1.40 The past decade has seen major investment in state-of-the-art buildings.  OUH plans to make even 
better use of the facilities on three of its sites which are funded through the Private Finance Initiative 
(PFI), enabling patients to be treated and staff to work in the best settings supported by the best use 
of the resources committed to these facilities.  PFI unitary charges include repayment of PFI liabilities 
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and interest, estate maintenance and management, ‘hard’ and ‘soft’ facilities services including 
cleaning, portering and catering and, at the Churchill Hospital, a Managed Equipment Service for the 
regular upgrade and replacement of radiotherapy and imaging equipment in the Oxford Cancer 
Centre.  These unitary charges accounted for 7.0% of the Trust’s turnover in 2013/14 and remain 
affordable. 

1.41 Significant developments have also taken place in several services to strengthen OUH’s capability to 
meet expectations as a provider of specialised care.  The creation of its Oxford Cancer Centre and 
OUH’s accreditation as a Major Trauma Centre and as a regional provider of Intensive Care for 
newborns illustrate the Trust’s ability to support a network of providers beyond the Thames Valley.  

1.42 Close work with providers across southern central England has focused on developing networked  
services which are mutually beneficial – providing the best available care for patients as locally as 
possible and providing care which is sustainable in terms of quality, cost and OUH’s ability to teach 
and develop the clinicians of the future, while supporting the translation of research into clinical 
practice. 

1.43 This network is supported by a strong partnership with the University of Oxford, Oxford Brookes 
university and with other universities, life science institutions, industries and research bodies, 
formalised in the Oxford Academic Health Science Network.    

 

Vision, values and strategy 

1.44 OUH’s mission is the improvement of health and the alleviation of pain, suffering and sickness for the 
people it serves.  

1.45 It will achieve this through providing high quality, cost-effective and integrated healthcare and 
through the constant quest for new treatment strategies and the development of its workforce. 

1.46 The Trust’s core values are excellence, compassion, respect, delivery, learning and improvement, 
summarised in its commitment to ‘Deliver Compassionate Excellence’.  Collaboration and partnership 
are also central to its approach in delivering its triple functions of patient care, teaching and research. 

1.47 These values determine Oxford University Hospitals NHS Trust’s (OUH’s) vision to be:  

at the heart of a sustainable and outstanding, innovative academic health science system, working 
in partnership and through networks locally, nationally and internationally to deliver and develop 
excellence and value in patient care, teaching and research within a culture of compassion and 
integrity. 

1.48 This vision is underpinned by the Trust’s founding partnership with the University of Oxford. 

1.49 The vision reflects OUH’s position as a provider of healthcare both for local people and for a wider 
population.  

1.50 The patient is at the heart of everything the Trust does.  OUH is committed to delivering high quality 
care to patients irrespective of age, disability, religion, race, gender and sexual orientation, ensuring 
that its services are accessible to all and tailored to the individual. 

1.51 Central to the Trust’s vision are its staff.  OUH aims to recruit, train and retain the best people who 
embody its values. 

1.52 OUH strives for excellence in healthcare by encouraging a culture of support, respect, integrity and 
teamwork; by monitoring and assessing its performance against national and international standards; 
by learning from its successes and setbacks; by striving to improve what it does through innovation 
and change; and by working in partnership and collaboration with all the agencies of health and social 
care in the area it serves. 

1.53 The Trust is committed to being an active partner in healthcare innovation, research and workforce 
education, with the aim of forming an effective bridge between research in basic science and in 
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healthcare service provision, and the delivery of evidence-based, best practice care, translating 
today’s discoveries into tomorrow’s care. 

1.54 OUH’s vision and values inform its strategic objectives which in turn from the basis of this IBP.  

 

Strategic objectives 

1.55 The Trust has six strategic objectives from which its priority work programmes flow. 

SO1:  To be a patient-centred organisation providing high quality, compassionate care with integrity 
and respect for patients and staff – “delivering compassionate excellence”. 

SO2:  To be a well-governed organisation with high standards of assurance, responsive to members 
and stakeholders in transforming services to meet future needs – “a well-governed and 
adaptable organisation”. 

SO3:  To meet the challenges of the current economic climate and changes in the NHS by providing 
efficient and cost-effective services and better value healthcare – “delivering better value 
healthcare”. 

SO4:  To provide high quality general acute healthcare to the people of Oxfordshire including more 
joined-up care across local health and social care services – “delivering integrated local 
healthcare”. 

SO5:  To develop extended clinical networks that benefit our partners and the people they serve. This 
will support the delivery of safe and sustainable services throughout the network of care that 
we are part of and our provision of high quality specialist care for the people of Oxfordshire and 
beyond – “excellent secondary and specialist care through sustainable clinical networks”. 

SO6:  To lead the development of durable partnerships with academic, health and social care partners 
and the life sciences industry to facilitate discovery and implement its benefits – “delivering the 
benefits of research and innovation to patients”. 

 

Quality 

1.56 As reflected throughout this business plan, the quality of care provided is vital to OUH’s patients and 
their carers, its staff, its membership as a whole and to the future of the Trust.  

1.57 The Trust’s Quality Strategy sets out ten measurable strategic quality goals in the domains of patient 
safety, patient experience and clinical effectiveness.  OUH has set itself the objective of being one of 
the safest providers of hospital care, in the top ten per cent of hospitals for patient and staff 
experience and of providing clinical services that have clinical outcomes in the top ten per cent 
nationally.  Implementation of the Quality Strategy has included:  

 Raising awareness of what drives OUH (quality priorities). 

 Creating an understanding of the role and contribution every staff member can make.  

 Agreeing and promoting quality priorities within services to meet the Trust-wide priorities. 

 Promoting leadership at all levels to deliver the quality priorities. 

 Promoting individual responsibility for taking action to improve safety, experience and outcomes 
for patients, families and staff. 

1.58 The National Quality Board’s Quality in the New Health System in August 2012 set a direction of travel 
for quality in the NHS and asserted that constantly seeking quality improvement is the best way to 
avoid quality failures.  The second report of the Public Inquiry into failures at Mid-Staffordshire NHS 
Foundation Trust made similar points.  In considering the Francis Inquiry with staff, OUH has 
reinforced the need to continue to focus on compassionate care, on effective teamwork, on enhancing 
leadership capacity and on seeking and using feedback from patients, carers and staff. 
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1.59 OUH uses its own, locally-commissioned and national peer reviews to inform its work.  As well as 
internal peer review, OUH participated in 2013/14 in reviewing care for patients undergoing surgery 
and in the national peer review of cancer services.    

1.60 OUH is committed to continual quality improvement and to having the skills, systems, reporting and 
benchmarking in place to sustain it and to provide assurance that it is making a positive difference. 

 

Rationale for NHS Foundation Trust status 

1.61 Becoming an FT enables OUH to accelerate progress towards its strategic objectives.   

1.62 The Trust’s clear focus on quality and value and its ability to invest as an FT will enable it to add to the 
impact of the clinical and academic networks it is part of, with anticipated innovations as diverse as 
technology to support the self-management by patients of their long term conditions and the 
introduction of personalised medicine, initially in cancer therapy, using genetic information to quickly 
tailor medication to the needs of individual patients. 

1.63 As a membership organisation, it will enable its public and staff members to inform and focus on 
priority improvements in patient care and experience.  Members are involved in patient panels and 
will be able to contribute in several ways to influence and inform how services develop.  The Council 
of Governors will bring representatives of local people and staff together with commissioners and 
providers of care.  

1.64 Patient safety, outcomes and patient experience are fundamental to the success of OUH’s services.  
Clear governance and scrutiny of quality as an FT will support staff in continuing to strive for the best 
in healthcare quality, influenced through members’ representatives on the Council of Governors. 

1.65 There is potential to use new approaches to deliver care outside hospital. OUH wishes to be at the 
forefront of doing this in ways which benefit patients, improve quality of care and generate a pattern 
of care that is affordable and sustainable for commissioners.  Authorisation to operate as an FT could 
enable OUH to respond more flexibly to this challenge.  

1.66 With the designation of the Oxford Academic Health Science Centre and the Oxford Academic Health 
Science Network, the means exist to translate research into innovative practice. 

1.67 With its local and network alliances with other healthcare providers and with a business plan 
generating financial surpluses to invest, OUH will be able to respond more quickly than as an NHS 
Trust to needs identified with local service partners and the wider network.  Developments will be 
mutually beneficial for network partners and will support sustained improvements in patient 
experience and safety. 

1.68 Progress against the Trust’s strategic objectives requires the flexibilities provided by authorisation as 
an FT.  OUH believes that achieving its vision depends on this.   

 

Market assessment and service development 

1.69 OUH is relatively unusual in being a teaching trust with a comprehensive portfolio of services and a 
strong research and educational base but a relatively small local population.  

1.70 OUH provides services to two relatively distinct markets: a local market for general hospital services 
and a wider market for more specialised care.  

1.71 As the commissioner of specialised services, NHS England is the Trust’s largest single commissioner by 
value.   

1.72 Oxfordshire Clinical Commissioning Group (OCCG) is the next largest commissioner by value and, 
including those Oxfordshire people for whom OUH provides specialised care, 60% of the Trust’s 
income is for treating the people of Oxfordshire.  
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1.73 The Trust also provides local care for surrounding counties, including communities in southern 
Northamptonshire and Warwickshire. 

1.74 The population served by OUH’s specialised services is one of approximately 2.5 million within the 
local authority areas of Oxfordshire, Buckinghamshire, Milton Keynes, Berkshire, Swindon, 
Gloucestershire, Northamptonshire and Warwickshire. Some specialised services serve a larger 
catchment population, with national and international elements. 

1.75 The Trust provides the majority of acute services for Oxfordshire with a small volume of activity going 
to neighbouring district general hospitals and to private providers which have contracts for a limited 
range of orthopaedic and other planned care.   

1.76 OUH monitors plans by commissioners to seek tenders for services and won a contract to provide 
integrated sexual health services for Oxfordshire from April 2014.  

1.77 A key feature of the local market is the increasing demand from an ageing population with increasingly 
complex health and social care needs.  This informs OUH’s work to design new means of care delivery 
outside its hospital sites.  

1.78 As local care pathways are redesigned and services provided wherever feasible outside acute hospital 
settings, the Trust’s strategy is to increase its hospital income from specialised care, with several 
components:  

 Consolidation of its existing catchment (e.g. by treating patients more locally who would 
otherwise have been treated in London). 

 Extension of its existing catchment (e.g. through extending operational clinical networks and joint 
working relationships). 

 Delivering national and network-driven reconfigurations of specialised services (e.g. Major 
Trauma, Vascular Surgery and Newborn Intensive Care). 

 Responding to the emergence of potential new markets. 

1.79 Developments in specialised services are expected to address the specific needs of the network of 
providers and commissioners OUH serves, with an early focus on cancer care.  Business cases for 
radiotherapy units in Swindon and Milton Keynes are under development, with capital resources 
reserved and a capital loan proposed for the Milton Keynes development. 

1.80 Main developments in local acute services are in care pathways rather than buildings.  Nevertheless, 
capital investment is planned during the five-year period of this IBP to relocate services from 1940s 
buildings at the Churchill Hospital, to improve facilities at the Horton General Hospital, and to upgrade 
operating theatres and intensive care facilities at the John Radcliffe Hospital.  A capital loan is 
proposed to support the latter developments at the John Radcliffe.  

 

Performance overview 

1.81 The Trust’s income from clinical care grew by 16% between 2011/12 and 2013/14.  During this period: 

 day case activity provided by the Trust grew by 14.7% 

 planned (elective) inpatient activity grew by 22.8% 

 outpatient attendances grew by 9.5% 

 non-elective (emergency) admissions grew by 3.8% 

1.82 Against this backdrop of rising activity, delayed transfers of care have been above the expected 
maximum of 3.5% of acute bed capacity since OUH’s formation and Oxfordshire’s delays have been 
the highest in England for several years.   

1.83 Reducing delays in transferring patients has proved challenging for local commissioners and providers 
over a long period.  A clear priority for OUH is to participate actively in putting in place new pathways 
and community provision to deliver this standard and to sustain progress.     
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1.84 Detailed work has taken place as part of agreed plans to reduce waits for unplanned care.  Action in 
2013/14 and 2014/15 has also focused on reducing waits for planned care to achieve a sustainable 
position.  

1.85 Action has been taken to shorten waits for cancer care, including the provision of more radiotherapy 
capacity to respond to growing need and OUH serving a growing population.   

1.86 Action including the seven-day operation of scanners and some additional staffing has reduced waits 
for diagnostic tests.  

1.87 The Trust has remained within reduced ‘threshold’ levels set for cases of MRSA and Clostridium 
Difficile infection since 2011/12. 

1.88 The Trust is registered without conditions by the Care Quality Commission for all regulated activities 
on each of its sites.  It is judged compliant with all essential standards of quality and safety and 
received an overall rating of ‘Good’ from the Chief Inspector of Hospitals in May 2014. 

1.89 OUH has strengthened its underlying financial position in the past two years.  It is focused on 
continuing to strengthen its financial position and balance sheet through good financial management 
and the delivery of cost improvements.  

1.90 This base allows it to produce a financial plan that, in an increasingly challenging financial 
environment, delivers surpluses, with improved liquidity and risk ratings, and finances service 
improvements in areas of development to support its strategic goals. 

 

Strengths, weaknesses, opportunities and threats 

1.91 OUH’s key strength is its comprehensive portfolio of services with high levels of subspecialisation.  
Access to these services is highly valued by the patient population that the Trust serves.  Service 
delivery is underpinned by strong clinical support services and multi-disciplinary working.  Partnership 
with the University of Oxford complements and enhances the services offered and supports the 
delivery of  education, training and research. 

1.92 Set alongside this, the highest profile weakness is in waits for access to beds from emergency care and 
for discharge from hospital, especially for frail, older people. OUH is working closely with local 
organisations to develop care which is integrated as far as patients and their carers are concerned.  

1.93 The Trust also recognises the importance of addressing the clear threat posed by rising healthcare 
costs and the availability of funds for healthcare.  OUH is committed to work with its commissioners to 
address this risk, including referral protocols and the establishment of integrated care pathways that 
transfer activity from hospital into other care settings.  The Trust is working with local commissioners 
to develop these proposals, whilst having its own plans to meet cost reduction requirements and 
preserve quality.  For example, OUH has worked with commissioners and community hospitals to 
provide an accelerated rehabilitation pathway for patients with fragility hip fractures.  This generated 
a shorter length of acute stay for these patients, releasing bed capacity for  additional patients coming 
to the John Radcliffe Hospital as a Major Trauma Centre. 

1.94 The Trust is in a good position to benefit from opportunities offered by the national drive towards 
rationalisation and consolidation of specialised services into designated centres. It has developed its 
Trauma and Newborn Intensive Care services to further enhance its position as a comprehensive 
provider of specialised care. 

1.95 Taking advantage of these opportunities is necessary to support future clinical and financial viability. 
The Trust has identified that a network approach with surrounding healthcare providers will help 
mitigate the risk of its being a specialised teaching centre with a relatively small local population and is 
actively progressing discussions with surrounding Trusts to support a sustainable network of services 
which takes account of changing commissioner requirements.   
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1.96 The centralisation of specialised services may present a threat to those Trust services with a smaller 
critical mass.  For such services, as seen in Paediatric Cardiac Surgery, it will be important for the Trust 
to have network arrangements which prevent an adverse impact on related services, such as 
Paediatric Intensive Care.  OUH is prepared to work collaboratively as a ‘spoke’ as well as a ‘hub.’  This 
commitment has been demonstrated by its alliance with University Hospital Southampton NHS FT to 
support the delivery of paediatric cardiac services. 

1.97 The Trust’s strategy is built on clinical network arrangements and relationships with neighbouring 
hospitals and on developing and extending these.   

 

Risks 

1.98 The main risks to achievement of this strategy are described in the IBP as follows: 
 

Failure to maintain quality of patient services 

Delays for spinal service patients 

Failure to achieve a safe and efficient patient transport service 

Failure to maintain safe staffing levels and skill mix 

Failure to provide safe care for inpatients with diabetes 

Impact on quality of services as a result of excessive use of agency staff 

Inaccurate reporting due to failures in the Picture Archiving and Communication System (PACS) 

Loss of income from CQUIN targets 

Failure to maintain financial sustainability 

Failure to deliver the required levels of cost improvement 

Pension cost pressures not funded in tariff 

Adverse impact on balance sheet from calls on Research and Development income 

Negative impact of changes to specialist services tariffs 

Negative impact of reforms to urgent care tariffs 

Failure to maintain operational performance 

Failure to reduce delayed transfers of care 

Failure to deliver national A&E standard 

Failure to deliver national 18 week referral to treatment standards 

Failure to deliver national access standards for cancer 

Failure to achieve sustainable contracts with commissioners 

Above plan non-elective and A&E activity 

Activity plans prove unaffordable to commissioners (QIPP and Better Care Fund) 

Failure to sustain an engaged and effective workforce 

Failure to recruit and retain high quality staff in specific areas 

Failure to effectively control pay and agency costs 
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Inadequate staffing levels in maternity service 

Failure to achieve midwife supervision ratios 

Insufficient provision of training, appraisals and development 

Failure to achieve the required transformation of services 

Failure to deliver improvements to out of hours care – Care 24/7 

Tie failure between EPR and CRIS leads to data inaccuracy and non-delivery of planned savings 

Inability to meet Trust need for capital investment 

Failure to obtain capital financing loans 

Shortfall in charitable donations for radiotherapy developments 

  

1.99 OUH’s five year financial model has been tested by costing selected risks from the list above, 
combining them into an ‘unmitigated downside’ and applying proposed actions to address the 
consequences of the risks materialising.  This downside analysis demonstrates that the Trust can 
deliver a sustainable financial position over the period with sufficient cash balances. 

 

Conclusion 

1.100 This Integrated Business Plan describes how OUH is working to achieve its vision and the steps it is 
taking to deliver the best care for local people, for its wider network and to offer the services its 
commissioners require.  

1.101 The Trust has set itself a clear ambition to deliver compassionate excellence.  It is supporting its staff 
and services to enact its values through the use of visible quality priorities, training and development 
of managers, actions to support staff engagement and wellbeing, and values-based recruitment.  
Internal peer review and recent inspection by the Chief Inspector of Hospitals inform its work. 

1.102 Members of OUH staff have worked hard to provide compassionate care during a period of major 
pressure on emergency care locally and nationwide and the Trust remains committed to making 
sustainable improvements to the flow of patients through and from its non-elective services. 

1.103 It has strengthened its finances and external relationships, not least through its clinical leadership.  
These factors provide it with a strong base to redesign and develop its services. 

1.104 OUH intends to respond creatively to the challenges facing the NHS in the area it serves and, through 
effective partnerships and harnessing capacity for innovation, to be an organisation that members of 
staff are proud to work for, patients choose to be treated by and GPs and other care providers seek to 
be associated with. 

1.105 Operating as an NHS Foundation Trust is an important next step in the Trust’s development. 
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1 million patient contacts 

107,000 planned admissions 

90,000 emergency admissions 

650,000 outpatient attendances 

130,000 Emergency Department attendances 

1.4 million meals for patients 

1,300 beds, including 100 for children 

67 wards 

44 operating theatres 

11,700 staff 

3,700 nurses 

1,800 doctors 

1,400 care support workers 

2. Trust profile 

2.1 Oxford University Hospitals NHS Trust (OUH) provides a wide range of general and specialised 
healthcare services, primarily from four hospital sites: the Churchill Hospital, John Radcliffe Hospital 
and Nuffield Orthopaedic Centre in Oxford and the Horton General Hospital in Banbury. 

2.2 The Trust provides general hospital services to people in Oxfordshire and neighbouring counties and 
specialised services on a regional and national basis.  As well as Oxfordshire, a significant proportion of 
OUH’s patients come from Buckinghamshire, Berkshire, Wiltshire, Northamptonshire, Warwickshire 
and Gloucestershire.  Details of the population served are provided in Chapter 4. 

2.3 OUH provides services in more than 90 clinical specialties which are grouped into five clinical Divisions.   

2.4 The Trust has: 
 

 

 

 

 

 

 

 

 

 

2.5 During 2013/14 the Trust provided:  

 

 

 

 

 

 

 

 

 

2.6 OUH was formed on 1 November 2011 from the integration of the Oxford Radcliffe Hospitals NHS 
Trust (ORH) and the Nuffield Orthopaedic Centre NHS Trust (NOC). 

2.7 60% of the Trust’s overall activity comes from its providing a full range of ‘district general hospital’ 
services for its local population.  It offers a seven day per week consultant presence in key services 
including emergency services, diagnostics and obstetrics. 

2.8 OUH leads regional networks in Trauma, Vascular Surgery, Cancer, Newborn Intensive Care, Primary 
Coronary Intervention and Stroke.  It participates in collaborative networks with Buckinghamshire 
Healthcare NHS Trust on burns care and with University Hospital Southampton NHS FT on paediatric 
cardiac services, Paediatric Neurosurgery and Paediatric Critical Care Retrieval.   

2.9 As well as providing healthcare, OUH is an educator of its own staff and supplies services to support 
the training of the UK’s healthcare workforce. It provides a base for training nurses and therapists 
(with Oxford Brookes University) and medical students and doctors (with the University of Oxford).  It 
has run an Academy for Health Care Support Workers since 2012. 
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2.10 The Trust’s postgraduate centres support the training of junior doctors, dentists, GPs and associate 
specialists.  OUH has 400 consultants registered as educational supervisors.  

2.11 The Trust’s name reflects its formal partnership with the University of Oxford and a commitment to be 
at the heart of an outstanding, sustainable and innovative academic health science system.  The 
Trust’s primary role in the provision of high quality patient care is underpinned by its functions in 
education, teaching and research. 

2.12 Arrangements are in place with Oxford Brookes University to train and develop competent, 
compassionate non-medical practitioners to provide excellence in care which is sustained through 
teaching and contributing to the wider research agenda.  A Joint Working Agreement is in place to 
support collaborative work, scholarly activities and other educational initiatives. 

2.13 Oxford medical research is focused on ‘big diseases’ where hundreds of thousands of lives can be 
saved worldwide, including cancer, diabetes and infectious diseases such as malaria and HIV.  

2.14 Research themes of particular strength in Oxford are Cancer; Cardiovascular Science; Diabetes, 
Endocrinology and Metabolism; Infection and Immunology; Musculoskeletal Science; Neuroscience 
and Cognitive Health; and Reproduction and Development.   

2.15 OUH is the host organisation for, and a founding partner of, the Oxford Academic Health Science 
Network (AHSN) and is a partner in the Oxford Academic Health Science Centre (OxAHSC).  The aims 
and activities of both are described in Chapter 5. 

2.16 In 2013/14, the Trust had a turnover of £868 million and fixed assets of £710 million.  
 

Financial overview 

 2011/12 2012/13 2013/14 

Turnover (£m) 788.2 821.7 868.3 

Fixed Assets (£m)1 707.5 693.3 710.2 

Reference Cost Index (RCI) 108 107 1032 

EBITDA (£m)3 69.5 68.8 73.3 

I&E Surplus / (Deficit) against breakeven duty (£m) 7.2 3.6 10.9 

 

Overview of sites and services 

2.17 OUH has a comprehensive range of secondary and tertiary services.  It provides supra-regional 
services including one of the largest organ transplant programmes in Europe for kidney, 
kidney/pancreas and small bowel, and is home to several regional networks and centres. 

2.18 Acute services are provided from four hospital sites:  

 the Churchill Hospital in Headington, Oxford; 

 the Horton General Hospital in Banbury; 

 the John Radcliffe Hospital in Headington, Oxford; and 

 the Nuffield Orthopaedic Centre in Headington, Oxford. 

2.19 The Churchill Hospital is the centre for the Trust’s cancer services and the base for renal services, 
transplantation, dermatology, haemophilia, infectious diseases, chest medicine, medical genetics, 

                                                           
1
 Including tangible and intangible fixed assets and long term debtor balances.  A lower figure is given below for 

tangible fixed assets only (land, buildings and equipment)  
2
 A 2013/14 RCI of 103 is draft subject to final confirmation with Department of Health in November 2014 

3
 Earnings Before Interest, Tax, Depreciation and Amortisation 
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palliative care and sexual health.  The Oxford Centre for Diabetes, Endocrinology and Metabolism is  
on this site.  The hospital, with the adjacent Old Road campus of the University of Oxford’s Medical 
Sciences Division, is a major centre for healthcare research, and hosts a number of academic 
departments and other major research centres such as the Oxford Cancer Research Centre, a 
partnership between Cancer Research UK, the Trust and the University of Oxford. 

2.20 The Horton General Hospital in Banbury provides acute general medicine and general surgery, 
trauma, obstetrics and gynaecology, paediatrics and critical care.  Acute general medicine includes a 
medical assessment unit, a day hospital as part of specialised rehabilitation services for older people 
and a cardiology service. The Brodey Centre offers treatment for cancer. Outpatient clinics provide 
care including input from specialist consultants from Oxford in dermatology, ear, nose and throat 
(ENT), neurology, ophthalmology, oral surgery, oncology, pain rehabilitation, paediatric cardiology, 
plastic surgery, radiotherapy and rheumatology.  Clinical services on site include dietetics, 
occupational therapy, pathology, physiotherapy and radiology. 

2.21 The John Radcliffe Hospital is the largest of the Trust’s hospitals. It is the site of Oxfordshire’s main 
accident and emergency service and provides acute medical and surgical services, pathology, trauma, 
intensive care and maternity and women’s health services. The Oxford Children’s Hospital, the Oxford 
Eye Hospital and the Oxford Heart Centre form part of the hospital. It is the home of many 
departments of the University of Oxford’s Medical Sciences Division, although medical students are 
educated throughout the Trust and in a network of hospitals beyond Oxfordshire. The West Wing, 
opened in 2007, is a base for neuroscience services, including neurosurgery and neurology, spinal 
surgery and specialist surgical services including ear nose and throat (ENT), plastic surgery and a 
specialist craniofacial unit.  The Oxford Trauma Unit is the designated regional major trauma centre. 

2.22 The Nuffield Orthopaedic Centre is an internationally-recognised centre of excellence providing care 
for people with disabling or long term musculoskeletal conditions and for those suffering from 
neurological disability. The hospital includes the Oxford Centre for Enablement which specialises in 
treating people with severe neuromuscular conditions and provides rehabilitation for those with limb 
amputation or complex neurological disabilities. It has a wide range of orthopaedic services including 
orthopaedic surgery, for example hip and knee replacements. Specialist orthopaedic services include 
limb reconstruction and deformity correction and the treatment of primary malignant bone and soft 
tissue tumours. Bone infections are treated in the UK’s only dedicated unit of its kind.   

2.23 90.5% of the Trust’s outpatient activity takes place on its four main sites and the level of outpatient 
activity provided at each in 2013/14 is shown below. 

Site Attendances % of total 

Churchill Hospital 214,550 23.7% 

Horton General Hospital 101,246 11.2% 

John Radcliffe Hospital 382,029 42.2% 

Nuffield Orthopaedic Centre 120,836 13.4% 

 

2.24 The Trust offers private healthcare services across its four sites. 

2.25 OUH’s pathology service at the John Radcliffe Hospital conducts post mortems on behalf of the 
Ministry of Defence.  It receives the bodies of service personnel who have died on operations overseas 
and are repatriated via RAF Brize Norton. 

2.26 Specialist staff provide clinics and services from health facilities operated by other NHS providers.  
Services are delivered in Oxfordshire and beyond, with outpatient clinics in community settings and 
satellite outreach services in surrounding hospitals.  The Trust runs midwifery-led units in community 
hospitals in Oxfordshire.  It is also responsible for screening programmes, including those for bowel 
cancer, breast cancer, cervical cancer, chlamydia and diabetic retinopathy.   
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2.27 Plans are outlined in Chapter 5 for the development of radiotherapy services in Swindon and Milton 
Keynes in partnership with the local trusts.   

2.28 The map below shows the locations from which OUH delivers its services.  
 

 Healthcare sites from which OUH provides services 

 

2.29 86,000 outpatient episodes (9.5% of the Trust’s total) were provided in 2013/14 from 48 non-OUH 
sites.  Locations from which over 1,000 episodes of care were provided are shown below. 

Location Episodes of care 

Milton Keynes Hospital 14,978 

Great Western Hospital, Swindon 12,530 

Wycombe Hospital, Buckinghamshire 12,041 

East Oxford Health Centre, Oxford 10,477 

Stoke Mandeville Hospital, Buckinghamshire 8,338 

Witney Community Hospital, Oxfordshire 2,889 

Brackley Community Hospital, Northamptonshire 2,376 

Abingdon Community Hospital, Oxfordshire 1,448 

Royal Berkshire Hospital, Reading 1,203 

White Horse Leisure Centre, Abingdon, Oxfordshire 1,020 

Wantage Health Centre, Oxfordshire 1,010 
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Innovation in care 

2.30 Recent service innovation has included the introduction of a Supported Hospital Discharge Service 
(SHDS), providing home care to allow people to leave hospital as soon as clinically ready.   

2.31 OUH has integrated psychiatry into its services with a focus on the physical and psychological needs of 
frail older people.  A psychological medicine service supports the Emergency Departments, general 
and older people’s medicine, end of life care, children’s services, services for women and cancer care.  
The better management of medical and psychiatric co-morbidity is a theme for the proposed 
Collaborative Leadership for Applied Healthcare Research Centre (CLAHRC) and includes a significant 
project to enhance the recognition of psychiatric co-morbidity in physical disease. 

2.32 Seven day on-site consultant working is in place in the Trust’s Emergency Departments and in 
diagnostic and maternity services.   

2.33 Additional senior clinical decision-makers have been made available on-site seven days per week in 
the Emergency Departments, building on successful experience of having ortho-geriatricians working 
there.  Physicians have also been introduced as part of emergency surgery services.  

2.34 Emergency surgery has been strengthened with the development of general emergency surgeons. 

2.35 An ‘emergency navigator’ role has been introduced to provide a single point of access for emergency 
referrals from GPs. 

2.36 A post-acute ‘step down’ unit has been introduced in acute medicine.  

2.37 A paediatric clinical decision unit has been established adjacent to the John Radcliffe Emergency 
Department. 

2.38 A Public Health Strategy has been developed within the Trust by public health physicians and agreed 
with Oxfordshire County Council to support the development and delivery of a wider health and 
wellbeing strategy. 

 

Access measures as part of Monitor’s Risk Assessment Framework 

2.39 The Trust monitors performance against access standards including those which form part of 
Monitor’s Risk Assessment Framework.  Breaches of these standards generate a score and the 
requirement is that trusts have an overall score of three or below.  OUH has not met this standard 
since October-December 2013. 

2.40 The table overleaf summarises the position since April-June 2013.  It illustrates the challenges that 
OUH has experienced in delivering access standards in recent quarters, but masks upward trends in 
performance on the A&E and admitted RTT standards in particular.  These trends are illustrated in the 
additional data and description which follow the table. 
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 Standard 2013/14 2014/15 
  Q1 Q2 Q3 Q4 Q1 Q2 

A&E A&E <4 hour waits Met Met Not met Not met Not met Not met 

Cancer 

<31 day diagnosis to 
treatment 

Met Met Met Not met Not met n/a4 

<31 day subsequent 
treatment 

Met Met Not met Not met Not met Not met 

2 week referral Met Not met Met Met Not met n/a4 

<62 day referral to 
treatment 

Not met Not met Not met Not met Not met Not met 

Referral to 
Treatment5 

Incomplete pathway Met Met Not met Not met Not met Not met 

Admitted pathway Met Met Not met Not met Not met Not met 

Non-admitted 
pathway 

Met Met Met Not met Not met Not met 

Infection 
Control 

Clostridium Difficile Met Met Met Met Met Met 

Total score   2 2 5 6 7 56 

 

 

Accident and Emergency  

2.41 During 2011/12 the Trust saw and treated, discharged or admitted within four hours at least 95% of 
the people attending its emergency departments.  

2.42 In 2012/13 this 95% standard was met in two quarters but for the year as a whole, performance was 
92.9%.  In 2013/14, the standard was met only in May, June, July, September and October. 

 

A&E waits within 4 hours: quarterly performance from April 2013 

Period 13/14 Q1 13/14 Q2 13/14 Q3 13/14 Q4 14/15 Q1 14/15 Q2 

A&E <4hr waits 92.53% 95.63% 94.05% 90.34% 91.62% 94.25% 

 

2.43 During 2014/15, the standard was met in August.  As illustrated below, improvement was seen from 
April to August. 

                                                           
4
 Externally validated data for September to confirm achievement of this standard not available at the time of writing  

5
 Breaches of RTT standards produce a score of no more than 2 in this framework 

6
 Subject to confirmation of validated cancer performance figures for September 
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2.44 In the five years between 2008/9 and 2012/13, emergency admissions to OUH increased by 16.8% and 
ED attendances by 10.8%. The majority of the increases in activity were at the John Radcliffe Hospital 
(JRH), with about a third attributable to population change.7 

2.45 As part of an Oxfordshire-wide plan agreed with NHS England’s Thames Valley Area Team, the Trust 
has strengthened staffing within its emergency services, supported by its investment of £2.7m of 
winter pressures funding, 26% of the £10.2m awarded to Oxfordshire Clinical Commissioning Group in 
September 2013.  Improvements included the introduction of rapid nurse assessment and on-site 
consultant physicians to enable rapid clinical decisions to be taken. 

2.46 The Trust continues to deliver its actions as part of an Oxfordshire-wide emergency care action plan.  

Cancer waits 

2.47 The Trust is monitored on eight key cancer standards under four headings:  

 31 day maximum waits for second and subsequent treatments (for surgery, anti-cancer drugs and 
radiotherapy);  

 62 day maximum waits for first treatment (from GP referral and from screening referral);  

 31 day maximum waits from referral to diagnosis; and  

 waits of within two weeks from referral to first appointment (for all referrals and for symptomatic 
breast cancer patients). 

2.48 Of these standards, the 62 day screening, 31 day subsequent drug treatment and two-week suspected 
cancer (non-breast) standards have been achieved throughout an extended period.   

2.49 The table and charts below show performance against each standard since April 2013. 

 

 

 

 

 

 

 

                                                           
7
 OUH Emergency Department Attendances and Emergency Admissions 2008/09-2012/13, Oxfordshire CCG/OUH, 2013 
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Metric Standard 
13/14 

Q1 
13/14 

Q2 
13/14 

Q3 
13/14 

Q4 
14/15 

Q1 

31 day diagnosis to treatment 96% 96.96% 98.49% 96.08% 94.29% 93.12% 

31 day subsequent drug treatment 98% 100% 99.17% 100% 100% 100% 

31 day subsequent radiotherapy 94% 97.53% 95.91% 80.34% 78.03% 77.46% 

31 day subsequent surgery treatment 94% 95.88% 99.38% 94.77% 92.09% 95.36% 

2 week breast referrals 93% 98.22% 90.83% 97.69% 98.25% 91.43% 

2 week GP referrals 93% 95.82% 94.11% 95.66% 96.94% 93.59% 

62 day screening referral to treatment 90% 93.33% 94.12% 94.92% 95.41% 94.81% 

62 day GP referral to treatment 85% 82.90% 84.49% 77.12% 78.60% 77.80% 

 

 

 
 

2.50 The 62 day standard from GP referral has proved challenging over an extended period.  OUH has taken 
action to strengthen its validation and patient tracking and is to strengthen the leadership and 
consolidate the accountability of its cancer Multi-Disciplinary Teams (MDTs).  Work has taken place 
with GPs on education for referrers and for patients on referral pathways.  

80%
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31 day cancer diagnosis to treatment standard: performance since April 2013 
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100%
Cancer two week wait standards: performance since April 2013 

Breast Referrals Actual 93% 2 Week Wait Standard GP Referrals Actual
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2.51 Waits for radiotherapy have been addressed through increased linear accelerator capacity within 

OUH’s service at the Oxford Cancer Centre and in Milton Keynes.  Action taken has improved waits 
that had increased after OUH took on radiotherapy services for the population of Milton Keynes 
during 2013.  The Trust continues to work with commissioners and providers in Swindon and Milton 
Keynes to develop radiotherapy capacity across the clinical network. 

 

Referral to treatment times 

2.52 The NHS makes three commitments on referral to treatment times (RTT): 

 to provide treatment within 18 weeks for 90% of patients on admitted pathways; 

 to provide treatment within 18 weeks for 95% of patients on non-admitted pathways; and 

 to have 92% of patients on incomplete pathways waiting less than 19 weeks for treatment.  

2.53 Elective referrals ran ahead of planned and contracted levels during 2013. Specialties providing high 
volumes of care, including ENT, Orthopaedics, Ophthalmology and Plastic Surgery, did not meet RTT 
standards for the incomplete and admitted pathways later in 2013/14, contributing to these standards 
not being met at Trust level.  

2.54 Capacity and demand modelling was carried out to generate a revised required ‘run rate’.  

2.55 Extra capacity was put in place within the Trust and independent sector capacity was used during the 
final quarter of 2013/14.  Action has continued during 2014 to reduce the Trust’s overall waiting list to 
sustainable levels. 
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Cancer 62 day referral to treatment standard: performance since April 2013 

90% Screening Standard Screening Actual

85% GP Referral Standard GP Referral Actual
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Cancer 31 day subsequent treatment standards: performance since April 2013 

98% Drug Standard Drug Actual
94% Radiotherapy and Surgery Standard Radiotherapy Actual
Surgery Actual
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2.56 With changed expectations of commissioners during 2014/15, revised trajectories for RTT are the 
subject of discussion by the Board during November 2014. 

 
2.57 As part of work to manage demand for surgical services, GPs work within OUH’s gynaecology and ENT 

services to triage referrals and provide feedback to GPs. A Trust-run Musculoskeletal Hub takes 
neurosurgical and spinal referrals.  

2.58 Reflecting national pressure in the spinal service, waiting times for patients needing complex spinal 
surgery have exceeded the national standard of a maximum 52 week wait since August 2013.   

2.59 OUH appointed additional spinal surgeons who began work in January 2014.  It also ceased taking 
spinal referrals from beyond its region in order to return to delivering care within the required waiting 
time.  The chart below shows the number of patients on incomplete pathways waiting over 52 weeks, 
all of whom are now awaiting spinal surgery.  A reduction can be seen from a peak in June 2014. 

 

Infection control 

2.60 The Trust has remained within reduced ‘threshold’ levels set for cases of MRSA and Clostridium 
Difficile over three successive years.   

2.61 For 2013/14 a threshold of zero was set for MRSA bacteraemias on the basis that there should be no 
avoidable cases. OUH had three cases of MRSA during 2013/14 and has had three during the first six 
months of 2014/15, all of which have been assessed by Oxfordshire CCG as unavoidable.   
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Other access measures 

Delayed transfers of care 

2.62 Since OUH’s formation, delayed transfers of care have accounted for 10% of the Trust’s acute bed 
capacity, with 90-160 of the Trust’s beds occupied at any one time by people whose needs could be 
met elsewhere if alternatives were available.  In 2013/14, an average of 10.8% of OUH acute beds 
were occupied by people whose transfer to an alternative care setting was delayed. 

2.63 The Trust believes that resolving this issue is necessary to support sufficient flow of patients from its 
Emergency Departments to meet the A&E waiting time standard on a sustainable basis. 
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2.64 Reducing delays in transferring patients has proved challenging for local commissioners and providers 
over a long period.  OUH is committed to participating actively in putting in place new pathways and 
provision to deliver sustainable progress.  

2.65 OUH’s own Supported Hospital Discharge Service (SHDS) supports patients in their own homes after 
they leave hospital.  This enables supported discharge for up to 50 patients per week.  The service was 
expanded in 2013/14 and further growth is under way following OUH’s approval as a preferred 
provider of domiciliary care by Oxfordshire County Council.   

2.66 The Trust recognises that larger-scale redesign is needed of the system of care available outside 
hospital, not least to be able to make the 60 discharges per day which are known to be required from 
its non-elective beds.   

2.67 Discussions are underway with Oxford Health NHS Foundation Trust about what might be developed, 
with changes to be made by agreement with commissioners.  This work is summarised on page 100. 

Diagnostic waits 

2.68 The proportion of patients waiting more than six weeks for diagnostic tests rose above 10% in 
December 2012.  Additional staffing and the weekend operation of scanners were put in place.   

2.69 The proportion of patients waiting over six weeks peaked then reduced significantly, with progress 
made towards the national standard of 99% of patients waiting less than six weeks.  The standard was 
met in July and August 2014. 

 
 

Quality 

2.70 OUH’s Quality Strategy, agreed by the Board most recently in September 2013, sets out a vision that: 

“by 2017 we will be recognised as one of the UK’s highest quality healthcare providers.  We will have 
embedded all the fundamental aspects of patient and staff quality and safety and will demonstrate a 
commitment to continuous quality improvement.  All our clinical services will be recognised as 
providing high quality care, while some will be able to demonstrate that they provide the highest 
quality compared to international benchmarks.” 

2.71 The Trust is proud of the work its staff have already done to improve quality.  Many of its services are 
regarded by patients, staff and the Trust’s peers as high quality, but this is not consistent for all  
services and objective benchmarks of quality are not always available. 

2.72 The Trust has endorsed the importance of patient safety and has stated its aim to be a high reliability 
organisation. 

2.73 Quality priorities for the Trust are outlined in its Quality Account8 and monitoring takes place through 
the Board’s Quality Committee.  Drivers in their development have been: priorities set for the NHS 

                                                           
8
 Available at www.ouh.nhs.uk/about/publications/ 
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nationally; priorities agreed with the Trust’s commissioners (as part of its CQUIN9 contract or in 
response to concerns they have raised); priorities arising through feedback that has been received 
from service users; and priorities developed through Trust Risk Summits that have examined particular 
areas of the organisation’s work. 

2.74 Prioities for 2014/15 are summarised below. 
 

Patient safety A programme of work to review and improve arrangements for the management 
of inpatients outside normal office hours across the four Trust sites (‘Care 24/7’). 

Patient experience Improvements to timeliness and communication around discharge from hospital. 

Improvements to the experience of outpatient services, from booking through to 
attendance and further correspondence. 

Services to provide integrated psychological support for patients with cancer. 

Clinical effectiveness 
and outcomes 

Implementation of outcomes from diabetes and pneumonia risk summits. 

Expansion of physician input into the care of inpatients in surgical specialties. 

 

Patient experience 

2.75 A Patient Experience Strategy was agreed by the Board in 2013, bringing together a range of means by 
which the Trust seeks feedback and engages with its patients to improve services.  

2.76 The Friends and Family Test was introduced nationally in 2013.  Monthly ‘Net Promoter Scores’ are 
shown below, compared to levels seen for the NHS in England. 
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 The Commissioning for Quality and Innovation payment framework 
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2.77 OUH has worked to increase its Friends and Family Test response rate.  The introduction of ‘drop coin 
boxes’ in its Emergency Departments made rapid response easier and coincided with a rise in 
response rate. 

 

Patient safety 

2.78 The graphs below use data from OUH’s web-based Datix system and include only incidents reported as 
resulting in moderate or greater harm to patients. Some care must always be taken in interpretation 
as trends can result from changes in the rate of occurrence or in reporting practice and with the 
relatively small numbers involved, fluctuation can take place. 

2.79 The incidence of grade 3 and 4 pressure ulcers has remained low following a significant reduction in 
2013/14 from 2012/13 levels. 
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2.80 Levels of slips, trips or falls causing moderate or greater harm remained broadly consistent between 
2013 and 2014, displaying a degree of seasonality, with slightly higher levels during the winter 
months. 

 
2.81 The graph below is based on the patient safety thermometer, a point prevalence survey undertaken 

on one day per month by all adult inpatient areas in the Trust, excluding Emergency Departments and 
Emergency Assessment Units.  This shows the percentage of these patients on that day who had 
evidence of one or more of four harms: pressure ulcer, fall with harm, catheter-related urinary tract 
infection and venous thromboembolism. 

 
2.82 92-94% of patients are shown to experience harm-free care.  

Registration with the Care Quality Commission 

2.83 OUH is registered without conditions for all regulated activities on each of its sites.  

2.84 The Trust complies with all existing 16 essential standards of quality and safety and has systems in 
place to ensure continued compliance. 

2.85 The CQC’s Chief Inspector of Hospitals inspected all four OUH sites in February 2014 and the Trust 
received an overall ‘Good’ rating in May 2014.  

Single sex accommodation 

2.86 There were seventeen nationally reportable breaches of this standard in 2013/14.  A number were 
related to a single event at the Emergency Assessment Unit at the Horton General Hospital and 
changes have been made in the Unit to reduce the risk of recurrence.   Processes in other areas have 
also been reviewed with staff in response to breaches to prevent recurrence. 
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Patient activity 

Planned (elective) care 

2.87 Between 2011/12 and 2013/14, day case activity provided by the Trust grew by 14.7% and elective 
inpatient activity by 22.8%. 

2.88 Growth in elective activity at specialty level has been driven by population growth and by targeted 
reductions in waiting times.  

Elective inpatient and day case admissions, 2011/12 – 2013/14 

 

 

Outpatient care 

2.89 Outpatient attendances grew by 9.5% between 2011/12 and 2013/14. 

Outpatient attendances, 2011/12-2013/14 

 
 

Unplanned and emergency care and assessment 

2.90 The number of older people presenting for emergency care has followed demographic trends.  An 
overall growth of 3.8% in non-elective admissions was experienced between 2011/12 and 2013/14.  
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Non-elective admissions, 2010/11-2012/13 [Source: OUH Electronic Patient Record] 

 
 

2.91 The chart below shows the level of contracted non-elective activity for each of these three years in 
comparison with the level of non-elective activity provided. Note that as well as the information 
source being different, some activity definitions have altered over this period, so caution should be 
applied in comparing figures between years. 

Non-elective admissions compared with contracted level, 2011/12-2013/14 [Source: SLAM data] 

 

Customers and income for patient care 

2.92 Income for providing NHS patient care services in 2013/14 was £726m, broken down between key 
commissioners as follows:  
 

Commissioner Net income 2013/14 
(£000s) 

% of NHS 
patient income 

NHS England (Wessex Area Team)10 349,058 48.1% 

Oxfordshire CCG 279,388 38.5% 

Buckinghamshire CCGs 16,503 2.3% 

NHS England (Thames Valley Area Team)11 9,602 1.3% 

Other CCGs 71,652 9.9% 

  

                                                           
10

 Specialised services 
11

 Screening services 
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2.93 OUH has 14 specialties which each accounted for 2.0% or more of its NHS patient income in 2013/14.  
As shown below, trauma and orthopaedics accounted for the largest single percentage, followed by 
paediatric medical specialties and general medicine. 
 

Specialty Description Net income 2013/14 
(£000s) 

% of Trust 
Total 

Trauma & Orthopaedics 62,181 8.6% 

All Paediatric Medical Grouped 51,635 7.1% 

General Medicine 41,089 5.7% 

Obstetrics (including Midwifery)12 36,530 5.0% 

Neurosurgery 32,348 4.5% 

Cardiology 31,522 4.3% 

Medical Oncology 28,730 4.0% 

All Cardiothoracic Surgery Grouped 23,524 3.2% 

Accident & Emergency 21,396 2.9% 

Nephrology 20,003 2.8% 

Transplantation Surgery 19,172 2.6% 

Ophthalmology (Adult & Paediatric) 17,588 2.4% 

Clinical Oncology 16,747 2.3% 

General Surgery 16,591 2.3% 

 

                                                           
12

 Based on updated commissioning pathways for obstetric activity 
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Clinical Services 

Children's and 
Women's 

Clinical Support 
Services 

Medicine, 
Rehabilitation 

and Cardiac 

Neurosciences, 
Orthopaedics, 
Trauma and 

Specialist Surgery 

Surgery and 
Oncology 

Organisational structure 

2.94 OUH’s clinical services are organised in five clinically-led Divisions. 
 

 

 

 

 

 

 

 

 

 

 

 

2.95 The five Divisions represent an alteration in November 2013 from seven Divisions which had been in 
place since November 2011. The change was made to improve clinical alignment and to further 
integrate the internal management of services as the Trust develops wider clinical networks.  For 
example, bringing together the management of trauma and orthopaedics allows the Trust to focus on 
major trauma at the John Radcliffe with the NOC site used for a range of elective procedures, enabling 
more flexible use of the consultant workforce across trauma and orthopaedics and enhancing OUH’s 
ability to deliver its new integrated spinal service. Similarly, a new clinical directorate brings together 
cardiology and cardiac surgery and key medical specialties are grouped in the same Division in 
recognition of the management challenges of the emergency case load. 

2.96 Each Division is led by a Divisional Director, a practising clinician who is supported by a Divisional 
Nurse/Divisional Governance and Professional Lead and Divisional General Manager.  Divisions are 
responsible for the day-to-day management and delivery of services within their area in line with Trust 
strategies, policies and procedures.  

2.97 Divisions include two or more Directorates, which are broadly specialty-based and contain clinical 
service units covering specific areas of services.  Directorates are led by Clinical Directors who are 
accountable to the Divisional Director and supported by Operational Service Managers, Matrons and 
other relevant experts.   

2.98 Directorates include those with services on more than one site, such as acute general medicine and 
women's, and those such as neurosciences which are based on a single site.  
 

Children’s and Women’s Division 

Children’s Clinical Directorate 

 

Paediatric medicine and specialist medicine 

Paediatric surgery and specialist surgery (cardiac surgery 
and neurosurgery) 

Paediatric intensive and high dependency care 

Neonatology 

Community paediatrics 

Paediatric therapies 

Women's Clinical Directorate Obstetrics and midwifery 

Gynaecology 

Women’s theatres 

Midwifery-led units 
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Clinical Support Services Division 

Adult Critical Care, Pre-operative 
Assessment, Pain and Resuscitation 
Clinical Directorate 

Adult critical care 

Pain service 

Pre-operative assessment 

Resuscitation 

Pathology and Laboratories Clinical 
Directorate 

Pathology 

Laboratories 

Pharmacy Clinical Directorate Pharmacy 

Radiology and Imaging Clinical Directorate Radiology and imaging 

Theatres, Anaesthetics and Sterile 
Services Clinical Directorate 

Anaesthetics and theatres (except where within other 
Divisions) 

Sterile services 

Medicine, Rehabilitation and Cardiac Division  

Acute Medicine and Rehabilitation Clinical 
Directorate 

Acute general medicine 

Emergency medicine 

Gerontology and stroke medicine  

Psychological medicine and psychology 

Discharge lounge 

Therapies and rehabilitation 

Ambulatory Medicine Clinical Directorate Chest medicine 

Dermatology 

Diabetes, endocrinology and metabolism 

Clinical genetics 

Clinical immunology 

Infectious diseases and genito-urinary medicine 

Cardiology, Cardiac and Thoracic Surgery 
Clinical Directorate 

Cardiology 

Cardiac critical care 

Adult cardiac surgery 

Thoracic surgery 

Cardiac theatres and cardiothoracic anaesthesia 

Neurosciences, Orthopaedics, Trauma and Specialist Surgery Division 

Neurosciences Clinical Directorate Neurology 

Neurosurgery 

Neuropathology 

Neurophysiology 

Neuro intensive care 

Spinal surgery 

Musculoskeletal Clinical Directorate Orthopaedic surgery 

Rheumatology 

Orthopaedic theatres, recovery and High Dependency Unit 

Trauma Clinical Directorate Trauma 

Specialist Surgery Clinical Directorate ENT 

Ophthalmology 

Oral and maxillofacial surgery 

Plastic surgery and craniofacial 

Vascular surgery 
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Surgery and Oncology Division 

Gastroenterology, Endoscopy and 
Churchill Theatres Clinical Directorate 

Churchill theatres and anaesthetics 

Endoscopy 

Gastroenterology 

Oncology and Haematology Clinical 
Directorate 

Clinical oncology 

Medical oncology 

Clinical haematology 

Haemophilia and thrombosis 

Medical physics and clinical engineering 

Palliative medicine 

Surgery Clinical Directorate Acute surgery 

Breast and endocrine surgery 

Gynaecological oncology 

Hepatobiliary 

Upper and lower gastrointestinal surgery 

Transplant, Renal and Urology Clinical 
Directorate 

Dialysis 

Transplant and renal 

Urology 

 

2.99 Clinical Divisions are supported by corporate and business support functions including Finance and 
Procurement, Planning and Information, Human Resources, Estates and Facilities, the Medical 
Directorate, the Nursing Directorate and the Assurance Directorate; and by other services within 
corporate directorates including governance, legal services and research administration. 

 

Trust resources 

People 

2.100 In July 2014, Oxford University Hospitals NHS Trust employed 11,671 people in 9,759 whole-time 
equivalent (WTE) posts.13 

2.101 One in three of its staff are nurses or midwives.   16% are doctors, 11% healthcare assistants, 7% 
healthcare scientists, 6% allied health professionals, 5% scientific, therapeutic and technical staff, 20% 
work in administrative or estates functions and 2% are managers or senior managers.    

2.102 Pay accounted for £480.8m (60%) of OUH’s total operating costs of £795.1m in 2013/14.   

2.103 Further details of the Trust’s staffing are in Chapter 8 – Workforce and Leadership.  

 

 

                                                           
13

 This figure is a snapshot of contracted posts. It differs slightly from the Trust’s Long Term Financial Model which uses 
an average worked WTE figure from the finance ledger. 
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Churchill 
Hospital 

Horton 
General 
Hospital 

John 
Radcliffe 
Hospital 

Nuffield 
Orthopaedic 

Centre 
Land area 

Facilities and property 

2.104 OUH has 391,000 square metres of internal area on 73.8 hectares of land. 
 

 

 

 

 

 

 

 

 

 

 

 

Internal area (m2) 

 Churchill Horton 
General 

John 
Radcliffe 

NOC Total % of 
total 

OUH 

- of which University space in OUH 
building 

53,000 27,500 131,550 8,670 220,720 56.4% 

2,250 0 11,900 63 14,213 3.6% 

University buildings (freehold or 
leasehold) 

5,100 0 11,100 2,320 18,520 4.7% 

PFI 

- of which University space in PFI 

35,300 0 58,350 20,350 114,000 29.1% 

360 0 4,300 585 5,245 1.3% 

Other 12,300 10,500 15,000 372 38,172 9.8% 

Total Gross Internal Area 105,700 38,000 216,000 31,712 391,412 100.0% 

% of total 27.0% 9.7% 55.2% 8.1% 100.0% 
 

 

2.105 29.1% of property on OUH’s sites has been funded through the private finance initiative (PFI). To 
maintain these facilities the Trust works closely with its PFI partners. For the West Wing and Children’s 
Hospital on the John Radcliffe site, the Special Purpose Vehicle (SPV) for the PFI is The Hospital 
Company with Carillion Health as service provider.  The SPV for the new Churchill Hospital buildings is 
Ochre Solutions Limited and that for the Nuffield Orthopaedic Centre development is Albion Health 
Services.  Both include G4S as their major service provider.  Carillion Health and G4S provide most of 
the domestic and portering services on the Headington sites.  Catering Services are provided by 
Carillion at the John Radcliffe Hospital and by Aramark at the Churchill and NOC. 

2.106 A new Churchill Hospital including the Oxford Cancer Centre opened in April 2009.  This development 
was financed using PFI and offers state-of-the-art facilities and equipment which match the first class 
expertise of our clinical teams, in a single integrated service centre. 

2.107 The £29 million Oxford Heart Centre opened in October 2009, providing additional single rooms, a 
cardiac intensive care unit and five catheter labs.  This development provides state-of-the-art facilities 
for research and the treatment of people with heart disease and was jointly funded by the NHS and 
the University of Oxford. Trust staff already work closely with University colleagues and have 
contributed significantly to advances in the delivery of care to heart patients.  Adjacent is a research-

Site Land area (hectares) 

Churchill Hospital 28.3 

Horton General Hospital 9.9 

John Radcliffe Hospital 26.7 

Nuffield Orthopaedic Centre 8.9 

Total 73.8 
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funded Acute Vascular Imaging Centre (AVIC), built by the University of Oxford, which puts the 
University and Trust at the forefront of stroke diagnosis and treatment. 

2.108 Bed numbers are flexed where necessary to meet the demands of the service. OUH also has some 
clinical areas which are not staffed on a 24 hour basis, so bed numbers are indicative and are not 
necessarily a good proxy for capacity.   

Relevant assets 

2.109 Monitor requires NHS Foundation Trusts, as a condition of their Provider Licence, to maintain an asset 
register which indicates which assets are considered ‘relevant’.   

2.110 Monitor’s Guide for Applicants states that relevant assets include “any item of property, including 
buildings, interests in land, equipment (including rights, licences and consents relating to its use), 
without which the Trust’s ability to meets its obligations to provide Commissioner Requested Services 
would reasonably be regarded as materially prejudiced.” 

2.111 This Business Plan assumes that OUH continues to operate services from its four hospital sites.  It 
therefore intends to regard its four hospital sites as relevant assets. 

2.112 The total value of these assets at the end of 2012/13 was £696 million.  This comprised NHS and 
donated tangible fixed assets, including land, buildings and equipment.  This sum is a lower figure than 
the fixed assets figure at 2.16 above as it excludes intangible assets and long term debtors.   

Supplies 

2.113 OUH spends £98.0m (12% of its total operating expenses) on clinical supplies, excluding drugs.  It 
invests specialist expertise to support its procurement activity and collaborates with other NHS 
organisations to obtain an appropriate quality of supplies and services on the most competitive terms. 

 

Finance 

2.114 The tables below give illustrative financial data for OUH for 2013/14 and the preceding two years.   

2.115 Income from activities grew over this period by 16.3% and operating expenses rose by 10.6%.  Further 
details are given in Chapter 6. 

 

Statement of Comprehensive Income 
OUH (£000s) 

2011/12 2012/13 2013/14 

Income from activities 638,690 691,822 742,512 

Other operating income 149, 530 129,882 125,835 

Total income 788,220 821,704 868,346 

Operating expenses before depreciation and impairments (718,705) (752,888) (795,080) 

EBITDA surplus / (deficit) 69,515 68,815 73,267 

EBITDA margin % 8.8% 8.4% 8.4% 

Retained surplus / (deficit) 7,603 (1,316) 17,432 

Adjustments for impairments (2,327) 4,568 (8,426) 

Adjustments for IFRIC12 & donated assets 1,882 394 1,889 

Adjusted surplus / (deficit) 7,157 3,646 10,895 

Adjusted surplus / (deficit) % 0.9% 0.4% 1.3% 
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2.116 The ‘non-current’ liabilities shown below represent liabilities on PFI contracts, with the value of the 
PFI assets included within the Trust’s fixed assets.  

Statement of Financial Position 
OUH (£000s) 

2011/12 2012/13 2013/14 

Non-current assets 707,513 693,266 710,202 

 Current assets 93,036 104,064 122,616 

 Current liabilities (108,189) (122,159) (131,187) 

Net current assets (15,153) (18,095) (8,571) 

Non-current liabilities (320,400) (303,785) (291,805) 

Total assets employed 371,960 371,386 409,826 

Public Dividend Capital (PDC) 206,873 207,673 208,935 

Revaluation reserve 147,744 147,362 164,735 

Other reserves including government grant reserve 1,743 1,743 1,743 

Retained earnings 15,600 14,608 34,413 

Total capital and reserves 371,960 371,386 409,826 
 

 

Statement of Cash Flows 
OUH (£000s) 

2011/12 2012/13 2013/14 

Net cash inflow / (outflow) from:  

  Operating activities 86,999 94,078 83,192 

  Returns on investments and servicing of finance (20,291) (20,518) (20,255) 

  Capital expenditure (17,438) (26,239) (21,904) 

  Dividend payments (8,983) (9,374) (6,382) 

Net cash inflow / (outflow) before management of liquid resources 
and financing 

40,286 37,947 34,651 

Net cash inflow / (outflow) from financing (15,879) (16,174) (13,860) 

Increase / (decrease) in cash 24,407 21,773 20,791 

Opening cash balance 1 April 19,477 43,884 65,657 

Closing cash balance 31 March  43,884 65,657 86,448 

 

2.117 The Trust’s Reference Cost Index figure was 108 in 2011/12 and reduced to 107 in 2012/13.  A draft 
figure of 103 for 2013/14 is subject to final confirmation with the Department of Health in 
November 2014.  Reference costs are considered further in Chapter 6 – Financial plans. 

 

Research partnerships and innovation 

2.118 Oxford is one of the largest biomedical research centres in Europe, with over 2,500 people involved 
in research and more than 2,800 students. Teaching and research span fundamental science through 
to clinical trials and translation into treatment.  Oxfordshire is also a UK focus for life sciences, with 
biomedical research and Science Vale UK based at Harwell and many life sciences and 
pharmaceuticals businesses based in the county. 
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2.119 The Mandate issued to Health Education England in April 2013 included a specific objective for 
working in partnership, including the development of relationships with AHSCs and AHSNs to align 
education with research and innovation.  OUH and Oxford Health’s Chief Executives are members of 
the Health Education Thames Valley (HETV) Board and both local universities are members of its 
Expert Education Reference Group. 

2.120 OUH works closely with a range of key partners to: 

 provide high quality NHS and private healthcare services; 

 teach and train healthcare professionals; 

 undertake healthcare research; 

 operate its facilities efficiently; and 

 secure charitable support for appropriate priorities. 

2.121 Primary contractual relationships are with: 

 Clinical Commissioning Groups and specialised commissioners for the delivery of NHS services; 

 PFI partners, for the provision, maintenance and servicing of part of its estate; 

 the University of Oxford and Oxford Brookes University, for teaching and research;  

 suppliers; and 

 other local NHS FTs and NHS trusts, with which it contracts to provide specialist support. 

2.122 OUH works actively with its patients, the public and stakeholder bodies (for example, Oxfordshire’s 
Joint Health Overview and Scrutiny Committee) to gain assurance that its services meet local needs 
and to test that proposals and plans for service change are well focused and sufficiently supported.  

2.123 In Banbury and the surrounding area, OUH continues to work closely with a Community Partnership 
Network on service developments and changes at the Horton General Hospital.  

2.124 OUH is committed to bringing the benefits of world-leading research to patients as fast and as 
effectively as possible.  It has a strong track record and reputation for research and teaching in 
partnership with the University of Oxford’s Medical Sciences Division and with Oxford Brookes 
University’s Faculty of Health and Life Sciences.  

2.125 The Trust has a Joint Working Agreement (JWA) formalising its links with the University of Oxford.  
This provides an agreed structure and governance processes for the relationship between the two 
organisations, enhancing their ability to share thinking and activities and to function as a partnership 
committed to the pursuit of excellence in patient care, teaching and research.  The JWA builds on a 
long history of joint working between the University of Oxford and NHS hospitals in Oxford, greatly 
benefitting both patients and the wider community.   

2.126 Existing collaborations include the ambitious research programmes established through the National 
Institute for Health Research (NIHR)-funded Biomedical Research Centre (BRC) and the Biomedical 
Research Unit (BRU) in musculoskeletal disease. Each was amongst the first of its type to be 
designated and a successful bid to extend the programme in 2011 led to the award of funding for a 
further five years of £63 million for the BRC and £7.9 million for the BRU.  These set the standard in 
translating science and research into new and better NHS clinical care.   

2.127 A formal JWA is also in place with Oxford Brookes University (OBU) to support collaborative work, 
scholarly activities and other educational initiatives.  OBU is regularly the top new university in the 
UK and its Faculty of Health and Life Sciences includes the Departments of Biological and Medical 
Sciences, Clinical Health Care, Psychology, Social Work and Public Health, and Sport and Health 
Sciences, the Centre for Rehabilitation and the Clinical Exercise and Rehabilitation Unit.  

2.128 OUH employs significant numbers of new OBU graduates. 

2.129 Several OBU research areas are linked to service provision with OUH and other partners, as follows:  

 Cancer care: the impact of cancer care on families; the role of primary care in supporting people 
with cancer and their families; continuity of care for cancer patients.  
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 Cardiac care: Patient Reported Outcome Measure for fatigue and breathlessness in heart failure; 
the use of inhaled furosemide in breathlessness.  

 Children and young people: evaluation of Health Visitor Assessments; safeguarding of children 
delivered through primary care teams. 

 Drug and alcohol abuse prevention: prevention of risk behaviours in children and young people; 
drug treatment effectiveness; role of emergency hostels in supporting drug addicts; effects of 
alcohol advertising and drinking behaviour in young people. 

 Maternal and public health: use of birthing pools in labour; women’s public health and maternal 
care strategies. 

2.130 OUH and the University of Oxford’s Medical Sciences Division believe that through working closely 
together and with other partners, they can set and sustain levels of service quality, outcomes and 
value comparable to the best internationally. 

2.131 OUH is the host for the new Thames Valley NIHR Local Clinical Research Network (LCRN) from April 
2014 and has supported a successful bid led by Oxford Health NHS FT to host a new Collaborative 
Leadership for Applied Healthcare Research Centre (CLAHRC), an initiative funded by the National 
Institute for Health Research. 

2.132 Work as part of the Oxford AHSN and AHSC is described in Chapter 5. 

 

 

 

A neurosurgeon speaks to a patient in the West Wing, John Radcliffe Hospital 
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3. Strategy 

Vision and values 

3.1 Our mission is to improve health and alleviate pain, suffering and sickness for the people we serve.  

3.2 We will achieve this by providing high quality and cost-effective healthcare.  We will develop the 
people who work for us and continue to support the search for better treatment. 

3.3 Our core values are excellence, 
compassion, respect, delivery, learning and 
improvement. 

3.4 Summarised as ‘Delivering Compassionate 
Excellence’, these values are used by staff 
and leaders throughout OUH and with 
partner organisations as a basis for 
improving the quality of the care we 
provide. 

3.5 Our values determine our vision to be:  

at the heart of a sustainable and innovative academic health science system, working in partnership 
to deliver and develop excellence and value in patient care within a culture of compassion and 
integrity. 

3.6 This vision is underpinned by OUH’s founding partnership with the University of Oxford.   

3.7 Collaboration and partnership are central to OUH’s delivery of patient care, education and research.  
The Trust provides a broad range of care for a local population and specialised care for a wider 
population.  Both roles are interdependent if it is to achieve its vision and continue to deliver 
education and research.   

3.8 This Integrated Business Plan describes changes in local services to respond to evolving needs and in 
specialised services to respond to a national agenda which is expected to drive some centralisation.  
As a result, OUH expects to earn a higher proportion of its income from specialised care over the next 
five years, while continuing to be a major provider of local care.   

3.9 The patient is at the heart of everything OUH does.  The Trust is committed to delivering high quality 
care for patients irrespective of age, disability, religion, race, gender or sexual orientation, with 
services that are accessible to all but tailored to the individual. 

3.10 Central to the Trust’s vision are its staff.  OUH aims to recruit, train and retain the best people to enact 
its values and achieve its vision. 

3.11 OUH works to achieve excellence in healthcare by enabling support, respect, integrity and teamwork; 
by monitoring and assessing its performance against national and international standards; by learning 
from its successes and setbacks; by improving what it does through innovation and change; and by 
working in partnership and collaboration with all the agencies of health and social care in the area it 
serves. 

3.12 The Trust is committed to being an active partner in healthcare innovation, research and education. It 
aims to be an effective link between research in basic science and healthcare provision, helping to 
turn today’s discoveries into tomorrow’s care.   

3.13 OUH’s vision and values inform its strategic objectives which in turn form the basis of this Integrated 
Business Plan. 

3.14 OUH’s strategy has been developed from consultation with organisations, groups and members of the 
public as part of its preparation to apply for Foundation Trust authorisation.  Public involvement in 
developing the Trust’s strategy will be strengthened post-authorisation through the involvement of 
public and staff members via the Council of Governors, following the Trust’s Membership Strategy. 
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Strategic objectives 

3.15 The Trust has six strategic objectives from which its priority work programmes flow. 

SO1. To be a patient-centred organisation providing high quality, compassionate care with integrity 
and respect for patients and staff – “delivering compassionate excellence”. 

SO2. To be a well-governed organisation with high standards of assurance, responsive to members 
and stakeholders in transforming services to meet future needs – “a well-governed and 
adaptable organisation”. 

SO3. To meet the challenges of the current economic climate and changes in the NHS by providing 
efficient and cost-effective services – “delivering better value healthcare”.  

SO4. To provide high quality general acute healthcare to the people of Oxfordshire including more 
joined-up care across local health and social care services – “delivering integrated local 
healthcare”. 

SO5. To develop extended clinical networks that benefit our partners and the people they serve. This 
will support the delivery of safe and sustainable services throughout the network of care that 
we are part of and our provision of high quality specialist care for the people of Oxfordshire and 
beyond – “excellent secondary and specialist care through sustainable clinical networks”. 

SO6. To lead the development of durable partnerships with academic, health and social care partners 
and the life sciences industry to facilitate discovery and implement its benefits – “delivering the 
benefits of research and innovation to patients”. 
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Strategic Objective 1: “Delivering Compassionate Excellence” 

3.16 This objective is rooted in three of the Trust’s core values and underpins its everyday activities.  It 
commits the Trust to put patients at the centre of everything that it does. 

3.17 Work derived from addressing this objective includes learning and development for the clinical 
workforce. Having clinical leadership focused on maintaining and improving quality while containing 
cost is explicitly linked to the Trust’s values. OUH’s work to improve information systems, governance 
and assurance also supports the delivery of the best care. 

3.18 Following a process of engagement with its staff and with input from its Patient Panel in late 2011, 
OUH agreed values for use in recruiting, appraising, training and developing its staff and in leadership 
and management development. 

3.19 The monitoring of outcomes and other key indicators and benchmarking against other organisations 
helps the Trust maintain its focus on quality across its services.  Progress is shown in the Trust’s 
published Quality Account.14 A particular area of focus is to sustain staffing levels appropriate for 
patients’ needs and to manage and monitor these in real time. 

3.20 As a Foundation Trust, OUH’s Council of Governors will hold the Board of Directors to account and this 
will include upholding adherence to the Trust’s values. The Council will also be involved in the 
development of the Trust’s forward plans and will wish to see that these remain consistent with 
promoting compassionate excellence within the organisation. 

3.21 The Trust carried out its first formal internal peer review exercise in 2013/14. Each of its five Divisions 
was scrutinised by multi-disciplinary teams drawn from the other four and from corporate 
departments. It included the review of qualitative and quantitative data about each Division as well as 
focus groups and visits to clinical areas incorporating interviews with staff and patients.  With a 
specific focus on quality based on the Care Quality Commission’s five domains15, the process provided 
an opportunity for fresh pairs of eyes to provide constructive criticism and identify good practice 
across the organisation. 

3.22 As well as the work of its staff with patients, the Trust’s ambition to deliver compassionate excellence 
also reflects the culture to be nurtured in the organisation more widely, with an ethos of integrity and 
respect amongst staff and in dealings with partners in the delivery of care.  OUH aims to support and 
encourage its staff to express commitment and pride in the quality of care it provides, whilst 
monitoring and assessing performance to provide supportive challenge and to learn from the 
successes and setbacks of its own services and those of others. 

Strategic Objective 2: “A Well-Governed and Adaptable Organisation” 

3.23 Authorisation as an NHS Foundation Trust will support the achievement of OUH’s mission, vision and 
strategic objectives.  Becoming an FT is not an end in itself but a means of creating a clinically and 
financially sustainable organisation with strong and effective governance arrangements. 

3.24 OUH seeks to respond imaginatively to the challenges posed by the economic environment.  
Operating as an FT will allow the rapid adoption of innovative ways of working, with greater scope for 
the delivery of new forms of care in different settings.  The potential to use a range of business models 
with commercial, academic, health or social care partners, individually or in combination, will enable 
the Trust to provide better value care for the patients of tomorrow.   

3.25 OUH will operate within the context of a clearly stated strategy over several years.  It employs a 
governance framework designed and assessed through external scrutiny as fit to support its delivery 
and underpinned by appropriate Risk Management and Assurance strategies.  Through the Trust’s 

                                                           
14

 Available at www.ouh.nhs.uk/about/publications 
15

 The Care Quality Commission examines whether services are Safe, Effective, Caring, Responsive and Well Led. 

http://www.ouh.nhs.uk/about/publications
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membership and Council of Governors, OUH’s patients, public, staff and partner organisations will 
play a part in guiding this strategy. 

3.26 Governors will be responsible for holding the Board of Directors to account and for seeking and 
supporting the involvement of the Trust’s members in the development of the Trust’s plans.  The 
Council will scrutinise the Board’s delivery of its strategic plans.  Through its membership and the 
Council of Governors, the communities OUH serves will be able to influence the future of its services. 

3.27 By means of its Membership Strategy and other activities including actions from a new Public Health 
Strategy, OUH will fulfil its social responsibility as a major local employer and provider of services.   

3.28 The Membership Strategy agreed in January 2014 supports the organisation’s goal to be increasingly 
responsive and accountable to the people it serves.  In October 2014 the Trust had 8,300 public 
members and aims to increase this number to over 12,000 within two years of authorisation.   

3.29 OUH is taking steps to achieve meaningful engagement with minority groups and with all people 
irrespective of the nine protected characteristics in equality and diversity legislation: age, disability, 
gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion and 
belief, sex, and sexual orientation.  

3.30 Patients will experience care provided by an organisation where they can influence service change and 
be closely involved in innovation and development from ever-stronger links with world-class research 
and teaching.  

3.31 OUH’s systems and processes – from electronic patient records to quality governance – will continue 
to develop to meet emerging standards and to respond flexibly to changing needs. 

Strategic Objective 3: “Delivering Better Value Healthcare” 

3.32 The Trust will continue to change the way it operates to deal with the tensions between the increasing 
demand for healthcare, both in terms of scale and complexity, and the limitations to the growth of 
financial resources.  It will focus on the value of its healthcare and use innovation to enhance this for 
the services it offers.  This means developing and delivering flexible and sustainable models of care, 
improving performance against a range of benchmarks and making use of opportunities that exist to 
make savings from infrastructure. 

3.33 Increased value for money is the result of improved outcomes and quality of services linked to 
improved cost effectiveness in their delivery.  Achievement will draw on research already underway 
on self-care and the use of e-health technologies. 

3.34 The Trust is committed to providing high quality and efficient secondary care services for its local 
population and to growing its tertiary care services where there are benefits to be gained for patients 
and commissioners through sharing expertise and costs.   

3.35 Some elements of efficiency improvement are linked to the Trust’s estate, implementing inter-site 
service moves between the four hospital locations to make the best use of modern facilities and 
enable out-of-date property to be vacated, especially on the Churchill Hospital site.  The clinical 
services strategy defining these changes is set out from paragraph 3.67 below.   

3.36 In order to improve patient safety and to make more cost-effective use of its infrastructure the Trust 
continues to move towards six and seven day working in a range of services.  Specific initiatives to 
deliver this greater level of utilisation are described later in this chapter. 

3.37 Work to strengthen and rationalise out-of-hours site cover across the Trust’s hospitals also reflects the 
improvement of patient safety and value for money. 

3.38 Progress and plans for cost savings resulting from these measures are described in Chapter 6.  

Strategic Objective 4: “Delivering Integrated Local Healthcare”  

3.39 The delivery of high quality local healthcare is a key focus and responsibility for OUH and requires a 
flexible and imaginative response to the challenge of managing the growing needs of older patients, 
those with long term conditions and those with multiple co-morbidities. 
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3.40 The Trust is strengthening its work with local GPs to inform a programme of service change that will 
transform a range of services delivered primarily (though not entirely) for the people of Oxfordshire.  

3.41 OUH will redesign its local services, especially in acute medicine, to ‘design out’ unnecessary and 
potentially harmful extended stays in hospital and put in place a model of care that is clinically and 
financially sustainable.  This means changing the model of care in particular for vulnerable, older 
people by offering more integrated care closer to home, applying acute clinical expertise in the non-
hospital setting and ‘right-sizing’ the Trust’s inpatient capacity.  This will result in services that are 
more responsive to patients’ needs and are more cost-effective. 

3.42 The nature and scale of this challenge requires innovative approaches to provide the necessary 
expertise and care in out-of-hospital settings.  The Trust has already begun delivering social care 
through its Supported Hospital Discharge Service as part of a package of schemes to deliver acute 
medical care beyond its hospitals.  This will contribute to reducing delays and fragmentation of care 
and is intended to allow a safe and sustained reduction in the use of inpatient care.   

3.43 The Trust is working in partnership with agencies in the local health and social care system and 
contributing to a multi-agency action plan on these shared issues.  Developments are described in 
Chapter 5.  OUH’s work will aim to improve the experience of patients and clinicians at the interface 
between primary and secondary care. 

3.44 Whilst system-wide configuration of non-elective care is crucial to long term improvements, rising 
demand means that if OUH is to manage without building new wards then the Trust needs to improve 
the flow of patients through, and transition from, its care. 

3.45 Within its hospitals, especially the John Radcliffe and Horton General, OUH will reshape its ‘local 
acute’ services, introducing systems to rapidly provide patients with relevant specialist input once 
their immediate emergency needs have been met. Patients and GPs will experience the benefits of 
care coordinated by OUH specialists and treatment in a setting where a wide range of expertise can be 
deployed quickly to meet assessed needs. Imaging services are being improved on both sites to 
support faster diagnosis and reduce the stay of patients requiring ambulatory medical care. 

3.46 Plans are outlined in the Clinical services strategy section below.    

3.47 OUH will work closely with its local commissioners as plans develop for integrated care. 

Strategic Objective 5: “Excellent Secondary and Specialised Care through Sustainable 
Clinical Networks” 

3.48 Partnerships are developing with surrounding trusts to support the delivery of secondary care locally, 
while consolidating the flow of patients requiring more specialised care to OUH as the local tertiary 
centre.  The intention is that these operational clinical networks continue to support services that are 
responsive, safe and sustainable.  These partnerships will support the provision of secondary care and 
as much specialised care as possible by acute healthcare providers locally at partner sites, with 
patients only moving to the tertiary centre at Oxford for necessary components of tertiary care. 

3.49 This network of relationships will provide a foundation for OUH investment to establish selected 
specialised services at designated partner hospitals, leading to a distribution of these services in a less 
centrist and more equitable manner.  This will, at the same time, increase the service portfolio and 
secure the sustainability of partner hospitals in the extended health economy.  This illustrates a new 
and emerging leadership role for the Trust. 

3.50 This principle has facilitated the significant investment required to provide high quality specialist and 
tertiary services and concentrated clinical expertise at defined sites with the aim of reducing variability 
and producing improved outcomes for the populations of local health economies. 

3.51 Key to this approach is also the contribution of the Trust to the development and growth of the 
service profile of partner trusts.  In certain partnerships this requires the sharing of OUH expertise and 
clinical personnel and in others the possibility of financial investment at partner sites.  This is 
exemplified by the Trust’s plan to invest in developing radiotherapy services, described in Chapter 5. 
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3.52 Key principles underlying the establishment of these networks include: 

 Patient-focused, population-centred networks with services delivered for the convenience of 
patients not providers and the provision of as much care as possible locally at the sites of network 
partners, combined with the withdrawal of clinically and financially unsustainable activity from 
smaller units in the networks and their concentration at larger units. 

 Mobilisation of the dormant resource of cooperation between organisations to deal with 
population health issues in partnership and collaboration, rather than in isolation. 

 Integration of care by creating network pathways for patient care, eliminating those elements that 
are uncoordinated, wasteful and potentially harmful. 

 Diversity and synergy in partnership respecting the different strengths and requirements of 
partners to deliver ‘win-win’ arrangements where they engage according to need. 

 Formation of a horizontal secondary care network to provide appropriate care locally and minimise 
patient travel. 

 Formation of a tertiary care network by reconfiguring services to deliver economies of scale and 
critical mass, using facilities and expertise at the tertiary centre. 

 The sharing of knowledge, education and training to standardise and improve the quality and value 
of care throughout the network. 

Strategic Objective 6: “Delivering the Benefits of Research and Innovation to Patients” 

Oxford Academic Health Science Network 

3.53 OUH has taken a leading role as a founding partner of the Oxford Academic Health Science Network 
(AHSN) for a population of some 3.3 million across Oxfordshire, Berkshire, Buckinghamshire and 
Bedfordshire.  

3.54 Following HM Government’s publication of Innovation, Health and Wealth in December 2011, Oxford 
AHSN was authorised in May 2013 as one of 15 such networks in England.  It brings together all NHS 
bodies, including NIHR-funded bodies, all universities and a large number of third sector, business 
networks and life science organisations in an area including Oxfordshire, Berkshire, Buckinghamshire, 
Milton Keynes and Bedfordshire.  OUH is the network’s host organisation. 

3.55 The AHSN provides an opportunity for all partners to participate in the provision of evidence-based 
care for the patients and populations they serve through innovation, research opportunities and 
wealth creation. 

3.56 The Network’s vision is: 

Best health for our population and prosperity for our region.  

3.57 This will be delivered in line with the AHSN’s mission to support collaboration, research and 
innovation across the NHS, universities and business, building on our strengths to deliver exemplary 
care and create the strongest life sciences cluster.  

3.58 Oxford AHSN’s work will be delivered through programmes on Best Care (including Clinical Innovation 
Adoption and Continuous Learning), Research and Development and Wealth Creation.  These are 
supported by cross-cutting themes on Population Healthcare; Patient and Public Involvement, 
Engagement and Experience; Sustainability; and Informatics and Technologies.   

3.59 Plans for the first year of the Best Care Programme are focused on nine clinical networks including 
diabetes, dementia, physical and mental co-morbidity, maternity, children’s and, in partnership with 
Health Education Thames Valley and the University of Oxford, the Patient Safety Academy and an MSc 
Fellowship Programme in evidence-based healthcare. 

3.60 The adoption of clinical innovation is a key part of the AHSN’s work and its Clinical Innovation 
Adoption Collaborative will focus on the “impact evaluation” and “scale up” phases of this process. 
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This programme will be delivered over five years with an ambitious and deliverable target of 
implementing five to ten innovations, at scale, across the region each year. 

Oxford Academic Health Science Centre 

3.61 The Oxford Academic Health Science Centre (AHSC) is a partnership between Oxford Brookes 
University (OBU), Oxford Health NHS FT, Oxford University Hospitals and the University of Oxford and 
has been designated for five years by the Department of Health from 1 April 2014.  

3.62 The vision for the Oxford AHSC is that the partnership will create the environment where the best 
research can be immediately translated, applied and evaluated for patient benefit.  

3.63 It will deliver six themes:  

 Big Data: Delivering the Digital Medicine Revolution. 

 Building Novel NHS, University and Industry Relationships. 

 Modulating Immune Response for Patient Benefit.  

 Managing the Epidemic of Chronic Disease. 

 Emerging Infections and Antimicrobial Resistance.  

 Cognitive Health: Maintaining Cognitive Function in Health and Disease. 

Innovation in care 

3.64 There are many areas where OUH and its partners have a strong track record of translating research 
into practical healthcare developments and have plans for further innovation.  These include: 

3.64.1 Genetic understanding and application in care.  Oxford has led in understanding the genetic 
causes of inherited disease and translating this into improved patient care.  Investigators at 
the UK National Haemoglobinopathy Centre at the Churchill Hospital have developed 
patented assays for the non-invasive, prenatal diagnosis of diseases such as sickle cell 
anaemia.  Oxford researchers discovered new genes underlying cardiomyopathy and sudden 
cardiac death syndromes and implemented the first national genetic testing services for these 
disorders, and developed technologies for the diagnosis of new genes causing developmental 
learning disabilities and neurodegenerative diseases.   

3.64.2 Vaccines. Oxford Vaccine Group (OVG) has a global track record of novel vaccine development 
and evaluation, in-house manufacture, and vaccine clinical trials, forming the largest not-for-
profit research endeavour in immunisation in Europe.  OVG has contributed to the 
deployment of four of the six vaccines given in the NHS immunisation schedule to children up 
to the age of five.  Advances in viral vector-based vaccines and T-cell immunity have been 
translated to clinical studies, exemplified by tuberculosis (novel vaccine progressed from 
experimental studies to large-scale efficacy trials); influenza (a novel universal influenza 
vaccine has reached Phase 2); HIV (novel vaccine in Phase 2 trials); and hepatitis C (a novel 
first-in-class vaccine). 

3.64.3 Novel diagnostic technology applications. Direct genome sequencing of samples of 
Mycobacterium tuberculosis (TB) from a rapid ‘midget’ culture of bone and joint fluid and 
respiratory samples is under way to support early and rapid diagnosis of TB.  OBU researchers 
pioneered the use of monoclonal antibodies to inhibin (a protein hormone) in a wide variety 
of clinical diagnostic tests, now commercialised worldwide, including the Quad test for Down’s 
Syndrome, infertility testing and ovarian cancer monitoring. 

3.64.4 Medical-psychiatric co-morbidity. Research is under way to develop interventions which 
integrate psychiatric and medical care for patients with a combination of a long term medical 
condition and a mental disorder. Medical-psychiatric comorbidity worsens outcome, leads to 
potentially avoidable reduction in quality of life and increases the cost of care.  Specific areas 
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of focus are medical inpatients with distress; people with poorly-controlled type 2 diabetes 
and major depression; and those in the last year of life with a long-term condition. 

3.64.5 Patient self-management of long-term conditions. Self-management interventions enabled by 
technology will be developed and tested, including an observational study of weight 
management behaviour; assessing the influence of lifetime cardiovascular risk information on 
self-management behaviour in type 2 diabetes; evaluating the impact on mood of self-
management in COPD; and pilot trials of the self-management of blood pressure post-delivery 
by women with gestational hypertension or bipolar disorder. 

3.65 The success of the Oxford Biomedical Research Centre and Biomedical Research Unit provides 
evidence of OUH’s expertise in life sciences research. The Oxford AHSC and AHSN will provide the 
Oxford BRC and BRU with a means to adopt and spread innovative clinical practice across the health 
economy and to link this economy with the research and development community.  

3.66 By 2016 the Trust aims to be at the core of a visionary and effective network, developing novel 
methods of care delivery and the new partnerships needed to deliver them. 

Clinical services strategy 

3.67 The Trust is working to strengthen its local healthcare services to reduce delays and to develop its 
specialised services as centralisation occurs.  It must also continue to sustain the safety of its facilities.  
Its capital programme aims to address these maintenance and development needs. 

3.68 This section describes priorities for work to reconfigure services across the Trust’s hospital sites to 
support models of care the Trust wishes to develop.  It should be read alongside Chapter 4 – Market 
Assessment.  Further information on capital investment can be found in Chapter 6 – Financial Plans.      

Priorities  

3.69 The Trust’s clinical services priorities over the five-year period of this IBP are as follows:  

3.69.1 Strengthen non-elective capacity and flow by consolidating its medical sub-specialties at the 
John Radcliffe Hospital and developing ambulatory medicine and diagnostics at the John 
Radcliffe (JR) and Horton General Hospital (HGH) sites.  

3.69.2 Improve the configuration of elective surgical services across its hospital sites. 

3.69.3 Develop a long term role for the HGH. 

3.69.4 Renew key infrastructure at the JR. 

3.69.5 Progress strategic developments in radiotherapy at Swindon and at Milton Keynes. 

3.69.6 Review major strategic development proposals for the Churchill Hospital (CH). 

Operational improvements: strengthening non-elective capacity and flow 

3.70 In November 2013, OUH was operating 86 beds more than its funded baseline on 31 March.    

3.71 Before a new, system-wide configuration of non-elective care is in place for Oxfordshire, and to 
manage rising demand without building new wards, OUH needs to improve and sustain the flow of 
patients through and from its care. With this in mind, it intends to: 

3.71.1 Develop enhanced ambulatory medicine services at the JR and HGH (linked to Emergency 
Medical Units in Abingdon and Witney) over extended hours, seven days a week and 
supported by improved diagnostics.  

3.71.2 Improve patient flow through the JR and HGH. 

3.72 Some improvements in patient flow can only be achieved by bringing medical sub-specialties together 
at the JR site, to improve care for acutely ill patients through having expertise on site, and by 
protecting non-elective capacity at the JR site. 

3.73 The Trust will therefore: 
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3.73.1 Move medical sub-specialties from the CH to the JR site: 

 Respiratory Medicine inpatients and day cases. 

 Respiratory ambulatory service. 

 Infectious Diseases. 

 Endocrine and Diabetes care. 

3.73.2 Improve diagnostic infrastructure to strengthen ambulatory care at the JR and HGH sites. 

3.74 Investment is under way in radiology infrastructure to strengthen ambulatory care, including the 
development of a dedicated ultrasound suite at HGH and improvements to general radiology, 
fluoroscopy, gamma, CT and ultrasound at the JR. 

3.75 Work to reduce waits for non-elective care by enhancing capacity and flow is taking place through 
integration and redesign of the Surgical Emergency Unit and Emergency Assessment Unit at the JR, the 
introduction of near patient testing and the expansion of the Paediatric Clinical Decision Unit 
alongside the Emergency Department at the JR. 

3.76 Schemes in OUH’s capital programme support these moves and the strengthening of ambulatory care 
capacity. 

Surgical services configuration 

3.77 Enabling improvements to non-elective capacity and flow is judged to require the relocation of 
elements of the Trust’s surgical services.  This is expected to lead to a focus on the Trust’s four 
hospital sites as follows. 
 

Site Surgical focus 

John Radcliffe Hospital Paediatric, Spinal, Neurosurgery, Vascular, Trauma, Cardiac 

Churchill Hospital Cancer, Renal, Transplantation 

Nuffield Orthopaedic Centre Orthopaedics, short stay and day case surgery 

Horton General Hospital Laparoscopic, short stay and day case surgery 

3.78 Development and reconfiguration of services including operating theatres, intensive and high 
dependency care at the John Radcliffe is required to support this configuration of surgery and to 
manage the increasing dependency of surgical patients as specialised services develop.  The Churchill 
Day Surgery Unit is also to be remodelled.  

3.79 Remaining questions include what other physical redesign and capital investment would be needed to 
support a new model of ambulatory medical care at the HGH and at the JR.  At the HGH, changes 
would form part of a reconfiguration of the site.   

3.80 The scale and detail of elective surgery transfer from the JR to the NOC will inform the business case 
for redevelopment of JR theatres.  At the JR, scope to expand facilities for ambulatory medical care 
(delivered through the Emergency Assessment Unit) will depend on plans to redevelop operating 
theatres, critical care and high dependency facilities (described in Chapter 5). 

Horton site developments 

3.81 The Trust is committed to developing a strong and sustainable set of services at the Horton General 
Hospital.  Close dialogue continues with Oxfordshire Clinical Commissioning Group and with local 
representatives and stakeholders.  The ingredients of service configuration shown here are therefore 
subject to agreement. 

3.82 The Trust sees the HGH as providing:  

 An elective care centre. 
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 Emergency ambulatory and diagnostic assessment. 

 Rehabilitation. 

 General and tertiary outpatient services. 

 Diagnostics. 

3.83 Taking into account national reports and the latest evidence, the Trust will also work with its 
commissioners, staff and local people to determine a sustainable future configuration for: 

 Emergency Department care. 

 Undifferentiated emergency medical take. 

 Obstetrics. 

 Paediatrics. 

3.84 Developments at the HGH during 2014 will see the improvement of outpatient facilities, including 
dedicated outpatient facilities for children, improved imaging facilities and facilities for minor 
procedures.  These developments enable the transfer to the HGH site of activity including audiology, 
cardiology and ENT appointments for adults and of services for children including oncology.   

Strategic developments on other sites 

3.85 As described in Chapter 5 – Service Development, the Trust is pursuing the development of 
radiotherapy services at the Great Western Hospital, Swindon and is developing a business case for 
radiotherapy services in Milton Keynes. 

 

Service transformation 

3.86 OUH must deliver significant annual productivity improvements in a safe, appropriate and sustainable 
manner.  In order to achieve this, it has designed a programme of work for 2014/15 and 2015/16 with 
the emphasis on ‘Transformation’ of its services.   

3.87 The Transformation Programme will sit within the Cost Improvement Programme and will become a 
catalyst for change with a strong emphasis on innovation, inclusivity and the application of 
translational research and best practice.  

3.88 The Transformation Programme will operate within a coordinated framework bringing together a set 
of managed projects, designed specifically to deliver the Trust’s Strategic Objectives.  

3.89 The clinically-led Divisions have mapped their current position against the strategic objectives and as 
part of that work identified key enablers for success and four key work streams: 

 Recruitment and Retention, with a focus on improving staff satisfaction and productivity. 

 Streamlining Patient Pathways.  Introducing best practice and utilising translational research to 
enable OUH to improve clinical outcomes to be within the top 10% nationally and to improve the 
efficiency and effectiveness of its general hospital activity. 

 Strategic Portfolio Optimisation.  To develop services such as stroke, vascular surgery and major 
trauma. 

 Use of Estates and Site Reconfiguration. Projects will inform changes that need to be made to 
improve the effectiveness of clinical pathways, including the colocation of services and 
consolidation of expertise to specific sites as described above.  

3.90 Projects will be delivered by Divisional teams which will each include a clinical lead (Clinical 
Champion), assisted by a corporate team providing monitoring, project management skills and 
informatics.  

3.91 The Transformation Programme has been designed to assist Divisions to deliver the Trust’s strategic 
objectives and quality targets. The key to its success is the engagement of its key stakeholders, 
patients, staff and other agencies, in the delivery of the projects. The programme was launched in 
February 2014 and has created an air of expectation and enthusiasm within the Trust. 
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Six and seven day working   

3.92 OUH has strengthened the ability of its non-elective services to operate seven days per week.  
Changes continue with the related aims of improving patient safety and patient experience and 
reducing delays.  They build on evidence of effectiveness and align with national policy.   

3.93 The Trust is developing six-day working in its elective services to improve access and to make better 
use of staff and fixed assets. 

Non-elective care 

3.94 The Trust is working to develop a new model for acute medicine at both the John Radcliffe and the 
Horton General Hospital with a clear pathway for acute admissions which will: 

 Deliver compliance with national and external standards.  

 Meet NICE and other standards for specialty input into the management of specific conditions 
(e.g. heart failure, respiratory disease). 

 Allow each ward to have a linked medical team, working closely with nursing leadership and with 
new joint accountabilities. 

 Enhance the role of acute medicine across all inpatient specialties, particularly surgical inpatients. 

 Provide 24/7 support from necessary services within hospital (therapies, pharmacy, radiology, 
laboratories). 

3.95 Senior clinical decision-makers have been introduced seven days per week in emergency medicine at 
the John Radcliffe and Horton General Hospitals in the form of consultant physicians.  Investment has 
also been made to develop a group of Advanced Nurse Practitioners to take on a decision-making role.   

3.96 Care navigators and discharge coordinators are in place as a trial.  Over time, the development of 
capacity for clinical decision-making at nights and weekends may reduce or remove the need for these 
roles. 

3.97 The introduction of a system using hand-held electronic devices for monitoring vital signs and 
identifying deterioration is expected to further enhance the positive impact of on-site clinical decision-
makers. 

3.98 Pharmacists have been employed at weekends to improve the management of medication and 
provide support to the discharge process.  A related project has also taken place to support patients in 
the management of their own medication. 

3.99 Electronic prescribing was introduced in 2014 with the aims of improving safety through reducing 
errors and easing the process of patient care and discharge.   

3.100 Additional ultrasound machines and coronary angiography capacity have been introduced to increase 
diagnostic capacity at weekends and to remove a delay to patients’ care progressing within the Trust.   

3.101 Building on the introduction of seven-day on-site senior clinical decision-makers and successful 
experience of ortho-geriatricians working in the Trust’s Emergency Departments, the impact is being 
trialled of having a geriatrician in surgical services at the JR to reduce length of stay.   

3.102 Learning from this may enable the development of a model of care which could see the care of older 
people coordinated by senior clinical decision-makers whose expertise is in the care of older people 
and who can coordinate inputs from a number of specialists.   

3.103 Psychological medicine services have been introduced to the Emergency Departments and acute 
medicine.  The feasibility will be examined of extending this service to surgery and to all specialties as 
part of coordinated care for older people.   

3.104 As part of the Transformation Programme described above, the Trust is examining out-of-hours cover 
across its sites in order to strengthen quality and deliver best practice.  The Trust is also considering its 
approach to ‘24/7 care’ and to the transfer of patients between sites.   
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Elective care 

3.105 As part of its clinical services strategy, the Trust is modelling the impact of operating six days per week 
in planned elective care.  This is expected to make better use of theatre and bed capacity, recognising 
that there are different capacity and support needs for different sites. 

3.106 Improvements are underway to capacity for elective care at the Horton General and Churchill 
hospitals.  At the Horton, ultrasound capacity is being upgraded and doubled and a dedicated 
outpatient area for children with paediatric staff is to open during 2014.  In line with the clinical 
services strategy described above, OUH seeks to develop ambulatory surgical services at the Horton 
General including general surgery, gynaecology, urology, ophthalmology and ENT.  

3.107 Developments to day surgery facilities at the Churchill Hospital in 2014 will improve the ability of that 
site’s operating theatres to be used over extended hours and six days per week.  

3.108 Linked to improvements in physical capacity are improvements to ways of working.  Different 
methods of pre-operative assessment are being trialled at the Churchill which could lead to a greater 
degree of standardisation than before.   

3.109 A shortage of radiotherapy capacity in 2013 led to weekend radiotherapy sessions which now form 
part of routine service provision.  

3.110 Re-profiling outpatient services is a key part of the Trust’s actions to reduce waits. A project began in 
2013 to reduce overbooking, increase the booking slots available in clinics and shorten patients’ waits 
to a maximum of six weeks.  In revising clinic templates, the project also set out to make future slots 
visible, to enable GPs to book appointments through the NHS Choose and Book system, and to match 
capacity more closely and rapidly to demand.  The Quality Committee is keeping progress under 
review.  

Organisational building blocks 

3.111 Delivery of OUH’s strategic objectives is founded on organisational building blocks which represent 
important developments in how it operates.  These are as follows:  

Board leadership 

 Strong and visible leadership across all areas and specifically in terms of values and strategic 
development. 

 Focus on quality and patient experience at the highest level. 

 Leadership within the local and wider health community. 

Clinical leadership 

 Day-to-day management and delivery of services by clinically-led Divisions. 

 Development of the strategic future for the Trust founded on Divisional involvement. 

Staff engagement, wellbeing and development 

 Use of a behavioural framework to support the application of the Trust’s values in practice. 

 An education and training framework to underpin the Trust’s workforce strategy. 

Governance and assurance 

 Improved systems at directorate, Divisional and Trust level to provide assurance to the Board and 
to regulators of the quality of care and effective systems for the avoidance of harm. 

 Incorporation of learning from other organisations. 

Value for money 

 Maximising the service quality and clinical outcomes delivered through a defined resource via the 
visibility of costs at patient level. 
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 Divisions operating as strategic business units for delivery of service and workforce redesign, 
informed by benchmarking. 

 Delivery of a Divisionally-owned and corporately-supported programme to improve outcomes and 
reduce costs on a rolling two-year basis. 

Enabling strategies 

 Progress is supported by OUH’s Estate and Workforce strategies.  Also relevant are the Trust’s 
strategies for Quality, Information Management and Technology, Membership, Risk and Assurance. 

 

Information Management and Technology Strategy 

Strategy 

3.112 OUH’s Information Management and Technology (IM&T) Strategy 2012-2017 links IM&T 
developments with the Trust’s objectives and sets out governance arrangements underpinning further 
investment. It argues that implementing electronic patient record systems and associated 
technological developments is crucial to improving efficiency and patient safety and underpins the 
Trust’s overall strategy. 

3.113 Information and performance monitoring are of critical importance for the Trust’s future 
development.  The strategy sets out the developments required and changes in governance needed to 
help deliver them. 

Electronic Patient Record 

3.114 The core clinical solution at the heart of the IM&T strategy is the Electronic Patient Record (EPR) 
system, implemented trust-wide in 2012.   

3.115 The ending in 2015 of the national contract for the Cerner Millennium system used by OUH requires it 
to re-procure EPR. The Trust’s Board agreed an approach in September 2013 to move towards re-
procurement.  

3.116 An outline business case was approved by Trust Management Executive in October 2013, by the Board 
in November and by the NHS TDA’s capital investment group in November. Following consideration by 
the Trust Board, a full business case was agreed by the NHS TDA’s Board in May 2014. This is built into 
the Long Term Financial Model. 

3.117 The delivery of real time information in clinical services through EPR functions is fundamental to the 
IM&T strategy’s success.   

3.118 Neuro Intensive Care Unit and medicines management deployments went live in September 2014 as 
part of the continuing roll-out of EPR functions to clinical services.   

3.119 The intention is to move to working digitally in all service areas in the period to 2018/19, with the next 
areas expected to be inpatient services for children and services at the Nuffield Orthopaedic Centre.   

3.120 The ability to develop and enhance the system over time will be at the heart of developments in the 
period to 2018/19. The objective is to introduce Electronic Document Management and prescribing to 
enable the Trust to operate initially in a ‘paper light’ way, with information available to clinical teams 
whenever and wherever they need it. 

3.121 In this environment it is important that the Trust begins to maximise its use of EPR and over time 
replaces its legacy systems as EPR gains additional functionality.  

3.122 As part of its programme to create a ‘digital hospital’, OUH is moving on a managed basis from having 
the primary clinical record it uses on paper to its being the electronic patient record.   

3.123 The electronic ordering of tests and medication has been introduced, with a primary focus on error 
reduction and patient safety.  
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3.124 The development of nursing documentation in EPR during 2014/15 will allow nursing records to begin 
to move to electronic form.  

3.125 Proof of concept work is also taking place on the scanning of core documents such as consent forms as 
another move toward an electronic care record.  

3.126 ‘Day forward scanning’ is under development for the latest element of records, with the aim of not 
increasing the size of the paper note stock held by the Trust and reducing the ‘pulling’ of notes and 
the associated cost. 

3.127 In a period of financial challenge, the IM&T strategy focuses on getting right the things that must be 
delivered for any organisation to progress:   

 robust, scalable IT Infrastructure that delivers information where staff need it; 

 sound governance arrangements; 

 high quality management information; 

 training and development of IT skills in staff; 

 sound project management and procurement; and 

 working in collaboration with other NHS organisations. 

Investment 

3.128 IM&T is increasing in importance for the Trust as patient care depends increasingly upon network and  
IT facilities.  This is reflected in the Trust’s capital investment programme, described in Chapter 6. 

 

Public health strategy 

3.129 The Trust is implementing a public health strategy for OUH.  This is a joint strategy with Oxfordshire 
County Council (OCC) to ensure alignment with county-wide public health priorities and initiatives.  

3.130 The joint public health strategy demonstrates the Trust’s commitment to improving the health of the 
population it serves. It has been developed in recognition that through its 11,000 staff and 1 million 
patient contacts every year, the Trust is ideally placed to promote healthy lifestyles and improve 
health at the population level.  

3.131 The strategy’s development has been informed by consultation with staff, Trust members, the public 
and wider stakeholders, with its online consultation receiving 900 responses. 

3.132 The strategy has three main aims:  

 promoting healthy lifestyles to patients, visitors and staff; 

 developing the hospital environment to promote and enable healthy behaviours; and  

 embedding public health approaches within the broader work of the Trust.  

3.133 During 2014/15 the Trust will consult widely to determine its public health priorities for 2015 to 2020. 

3.134 One way in which the strategy will promote healthy lifestyles is by piloting an innovative health 
promotion service for patients, visitors and staff: the Hospital Wellbeing and Wellness Clinic (the 
HoW2 Clinic).  

3.135 This clinic is based alongside outpatients at the John Radcliffe Hospital. Drop-in services include 
provision of health promotion information and brief advice, assessment of chronic disease risk, and 
signposting and referral to relevant local services to support behaviour change. It will also provide a 
location for external services to host specific health improvement clinics with longer bookable 
appointments, subject to partnership agreements. 
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Work with key commissioners 

3.136 The Trust’s strategy has been developed with the involvement of Oxfordshire’s Clinical Commissioning 
Group and NHS England specialised commissioners.   

3.137 It is recognised that due to the pressure caused by increasing demand in the face of financial 
constraint and the need for system redesign to improve patient flow for acute general medicine and 
reduce the historically high level of delayed transfers of care, relationships with local commissioners 
are both vitally important and subject to considerable pressure.  The Trust remains committed to 
agreeing a contract that balances commissioner affordability against a realistic assessment of 
population healthcare needs. 

3.138 The activity and financial assumptions which underpin this business plan and its associated Long Term 
Financial Model (LTFM) are those which form the basis of the contracts agreed with Oxfordshire CCG 
and NHS England.  The LTFM and business plan have been based on realistic modelling of activity 
levels for future years based on historical trends and demographic change whilst incorporating two 
years of demand management modelling.  Downside modelling has been carried out to include the 
impact of potential variances in contracts agreed for 2014/15 and beyond. 

3.139 The Trust also recognises a need to work closely with GPs as providers of care.  It participates in 
Oxfordshire Local Medical Committee’s liaison group and has invited Oxfordshire LMC to nominate a 
Governor to the Trust’s Council of Governors. 

3.140 Work on service redesign for local acute services continues with Oxfordshire CCG as a move takes 
place to commission services based on outcomes. As the CCG develops its plans to commission 
services in a way which is financially sustainable, the Trust continues to work with it to reduce demand 
for hospital services wherever possible.  

3.141 NHS England has produced service specifications for the approximately 70 specialised services it 
commissions.  The Trust has responded positively to this, working closely with NHS England’s Wessex 
Area Team to gain designation for its specialised services where required. 

 

Risk and risk management 

3.142 Risks to the Trust achieving its strategy have been identified and are summarised in the table overleaf.   

3.143 Actions are shown as mitigations to reduce the likelihood of these risks or their impact if they occur.  

3.144 The Trust’s approach to risk management is described in Chapter 7 – Risk. 
 

Category Risks Mitigations 

Failure to 
maintain 
quality of 
patient services 

 Inaccurate reporting due to failures in 
the PACS 

 Failure to achieve a safe and efficient 
patient transport service 

 Failure to provide safe care for patients 
with diabetes 

 Delays for spinal service patients 

 Failure to provide safe staffing levels 
and skill mix 

 Impact on quality of services as a result 
of excessive use of agency staff 

 Loss of income from non-achievement 
of CQUIN targets 

 PACS escalation to system provider 
and interim manual contingency 
plans 

 Ongoing transport contract 
management and long term revision 
to contract arrangements 

 Diabetes risk summit and action 
plans 

 Additional spinal surgeons, 
outsourcing of activity and 
temporary closure to extra-regional 
spinal referrals 

 Real time safe staffing monitoring 
and development of electronic 
acuity tools 

 Recruitment campaigns and 
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Category Risks Mitigations 

improvements to agency staff 
induction 

 Review of CQUIN target delivery 
through performance meetings 

Failure to 
maintain 
financial 
sustainability 

 Required cost improvements not 
delivered 

 Pension cost pressures not funded 

 Adverse balance sheet impact from 
calls on R&D income 

 Negative impact of changes to 
specialist service tariffs 

 Negative impact of reforms to urgent 
care tariffs 

 Robust, long term cost improvement 
programme with contingencies 

 Divisional ownership of plans and 
achievement 

 Performance management regime 

 Contingency mitigating measures 

Failure to 
maintain 
operational 
performance 

 Delayed transfers of care remain high  

 A&E performance standard not met 

 National referral to treatment time 
standards not met 

 Cancer access standards not met 

 Supported Discharge Service and 
Discharge Assurance Group 

 Collaborative work on care 
pathways, delivery systems, 
education and training 

 Sustainable waiting list action plans 
agreed with commissioners 

Failure to 
achieve 
sustainable 
contracts with 
commissioners 

 Above plan non-elective and A&E 
activity 

 Activity plans prove unaffordable to 
commissioners 

 Internal performance controls 

 Effective liaison with commissioners 

 Strengthened links with 
commissioners through new 
partnerships, e.g. OAHC and AHSN 

Failure to 
sustain an 
engaged and 
effective 
workforce  

 Difficulty in recruiting and retaining 
high quality staff 

 Failure to effectively control agency 
costs 

 Inadequate staffing levels in maternity 
service 

 Failure to achieve midwife supervision 
ratios 

 Insufficient provision of training, 
appraisal and development 

 Dedicated local and international 
recruitment campaigns 

 Campaign to recruit midwives from 
2014/15 intake with use of Birth 
Rate + to monitor acuity against 
staffing levels 

 Electronic appraisal process and new 
multi-professional Education and 
Training strategy 

Failure to 
deliver 
required 
transformation 
of services 

 Failure to deliver improvements to out 
of hours care 

 EPR implementation leads to data 
inaccuracy and non-delivery of planned 
savings 

 Delivery of Care 24/7 through 
Transformation Programme 

 Ongoing development of CRIS/EPR 
pathway and manual checking of 
rejected radiology requests 

Inability to 
meet Trust 
need for capital 
investment 

 Failure to obtain capital financing loans 

 Failure to obtain charitable funding to 
support radiotherapy developments 

 Robust business planning approval 
process 

 Board overview of investment 
scheduling 

Public consultation 

3.145 Public consultation took place from June to October 2012 on the Trust’s strategy and proposed 
governance arrangements.  16 public meetings were held across population centres in Oxfordshire 
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and south Northamptonshire and meetings took place with stakeholder bodies including 
Oxfordshire’s Joint Health Overview and Scrutiny Committee.  

3.146 Feedback informed the Board’s agreement of material to form the basis of OUH’s FT application, in 
particular the governance arrangements set out in the IBP and the Trust’s Constitution.  

3.147 The consultation provided broad support for the Trust’s overall vision as well as for its proposed 
governance arrangements as a Foundation Trust. 

3.148 General themes from consultation were a clearly felt need for the Trust’s role to be visibly based on 
the foundation of high quality services for local people; and a call for effective partnership working, 
in particular as a prerequisite for the development of service models that will shift care and 
treatment from hospital into community settings, closer to patients.  

3.149 Consultation also stressed OUH’s role in the wider public health agenda as well as the need for 
ongoing engagement with GPs.  The Trust’s future vision for the Horton General Hospital was also 
discussed, with representatives of local people calling for the maintenance of a broad range of 
services on the Horton General site. 

Consultation outcomes and changes made 

3.150 Seven proposals relating to the Trust’s governance as a Foundation Trust were identified from 
feedback during the consultation period.   

3.151 These informed decisions made by the Board in November 2012 and produced changes to the 
Trust’s draft Constitution.  The Constitution was considered again by the Board in January 2014 and 
an updated Governance Rationale was agreed by the Board in March 2014.   

Nominated Governors  

3.151.1 It was proposed that a GP representative nominated by Oxfordshire Local Medical 
Committee be added to the Council of Governors.  This was agreed, recognising the 
importance of strengthening the Trust’s engagement with providers of primary care.  

3.151.2 The University of Oxford requested the nomination of a second Governor to the Council of 
Governors.  The Board considered that strong joint arrangements were in place through the 
Joint Working Agreement between OUH and the University of Oxford and the University 
would have a right to nominate one Governor and one Non-Executive Director.  This was 
therefore not agreed.   

3.151.3 The nomination of a Governor for older people via an organisation such as AgeUK was 
suggested as a large proportion of the people using OUH’s services are older people and 
OUH’s proposals specifically include a younger people’s Governor.  The Board agreed not to 
support having a Governor nominated specifically to speak for older people, but to ask that 
the Council of Governors, once established, consider having a member or members who 
take particular responsibility for liaising with organisations which speak for older people.  

Public Governors 

3.151.4 Despite overall support for the Trust’s proposed arrangements for public constituencies, a 
number of suggestions were made about changing the balance of Oxfordshire classes within 
the public constituency.  The Board agreed not to change its proposal that two Governors be 
elected from each District Council area as it was judged to provide the most resilient 
geographic representation.  

3.151.5 A proposal was made that the class within the public constituency for counties surrounding 
Oxfordshire be split into two to reflect the fact that local general hospital services are 
provided for the people of Northamptonshire and Warwickshire. The Board agreed on this 
basis that the previous class electing four Governors should become two classes electing two 
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Governors each: Northamptonshire and Warwickshire; and Berkshire, Buckinghamshire, 
Milton Keynes, Gloucestershire and Wiltshire. 

Staff Governors 

3.151.6 Following a proposal from one of OUH’s facilities providers, the Board agreed that staff 
employed by the Trust but seconded to its PFI providers under retention of employment 
arrangements would automatically be considered members of its staff constituency unless 
they chose to ‘opt out’, and that members of staff employed by OUH’s PFI partners and 
working on its sites would be allowed to join the staff constituency on an ‘opt in’ basis.  

3.151.7 Resulting from this agreement, the Board also agreed to alter the balance of clinical to non-
clinical staff Governors from 5:1 to 4:2.   

3.152 Arrangements for the Council of Governors are contained in the Trust’s draft Constitution and are 
described in Chapter 9 – Governance. 

3.153 Preparations are in place to conduct elections to the Council of Governors and to induct new 
governors.  OUH has run workshops for interested public and staff members to explain the governor 
role, with input from governors from NHS Foundation Trusts.  

 

Conclusion 

3.154 OUH’s strategy is based on the Trust’s values. It sets out OUH’s ambition to deliver compassionate 
excellence as a well-governed and adaptable organisation.  

3.155 The Trust is committed to delivering better value healthcare, partly through its own services as 
described above and partly through work with others to integrate the local delivery of care.  

3.156 It will continue to work through clinical networks to sustain and develop specialised care. 

3.157 It will work to deliver the benefits of research and innovation in care for its patients and to sustain 
the recruitment and retention of the best staff to provide the care it aims to give. 

3.158 Chapter 4 describes the Trust’s catchment populations and commissioner requirements.  Chapter 5 
explains service developments in response to OUH’s strategy and these requirements. 
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       Oxfordshire 

4. Market Assessment 
 

Introduction 

4.1 Oxford University Hospitals NHS Trust (OUH) is a large teaching trust with a comprehensive portfolio 
of services and a strong research and educational base, located primarily in a city with a small local 
population.   

4.2 This gives OUH two relatively distinct markets: a local market for general hospital care and a wider 
market for its more specialised services.  Each presents specific challenges and opportunities.  
 

Local health economy and market for general hospital services 

4.3 OUH provides general hospital services for 
Oxfordshire and for parts of Buckinghamshire, 
Northamptonshire and Warwickshire. 

4.4 Its three Oxford sites provide a local service for 
Oxfordshire (total population of 655,000) except 
for the Henley area, whose population largely 
receives acute hospital services in Reading.   

4.5 The Horton General Hospital in Banbury has a 
catchment population of approximately 150,000 
people in northern Oxfordshire and neighbouring 
communities in south Northamptonshire and 
south-east Warwickshire.  

4.6 OUH’s local commissioner is Oxfordshire Clinical 
Commissioning Group (OCCG).  OCCG accounts 
for 37.6% of the Trust’s patient care income.   

4.7 Buckinghamshire and Northamptonshire CCGs 
together contribute 4.4% of the Trust’s patient 
care income. 

 

Oxfordshire 

4.8 Oxfordshire is the most rural county in the South East of England.  One third of its residents live in 
villages or towns of fewer than 10,000 people.  The county’s rural nature poses challenges requiring 
innovation in the delivery of care close to home. 

4.9 The county’s population grew by 50% between 1971 and 2001 compared with 12% for England as a 
whole.  Its total population is forecast to grow by 93,000 (14%) from 655,000 residents in 2011, to 
748,000 in 2026. This growth will be because the number of births is forecast to exceed the number of 
deaths by 45,000, and 50,000 more people are forecast to move into Oxfordshire than to move out.  

4.10 Oxford and central Oxfordshire are classed as ‘diamonds for growth', areas in the South East that are 
expected to deliver significant economic and housing growth.  5,000 new homes are to be built in the 
county in the period to 2030, in part to alleviate pressure on housing in Oxford, where house prices 
have affected recruitment for many years.  Nearly 1,600 new homes are being built on a site in south-
west Bicester and nearly 900 are to be built within two kilometres of the John Radcliffe Hospital site 
by 2015.  Coupled with demographic change, this can be expected to continue to fuel local demand 
for healthcare. 
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4.11 Oxfordshire’s population is forecast to continue ageing. The proportion of the population that is above 
the current retirement age (65) is forecast to increase from 16% in 2011 to over 20% by 2026, whilst 
the proportion that is of working age is forecast to fall. 

4.12 Forecast increases are most dramatic in the oldest groups: 66% growth in people aged 75+ (from 
50,000 in 2011 to 82,000 by 2026) and 69% growth in those aged 85+ (up from 15,000 in 2011 to 
25,000 in 2026). This growth will be concentrated in the county’s rural areas.16  This has major 
implications for providers and commissioners of care, notably in the dependency ratio and the 
incidence and prevalence of disease, described in the section on Health needs from page 67 below. 

4.13 The county’s overall affluence masks areas of serious deprivation. Median earnings of Oxford 
residents are lower than the regional average, despite relatively high earnings for the city as a whole.  
18 neighbourhoods within Oxfordshire are among the 20% most deprived Lower Super Output Areas 
in England – 12 in Oxford, five in Banbury and one in Abingdon.17  Deprivation is closely associated 
with poor health and need for acute and community healthcare. 

4.14 The 2011 Census suggests that some 60,000 people, 9.4% of the Oxfordshire population, provide 
some level of informal care to a relative or friend, with 18% of these carers providing more than 50 
hours a week. The group most likely to provide unpaid care was people aged 50-64, with 20% 
providing some level of care.16 

4.15 Oxfordshire is the highest-ranked and fastest-growing region for high-tech services in the EU.  The 
county hosts over 1,400 high-tech companies, employing over 37,000 people.  The county contains a 
concentration of specialised sciences and technology industries, coupled with significant research and 
development activity linked to local universities, to healthcare and to medical research.  The 
opportunities offered through close links with this sector are described in the section below on 
Partnerships in care and innovation. 

4.16 Hospitals account for the second-largest share of employment in Oxford after higher education.  
Public sector jobs account for nearly half of all employment in the city, nearly double the South East 
England average, and for 30% across Oxfordshire as a whole.  OUH’s recruitment and turnover are 
affected by the local and wider employment market, factors described in Chapter 8.  

4.17 At the time of the 2011 Census, Oxfordshire was home to 5,470 armed forces personnel, of whom 
33% lived in communal establishments.  RAF Brize Norton in West Oxfordshire is the UK’s largest RAF 
station, employing nearly 4,000 service personnel and more than 600 civilians. Service personnel use 
OUH facilities and the Trust trains and benefits from the skills of service healthcare staff. 

 

 

                                                           
16

 Draft Joint Strategic Needs Assessment for Oxfordshire, Oxfordshire Health & Wellbeing Board, March 2014 
17

 Index of Multiple Deprivation data from 2010. 
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Market for specialised services 

4.18 The population served by OUH’s specialised services is one of approximately 2.5 million within the 
local authority areas of Oxfordshire, Buckinghamshire, Milton Keynes, Berkshire, Swindon, 
Gloucestershire, Northamptonshire and Warwickshire.  Some services are provided for a larger 
catchment population, with national and international elements. 

 
 

 

4.19 NHS England is the largest commissioner of the Trust’s services by value.   

4.20 The table and chart below show the monetary value of the Trust’s agreements with NHS 
commissioners for local and for specialised services. 
 

Clinical Commissioning Groups in the area treated in this chapter as ‘catchment’ 
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Income for NHS patient care, 2014/15 

Commissioner 2014/15 plan July 2014 forecast 

 Income 
(£million) 

% of total Income 
(£million) 

% of total 

NHS England (Wessex)  351.0 47.2% 352.0 47.8% 

Oxfordshire CCG 284.5 38.3% 286.4 38.9% 

Buckinghamshire CCG 16.7 2.2% 17.5 2.4% 

Northamptonshire CCGs 15.1 2.0% 15.5 2.1% 

NHS England (Thames Valley)18 11.6 1.6% 11.5 1.6% 

Other 64.3 8.7% 52.9 7.2% 

 

4.21 Approximately 60% of OUH’s total patient income is for Oxfordshire patients, with some 43% of the 
service level agreement for specialised services held with NHS England (Wessex) being for the care of 
Oxfordshire patients. 

4.22 A majority of specialised services income is for the treatment of non-Oxfordshire patients. 

 

Market requirements 

4.23 Market requirements can be summarised as meeting the health needs of the catchment population 
while improving quality and healthcare outcomes, within the context of costs associated with changes 
in demography, technology and expectations and the economic situation that limits the availability of 
funding for health services. 

Health needs of the population served by the Trust 

4.24 Life expectancy is above the national average in Oxfordshire and its neighbouring areas.   

4.25 Population growth in Oxfordshire is described at 4.10 above.  High rates of growth are also expected 
in Milton Keynes, Northamptonshire and Swindon.  

4.26 Growth in the catchment population will be greatest in the oldest population groups in the period to 
2021.  The over-75 population is expected to grow more quickly than the population as a whole: by 
nearly 30% in the 75-79 group, just under 20% in the 80-84 group and over 30% in the 85+ group. 

4.27 Using Office for National Statistics estimates for 2011 to 2021, the figure below illustrates the impact 
on population numbers of these changes, showing variations between age groups.   

4.27.1 Northamptonshire is expected to see the greatest absolute growth, with Oxfordshire, 
Buckinghamshire, Gloucestershire and Wiltshire in particular seeing a large share of 
population growth in older people. 

4.27.2 Milton Keynes sees absolute growth of 14,500 in over-65s compared to Oxfordshire’s 26,300 
although in relative terms it has double the rate of Oxfordshire’s population growth and nearly 
double its rate of growth in older people.   

4.27.3 Growth in the numbers of children and young people is concentrated in Swindon, Milton 
Keynes, Berkshire and Northamptonshire. 
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Projected population change by age group, 2011-2021 [ONS estimates based on 2011 census] 

 
4.28 Oxfordshire’s 65-and-over population grew by 18% from 2001 to 2011, while the number of people 

aged 85 and over rose by 30%.  At the same time, the number of people in their 30s in the County 
declined by 12% and the number of children aged four and under rose by 13%.   

4.29 The ethnic composition of Oxfordshire changed between 2001 and 2011.  Black or minority ethnic 
communities now account for 9.2% of the population, up from 4.9% in 2001.  People from white 
backgrounds other than British or Irish account for 6.3% of the population, many from countries which 
joined the European Union in 2004 and 2007.  4.8% of the County’s population are from Asian 
backgrounds, twice the proportion in 2001.  The proportion of people from all Black backgrounds is 
1.75% and people from mixed ethnic backgrounds account for 2% of the population.  

4.30 Oxford is more ethnically and culturally diverse than the county as a whole, with the third-highest 
minority ethnic population in South East England and twice the national proportion of 16-29 year olds 
(32%).  The city’s population grew by 12% between 2001 and 2011, a growth rate equalling London’s. 

4.31 OUH must provide care at all its sites which is appropriate for a diverse population.  Its Oxford sites 
must respond to the healthcare needs of the city’s term-time student population of at least 43,000.19 

 

Oxford City and Oxfordshire ethnic groups (2011 Census) 

 
 

4.32 The health of people in Oxfordshire is generally better than the average for England, with rankings by 
Public Health England of mortality under 75 for cancer, heart disease and stroke, lung disease and liver 
disease showing Oxfordshire at 22nd best of 151 local authorities in England for 2009-2011.20 

4.33 However, 15,660 children are assessed as living in poverty (almost 12%) and life expectancy is 5.8 
years lower for men and 3 years lower for women in the most deprived areas (mostly in Oxford and 

                                                           
19

 Data published by Oxford City Council for 2010/11, accessed 12 June 2013: 
http://www.oxford.gov.uk/PageRender/decC/University_students_occw.htm 
20

 Public Health England, June 2013 http://longerlives.phe.org.uk/area-details#are/E10000025/par/E92000001 
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Banbury) than in the least deprived areas.21  15.1% of the county’s Year 6 children are classified as 
obese (below the national average) but levels of physical activity for school age children are 
significantly below average.  Road injuries and deaths are above average. 

4.34 The cancer incidence rate in Oxfordshire (at 425.2 per 100,000) is higher than the English average 
(398.1 per 100,000).  The incidence of cancers has been steadily increasing across all areas in men and 
women under the age of 75.  The latest data (2008-10) show Oxfordshire having a significantly higher 
rate of incidence than England in both men and women. The higher rate may in part be explained by 
better ascertainment, i.e. local health services may be better than other areas at diagnosing cancer or 
the local population may be more aware of the signs and symptoms of cancer and seek medical advice 
early, resulting in a prompt diagnosis.22 

4.35 Particular cancers of higher incidence in Oxfordshire are:  

 Breast cancer at 141.9 per 100,000 compared to 125.7 per 100,000 for England.  The breast cancer 
mortality rate for Oxfordshire is similar to the English average at 24.8 per 100,000.  

 Prostate cancer at 115.8 per 100,000 compared to 105.8 per 100,000 for England.  The lifetime risk 
of prostate cancer will rise from 5% for boys born in 1990 to just over 14% for boys born in 2015. 

4.36 A relatively low percentage of patients in Oxfordshire are diagnosed with cancer through emergency 
routes (21.2% compared to 23.7% for England), correlating with earlier diagnosis and likelihood of 
survival.23 

4.37 The number of people surviving with cancer is growing rapidly, with 10-year survival rates for some 
relatively common cancers (including breast, Hodgkin’s lymphoma, melanoma and uterine) having 
risen by over 20% since the early 1970s.24 Models of cancer care need to evolve to respond to 
changing needs.  OUH’s planned developments in cancer care across its clinical network are a 
response to these changing needs. 

4.38 Of Oxfordshire’s GP-registered population, 1.6% were recorded in 2012/13 as having had a stroke or 
transient ischaemic attack and 2.6% with a recorded diagnosis of coronary heart disease. These are 
both significantly lower than the national average. 

4.39 Road injuries and deaths in Oxfordshire were significantly worse than the average for England in 2009-
2011, at 365 per year (56.13 per 100,000 population compared to an England average of 41.9).21 
  

4.40 The main demographic issues driving demand for health and social care in Oxfordshire and beyond are 
the increasing age and obesity of the population and the increasing dependency ratio (the proportion 
of old people to adults of working age). 

4.41 These demographic factors alone will cause substantial changes in the incidence and prevalence of 
illness requiring healthcare, the key changes being in vascular disease (cardiovascular disease and 
stroke), diabetes, musculoskeletal failure (osteoarthritis and joint failure) and mental ill health 
(dementia).  Older and more obese people are at risk of acquiring more than one of these problems 
simultaneously, with this multiple morbidity contributing to a rapid increase in the number of frail 
older people in particular. 

4.42 The increasing dependency ratio is normally seen mainly as a problem for public finances but 
associated changes in family and employment structure will also have an impact on available support 
for older people.  This substantially changes the market conditions for healthcare by increasing 
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 Public Health Observatories Health Profile for 2013 http://www.apho.org.uk 
22

 Data throughout this section from Draft Joint Strategic Needs Assessment, Oxfordshire Director of Public Health, 
March 2014 
23

 Cancer Research UK, data from 1971-2007, accessed 28.1.14: http://www.cancerresearchuk.org/cancer-
info/cancerstats/survival/common-cancers/#Trends  
24

 Cancer Research UK, data from 1971-2007, accessed 28.1.14: http://www.cancerresearchuk.org/cancer-
info/cancerstats/survival/common-cancers/#Trends  

http://www.apho.org.uk/resource/view.aspx?RID=105526
http://www.cancerresearchuk.org/cancer-info/cancerstats/survival/common-cancers/#Trends
http://www.cancerresearchuk.org/cancer-info/cancerstats/survival/common-cancers/#Trends
http://www.cancerresearchuk.org/cancer-info/cancerstats/survival/common-cancers/#Trends
http://www.cancerresearchuk.org/cancer-info/cancerstats/survival/common-cancers/#Trends
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demand for health and social care for people with the chronic conditions of old age, particularly for 
frail older people with multi-morbidity. 

4.43 A treatment issue influencing overall demand is that case-fatality rates for illnesses such as stroke and 
myocardial infarction have fallen dramatically in recent years (and continue to fall). This ‘de-coupling 
of morbidity and mortality’ means that people are living longer with their long term conditions and 
requiring a different pattern of care, often sporadic acute episodes needing intensive hospital support 
interspersed with much longer episodes of low-intensity supportive care. OUH is seeking to address 
this through close liaison and work with Oxford Health and Oxfordshire County Council, particularly for 
frail older people (see Chapter 5). 

Quality and outcomes 

4.44 Specific areas of national focus are set out in the NHS Outcomes Framework.  There are also a series of 
national improvement programmes focused on specific services/groups of services.  These 
programmes take a number of forms including National Service Frameworks, Safe and Sustainable and 
NICE reviews, but have in common that they review the evidence on what improves clinical outcomes 
and make recommendations about service standards.  These recommendations play a major role in 
the Trust’s market, influencing the demands of both commissioners and patients.   

4.45 There is a continued focus on improving care in relation to England’s ‘big killers’, particularly those 
diseases for which England’s mortality rate compares unfavourably with that of others.  In recent 
years the Trust has responded with developments in cancer and cardiac services.  More recent areas 
of focus are hyper-acute stroke and trauma services.   

4.46 National emphasis in the NHS Outcomes Framework is on the measurement of success in terms of 
outcomes, such as cancer and stroke survival rates, rather than the previous process targets.   

4.47 National policy is clear that, in the context of national fiscal policy, the NHS is expected to make major 
savings through implementing best practice and increasing productivity in order to afford the 
investment required for these improvements. 

Partnerships in care and innovation 

4.48 OUH is a partner in the Oxford Academic Health Science Network and Oxford Academic Health Science 
Centre, described in Chapter 3.  Both the AHSN and AHSC provide a strong base from which to develop 
innovation in care. 

Requirements of local commissioners 

4.49 Oxfordshire CCG’s vision, set out in its strategy for 2014/15-2018/19, is that the Oxfordshire health 
and social care system will by then:  

 Be financially sustainable. 

 Be delivering fully integrated care, close to home, for the frail elderly and people with complex, 
multiple morbidities. 

 Have a primary care service that is driving development and delivery of this integrated care, and is 
itself offering a broader range of services at a different scale. 

 Routinely enable people to live well at home and to avoid admission to hospital when this is in 
their best interests. 

 Be continuing to provide preventative care and to tackle health inequalities for patients and carers 
in both its urban and rural communities. 

 Be providing health and social care that is rated amongst the best in the country for all its citizens 
in terms of quality, outcomes and local satisfaction with services. 

4.50 Based on the Joint Strategic Needs Assessment and the Health and Wellbeing Strategy for Oxfordshire, 
Oxfordshire CCG has identified six ‘improvement interventions’ through which it intends to develop 
the characteristics of a high quality and sustainable system.  These are:  
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 Achieving Integration. 

 Improving emergency and urgent care services. 

 Improving the efficiency and effectiveness of planned care. 

 Improving the efficiency and effectiveness of prescribing. 

 Improving the management of long term conditions. 

 Delivering a new approach to contracting and procurement. 

4.51 OUH will participate with the CCG and others in developing its contribution to these areas, not least to 
address the Oxfordshire health and social care system’s  

“key performance pressures […]:  

i. Increase in A&E attendances and emergency admissions, with the share of patients with 
multiple attendances and admissions growing fastest. 

ii. Unacceptably high numbers of patients experiencing delayed transfers of care. 

iii. The failure to meet referral to treatment time targets and increased outpatient referrals. 

iv. The failure of the CCG QIPP programmes to deliver anticipated cost savings.”25 

Outcomes Based Commissioning 

4.52 In March 2012, Oxfordshire CCG decided to change how it commissions some health and social care 
services by introducing a more outcomes oriented approach to commissioning and contracting known 
as Outcomes Based Commissioning (OBC).  

4.53 This approach aims to shift the emphasis from what services a provider offers to what outcomes are 
achieved for patients.  OUH supports this aim and has signalled its intention to work closely with 
Oxfordshire CCG to see OBC develop in a way which fairly recognises the risks faced by all involved. 

4.54 OUH is working closely with Oxford Health NHS Foundation Trust on services for older people and for 
people with complex long term conditions, to help address service and financial pressures faced in 
Oxfordshire.  This work is summarised in Chapter 5. 

4.55 The Trust is already committed to innovative ways of working beyond the constraints of established 
service models so as to improve outcomes and simplify pathways for patients.  Examples include 
OUH’s registration as a provider of social care and the Trust’s direct provision of psychological 
medicine services for its patients. 

Local care 

4.56 Priorities set by Oxfordshire CCG align closely with those of the Trust, particularly in developing 
alternatives to hospital admission, promoting independence and responding to changes in 
Oxfordshire’s population, notably rises in the prevalence of long-term conditions and dementia. 

4.57 OUH has the option to respond by adjusting the balance of services it provides in its hospitals and 
those it provides in non-hospital settings.   

4.58 OUH already provides a range of services for local people beyond its four hospital sites, as shown 
below, and expects that this range will develop. 
 

 Community paediatric services from settings including East Oxford Health Centre, Orchard Health 
Centre (Banbury), Deer Park Medical Centre (Witney) and special schools. 

 Community radiology services in Witney, Abingdon, Chipping Norton and Bicester. 

 Consultant support to community hospitals. 

 Sexual health services including walk-in clinics, testing, treatment, contraception, advice and HIV care.  
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 Oxfordshire CCG Strategy and Plan 2014/15-2018/19, March 2014, page 4 
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 In-reach sexual health services including HIV care to HM Prisons Bullingdon and Huntercombe. 

 Some midwifery-led maternity care as well as community midwifery teams based in local settings at 
Abingdon, Bicester, Didcot, Oxford, Witney, Carterton and Thame. 

 Mobile breast screening. 

 Musculoskeletal direct access service and other outpatient physiotherapy services at East Oxford 
Health Centre and Brackley Cottage Hospital. 

 Oxford Eye Care: ophthalmic services in community settings, initially in Witney. 

Engagement 

4.59 The Trust’s Executive Directors and clinicians meet with Oxfordshire CCG and its locality groups26 to 
discuss the Trust’s strategy and issues raised locally by GPs.  A joint work programme has  been 
agreed, with five work streams: 

 Outpatient appointments. 

 Sharing information about patients. 

 Meeting patients’ needs following appointment/discharge. 

 Access for GPs to information and advice. 

 Making the best use of information entered by GPs on Datix, the incident reporting system used 
by OUH and Oxfordshire CCG.  

4.60 OUH’s Executive Directors meet with the Executive Directors of Oxfordshire CCG on a regular basis.  

4.61 In addition to the ongoing production of a bulletin for GPs, engagement between OUH and local GPs is 
being strengthened through a variety of mechanisms including joint or system-wide groups looking at 
clinical services (e.g. pathway redesign) or specific topics (e.g. IT and information exchange). 
Innovative models of care across the interface between primary and secondary care also help sustain 
collaborative working relationships.   

Oxfordshire Joint Health and Wellbeing Strategy  

4.62 Oxfordshire’s Health and Wellbeing Board (HWB) has responsibility for improving the health and 
wellbeing of people in the county through partnership working.   

4.63 The HWB is a partnership between local government, the NHS and the people of Oxfordshire.  
Members include local GPs, councillors, Healthwatch and senior officers from Local Government.   

4.64 Organisations responsible for providing healthcare are not members of Oxfordshire’s HWB.   

4.65 Oxfordshire HWB has published a Joint Health and Wellbeing Strategy,27 linked to the county’s Joint 
Strategic Needs Assessment. This emphasises the need for organisations providing care in the county 
to work together to meet the challenges faced in a way that is more ‘meshed’ together. 

4.66 This need is emphasised by the fact that Oxfordshire has the highest level in England of delayed 
transfers of care. 

4.67 OUH has an important role to play in five particular priorities within the Strategy, as follows. 

 

Priority 1: All children have a healthy start in life and stay healthy into adulthood.   

4.67.1 Proposed areas of focus include raising the percentage of women who have seen a midwife or 
maternity healthcare professional within the first 13 weeks of pregnancy. 
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 Oxfordshire CCG has six localities, each formed from a number of GP practices. 
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https://www.oxfordshire.gov.uk/cms/sites/default/files/folders/documents/aboutyourcouncil/plansperformancepoli
cy/oxfordshirejointhwbstrategy.pdf, accessed 15/10/14 

https://www.oxfordshire.gov.uk/cms/sites/default/files/folders/documents/aboutyourcouncil/plansperformancepolicy/oxfordshirejointhwbstrategy.pdf
https://www.oxfordshire.gov.uk/cms/sites/default/files/folders/documents/aboutyourcouncil/plansperformancepolicy/oxfordshirejointhwbstrategy.pdf
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Priority 5: Living and working well: adults with long-term conditions, physical disabilities, learning 
disabilities or mental health problems living independently and achieving their full potential.  

4.67.2 Proposed outcomes include increasing the number of people with a long-term condition who 
feel supported to manage their condition and a reduced number of emergency admissions for 
people with long term conditions.   

 

Priority 6: Support older people to live independently with dignity whilst reducing the need for care 
and support.  

4.67.3 Proposed outcomes include reducing delayed transfers so that Oxfordshire’s performance 
improves from being in the bottom quarter in England; developing a model to match capacity 
to demand for health and social care; 60% of the expected population with dementia receiving 
a recorded diagnosis; improving reablement services; reducing the number of emergency 
admissions for older people; gathering bereaved carers’ views on the quality of care in the last 
three months of life and raising the proportion of adults using healthcare who say they receive 
care in a timely way. 

4.67.4 There is a rise in the prevalence in over-65s of stroke, depression and dementia.  As these 
conditions are often diagnosed for the first time on hospital admission, the Trust recognises 
that it needs to identify and care for an increasingly significant number of patients with 
dementia, depression or other mental health problems and work with partners to have 
appropriate care put in place on discharge.   

4.67.5 An integrated Psychological Medicine Service has been established by OUH to enable the 
medical and psychological needs of people it admits to be addressed together, particularly for 
older people.   

4.67.6 OUH is working closely with Oxford Health NHS FT and other local partners to address this 
very important area of increasing impact and demand.   

 

Priority 7: Working together to improve quality and value for money in the Health and Social Care 
System.  

4.67.7 Proposed outcomes include achieving above the national average of people satisfied with 
their experience of hospital care; reducing the number of emergency admissions to hospital; 
reducing emergency admissions for acute conditions that should not usually require hospital 
admission; and reducing unplanned hospitalisation for chronic, ambulatory care-sensitive 
conditions.  

4.67.8 A CQUIN was agreed which saw the introduction of emergency admission navigators, expert 
nurses to offer a single point of access and help reduce the admission rate for ambulatory 
care-sensitive conditions. 

 

Priority 8: Preventing early death and improving quality of life in later years. 

4.67.9 Proposed outcomes related to the uptake of bowel screening, NHS Health checks and smoking 
cessation.  

Requirements of specialised commissioners  

4.68 In order to promote consistency of quality and access, NHS England asked Clinical Reference Groups, 
comprising clinicians and patient and carer representatives, to develop service specifications for the 
prescribed specialised services, many of which became mandatory from 1 October 2013. 

4.69 OUH assessed its compliance against the service specifications.  It declared 92 of its services as 
compliant and sought ‘derogations’ for six services.  The services for which derogation applications 
were made, and associated issues and planned actions, are summarised below. 
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Blood & Marrow Transplantation: 
Haematopoietic Stem Cell 
Transplantation (Children) 

OUH undertakes only part of the patient pathway, with University 
Hospitals Bristol NHS FT undertaking the rest.  Discussions will take 
place to formalise the patient pathway and agree a subcontracting 
arrangement. 

Cancer: Chemotherapy (Children, 
Teenagers and Young Adults) 

In common with other Trusts, OUH is currently unable to use e-
prescribing for chemotherapy systemic anti-cancer therapy for this 
age group.  An IT solution is being agreed. 

Cancer: Teenagers and Young 
Adults 

A business case is being developed to enhance both the multi-
disciplinary team and the service’s physical accommodation. 

Paediatric Medicine: 
Gastroenterology; Hepatology; 
Nutrition 

A business case has been agreed to invest in staffing to comply with 
associated staffing standards and recruitment is under way. 

Paediatric Neurosciences: 
Neurodisability 

An additional consultant is being recruited.  A business case is being 
developed for additional paediatric MRI capacity. 

Paediatric Neurosciences: 
Neurorehabilitation 

The development of the service is being progressed with specialised 
commissioners, including network arrangements with University 
Hospital Southampton NHS FT.  Additional paediatric MRI capacity 
also relates to this specification. 

4.70 OUH also notified commissioners that it no longer wished to provide a seventh service – for Complex 
Gynaecological Urinary Fistulae.  At the request of its commissioners, the Trust applied for a 
derogation to allow agreement to be reached on the future patient pathway. 

4.71 NHS England applied for derogations for a further five services where it wished to clarify patient 
pathways between different providers: 

Adult specialised vascular services 

Specialised services for haemoglobinopathy care (all ages) 

Cancer: specialised kidney, bladder and prostate (adult) 

Specialised Human Immunodeficiency Virus services (adult)  

Specialised Human Immunodeficiency Virus services (children) 

4.72 Further centralisation of specialised care is expected.  This could provide opportunities for OUH as 
long as the Trust retains designation for these services.  A recent example is the transfer of all surgery 
for oesophageal and gastric cancer from Royal Berkshire Hospitals NHS FT to OUH in line with national 
guidance, including Improving Outcomes Guidance.  This trend also reinforces the importance of 
developing and sustaining a strong network with surrounding healthcare providers. 

4.73 All of OUH’s specialised services are delivered on a clinical network basis.  The Trust is working to 
ensure that its clinical networks are complementing and seeking to be active contributors to Strategic 
Clinical Networks and Operational Delivery Networks.  This is reinforced by the clinical network focus 
of the Oxford AHSN.    

4.74 These networks develop responses to the recommendations of national service improvement 
programmes already identified as playing a major role in the Trust’s market.  A common feature of the 
recommendations is the centralisation of specialised services’ resources and expertise.  Their 
recommendations in this respect may involve major service reconfigurations which change the 
commissioning of services by both specialised commissioners and more local commissioners.   
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4.75 OUH is well-placed to be a provider of such centralised services as it provides the full matrix of 
services that acutely ill patients may require, including critical care (with specialised neurological, 
cardiac and newborn units in addition to general intensive care) and interventional radiology. 

4.76 Recent examples of services centralised for networks at OUH are intensive care for newborns and the 
establishment of a Major Trauma Centre at the John Radcliffe Hospital. 

 

Choice and competition 

4.77 The Government’s health policy emphasises improvement in quality and healthcare outcomes as the 
primary purpose of NHS-funded care, with related financial incentives and disincentives through 
quality and outcome measures. 

4.78 Oxfordshire is part of a national scheme piloting personal health budgets for NHS Continuing 
Healthcare for adults and children, for end of life care and for adults with Acquired Brain Injury. 

4.79 In 2012/13 Oxfordshire’s former Primary Care Trust progressed the ‘Any Qualified Provider’ initiative 
for Podiatry; for Audiology adult hearing services in the community (as a joint project with 
Buckinghamshire); and for assessment for Autistic Spectrum Conditions without a learning disability.  
OUH was selected as a provider of Audiology: adult hearing services. 

4.80 OUH began a pilot Musculoskeletal Triage and Tier 2 Treatment Service for Oxfordshire in 2010.  The 
Trust successfully bid for a further three-year contract which began in April 2013.  It intends to 
examine how this model can be extended to ‘high referral volume’ specialties including General 
Surgery, Gynaecology and Urology. 

4.81 NHS England has reiterated that choice and competition can be important levers for commissioners to 
improve the quality and efficiency of services.28   

4.82 With responsibility for public health commissioning, Local Authorities are publishing tenders to re-
provide existing services or to re-design care pathways to improve public health. 

4.83 OUH bid successfully in 2013 to provide an Integrated Sexual Health Service for Oxfordshire.  This 
combines hospital-based services that the Trust already provided with community services it did 
not.  The integrated service sees the Trust providing a complete range of services to promote sexual 
health and to treat sexual health problems.  

4.84 County Councils including Oxfordshire’s are taking the opportunity to test the market and challenge 
existing NHS contracts.  Consortium bids are being encouraged as is the use of third sector and 
independent sector partners to add quality and cost-effectiveness. 

4.85 OUH anticipates developing innovative ways of providing care which enable its clinicians’ expertise to 
be used effectively beyond hospital settings and in ways which promote health as well as treating 
disease.  New partnerships with other care providers can also be anticipated.   

4.86 Generally, the development of competition increases the importance of providing care in a way which 
will encourage commissioners, patients and referrers to choose OUH’s services.  It also means that the 
Trust will need to respond to changes in demand for its services, monitoring activity levels closely and 
being able to flex capacity, with contingency plans in place for situations where a service is gained or 
lost through competition. 

4.87 The Trust is developing its capability in responding to commercial opportunities and in reconfiguring 
existing services to meet patient, public and commissioner expectations.  
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 NHS England, Putting Patients First, the NHS England Business Plan for 2013/14-2015/16, p 14 
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Translating market demands into future potential demand for OUH services 

4.88 OUH has used information on market demand to inform the activity model which forms part of its 
Long Term Financial Model.  Areas with high predicted growth are shown below.   

Cancer 

Incidence is rising, due in particular to the ageing population and in some cases driven by obesity and 
smoking.  Increased survival rates further raise the demand for services.  The policy of centralisation 
of specialised treatments in specialised cancer centres affects OUH.  Screening programmes for 
cancer contribute to demand in, for example, endoscopy, colorectal and lung treatment.   

OUH’s modelling suggests a continuing 4.8% per year growth in colorectal surgery.  This is driven by 
the extension of the age range for bowel screening and by additional bowel scoping. 

OUH is well-placed to attract referrals as a result of this demand and national policy to centralise 
specialised treatments.  Its Oxford Cancer Centre provides state-of-the-art treatment and imaging 
facilities, reflecting a capital investment of more than £100m.  It has over 20 multi-disciplinary teams, 
including world experts, meeting on a weekly basis to discuss patients referred to them.   

Cancer is one of the themes of the Oxford Biomedical Research Centre (BRC) and partnership with 
the University of Oxford means that patients benefit rapidly from research into improved diagnosis 
and treatment as well as opportunities to participate in clinical trials.  These opportunities will be 
further enhanced by OUH’s membership of the Oxford Academic Health Science Network and the 
Oxford Academic Health Science Centre with its strong focus on basic medical research. 

As a Cancer Centre in the middle of a network stretching from Swindon in the west to Milton Keynes 
and Slough in the east, OUH has a catchment area for cancer referrals which is supported through 
existing oncological presence in surrounding District General Hospitals. 

The Trust has modelled the effect of this through, for example, 3% annual growth for clinical 
oncology and 3% for medical oncology and a similar level of growth for specialties with a high 
percentage of cancer patients (e.g. 3.3% annual growth is predicted for upper gastrointestinal 
surgery). 

As demand is expected to continue to grow, OUH’s strategy is to work with partner Trusts to deliver 
as much cancer care as possible locally, for example through provision of satellite radiotherapy units 
and joint appointments of consultants to deliver some elements of specialised care in DGHs.  This will 
benefit patients through reducing travel time, whilst increasing capacity and consolidating the 
catchment area for specialised treatments available at the Oxford Cancer Centre. 

Paediatric subspecialties 

The centralisation of specialised care in centres such as OUH, supported nationally by the Safe and 
Sustainable programme, and specialised services specifications is increasing demand for paediatric 
subspecialty services.  For example, the Trust’s modelling predicts annual growth of 6.0% for 
paediatric diabetes medicine and 3.3% for paediatric neurology.   

As with cancer services, OUH’s strategic response is to work with partner trusts to develop a model 
which provides as much care as possible locally.  It has recently extended the range of paediatric 
specialties providing services at the Horton General Hospital.   

The provision of paediatric ambulatory surgical hubs at partner sites, supported by specialised 
expertise from OUH, will deliver less complex care locally, reducing travel for children and their 
carers, freeing capacity for more complex work on OUH sites and securing the required level of 
referrals for the sustained development of subspecialised services. 
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Cardiovascular disease 

The UK incidence of coronary heart disease is showing signs of falling, probably through the effects of 
preventive activity such as the prescription of statins.   

At the same time, with a growing elderly population there is an increased incidence of heart failure, 
valvular disease and the need for coronary investigation and intervention.  An increased ability to 
intervene in heart rhythm defects has meant that demand for electrophysiology is also increasing.   

Clinical research in this area is strong, with OUH clinicians working closely with colleagues from the 
University of Oxford, exemplified in the Heart Theme within the Oxford BRC, which aims to achieve 
translation from basic science to clinical application.  Research focuses on vascular disease risk 
factors and the mechanisms that relate ‘upstream’ disease in the arterial wall to ‘downstream’ injury 
manifested as myocardial infarction and stroke, so that new interventions can be targeted to 
patients more effectively.   

Focus has also been given to investigating patients early after arrival in hospital.  The Acute Vascular 
Imaging Centre opened at the John Radcliffe Hospital in 2012 as a unique facility combining Magnetic 
Resonance Imaging in an interventional vascular laboratory for clinical research during the 
emergency care of patients experiencing heart attack and stroke. 

OUH has a particular strength in interventional radiology which is of growing importance in the 
treatment of vascular disease. It has recently delivered two significant cardiovascular service 
developments - the centralisation of vascular intervention in Oxford and the repatriation of cardiac 
surgery from London providers to Oxford.  

OUH is designated as a hyper-acute stroke centre, complemented by an active BRC Stroke theme.   

Annual growth is modelled at 6.1% in cardiology, 5.7% in cardiac surgery and 1.9% in interventional 
radiology.  

Services for older people and people with long-term conditions 

The ageing population is causing demand for healthcare to grow. Together with lifestyle factors, 
particularly increased obesity, demographic change is also having an impact on long term conditions.   

People are living longer with long term conditions and requiring a different pattern of care: sporadic 
acute episodes needing intensive hospital support interspersed with much longer episodes of low-
intensity, supportive care.  OUH’s strategic response to growth in demand for these services is to 
work with partners to develop an integrated approach to delivering care for older patients and those 
with long term conditions.   

Diabetes is an area where research is being prioritised by OUH in partnership with the University of 
Oxford and is a BRC research theme.   

The Trust has modelled an 8.1% annual growth in the demand for diabetes medicine and 3.8% per 
annum growth in demand for care for older people. 

The development of self-care can be expected to have a particular impact on the pattern of care 
required for this group of patients and OUH will work closely with researchers developing means of 
monitoring care and providing advice directly to patients to enable self-care. 

 

Market share 

4.89 OUH’s catchment area is served by a range of other providers within the NHS and the private sector. 

NHS providers 

4.90 Sixteen NHS general or acute hospitals are within 50 miles of OUH’s Headington sites.  Banbury is 
almost equidistant between Milton Keynes and Oxford, although travel links to Oxford are better.  
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NHS acute hospitals within 50 miles of OUH’s Headington sites 

Hospital Operator Monitor 
financial 

risk 
rating 

Monitor 
governance 
risk rating

29
 

Chief 
Inspector of 

Hospitals 
rating 

Road miles 
from 

Headington, 
Oxford 

Road miles  
from 

nearest 
town in 

Oxfordshire 

Stoke 
Mandeville 
Hospital 

Buckinghamshire 
Healthcare NHS 
Trust 

n/a n/a 
Requires 

Improvement 
21 11 

Wycombe 
Hospital 

Buckinghamshire 
Healthcare NHS 
Trust 

n/a n/a 
Requires 

Improvement 
21 15 

Royal Berkshire 
Hospital 

Royal Berkshire 
NHS FT 

2 Green 
Requires 

Improvement 
24 9 

Great Western 
Hospital 

Great Western 
Hospitals NHS FT 

2 
Under 

review
30

 
Not yet 

inspected 
27 13 

Milton Keynes 
Hospital 

Milton Keynes 
Hospital NHS FT

31
 

1 Red
32

 
Inspection in 
October 2014 

28 23 

Wexham Park 
Hospital 

Frimley Health 
NHS FT 

4 Green Inadequate
33

 37 18 

Hillingdon 
Hospital 

The Hillingdon 
Hospitals NHS FT 

3 Green 
Inspection in 
October 2014 

41 29 

Cheltenham 
General 
Hospital 

Gloucestershire 
Hospitals NHS FT 

3 
Under 
review 

Not yet 
inspected 

42 22 

Heatherwood 
Hospital 

Frimley Health 
NHS FT 

4 Green Inadequate
33 

44 20 

Warwick 
Hospital 

South 
Warwickshire 
NHS FT 

3 Green 
Not yet 

inspected 
46 22 

Basingstoke 
Hospital 

Hampshire 
Hospitals NHS FT 

3 Green 
Not yet 

inspected 
47 26 

Mount Vernon 
Hospital 

The Hillingdon 
Hospitals NHS FT 

3 Green 
Inspection in 
October 2014 

47 35 

Northampton 
General 
Hospital 

Northampton 
General Hospital 
NHS Trust 

n/a n/a 
Requires 

improvement 
47 36 

                                                           
29

 Monitor and Chief Inspector of Hospitals ratings as at 20 October 2014 
30

 Monitor is investigating financial risks and sustainability concerns at the trust, triggered by a deterioration in its 
financial position 
31

 Monitor is reviewing services provided by Milton Keynes Hospital NHS FT and Bedford Hospital NHS Trust 
32

 Subject to Monitor enforcement action 
33

 Site result prior to acquisition by Frimley Health NHS Foundation Trust 
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Hospital Operator Monitor 
financial 

risk 
rating 

Monitor 
governance 
risk rating

29
 

Chief 
Inspector of 

Hospitals 
rating 

Road miles 
from 

Headington, 
Oxford 

Road miles  
from 

nearest 
town in 

Oxfordshire 

Northwick Park 
Hospital 

London North 
West Healthcare 
NHS Trust 

n/a n/a 
Requires 

improvement
34

 
47 36 

Gloucestershire 
Royal Hospital 

Gloucestershire 
Hospitals NHS FT 

3 
Under 

review
35

 
Not yet 

inspected 
48 29 

Hammersmith 
Hospital 

Imperial College 
Healthcare NHS 
Trust 

n/a n/a 
Not yet 

inspected 
50 38 

 

4.91 Oxford is ringed by specialised centres as shown overleaf: London to the south east, Cambridge to the 
east, Birmingham and Leicester to the north, and Southampton and Bristol to the south and west.   

4.92 For OUH to sustain and where possible to extend its catchment, it recognises that it must demonstrate 
the sustained achievement of high levels of patient safety, outcomes and patient experience; achieve 
designation where necessary and, underpinning this, sustain good working relationships with referring 
Trusts and their clinicians.  

4.93 To address this need, OUH clinical and strategic leads visit referring hospitals to discuss issues of 
importance to them and to agree actions.  Key elements include the development of network-wide 
protocols to underpin the standardised delivery of higher quality, financially viable models of care and 
initiatives to sustain the delivery of services locally wherever possible.  Examples include joint 
consultant urologist and oncologist appointments with Milton Keynes Hospital NHS FT.  

4.94 During 2013/14, OUH has also needed to respond quickly to unplanned expansions to its catchment.  
Services including some cancer services have seen the transfer of specialised surgery to OUH, with 
patient flows changing at relatively short notice.  As referred to at 4.72 above, OUH can expect to 
need to continue to respond flexibly as tightened service specifications and financial pressures 
generate further centralisation.   

4.95 Sir Bruce Keogh’s Urgent and Emergency Care Review for NHS England in November 2013 set out a 
vision linking responsive care locally with concentrated expertise in specialised centres:  

“Firstly, for those people with urgent but non-life threatening needs we must provide highly 
responsive, effective and personalised services outside of hospital. These services should deliver 
care in or as close to people’s homes as possible, minimising disruption and inconvenience for 
patients and their families. Secondly, for those people with more serious or life threatening 
emergency needs we should ensure they are treated in centres with the very best expertise and 
facilities in order to reduce risk and maximise their chances of survival and a good recovery.”36 

4.96 This matches OUH’s strategy of working in a mutually-supportive way with other providers as part of a 
network underpinned by research and teaching.   

 

 

                                                           
34

 Prior to formation of London North West Healthcare NHS Trust 
35

 Monitor is requesting further information following multiple breaches of the A&E target, before deciding next steps 
36

 Transforming urgent and emergency care services in England, NHS England, November 2013, p5 
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Private providers 

4.97 Within 50 miles of Oxford, 66 private healthcare sites are registered with the Care Quality 
Commission.  The most significant providers in terms of services for the Oxfordshire population are: 

 Ramsay Healthcare: operates the Horton NHS Treatment centre at the Horton General Hospital in 
Banbury.  

 Nuffield Health: operates the Manor Hospital adjacent to the John Radcliffe Hospital, providing a 
range of specialties, with some NHS work carried out. 

 BMI Healthcare: operates the Foscote Hospital adjacent to the Horton General Hospital. This 
relatively small hospital provides limited NHS work in addition to its core private business. 

Hospitals in OUH catchment and neighbouring teaching centres 
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Summary of competitive threats and OUH response 

4.98 A summary of competitive threats and OUH’s planned response is shown in the table below. 
 

Competitive factors 

Quality 

4.99 Quality is the primary focus for OUH.  A five-year Quality Strategy was agreed by the Board in July 
2012 and updated in September 2013, drawing on a wide range of work on patient safety, clinical 
effectiveness, outcomes and patient experience.   

4.100 The Quality Account for 2013/14 was published in June 2014.  This reported on the delivery of quality 
priorities for 2013/14 and identified quality goals for 2014/15.  The development of the six high level 
Trust wide quality priorities had several different drivers: priorities set for the NHS nationally; 

 Issue  Response 

Alternative 
providers 

Independent sector treatment 
centres (ISTCs). 

No new ISTCs expected.  Continue to explore 
pathways and joint working with operators of 
Banbury treatment centre. 

Any Qualified Provider (AQP). OUH will seek AQP status for relevant specialties. 

Commissioning Emerging commissioner 
intentions in public health and 
outcomes based 
commissioning. 

Participate actively in the development of future 
models of care. 
Make proposals for future service delivery, working 
with other providers where this is beneficial to 
achieve commissioners’ aims. 

Other NHS 
specialised 
centres 

Competition from other 
teaching hospitals for tertiary 
work at the boundaries of 
OUH’s specialist catchment 
area. 

Work with clinicians and network hospitals to 
strengthen referral patterns and create supportive 
clinical networks that help sustain services 
throughout the area.   
Focus on strengthening, sustaining and publicising 
quality, patient experience and patient 
recommendation and choice. 
Maintain designation from specialised 
commissioners. 

Centralisation of services, 
particularly through the 
national ‘Safe and Sustainable’ 
programme. 

Retain high quality, nationally recognised services 
within the Trust. 
Address derogations from specialised services 
commissioning specifications. 
Continue work with networks, including AHSN. 

Private sector Development by Cancer 
Partners UK of radiotherapy 
facilities, including one in 
Oxford. 

Maintain offer to patients and referrers of 
coordinated chemotherapy, radiotherapy and 
surgical treatments for cancer.  Develop capacity 
across network sites to meet anticipated demand and 
work with other providers to achieve this.   

Private patient market grows 
with new entrants into NHS-
funded healthcare in acute and 
community services. 
Insurers’ flexibility to fund care 
is threatened by lower personal 
income. 

Provide private healthcare within OUH Divisions. 
Explore joint ventures or other shared delivery 
arrangements for care outside hospital.  
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priorities agreed with commissioners; priorities arising through feedback that the Trust received from 
service users; and priorities developed through its own Risk Summits. 

4.101 Regular reports are brought to the Board covering all aspects of Quality.  Divisions prepare their own 
quality reports for monthly review and present progress to the Clinical Governance Committee.   

4.102 OUH uses the national Quality Dashboard as one source of evidence against which to assess its 
performance in quality terms, with other sources including Dr Foster data and the recently-introduced 
Summary Hospital-level Mortality Indicator (SHMI). 

4.103 OUH is fully registered with the Care Quality Commission (for all its locations) and complies with all 
essential standards for quality and safety.   

4.104 The CQC Chief Inspector of Hospitals carried out an inspection of the Trust’s four hospitals in February 
2014.  This resulted in the Trust being awarded an overall rating of ‘Good’ in May 2014, with the 
Churchill Hospital, Horton General Hospital and Nuffield Orthopaedic Centre rated as ‘Good’ overall 
and the John Radcliffe Hospital requiring improvement to its A&E, surgical and outpatient services, to 
record keeping in some areas of the hospital and to staffing and the induction of new staff in some 
areas.  Action plans have been agreed with the CQC and progress is being reported. 

 

Patient experience 

4.105 Patient experience is an important element of service quality and the Trust has a Patient Experience 
Strategy with four work streams. 

 Patient Experience Feedback, including Friends and Family Test, real time feedback and CQC 
national programme. 

 Patient Stories Programme. 

 Patient Leaders Programme. 

 Compassionate Care Programme. 

4.106 This work is managed through a Patient Experience Steering Group, chaired by the Chief Nurse.  
Initiatives to support these work streams include the implementation of a Trust-wide real-time 
feedback system and an upgrade to the web-based Datix system to include complaints management. 

4.107 The most recent comprehensive survey of OUH patients was the Inpatient survey conducted for 
patients discharged in July 2013, published in 2014 by the Care Quality Commission.  156 acute and 
specialist NHS Trusts were compared in the survey. OUH was performing ‘about the same’ as other 
trusts on all questions according to the significance test carried out in the CQC report.  

 

Inpatient survey, 2013 OUH 

The same as other Trusts on:  All questions 

Significantly improved on: 6 questions 

Significantly worsened on: 1 question 

 

4.108 The most recent Outpatient survey was carried out by the Picker Institute in November 2011 and 
published in 2012.  This gave patient feedback as follows: 
 

Outpatient survey, 2011 OUH 

Better than the majority of other trusts on: 11 questions 

Average on: 26 questions 

Worse than the majority of other trusts on: 2 questions 
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4.109 A survey of women’s experience of maternity care was conducted in 2013, with a questionnaire sent 
to all women who gave birth in February 2013. Overall results were as follows:  
 

Maternity care survey, 2013 OUH score Comparison to 
2010 survey 

Experience of labour and birth 9.1/10 Better 

Experience of staff 8.7/10 About the same 

Experience of care in hospital after the birth 8.1/10 Better 

 

4.110 The Trust has adopted an approach of considering Patient Experience Survey and Staff Survey results 
in concert, recognising the importance of improving both staff and patient experience within the 
organisation.  The results are examined along with relevant focus groups and form an element of 
OUH’s internal peer review process.   

4.111 The Friends and Family Test acts as a national indicator of patient experience.  Details are given in 
Chapter 2 of the Trust’s latest information compared to the NHS in England.  

4.112 The Trust will continue to monitor Friends and Family Test scores in comparison with those of other 
hospitals. 

4.113 OUH also collects qualitative data alongside the Friends and Family Test through methods including 
local patient surveys, the use of feedback forms and through Patient Advice and Liaison Service and 
the receipt of comments, commendations and complaints.  Details are reviewed within Divisions and 
the Quality Committee and conclusions and priorities are reported to the Board of Directors.   

Staff experience 

4.114 Research shows that the more positive the experiences of staff within an NHS care provider, the 
better the outcomes for patients.37   

4.115 Staff engagement has significant associations with patient satisfaction, mortality, infection rates and 
Annual Health Check scores, as well as with staff absence and turnover.  

4.116 The 2013 survey of OUH’s staff indicated that overall staff engagement had risen to 3.82 (of a 
maximum 5).  The average level for acute Trusts in England was 3.75.  

4.117 The score comprises staff members’ perceived ability to contribute to improvements at work, their 
willingness to recommend the trust as a place to work or receive treatment and the extent to which 
they feel motivated and engaged with their work.   

4.118 Extensive work is being carried out on staff engagement in order to meet the Trust’s strategic 
objective of ‘Delivering Compassionate Excellence’.  This includes the use of a clear set of values and 
standards of behaviour, with work undertaken to inform recruitment, induction, appraisal, recognition 
and management approaches. The Trust also uses the Listening into Action methodology to involve 
and engage its staff.  Further information is given in Chapter 8 – Workforce and Leadership.  

Cost factors 

4.119 The Market Forces Factor (MFF) results in commissioners paying different prices to different 
providers.  The visible price difference can influence commissioning, although the Department of 
Health has signalled its intention to see commissioners stop using MFF as a basis on which to limit 
patient choice.38   

                                                           
37

 http://www.kingsfund.org.uk/sites/files/kf/employee-engagement-nhs-performance-west-dawson-leadership-
review2012-paper.pdf  accessed 3 June 2013 
38

 http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131089.pdf 

http://www.kingsfund.org.uk/sites/files/kf/employee-engagement-nhs-performance-west-dawson-leadership-review2012-paper.pdf
http://www.kingsfund.org.uk/sites/files/kf/employee-engagement-nhs-performance-west-dawson-leadership-review2012-paper.pdf
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_131089.pdf


Oxford University Hospitals October 2014 Integrated Business Plan 

Chapter 4 – Market Assessment  84 

 

0.0

0.2

0.4

0.6

0.8

1.0

1.2

1.4

4.120 The chart below shows OUH as fairly well-placed compared to its NHS competitors, although the MFF 
poses more of a challenge if it wishes to pursue specialised activity to the west and north of its 
catchment.  MFF may help to shape the approach taken in developing services on other trusts’ sites, 
as the ‘payment index value’ shown is driven by property prices rather than pay premia. 
 

Payment Index Value (‘Market Forces Factor’) for 2013/14, selected trusts 

 

 

 

 

 

 

 

 

 

  

 

 

 

 

 

 

 

 

 

 

 

 

Geography and travel times 

4.121 OUH’s Oxford sites are within easy reach of the M40 motorway between West London, the M25 and 
Birmingham and the trunk road network (A34) between the Midlands and Southampton.  Swindon, 
Aylesbury, Cheltenham, High Wycombe, Milton Keynes, Northampton, Reading, Slough and Heathrow 
Airport are within one hour’s journey time. 

4.122 The Horton General Hospital is close to the M40 and within 45 minutes’ journey time of Oxford, 
Milton Keynes, Northampton and Warwick. 

4.123 A new rail link between Oxford, Buckinghamshire and London Marylebone, to open in 2015, will 
create a new Oxford Parkway station with frequent bus connections to OUH’s Headington sites. 

4.124 The subsequent East-West rail link (due to open in December 2017) will improve access to Oxford and 
Oxford Parkway from Milton Keynes and Bedford. 
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Conclusions 

4.125 The Trust’s Board and Divisional Directors have reviewed the political, economic, social, technological, 
legal and environmental factors which have the potential to affect the Trust.  Their impact and the 
Trust’s response are summarised in table form overleaf. 

4.126 OUH provides services to a local market for general hospital services and a wider market for more 
specialised care.  

4.127 The Trust provides the majority of acute services for its local market with a small volume of activity 
going to neighbouring DGHs and to private providers who have contracts, currently for a limited range 
of orthopaedic and other elective work.  It is monitoring plans by commissioners to put services out to 
tender and developing plans to respond. 

4.128 A defining feature of the local market is increasing demand from an ageing population with 
increasingly complex health and social care needs.  Growth in demand for hospital care is expected to 
continue, with major housing developments in Oxfordshire another contributory factor.   

4.129 Growth in specialised care also reflects demographic change and has been accelerated by service 
specifications driving the increased centralisation of services, with OUH as a regional centre.  Changes 
to patient flows which have taken place during 2013/14 are also expected to continue.  

4.130 These changes are taking place against a background of restricted NHS and local government funding 
and the Trust’s two major commissioners having overspent in 2013/14.   

4.131 The Trust’s strategic response is to work with local providers and commissioners to develop new care 
pathways to meet needs within the constraints of the current economic climate.  A key focus for this 
within the local health economy is reducing delayed transfers of care. 

4.132 As local care pathways are designed to provide care outside the acute hospital setting wherever 
possible, the Trust’s strategy is to increase the proportion of its income that is from specialised care.   
The Trust’s strategy to increase its specialised market has three components: 

 Consolidate its existing catchment through mutually beneficial work with local providers and with 
commissioners, delivering results such as the repatriation of local patients from London. 

 Deliver national and network-driven reconfigurations of specialised services, recent examples 
including major trauma, vascular surgery and newborn intensive care. 

 Extend its catchment area through extending clinical networks and joint working relationships into 
Milton Keynes and Bedfordshire. 

4.133 Potential new markets will also be monitored. 

4.134 The Trust’s ability to deliver its strategies in relation to both local and specialised services requires 
confidence from patients, GPs, commissioners and referring clinicians that it provides high quality 
services.  OUH has a number of approaches to this. 

 Retaining a focus on the quality of care delivered (measuring patient safety and experience, clinical 
effectiveness and outcomes), gaining assurance of it through its governance systems and 
demonstrating it by publishing outcomes data and meeting access standards. 

 Embedding compassionate excellence in the values and behaviours of the Trust and engaging with 
patients about what they want and how the organisation can improve. 

 Continuing engagement with Oxfordshire Clinical Commissioning Group and its locality groups to 
understand and respond to local service issues. 

 Working with commissioners to deliver services in line with their strategies, such as Outcomes 
Based Commissioning in Oxfordshire and national service standards for specialised services. 

 Making the most of OUH’s unique partnership with the University of Oxford and working through 
the Joint Working Agreement to bring the benefits of excellent research and teaching to the Trust’s 
patients. 
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 Building wider partnerships (clinical networks, the Oxford AHSN and AHSC) to innovate and deliver 
benefits more widely.  

 Demonstrating that the Trust provides ‘state of the art’ services by making the best use of its new 
facilities, making targeted investment in new technology, treatments and IT solutions, and 
promoting the work of the Oxford Biomedical Research Centre and Unit. 
 

4.135 Chapter 5 describes service developments which flow from these factors. 

 

 

 

 

 

 

 

  

 

A Newborn Intensive Care Unit opened at the John Radcliffe Hospital in 2013, offering improved and 
extended facilities 
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Political, Economic, Social, Technological, Legal and Environmental (PESTLE) analysis 
 

Factor 

Political 

Impact on OUH OUH response 

Centralisation of 
specialised services 

 Centralisation of specific services 
requested by commissioners, with 
NHS England driving this agenda.  

 Programme of designation of 
specialised services with derogations 
in place. 

 Centralisation of some services as a 
result of service or financial pressures 
on other providers in the network. 

 Completion of action from business cases 
for agreed centralisation in Oxford (Major 
Trauma, Vascular Surgery, Neonatal, 
Hyper-acute Stroke) 

 Delivery of paediatric network 
arrangements for children’s heart surgery 
in collaboration with University Hospital 
Southampton NHS FT  

 Develop similar network for paediatric 
neurosurgery 

 Maintain and develop working 
arrangements with network hospitals 

Delivery and 
maintenance of 
access targets 

 Impact of non-delivery of standards 
on patient experience, referrer 
experience and Trust reputation. 

 Achievement of access standards 
linked to payment by commissioners 
with increased penalties for failure. 

 Access standards form core element 
of assessments by TDA and Monitor. 

 Integrated Performance Framework  

 Improved use of resources to flex capacity 

 Further develop extended day and 
weekend working, including access to 
diagnostics.  Consider outpatient services 
beyond current working day 

 Action plan to reduce delayed transfers 

 Action plan to improve waits in the 
Emergency Department 

Encouragement of 
competition and 
introduction of new 
providers to market 
with extension of 
patient choice 

 Services provided by OUH put out to 
tender by commissioners. 

 Choice is often influenced by referrers 
as much as patients 

 Patient choice is influenced by 
information on outcomes and patient 
experience. 

 Monitor services which could be put out to 
tender by commissioners and develop  
plans for gaining/losing activity 

 Develop internal capacity and expertise for 
responding to invitations to tender 

 Anticipate unmet need and consider joint 
solutions, e.g. in social care, dementia 

 Use feedback from patients to set priorities 
in Quality Account  

 Build relationships of trust with GPs 

 Extend ‘gatekeeper’ portal, learning from 
experience in musculoskeletal services 

Expectations of 
delivering 
integrated care 

 Requirements of local commissioners.  

 Potential inclusion by regulators 
(Monitor duty). 

 Better Care Fund shifts local funding. 

 Deliver redesign of patient pathways and 
develop new roles 
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Factor 

Political 

Impact on OUH OUH response 

Focus on cost-
effectiveness 

 Continued requirement to deliver cost 
improvements 

 Payment by commissioners linked to 
delivery of quality measures 

 Monitoring and benchmarking of outcomes 

 Participation in national clinical audits and 
publication of findings and actions in 
annual Quality Account 

 Develop granular understanding of costs  

 Progress towards improvements in quality, 
e.g. on best practice tariffs 

Heightened quality 
focus 

 Quality Governance Framework 
assessment 

 Scrutiny of processes and indicators, 
including healthcare associated 
infections and Safety Thermometer 

 Publication of PROMs for selected 
procedures and Patient Experience 
surveys, e.g. of cancer patients 

 Link to payment, e.g. Patient 
Experience CQUIN 

 Publication of Friends and Family Test 
results 

 Complete Quality Governance action plan 
and sustain progress 

 Develop Patient Safety Framework as part 
of Quality Strategy 

 Identify and monitor Patient Safety 
priorities within annual Quality Account 

 Board and Executive walk rounds 

 Prominence within Trust values of 
compassion and respect, embedded 
through Listening into Action and 
associated programmes 

 Introduce electronic patient feedback tool 

HM Government 
restraint on public 
spending 

 Tariff deflation requires continuing 
cost reductions to sustain Income and  
Expenditure surplus 

 Reduced social care funding reduces 
support to vulnerable people, 
affecting demand for emergency care 
and efforts to reduce delayed 
transfers 

 Pressure on public sector pay and 
pensions worsens recruitment, 
retention and motivation 

 Constraint on availability of capital for 
investment. 

 CIP programme on rolling two-year basis 
with contingencies 

 Transformation of service delivery to 
achieve this  

 Action plan with NHS and social care 
providers to provide targeted support and 
reduce the impact of ‘care boundaries’ 
through service integration 

 Continued focus on delivering 
compassionate excellence.  Demonstrate 
progress on quality strategy  

 Affordable capital programme  

National strategic 
focus on specific 
areas, e.g. 

 Cardiovascular 
and Stroke  

 Cancer 

 Dementia  

 Long term 
Conditions 

 Inclusion in NHS Outcomes 
Framework produces requirements 
from commissioners with payment 
implications 

 Development of Oxford Heart Centre and 
continued development of OUH as Hyper-
acute Stroke Centre 

 Continue to realise benefits of Oxford 
Cancer Centre, with co-location of head 
and neck cancer services and development 
of radiotherapy 

 National priorities reflected in AHSN and 
BRC/BRU programmes and themes 
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Factor 

Political 

Impact on OUH OUH response 

Service 
reconfiguration 

 Proposed reconfigurations in 
Northamptonshire and Monitor 
review of MK and Bedford hospitals: 
potential risk to referrals, but 
opportunities in an area of rapid 
population growth with improving 
transport links 

 Amalgamation of Heatherwood and 
Wexham Park NHS FT and Frimley 
Park NHS FT: potential impact on 
boundary to clinical networks 

 Centralisation of some services as a 
result of service or financial pressures 
on other providers in the network 

 Constraints on major service redesign 
in advance of general election 

 Strengthen partnerships with all members 
of the Oxford AHSN and AHSC 

 Pursue joint consultant posts and 
development of renal and radiotherapy 
services in network hospitals 

 Executive and clinical visits to relevant 
trusts to discuss future partnership 
arrangements 

 Continue community and membership 
engagement on service developments and 
changes 

 

Factor 

Economic 

Impact on OUH OUH response 

Changes in local 
funding position 

 Impact of Better Care Fund on CCG 
and local authority funding 

 Requirement for Oxfordshire CCG to 
recoup deficit from 2013/14 and 
planned deficit for 2014/15 

 Agreement of contract to support the local 
health economy 

 Involvement in improved care pathways to 
realise benefits from Better Care Fund 

Changes to NHS 
payment and 
pricing mechanisms 

 Monitor, NHS England and local 
commissioners place more emphasis 
on commissioning for outcomes 

 Changes to tariffs and tariff structures 

 National initiatives to reduce costs 
present opportunities and risks 
involving large amounts of income   

 Engage with local commissioners and 
potential partners in care delivery to 
provide innovative models of care 

 Future shape of pathology services 
expected to be determined through a link 
to research with the clinical network within 
Oxford AHSN 

Reducing personal 
disposable income 

 Impact on health (e.g. diet, 
expenditure on health promoting 
activity and loss of mental wellbeing) 
with consequent effect on demand for 
services 

 Potential reduction in private market 

 Work closely with local commissioners to 
identify trends as early as possible  

 Long Term Financial Model includes 
conservative estimates on future private 
patient income 

Relatively high cost 
of living around 
OUH’s sites 

 

 Recruitment difficulties, e.g. in lower 
banded specialist nursing 

 Cost of Living Supplement no longer 
part of Agenda for Change terms and 
conditions 

 Staff accommodation on Trust sites for a 
specified period to ease transition  

 OUH links with affordable housing schemes 

 Comprehensive transport policy to support 
staff travel 
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Factor 

Social 

Impact on OUH OUH response 

Areas of specific 
growth  

 Housing developments in Oxfordshire, 
Milton Keynes and Swindon 

 Increased market presents 
opportunity for OUH services 

 Focus on development of partnership 
working and specific initiatives such as joint 
posts and business cases for service 
developments, e.g. satellite radiotherapy 
provision 

Changing 
demographics: 

 Growing 
population 

 Ageing 
population 

 Increasing 
incidence of 
dementia 

 Increasing 
dependency 
ratio 

 Increasing rates 
of obesity 

 Increasing 
numbers with 
disabilities 

 Increasingly 
diverse 
population 

 Rising birth rate 

 Increasing demand for some services, 
including emergency admissions, 
patients with chronic conditions, 
cancer, diabetes and bariatric surgery 

 Increased complexity of case mix – 
more co-morbidities, higher risk 
surgery, more complex after-care 
required, with lower levels of at-home 
support and independence 

 Pressure on social care with 
associated increase in delayed 
transfers of care 

 Increased variability of needs 

 A growing proportion of the Trust’s 
patients will have dementia 

 Mortality rates in OUH care may rise 

 Growing demand for neonatal 
services 

 Demographic factors modelled into activity 
projections for LTFM 

 Plans to manage increased demand in 
specific areas, e.g. radiotherapy 

 Capture complexities and co-morbidities in 
clinical coding and monitor whether 
associated costs are reflected in tariffs 

 Introduction of Integrated Psychological 
Medicine Service 

 Introduction of standardised dementia 
screening 

 Identification of whole system working and 
collaboration through Oxford AHSC with 
dementia and cognitive health identified as 
one of its six themes of work 

 Reflection of issues in AHSN programmes 

 Focus on patient-centred care 

 Plans to develop service integration and 
reduce delayed transfers 

 Expansion of newborn intensive care 
service 

Cost of litigation  Rising premia 

 Changes to NHSLA arrangements 

 Deal with dissatisfaction early 

 Use policies and procedures clearly and 
visibly to obviate known risks 

Public Health 
Strategy 

 OUH as major local employer 

 One million contacts with patients 
each year 

 Trust commitment to support health 
and wellbeing of patients and staff 

 Local Authority role in supporting 
public health 

 Develop strategy and actions with 
involvement of patients, public and staff 

 Agree strategy and actions with 
Oxfordshire’s Health and Wellbeing Board 

Rising expectations 
of service and 
customer care 

 Demand for outcomes, good 
experience of care, access and service 
developments 

 Demand for information 

 Provide timely access, meeting national 
standards (as above) 

 Seek and monitor patient feedback (as 
above) 

 Improve patient experience (as above) 
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Factor 

Technological 

Impact on OUH OUH response 

Availability of new 
drug therapies and 
treatment regimes 

 Rapid translation of new modes of 
treatment  

 Increased patient and clinician 
expectations 

 Effect on costs 

 ‘Innovation Scorecard’ has impact on 
patient choice  

 Staff expectations of most up-to-date 
equipment 

 Therapeutics Advisory Group considers 
introduction of new procedures/treatment   

 Move towards being ‘data driven’ on 
effectiveness 

 Oxford AHSN workstream on health 
informatics and technologies  

End of national 
contract for 
Electronic Patient 
Record 

 Current national contract expires in 
October 2015 

 EPR is central to delivery of national 
IM&T policies and forms essential 
element of high quality patient care 
along more complex care pathways 

 OBC approved for procurement of 
continuation of EPR system during 2014 

 Benefits realisation as EPR is rolled out 

Information 
Technology  
advances 

 Potential to improve patient safety, 
outcomes and patient experience  

 Improved information to support 
decision-making 

 3 Million Lives and Digital First High 
Impact Innovation pre-qualifiers for 
CQUIN payments 

 Cost implications and benefits 
realisation 

 IM&T Strategy and associated allocation in 
capital programme 

 Use of Patient Level Information and 
Costing System (PLICS) 

 Complete pilot of electronic ‘track and 
trigger’ early warning system 

 Develop capabilities of data warehouse  

 Pilot remote monitoring of patients using 
mobile phone technology (mHealth) 

 Introduce remote requesting / reporting 
for direct access diagnostics 

 Informatics a key element of AHSN plans 

Rapidly developing 
technology, 
therapeutic 
techniques and 
equipment, 
including minimally 
invasive techniques 
and automation 

 Opportunities to increase market 
share and potentially improve 
efficiency if capitalise on technological 
opportunities 

 Threat to market share if OUH fails to 
do so  

 Higher-risk patients treated at 
specialist centres as minimally 
invasive procedures develop 

 Investment already made in e.g. da Vinci 
and dispensing robots 

 Development of plans to work with 
academic partners and BRC/BRU to 
become centre of excellence in specific 
areas, e.g. radiotherapy and surgical 
innovation and evaluation 

 Use of technologies is an important 
element of AHSN plans 

 Develop staff skills to respond well 

 Build staff confidence in use of information 

 Forward capital programme 
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Factor 

Legal 

Impact on OUH OUH response 

Health and Social 
Care Act 2012 

 Changes to commissioning structures 
and responsibilities 

 Increased emphasis on competition 
and integration 

 Introduction of national and local 
Healthwatch 

 Introduction of Joint Health and 
Wellbeing Board 

 Changes to regulation 

 Develop positive engagement with 
commissioners as methods of 
commissioning change 

 Incorporate response to Health and 
Wellbeing priorities into strategy 

 Work with local Healthwatch to engage 
with patients and the public, get feedback 
on services and proposed future priorities 
and service developments 

 Demonstrate that governance and 
assurance systems allow OUH to meet new 
regulatory requirements 

Increased 
complexity and 
rigour in regulatory 
environment 

 Revised CQC inspection regime 

 Updated Monitor Risk Assessment 
Framework 

 Internal peer review to maintain focus on 
quality and evidence of meeting CQC 
standards 

 Maintain compliance with Monitor license 
conditions 

 

Factor 

Environmental 

Impact on OUH OUH response 

Energy  Rising energy costs 

 Penalties for carbon emissions 

 Business case for energy investment to 
address deficiencies in infrastructure and 
improve efficiency of consumption 

 Vacate and demolish old and energy-
inefficient accommodation 

Estate  Limited space on sites  Explore further development of existing 
building footprint 

Transport  Transport strategy including Park 
and Ride facilities 

 New rail links to improve access 
to OUH’s Oxford sites 

 Continued engagement with Oxfordshire 
County Council to support ‘supply’ of Park 
and Ride access to Trust sites  

 Strategy to expand and consolidate 
catchment areas to East and North East 
and consolidate Swindon catchment   

 Factor timing of new transport links into 
planning and marketing 
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5. Service Development Plans 

Introduction 

5.1 OUH’s ambition to deliver high quality care, its market assessment and the economic climate all 
require it to continue to adapt its services, to reduce cost wherever possible and to improve its use of 
estate and facilities while continuing to innovate in the delivery of clinical services. 

5.2 Chapter 3 outlined a clinical services strategy which will, in continuing liaison with its commissioners, 
inform the Trust’s development of services on each of its sites and in some cases further afield. 

5.3 Significant investment in recent years has enabled many of OUH’s services to operate from state-of-
the-art facilities at the new Churchill Hospital, including the Oxford Cancer Centre; the West Wing, 
Children’s Hospital and Oxford Heart Centre at the John Radcliffe Hospital; and the Nuffield 
Orthopaedic Centre.  All provide scope for service development within the building fabric available.  

5.4 OUH’s Estates Strategy recognises that investment is required in the Trust’s non-PFI estate, notably at 
the John Radcliffe and Horton General sites. The Trust’s capital programme includes developments to 
improve facilities for care delivery on each site. 

5.5 OUH plans to transform its service delivery through actions including realising benefits from the 
Electronic Patient Record, developing increasingly integrated local care with local providers and 
commissioners, providing specialised care through networks and, last but not least, a strong 
partnership with the University of Oxford and others to promote healthcare research and innovation 
and their rapid adoption into routine clinical practice. 

Strengths, Weaknesses, Opportunities and Threats analysis 

5.6 The Trust has considered strengths, weaknesses, opportunities and threats at Board seminars and in 
Divisional and Directorate Business Plans developed through its annual business planning process.  
The resulting analysis is shown below.  
 

Strengths 

Factor Supporting evidence Implications 

Clinically-led 
organisation 

Clinically-led management structure is 
embedded.  

Clinical leaders supported in role 
through a leadership programme.  

Engagement between the Board and 
Divisions. 

Autonomy and accountability for 
decision-making is vested in those 
best placed to balance the drive for 
improvement in quality, outcome and 
patient experience with the need to 
improve efficiency. 

Comprehensive 
portfolio of services 
with high levels of 
subspecialisation 

Few local referrals are directed 
outside Oxfordshire.   

Good clinical links between paediatric 
and adult services. 

MDTs in all cancer tumour groups. 

Range of nationally-commissioned 
subspecialties in Neurosciences and a 
high range of specialisation in 
Paediatric Services. 

Comprehensive offer to local 
commissioners, GPs and patients. 

Infrastructure in place to support 
specialised services and continued 
designation. 
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Strengths 

Factor Supporting evidence Implications 

Established tertiary 
centre with strong 
clinical network 
arrangements with 
surrounding hospitals 

Provision of in-reach and out-reach 
services. 

Jointly funded consultant 
appointments e.g. in Neurology and 
Plastic Surgery. 

Oxford Academic Health Science 
Network hosted by OUH. 

Support to referral base for 
specialised services. 

Extension of partnership working 
arrangements with a network 
including health and social care 
providers, commissioners, universities 
and other academic groups, third 
sector, life science industries, 
business, the public and patients.  

Strong reputation for 
quality of care and 
treatment, including 
the use of innovative 
techniques 

 

Patient comments through PALS 
contacts, patient panel feedback and 
“Let us know your views” leaflets. 

Inpatient survey. 

Friends and Family Test information. 

Good clinical outcomes in e.g. cancer, 
stroke, transplantation. 

Innovative use of radio-
chemotherapy, robotic surgery, 
cardiac imaging and transplantation. 

Encourages patients and GPs to 
consider OUH as provider of choice. 

Supports the Foundation Trust 
membership drive.  

Requirement to publish comparative 
data and feedback will influence 
choices of patients, carers and GPs.  

Strong basis on which to market 
services to commissioners and 
patients and to attract research 
funding and partners. 

Reputation for 
excellence in teaching, 
training and research 
activity 

Biomedical Research Centre and 
Biomedical Research Unit status.  

HEFCE Research Assessment Exercise 
(RAE) ratings. 

Top ratings for student experience in 
Oxford Medical School. 

Trust linked with Oxford brand. 

Able to attract students and high 
calibre staff, including recognised 
clinical leaders, from global market. 

Increasing medical and non-medical 
research activity to support 
innovation, evidence-based practice 
and research in care. 

Translational research enabling 
innovation in clinical practice. 

Opportunities for patients to 
participate in clinical trials. 

State-of-the-art 
facilities including high 
percentage of single 
rooms and latest 
technology 

New Churchill Hospital, Nuffield 
Orthopaedic  Centre and (at JR) West 
Wing, Children’s Hospital, Oxford 
Heart Centre, Trauma Centre and part 
of Acute General Medicine.  

Approximately 50% of patient care 
estate is under eight years old. 

Beam matched linear accelerators; da 
Vinci surgical robot; core automated 
laboratory. 

Investment made in key service areas. 

Quality of facilities offers opportunity 
to attract referrals. 
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Strengths 

Factor Supporting evidence Implications 

Involvement in key 
academic health 
institutions 

Joint Working Agreements with 
University of Oxford and Oxford 
Brookes University identify work 
streams for collaboration. 

Oxford Academic Health Science 
Centre partnership. 

Oxford Academic Health Science 
Network hosted by OUH. 

 

Strong local focus to promote 
integrated working and adoption of 
innovation in healthcare delivery. 

Improved reputation, improved 
translation of basic research to 
applied research and patient benefit. 

Platform for collaborative working 
across health and social care, 
academic institutions, biomedical and 
biotechnology organisations, business 
and the third sector.  

 

Weaknesses 

Factor Supporting evidence Implications 

Access standards not 
consistently achieved in 
some areas 

Breaches of standards for A&E four 
hour waits, 18 week referral to 
treatment time and some cancer 
standards. 

Adverse patient experience. 

Additional costs, compounded by 
rising penalties for performance 
standards not met and the national 
tariff for non-elective care. 

Adverse impact on Trust’s ability to 
vacate unsuitable facilities. 

Adverse impact on GPs and 
commissioners.   

Action to tackle delayed transfers (see 
below).  

Redesign of care for older people. 

Areas for improvement 
in systems and 
processes identified 
from patient feedback  

Comments, complaints and PALS 
contacts in relation to outpatient 
booking processes and discharge 
information and delays. 

Picker Inpatient survey. 

 

Adverse patient experience.  

Adverse impact on choice by patients, 
GPs and commissioners.  

Action on outpatient service redesign. 

Implementation of Trust-wide patient 
feedback system to identify and 
prompt timely action on emerging 
issues.  

Delayed transfers of 
care 

Delayed Transfers of Care. 

Evidence that waits in the Trust’s 
Emergency Departments closely 
match limitations on flow to inpatient 
beds. 

Cancelled operations. 

Adverse patient experience. 

Adverse impact on GPs and 
commissioners.   

Targeted work to improve flow, 
strengthen clinical leadership and 
release downstream beds. 

Collaboration across primary, 
secondary and social care to provide 
integrated care pathways. 
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Weaknesses 

Factor Supporting evidence Implications 

Outdated elements of 
Trust estate 

Some services on the Churchill and 
Horton General sites are housed in 
sub-optimal accommodation. 

Increase utilisation of PFI facilities.  

Investment in retained estate through 
capital programme. 

Reduction of overall cost of estate 
through Estates Strategy.  

Relatively small local 
catchment population 
for specialised teaching 
centre 

Market assessment. 

Poor cost-effectiveness for some 
specialties such as Neurology and 
Gastrointestinal Surgery. 

Development of mutually beneficial 
partnerships to support the inflow of 
specialised work. 

Split-site working Multiple medical rotas. Rationalisation and simplification of 
on-call rotas to optimise efficiency 
and improve value for money whilst 
ensuring patient safety. 

Pursuit of clinical services strategy to 
move medical subspecialties from the 
Churchill to the John Radcliffe. 

 

Opportunities 

Factor Supporting evidence Implications 

Electronic Patient 
Record 

Opportunities to deliver improved 
patient care and service 
improvements e.g. developing order-
communications in the next year, 
patient prescribing in the next two 
years, remote monitoring. 

The Big Data Institute will create an 
unrivalled capacity to store and 
analyse data from large population 
studies alongside data contained in, 
for example, the electronic patient 
record to support a fundamental 
change in the nature of research and 
the patient care pathway. 

Improved and better integrated 
processes, reduced variation in 
outcomes and improved availability of 
clinical information. 

Wider contribution across academic 
and research partnerships with 
associated patient benefit. 

Extended day and 6-7 
day working  

Optimising use of assets such as 
theatres, endoscopy and radiology. 

Improved patient experience through 
timely admission and discharge and 
improved access. 

Greater flexibility and responsiveness 
support OUH being provider of choice. 

Improves value for money. 

Innovation in patient 
pathways developed in 
partnership with 
Oxford Health  

Two thirds of annual NHS expenditure 
relates to patients with long term 
conditions. 

Oxfordshire CCG intent to commission 
integrated care. 

Need for reduction in delayed 
transfers of care. 

Delivery of integrated care across 
health and social care providers. 

Strengthening of primary and 
community-based provision provides 
opportunity for integration with 
secondary care expertise and 
resilience.  
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Opportunities 

Factor Supporting evidence Implications 

National and regional 
strategies to centralise 
specialised services 

Designation of OUH as Major Trauma 
Centre, a centre for complex elective 
and emergency vascular surgery and 
for newborn intensive care.  

Further designation processes in train 
for e.g. severe intestinal failure, 
specialised burns services.   

Activity transferred to OUH with 
associated transfer of resource. 

Critical mass of work established to 
optimise outcomes and maintain 
expertise and modern technology. 

Defined standards of service delivery.  

Scope to strengthen mutually-
beneficial partnerships with network 
hospitals.  

Leverage of academic 
health institutions to 
deliver translation of 
basic research 

Current focus on improvements to 
care and treatment of patients with 
dementia and diabetes. 

Rapid adoption of innovation can be 
achieved where it adds value in terms 
of patient benefit or cost-
effectiveness. 

Research is able to support wealth 
generation through stimulus to local 
economy. 

Development of clinical 
strategy to make best 
use of Trust estate 

Clinical Services Strategy and 
Integrated Business Plan. 

Optimised configuration of services to 
provide improved local access to 
specialist services. 

Operation of services on a scale that 
ensures that they can be both safe 
and sustainable. 

 

Threats 

Factor Supporting evidence Implications 

Centralisation of 
specialised services 
threatens the viability 
of some services  

“Safe and Sustainable” review of 
paediatric cardiac and neurosurgical 
services. 

Designation of specialised services by 
NHS England with associated service 
specifications.  

Network arrangements to avoid 
adverse impact on linked services and 
patient care. 

Action to respond to service 
specifications and address specific 
derogations from them. 

Competitive tendering 
by commissioners 
removes  activity and 
income 

Failure to secure Oxfordshire contract 
for Banbury Independent Sector 
Treatment Centre.  

Optimise service quality so that OUH 
remains the provider of choice for 
patients and GPs. 

Develop capability to integrate care 
across service boundaries. 

Enhance capability to develop 
successful tenders.  

Improve ability to remove costs in 
response to loss of income. 
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Threats 

Factor Supporting evidence Implications 

Costs of caring for an 
ageing population with 
increasingly complex 
treatment needs 

Marginal tariffs apply for non-elective 
and elective referrals above baseline.  
Activity rising above this baseline is 
not directly within acute trusts’ 
control. 

Patients living longer with increasingly 
complex co-morbidities. 

Integrated care pathways to reduce 
duplication across primary, secondary 
and social care.   

Risk-sharing arrangements.  

Collaborative working with primary 
care and community care to agree a 
joint approach to demand. 

Integrated care pathways, including 
redesign to support greater self-
management.   

Greater care delivery and resilience 
within community settings. 

Increased complexity 
and rigour of 
regulation and scrutiny 
regime 

Revised CQC inspection regime. 

Updated Monitor Risk Assessment 
Framework. 

Changes to national tariffs and 
contracts led by NHS England and 
Monitor. 

Internal peer review to maintain 
focus on quality and evidence of 
meeting CQC standards. 

Requirement to maintain compliance 
with Monitor licence conditions. 

National financial 
position and potential 
for continuing 
austerity measures 

Shift in healthcare resources through 
Better Care Fund. 

Change in balance of funding between 
local and specialised commissioners. 

Continuation of austerity measures 
with heavily constrained funding to 
NHS for the foreseeable future. 

Uncertainty regarding impact of shift 
in resources for healthcare at national 
level. 

Oxfordshire CCG 
financial position 

Oxfordshire CCG in deficit in 2014/15 
and potentially in 2015/16. 

Repayment of debt further restricts 
funding for service change.  

Recruitment and 
retention of specific 
groups of clinical staff 
is difficult 

Demonstrable difficulties in recruiting 
certain staff groups e.g. pharmacists, 
cardiac staff, diagnostic and 
therapeutic radiographers, operating 
department practitioners, emergency 
department middle grade doctors. 

Reliance on bank and agency staff, 
with significant levels of associated 
expenditure. 

Provision of subsidised housing.  

Dedicated recruitment campaigns. 

Rolling recruitment programme. 

Strengthening of appraisal, enhanced 
training and personal development to 
support retention. 

Development of in-house training 
capability. 

AHSN and AHSC links attract staff. 
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Implications of the SWOT analysis 

Comprehensive care, subspecialisation and quality 

5.7 The Trust’s key strengths derive from its comprehensive portfolio of services with high levels of 
subspecialisation and a strong reputation for the quality of the care and treatment provided. Service 
delivery is underpinned by strong clinical support services and multi-disciplinary working. 

5.8 Services are typically delivered from high quality facilities using the latest technology. These strengths 
are valued by the patient population served by the Trust.  The clinical services strategy described in 
Chapter 3 aims to address remaining issues, including moving medical subspecialties from outdated 
facilities at the Churchill Hospital to the John Radcliffe and developing facilities and services at the 
Horton General Hospital. This chapter describes work in progress to find ways of improving care 
infrastructure at the John Radcliffe. 

5.9 Partnership with the University of Oxford complements and enhances the reputation of clinical 
services, supporting the delivery of education, training and research.  The range and quality of 
teaching is linked to the comprehensive portfolio of services provided.   

Transforming care for local people 

5.10 OUH and its local commissioners recognise a need to radically transform how care is delivered for 
local patients and the wider community. 

5.11 With Oxfordshire’s population ageing and those who are ‘very old’ increasing rapidly in number, the 
need to reconfigure services for older people is particularly urgent.  Oxfordshire’s high level of delayed 
transfers of care lends added urgency to this challenge.   

5.12 OUH is working closely with Oxford Health NHS FT (OH) on how services for Oxfordshire patients can 
be reconstructed to provide better patient care and outcomes; to secure genuine and effective 
integration of care designed around the needs of individual patients; to reduce duplication, waste and 
unnecessary handoffs; and to provide a platform for responding to increasing demand.   

5.13 A proposal has been made to local commissioners, including: 

 An outline vision of a service model for consideration by the wider health and social care 
community. 

 A definition of the scope of services to be included in terms of care pathways, populations served 
and finance. 

 An indication of proposed benefits and outcomes and of implications for primary care and social 
care. 

5.14 This development takes place in the context of Oxfordshire CCG’s intention to move to outcomes-
based commissioning, particularly for the care of frail older people, and commitment from OUH and 
OH to work towards this and use it as a catalyst for system-wide transformation. 

5.15 Oxfordshire CCG is to make a decision in November 2014 on whether the proposal made meets 
criteria for the recognition of OUH with Oxford Health as Most Capable Provider for these services.   

Developing and sustaining specialised services 

5.16 OUH is in the relatively unusual position as a large, specialised teaching centre that it is not associated 
with a large local population.  The Trust therefore aims to consolidate and extend its catchment 
population.  There are several opportunities it plans to use to achieve this.   

5.17 The Trust is well-placed to respond positively to the national drive to rationalise and consolidate 
specialised services into designated centres.  It has already responded to commissioner-led initiatives 
to reconfigure specialised services, such as in centralising vascular surgery and repatriating cardiac 
surgery referrals from London providers. Taking advantage of such opportunities is necessary to 
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support future clinical and financial viability by optimising clinical outcomes, using latest technology 
and techniques and achieving economies of scale. 

5.18 The centralisation of specialised services can be expected to pose a risk to services with smaller critical 
mass.  It is important for the Trust to develop network arrangements for the latter to prevent an 
adverse impact on related services.  OUH is able and willing to work collaboratively as a ‘spoke’ as well 
as a ‘hub.’ This is demonstrated through its alliance with University Hospital Southampton NHS FT to 
have paediatric cardiac surgery provided in Southampton, with the arrangement supporting the 
continued provision of paediatric intensive care in Oxford.  Collaborative network arrangements are 
also in place with Southampton for paediatric neurosurgery and paediatric critical care retrieval, and 
with Buckinghamshire Healthcare NHS Trust for burns care. 

5.19 OUH recognises that network strategies to centralise or repatriate services to Oxford rely on changes 
to referral patterns and care pathways.  The Trust has adopted a mutually beneficial network 
approach with surrounding healthcare providers and is agreeing partnership arrangements with 
neighbouring Trusts to support the operation of these networks.  

5.20 OUH has built where possible on existing clinical network arrangements and relationships with 
neighbouring hospitals.  It is developing clinical partnerships with trusts including Royal Berkshire NHS 
FT, Bedford Hospital NHS Trust, Buckinghamshire Healthcare NHS Trust, Frimley Park NHS FT, 
Gloucestershire Hospitals NHS FT, Great Western Hospitals NHS FT, Milton Keynes Hospital NHS FT, 
Northampton General Hospital NHS Trust and South Warwickshire Hospitals NHS FT.  

5.21 Plans to develop radiotherapy services, described below, stem from a strong clinical network.   

Innovation via collaboration 

5.22 The Oxford Academic Health Science Centre (OxAHSC) is a partnership between Oxford Brookes 
University, Oxford Health NHS Foundation Trust, OUH and the University of Oxford. 

5.23 Designated by the Department of Health in November 2013 with effect from 1 April 2014, OxAHSC 
combines the institutions’ individual strengths in world-class basic medical research and science, 
translational research, training and clinical expertise to address 21st century healthcare challenges. It 
will allow scientific discoveries to move rapidly from the laboratory to the ward, operating theatre and 
general practice so that patients benefit from innovative new treatments. It will also drive economic 
growth through partnerships with industry, including life sciences companies. 

5.24 Its focus is on six themes: 

 ‘Big Data’: delivering the digital medicine revolution. 

 Building novel NHS, university and industry relationships. 

 Cognitive health: maintaining cognitive function in health and disease.  

 Emerging infections and antimicrobial resistance. 

 Managing the epidemic of chronic disease.  

 Modulating immune response for patient benefit. 

5.25 OUH is represented on OxAHSC’s Board, which is chaired by the University of Oxford’s Regius 
Professor of Medicine, and participates in the AHSC’s Operational Group, Stakeholder Forum and 
Theme Groups.  

5.26 The Oxford Academic Health Science Network is one of 15 AHSNs licensed in 2013 for five years by 
NHS England.  It extends the platform of collaborative working to the wider geography in which OUH 
operates and includes life sciences and other industry partners as well as health and academic 
partners.  

5.27 Oxford AHSN’s vision is of “Best health for our population and prosperity for our region.” Its objectives 
are to focus on the needs of patients and local populations, speed up the adoption of innovation into 
practice, build a culture of partnership and collaboration, and to create wealth.   

5.28 The AHSN has three major work programmes: 
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Best care 

Clinical networks in Diabetes, Dementia, Depression and anxiety, Mental and 
physical comorbidity, Early intervention in mental health, Imaging, Medicines 
optimisation, Maternity, Children and Out of hospital care. 

Continuous learning, in partnership with Health Education Thames Valley, including 
the Patient Safety Academy, dementia awareness training for 5,000 people, a 
careers fair to attract young people into healthcare and life sciences and the 
establishment of secondment opportunities between the NHS and industry. 

Innovation adoption, identifying ten innovations for delivery at scale over five 
years. 

Sustainability, using innovation to transform models of care for the future and 
minimise environmental impact, focusing initially on Diabetes, Dementia and 
Medicines optimisation.  

Research and 
development 

Working with the Thames Valley and South Midlands Clinical Research Network to 
support research, increase recruitment to trials, facilitate adoption of 
innovation, create coherent research platforms for partners and deliver cost-
efficiencies. 

Wealth creation 
Working with Local Enterprise Partnerships and UK Trade and Investment to 
develop more and stronger life science businesses and clusters and to support the 
co-development, evaluation and spread of new products and services.  

 

5.29 These work programmes are supported by two themes:  

Informatics and 
Information 
Governance 

Linking core business goals through technology innovation, within the Oxford AHSN 
and with partner organisations. 

Patient and Public 
Involvement, 
Engagement and 
Experience 

Involving patients and the public in the work though mechanisms such as 
governance, priority setting, teaching and education, identifying the need for 
innovation and assessing technologies.  Supporting patients and their carers to be 
active participants in their own care through approaches such as personalised care 
planning and shared decision-making. 

 

5.30 OUH is represented on Oxford AHSN’s Board and its wider Partnership Board and acts as the host 
organisation for the AHSN.  Further information is available at www.oxfordahsn.org 

Current and future initiatives 

5.31 Informed by its SWOT analysis, market assessment and continuing work with its commissioners, OUH 
has identified developments which underpin the delivery of its strategic objectives.  

5.32 Three major initiatives are described in the context of the Trust’s strategic objectives.  Each is 
progressing towards the approval of final business cases.  The development of radiotherapy services in 
Swindon is modelled as a service development in OUH’s Long Term Financial Model. 

 

Radiotherapy expansion 

Swindon 

5.33 The Trust’s Board has approved an outline business case with a view to investing £14.4m in the 
development of a satellite radiotherapy service at the Great Western Hospital (GWH) in Swindon to 
provide care from 2017.  This initiative is in line with the Trust’s strategic objectives, particularly that 
of providing “excellent secondary and specialist care through sustainable clinical networks.” 

http://www.oxfordahsn.org/
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5.34 Patients residing in Swindon and parts of Wiltshire currently travel to Oxford for radiotherapy 
treatment.  Many have travel times in excess of one and a half hours each way, significantly more than 
the 45 minutes recommended by the National Radiotherapy Advisory Group (NRAG). 

5.35 The nature of radiotherapy treatment means that local access is particularly important since patients 
receive a course of treatment which may involve some 37 trips to their radiotherapy provider and long 
journeys pose an extra burden for those feeling very ill. 

5.36 Developing a local radiotherapy service for the populations of Swindon and Wiltshire would mean 
significant reductions in time for over 13,000 patient journeys to radiotherapy treatment each year. 

5.37 The development has specific goals to: 

 Provide sufficient radiotherapy capacity for OUH to match the future needs of its current 
catchment population. 

 Improve the patient experience for cancer patients living in Swindon and Wiltshire, the majority of 
whom would no longer need to travel to Oxford for their care. 

 Provide the radiotherapy capacity required by commissioners in the most cost-effective way. 

5.38 OUH’s radiotherapy service has a catchment area of Oxfordshire, Swindon, approximately 20% of 
Wiltshire and 65% of Buckinghamshire, serving a population of some 1.14 million.  

5.39 Long-standing relationships exist between OUH and GWH in the provision of cancer services.  OUH 
provides radiotherapy solely at the Churchill Hospital with six linear accelerators (LinAcs), five of which 
are core treatment machines with one retained by the PFI partner to support maintenance. 

5.40 The plan for a satellite unit has the strong support of Swindon CCG and is fully aligned with the 
national commissioning specification for radiotherapy and the Thames Valley Cancer Network’s 
document Response to NRAG (May 2010), which highlighted the excess travel time for patients in 
Swindon and Wiltshire and called for extra linear accelerators by 2016.  

5.41 Demand for radiotherapy has grown steadily and is expected to continue to do so, due to: 

 Growth in the number of people diagnosed with cancer (incidence). 

 Changes in treatment regimens which result in increased numbers of radiotherapy treatments for 
some cancer types (leading to improved outcomes and reduced side effects). 

 Increased complexity of treatments delivered, increasing treatment delivery time such that each 
radiotherapy machine provides capacity for fewer patients. 

5.42 The nationally recommended model for assessing radiotherapy needs has been used to assess the 
future demand for radiotherapy from the Trust’s catchment population. The model is consistent with 
recent activity delivered by the Trust and the capacity forecast suggests that there will be a shortfall in 
the delivery of fractions which would require one extra LinAc by 2016 and a second by 2018 to meet 
the needs of the existing catchment population. 

5.43 If the additional capacity was sited at Swindon, there could also be an increase in demand as the 
service would be closer to the populations of Wiltshire and Gloucestershire.  It has been assumed that 
an additional 5% of each county’s demand would switch to the new unit. 

5.44 Following a benefits appraisal, financial assessment and risk analysis, the plan developed was to 
provide two LinAcs as a standalone satellite unit at the Great Western Hospital.  Radiotherapy 
treatment planning would initially be carried out at the Churchill Hospital but capacity for the future 
development of a Computed Tomography (CT) scanner would be incorporated so that some planning 
could be done at GWH in the future. 

5.45 The outline business case is based on a commitment by GWH and OUH to work together to deliver a 
charitable funding appeal to provide £2.5m of support for the investment.  The remainder of the 
development is shown in Chapter 6 – Finance as funded from OUH’s capital programme.  

5.46 In terms of cumulative contribution, no option examined would have offered significant financial 
benefit to OUH.  However, it is also clear that there is no other option which is financially attractive to 
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maintain the Trust’s service to its catchment population.  The option chosen performed better than 
providing additional LinAcs at the Churchill or providing the LinAcs at GWH with a CT scanner. 

5.47 This development makes a positive contribution in 2016/17 due to the inclusion of £1.3m in charitable 
monies before moving into deficit for the period 2017/18 to 2020/21. The contribution then increases 
from 2021/22 through to 2026/27 by which time it will have reached 11%.  It should be noted that an 
additional £1.3m in charitable monies will be received pre-2016/17. 

5.48 The proposed development would have the following impact on the Trust’s balance sheet. 

 Increasing OUH’s fixed asset base, subject to valuations, by £8.1m for buildings and £5.3m for 
equipment. The equipment will be split between £3m worth of donated assets and £2.3m NHS 
funded assets. Depreciation will be charged to both forms of equipment asset, but the 3.5% 
interest charge will only apply to NHS funded assets. 

 The building will be depreciated over 40 years based on the length of the lease with GWH. 
Equipment will be depreciated over 10 years.  

 Cash generated through operations would become available for OUH’s capital programme. The 
model assumes cash is used to replace equipment as it reaches the end of its 10 year life, but is 
otherwise available to be invested elsewhere in the Trust. By 31 March 2027 a cash balance of 
£26.8m is forecast. 

5.49 The preferred option provides OUH with the flexibility to implement CT within the scheme subject to 
success in charitable fundraising and the effective management of risk, but does not commit it at an 
early stage to an option which adds to the cost. 

5.50 A full business case will be presented to the Trust Board with selection of a Principal Supply Chain 
Partner and infrastructure design to proceed in parallel with the development of this case. 
 

Milton Keynes 

5.51 OUH began providing radiotherapy for the population of Milton Keynes in late 2013 in response to a 
request by commissioners related to the withdrawal of Northampton General Hospital NHS Trust from 
the provision of this service.  Radiotherapy capacity was commissioned from Cancer Partners UK in 
Milton Keynes in 2014/15 to supplement capacity available at OUH’s Oxford Cancer Centre.   

5.52 Plans are being developed by the Trust for a satellite radiotherapy unit in Milton Keynes to enable this 
population to be served locally and sustainably.   

5.53 A Strategic Outline Case for the development of radiotherapy services in Milton Keynes has been 
developed and approved by the Trust’s Board and by the NHS Trust Development Authority.   

5.54 Work is under way to develop and evaluate options to enable a full business case to be considered by 
the Board.  

5.55 A capital loan for this development is shown in Chapter 6 – Finance.   

Electronic Patient Record 

5.56 The Trust’s IM&T strategy notes the critical importance of information in managing care and 
transforming the way that it is provided. In particular a coherent strategy and robust systems are 
essential to the delivery of clinical safety, performance improvements and clinical research.  This 
strategy therefore forms a core element of the Trust’s delivery of its strategic objectives, particularly 
“delivering compassionate excellence” and “delivering better value healthcare”. 

5.57 At the heart of the IM&T strategy is the continued implementation of the Electronic Patient Record 
(EPR) as an integrated system with use for the bulk of routine administrative and clinical activity.  This 
provides the opportunity to derive value by building on the significant investment to date and further 
developing the established technology and skills. 

5.58 EPR and the associated Patient Administration System (PAS) are central to OUH’s operational services 
and are embedded into processes for admissions, outpatient attendances, diagnostic requests and 
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results and clinical services in the Emergency Departments and Maternity. The Trust has made 
substantial investment to successfully establish EPR in these areas, developing procedures, testing 
software and training thousands of staff.  

5.59 EPR is also fundamental to the delivery of national policies for IM&T, including those for a patient-
centred NHS39, quality initiatives including the Safer Hospitals and Safer Wards Technology Fund and 
the development of paperless and ‘paper-light’ working.  

5.60 As part of the Safer Hospitals and Safer Wards Technology Fund, OUH has received national funding 
which it must match to progress three innovative projects linked to EPR:  
 

System for Electronic Notes Documentation (SEND) 

An iPad app developed with the Oxford BRC is running in OUH’s haematology wards as an electronic 
version of the observation chart which automatically calculates an acuity score for patients and records 
critical observations.  Once roll-out across OUH wards is completed the aim will be to see if it can also be 
used in community hospitals.  The scheme includes making the software ‘open source’ and helping 
others to implement it, expected to begin with hospitals in the Oxford AHSN.  

Automating the dispensing of To Take Out (TTO) drugs 

TTO medication for patients currently requires drugs to be prescribed by medical staff, to be screened 
and approved by ward pharmacists and then to be sent to the pharmacy where the details are 
transcribed and dispensed either manually or through the Trust’s pharmacy robot.  

This scheme is to interface the EPR discharge summary pharmacy system and the robot dispensing 
drugs. This will generate online prescribing and screening and automated dispensing without any 
transcription. This should reduce delays in discharge and medication errors. 

Oxfordshire Care Summary 

The first Oxfordshire Care Summary enables the Trust’s CaseNotes system to access GP data.  It is now 
used routinely by pharmacists to screen patient prescriptions and understand what drugs and allergies 
are recorded in local GP systems. This has proved immensely popular and is being rolled out to out-of-
hours GP services and the Emergency Department.  

In partnership with Oxfordshire CCG, the technology fund will allow the system to be enhanced to 
provide views on data for patients with long term conditions, starting with diabetes.  It will also be 
enhanced to give patients a view of their own data.   

 

5.61 PAS/EPR services are provided via contracts managed by the Department of Health which expire in 
October 2015. NHS organisations must procure their own solutions beyond this date. OUH must make 
alternative arrangements for provision and address the funding gap that will arise on exit from the 
national service. 

5.62 A full business case for the re-provision of the Trust’s electronic patient record services was approved 
during 2014 by the Trust Board and by the NHS Trust Development Authority.  The Trust has chosen to 
retain the Cerner Millennium product and is also contracting with Cerner for hosting services.  An 
initial contract has been signed, thereby helping to secure a planned and safe exit from the existing 
contracting arrangements within the nationally-specified timetable.  The full business case identified 
total capital investment from 2014/15 of £7.3 million and a revenue cost of £38.3m to 2025/26.  
Funding for this scheme is shown in Chapter 6 – Finance.  

5.63 This investment is seen as supporting service quality and high quality clinical data, with checks and 
alerts supported by EPR in the care process being an essential ingredient of high quality patient care 
along increasingly complex care pathways. 

5.64 Strategic objectives for the procurement of the new EPR are to: 

                                                           
39

 The power of information (Department of Health, 2012) 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/213689/dh_134205.pdf
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 Enable safe and efficient care. 

 Improve the quality and efficiency of care through access to the right information at the right time. 

 Meet current needs and enable extension or adjustment to meet future needs. 

 Minimise risk and disruption to operational services at transition. 

 Deliver the service as cost-effectively as possible. 

 Provide increased autonomy in system configuration to meet new service or commissioning 
requirements.  This is a notable restriction of the current service. 

5.65 The underlying economic case for the new EPR is based on specific areas where measurable efficiency 
and quality gains have been identified and the provision of a flexible system that will allow the Trust to 
adapt to new requirements in national policy, new treatment regimes, collaborative working with 
partners and research initiatives. 

5.66 Measurable efficiency and quality gains include building relevant checks into processes such as 
dementia screening and venous thromboembolism testing to ensure that quality standards are met.  

5.67 Overall, the integrated patient-centred view provided by fully-functional EPR is expected to improve 
the visibility of care along the pathway, improving overall patient experience and enabling easier 
communication with other providers of care. 

5.68 Flexibility will be offered by a sophisticated system widely used by a trained workforce with 
developments supported by a skilled technical team. 

5.69 The procurement approach agreed by OUH is to use London Procurement Partnership (LPP) 
framework contracts which provide the necessary scope to ensure service continuity and future-
proofing.  They enable a rapid, lower cost procurement, which can be tailored to the Trust’s needs and 
provide template service definitions and contracts that further reduce risk.  The process by which the 
frameworks were established has set guaranteed maximum prices, which ensures that competitive 
pressure is retained for individual procurements by the Trust. 

5.70 The transition phase of the project will run into 2015, with a period of time allowed between 
transition to the new service and the end of the existing contract. 

Operating theatre and adult critical care infrastructure at the John Radcliffe Hospital 

5.71 Development of operating theatres and adult critical care facilities at OUH’s John Radcliffe site is 
needed to maintain safe and high quality services in line with the Trust’s strategic objective of 
“delivering compassionate excellence”.  Development should also make best use of infrastructure 
consistent with the Trust’s objective of “delivering better value healthcare”. 

5.72 The Trust has 44 operating theatres across its four sites.  24 are at the John Radcliffe, with eight within 
the main hospital building, opened in 1979, which require redesign and upgrading to improve the 
space available for modern surgical care and upgrade their infrastructure and building fabric. 

5.73 The Trust also requires at least one hybrid theatre (allowing operating and interventional radiology) to 
support agreed expansion of its vascular surgery. 

5.74 OUH has a range of critical care facilities for adults including cardiac, neuroscience and general adult 
intensive care at the John Radcliffe, an adult intensive care unit at the Churchill and a combined 
intensive care/high dependency care unit at the Horton General. 

5.75 The adult general intensive care unit (ICU) at the John Radcliffe requires redesign and upgrading to 
meet modern expectations of space, facilities and layout.  The John Radcliffe also does not have a high 
dependency unit (HDU) offering Level 2 critical care and it is unusual for a specialised centre not to 
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provide this facility for patients who do not require intensive care but need more support than can 
routinely be provided on general wards.40  

5.76 OUH has conducted a feasibility study to assess options for JR theatres and has considered options for 
ICU and HDU facilities. With a high anticipated capital cost for a combined development representing 
a level of investment that could not be sustained without impairing the Trust’s financial risk rating, but 
with a compelling clinical case for change, work is underway to review all potential options for 
improving these services which might deliver a solution at a lower cost. These include:  

 A rigorous review of existing options to identify where costs could be reduced. 

 Identification of potential models that might enable staffing efficiencies and savings that could 
mitigate the capital costs proposed. 

 Identification of physical/estates solutions that might be more cost-effective. 

5.77 Revised proposals will be considered by the Trust Board in the context of the financial framework 
provided by the Trust’s Long Term Financial Model. 

5.78 Capital loans for these schemes are shown in Chapter 6 – Finance.  

 

Conclusions 

5.79 Changes to local health services are a priority and OUH is fully committed to the partnership working 
required to transform local health services and resolve the historical causes of high rates of delayed 
transfers of care in Oxfordshire. 

5.80 The Trust will continue to focus on improving its infrastructure to support its delivery of safe services 
from a high quality environment, while making best use of new technologies to deliver patient benefit 
and improved cost-effectiveness. 

5.81 The Trust is engaged in developments which enhance its position as a specialised provider working as 
a key partner within a clinical network.  These developments are well aligned with the direction of 
national strategy for specialised services. 

5.82 OUH will continue to develop its networks, strengthening regional partnerships to consolidate activity 
flows, supporting the reconfiguration of specialised services to repatriate care into the region and 
extending its network of relationships to sustain and develop its catchment population. 

5.83 The Oxford Academic Health Science Network unifies these themes, establishing a coherent structure 
within which a broad range of clinical and academic partnerships can flourish and which can drive the 
innovation needed to strengthen the quality and sustainability of services at local and regional level. 

                                                           
40

 Comprehensive Critical Care (Department of Health, 2000) describes four levels of critical care, with Level 3 (the 
highest) being in an Intensive Care Unit.  Level 2 refers to patients requiring more detailed observation or intervention 
including support for a single failing organ system or postoperative care and those ‘stepping down’ from higher levels of 
care.  This is the level described here as needing HDU care. 

http://webarchive.nationalarchives.gov.uk/+/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_4006585
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6. Financial Plans 
 

Introduction 

6.1 The purpose of this chapter is to: 

 Review the historical financial performance of the Trust for 2011/12 to 2013/14. 

 Outline in-year financial forecast for 2014/15. 

 Detail the financial plans for the Trust for the five years from 2015/16 to 2019/20. 
 

6.2 Key points in this chapter are that: 

6.2.1 OUH has used the Long Term Financial Model (LTFM) to forecast its future financial performance 
over five years to 2019/20.  The LTFM incorporates appropriate assumptions on activity, inflation, 
service development, capital and cost improvement programmes and supports the Trust’s 
strategy as described in Chapter 3. 

6.2.2 The LTFM incorporates plans for service expansion in Radiotherapy as part of its strategy to 
continue developing as a key regional provider of specialised services, as described in Chapter 5. 

6.2.3 It demonstrates that the Trust is financially viable and will generate revenue and cash surpluses in 
the period 2014/15 to 2019/2020. 

6.2.4 It shows that the Trust will achieve an overall Continuity of Service Risk Rating (CSRR) of at least 3 
from 2014/15 to 2019/20. 

 

Historical financial position 

6.3 The tables in this section provide a historical analysis of income and expenditure from 2011/12 to 
2013/14.  The financial statements for 2011/12 were prepared on a merger accounting basis for the 
year, following the merger in November 2011 of the former Oxford Radcliffe Hospitals and Nuffield 
Orthopaedic Centre NHS Trusts to form Oxford University Hospitals NHS Trust.   

6.4 The information includes the income and expenditure results, the underlying earnings position, the 
Balance Sheet and Cash Flows, with narrative on the key changes and movements between each year.  
The historical delivery of savings each year is also set out here. 
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Historical financial performance 

Income and expenditure statement 

6.5 The tables below summarise the trading position for 2011/12 to 2013/14, setting out the main 
components of annual income and expenditure over this period. 

 

    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

6.6 The next section identifies the key income and cost drivers over the three year period and sets these out 
for the last financial year 2013/14 in the bridge chart on page 116 below. 

 

Income from activities (patient related income) 

6.7 Income from activities increased between 2011/12 and 2013/14. The main reasons for this were 
increases in volume of activity (£91.0m) with significant growth in areas such as critical care and 
chemotherapy, increased pass-through drugs and devices income (£17.4m) and developments and other 
increases (£14.4m).  These were partly offset over the period by the increasing impact of the national 
non-elective threshold marginal rates rule (£7.9m) and deflation to national tariffs for Payment by 
Results (£22.1m). 

Statement of Comprehensive Income - OUH Actual 

  
2011/12 
£000s 

2012/13  
£000s 

2013/14 
£000s 

Income from activities 638,690 691,822 742,512 

Other operating income 149,530 129,882 125,835 

Total income 788,220 821,704 868,346 

Operating expenses -718,705 -752,888 -795,080 

EBITDA 69,515 68,815 73,267 

EBITDA margin % 8.8% 8.4% 8.4% 

Depreciation and amortisation -34,850 -36,758 -36,706 

Operating surplus/ (deficit) 34,664 32,058 36,561 

Profit/ (loss) on the disposal of fixed assets -159 -17 394 

Fixed asset impairments 2,327 -4,568 8,426 

Interest receivable 135 189 243 

Interest payable and financing costs -20,471 -20,477 -20,633 

Surplus/ (deficit) for the financial year 16,497 7,186 24,991 

Dividends payable on public capital -8,894 -8,502 -7,559 

Retained surplus / (deficit) 7,603 -1,316 17,432 

Adjustments for impairments -2,327 4,568 -8,426 

Adjustments for IFRIC 12 and donated asset reserve 
elimination 

1,882 394 1,889 

Breakeven duty surplus / (deficit) 7,157 3,646 10,895 

Adjusted surplus / (deficit) % 0.9% 0.4% 1.3% 
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Changes in Income From Activities - OUH Actual 

  
Movement 
to 2012/13 

£000s 

Movement 
to 2013/14 

£000s 

Total 
£000s 

Activity volume 45,188 45,767 90,955 

Pass through drugs and devices 8,717 8,723 17,440 

CQUIN 10,281 791 11,072 

Developments and other (includes readmission penalties) 7,664 6,743 14,407 

National non-elective threshold marginal rates -7,484 -449 -7,933 

Deflation to national tariffs -11,234 -10,885 -22,119 

Total change in income from activities 53,132 50,690 103,822 

    (Excludes non-recurrent patient care income) 

 

Other operating income 

6.8 Other operating income was stable over the period once non-recurrent income items are excluded. The 
main changes were as follows: 

6.8.1 Increasing research and development income (£8.9m) and non-patient care services income 
(£1.5m).  These were offset by reductions in MPET income of £2.4m and other income  
reductions. 

6.8.2 A number of non-recurring items being included in other income within the financial model.  
These are set out in the table below on Other operating expenses, including £18.3m of non-
recurrent items in 2011/12. 

Other operating income - OUH Actual 

  
2011/12 
£000s 

2012/13  
£000s 

2013/14 
£000s 

Education and training  46,769 46,831 44,753 

Research and development 41,177 49,323 50,112 

Other income 61,584 33,728 30,970 

Total other operating income 149,530 129,882 125,835 

  (Includes non-recurrent income) 

 

Operating expenses 

6.9 Pay costs increased over the period. The main reasons for this were: 

6.9.1 Pay increases linked to volume growth in activity of £44.3m. 

6.9.2 Increased research and development and trust wide pay expenditure (funded by a 
corresponding increase in income) of £17.3m. 

6.9.3 Service development investment in pay of £2.6m. 

6.9.4 Incremental pay increases (including a 1% pay award for staff in 2013/14) of £10.7m.  These 
increases have been in line with national policy. 

6.9.5 Other increases including investment to deliver increased CQUIN income and the impact of non-
recurrent pay savings from 2011/12 and 2012/13. 
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6.10 These increases were offset by pay savings of £34.5m.   

  

Employee benefit expenses - OUH Actual 

  
2011/12 
£000s 

2012/13  
£000s 

2013/14 
£000s 

Consultants 90,064 90,904 97,582 

Junior medical 59,097 62,871 63,581 

Nursing and midwifery 123,922 126,665 133,575 

Scientific, therapeutic and technical 55,520 54,858 60,407 

Other staff 87,265 94,540 103,966 

Temporary and agency staff (excluding bank) 12,131 17,617 21,644 

Total employee benefit expenses 427,999 447,455 480,755 

       (Excludes non-recurrent employee benefit expense) 

 

6.11 Non-pay costs increased during the period. The main reasons for this were: 

6.11.1 Increases linked to volume growth of activity of £32.0m. 

6.11.2 Inflationary increases of £23.1 million (including £9.5m on drugs and £7.3m on clinical supplies 
and services). 

6.11.3 Increased pass-through drugs and devices expenditure of £17.4m. 

6.11.4 CNST premium increases of £2.5m. 

6.11.5 Service development investment of £1.1m. 

6.11.6 Increased depreciation and amortisation £1.9m. 

6.11.7 Other increases including investment to deliver increased CQUIN income and the impact of 
non-recurrent non-pay savings from 2011/12 and 2012/13. 

6.12 These increases were offset by non-pay savings of £38.4m.  A number of non-recurring items were 
included in non-pay, as shown in the table overleaf.  Non-pay included £17.3m of non-recurrent items 
in 2011/12. 
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Other operating expenses – OUH Actual 

  
2011/12 
£000s 

2012/13  
£000s 

2013/14 
£000s 

Drugs, blood products and medical gases 75,893 79,891 86,823 

Clinical supplies and services expenses 85,501 92,571 98,019 

General supplies and services expenses 7,311 6,274 6,342 

Establishment expenses 7,428 6,899 8,395 

Premises expenses 29,505 34,041 31,203 

PFI operating expenses 29,103 30,739 31,857 

Depreciation and amortisation of assets 34,850 36,758 36,706 

Impairment of fixed assets (non-recurrent) -2,327 4,568 -8,426 

Other operating expenses 55,967 55,019 51,686 

Total other operating expenses in financial statements 323,230 346,758 342,605 

Remove impairments and exceptional items 2,327 -4,568 8,426 

Total other operating expenses (after adjusting 
impairments) 

325,557 342,191 351,031 

        (Includes non-recurrent expenditure) 

 

Income and expenditure – normalised earnings 

6.13 The Trust improved its underlying financial position, moving from an underlying surplus of £3.0m in 
2011/12 to an underlying surplus of £11.1m in 2013/14. 
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Normalised surplus - OUH Actual 

  
2011/12 
£000s 

2012/13  
£000s 

2013/14 
£000s 

Retained surplus/ (deficit) 7,603 -1,316 17,432 

Less impairments -2,327 4,568 -8,426 

IFRIC 12 and donated asset reserve elimination 1,882 394 1,889 

Breakeven duty surplus / (deficit) 7,158 3,646 10,895 

(Profit)/loss on asset disposals 159 17 -394 

Less non-recurring income:       

Less non-recurring income -15,200 5,997 1,827 

Maternity gain share     -2,071 

Winter pressures ED (offset by cost)     -2,683 

AHSN (offset by cost)     -1,594 

Project Diamond (offset by cost)     -2,100 

Less non-recurring income (PFI transitional funding) -194 0 0 

R&D income  2,000 -2,000 0 

Less non-recurring income (in respect of 2010/11) -1,916     

Less non-recurring income (in respect of 2011/12) -1,151 1,151   

Less non-recurring income (in respect of 2012/13) -2,000 0   

Plus non-recurring costs:       

Less non-recurring cost savings -4,215 -4,250 -2,343 

Restructuring costs 7,206 407 0 

Winter pressures ED (see income above) 0 0 2,683 

AHSN (see income above) 0 0 1,594 

Project Diamond (see income above) 0 0 2,100 

Annual leave accrual 2,943 3,000 574 

Adjustments on stock, provisions and depreciation 4,322 -71 -70 

EPR implementation costs 2,236 373 0 

Merger implementation costs 916 0 0 

PFI legal fees 506 472 0 

Other 220 538 2,635 

Normalised net surplus 2,990 9,280 11,053 

Bridge analysis of 2012/13 normalised surplus to 2013/14 normalised surplus 

6.14 The bridge chart overleaf shows the main changes in the normalised position in the year 2013/14. 



Oxford University Hospitals October 2014 Integrated Business Plan 

Chapter 6 – Financial Plans   116 

 

OUH Normalised Surplus Bridge: 2012/13 outturn to 2013/14 outturn (£ million) 
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Statement of Financial Position  

6.15 The table below shows the year-end Statement of Financial Position from 2011/12 to 2013/14. 
 

Statement of Financial Position - OUH Actual 

  
2011/12 
£000s 

2012/13  
£000s 

2013/14 
£000s 

Non-current assets 707,513 693,266 710,202 

Current assets:       

Inventories 12,761 11,353 11,807 

Receivables and prepayments 36,391 27,054 24,361 

Cash and cash equivalents 43,884 65,657 86,448 

Total current assets 93,036 104,064 122,616 

Current liabilities -108,189 -122,159 -131,187 

Net current assets (liabilities) -15,153 -18,095 -8,571 

Total assets less current liabilities 692,360 675,171 701,631 

Non-current liabilities -306,433 -294,372 -284,355 

Provisions for liabilities and charges -1,426 -1,602 -2,447 

Loans -12,541 -7,811 -5,003 

Total assets employed 371,960 371,386 409,826 

Financed by:       

Public dividend capital 206,873 207,673 208,935 

Revaluation reserve 147,744 147,362 164,735 

Other reserves 1,743 1,743 1,743 

Retained earnings 15,600 14,608 34,413 

Total taxpayers' equity 371,960 371,386 409,826 

 (Loans for 11/12 and 12/13 include amounts due within one year – due to categorisation in the LTFM). 

 

Non-current assets 

6.16 The Trust’s non-current assets predominantly consist of land, property, plant and equipment across its 
four main sites: the John Radcliffe, Churchill and Nuffield Orthopaedic Centre sites in Oxford and the 
Horton General Hospital in Banbury.   

6.17 Over the last decade the Trust has invested in the renewal and improvement of its estate, including a 
new hospital including a Cancer Centre on the Churchill site, a new West Wing, Children’s Hospital and 
Heart Centre on the John Radcliffe site, and a new hospital on the Nuffield Orthopaedic Centre site.  
Much of this investment was procured under the Private Finance Initiative (PFI) and was included 
under fixed assets on conversion to IFRS accounting in 2008/09.   
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6.18 Capital investment has also included an expansion of cardiac capacity and newborn intensive care 
capacity on the John Radcliffe site; two additional operating theatres on the NOC site; and investment 
in medical equipment and in the Electronic Patient Record system. 

6.19 The net value of non-current assets increased over the period by £2.7m.  This was due to asset 
investment, asset revaluations and reversals of previous valuation impairments exceeding 
depreciation. 

Current assets 

6.20 Cash balances increased by £42.6m over the three year period.  Cash increases have been driven by an 
improved underlying financial position since 2010/11, reduced capital expenditure in 2011/12, and 
improved cash management from 2012/13, especially around NHS debt and the invoicing and 
collection of settlements from commissioners. 

6.21 The decrease in inventories values over the period by £1.0m was primarily caused by simplified stock 
management. 

6.22 Receivables balances reduced by £9.3m in 2012/13, due to factors including prompt billing and 
settlement of all 2012/13 income to avoid legacy debts resulting from commissioning system changes 
(£2.9 million) and a reduction in sales ledger debts (£1m) and assets no longer being held as a debtor 
pending leasing (£2.2m).  Receivables balances reduced by £2.7m in 2013/14 due to several factors 
including a reduction in private patient debt. 

 

Current liabilities 

6.23 Trade payables and accruals balances have increased due to increases in patient care activity over the 
three year period as well as increased amounts of research and development income held.  The level 
of this deferred research income is one of the drivers behind the Trust’s net current liability position 
on the Statement of Financial Position.  There is also a £1.1 million increase in capital creditors by 
March 2014 relating to the phasing of expenditure in the capital programme in 2013/14. 

 

Non-current liabilities 

6.24 Long term liabilities are predominantly the three OUH PFI scheme liabilities which are accounted for 
under IFRS on the Balance Sheet (with the assets under fixed assets), along with existing medical 
equipment finance leases that the Trust has in place, deferred income (mainly relating to research), 
and loans. The long term PFI scheme liabilities have reduced gradually each year as capital repayments 
against the outstanding lease liability are made.   

6.25 The loan liabilities were for a working capital loan and two capital investment loans (see detail below), 
which have reduced as scheduled repayments have been made.  OUH repaid the final instalment on 
its working capital loan in March 2013. 

 

Taxpayers’ equity 

6.26 There has been an overall increase of £37.8m in the level of taxpayers’ equity over the period.  This is 
predominantly driven by asset revaluations of £19.9m in the last year and the £17.4m retained surplus 
generated over the last year. 
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Better Payment Practice Code (BPPC) performance 

6.27 The table below sets out BPPC performance over the last three years. 
 

BPPC Performance - OUH Actual 

  2011/12 2012/13 2013/14 

Non NHS Invoices Paid Within Policy (Value) 84% 85% 91% 

Non NHS Invoices Paid Within Policy (Number) 86% 86% 91% 

NHS Invoices Paid Within Policy (Value) 81% 84% 96% 

NHS Invoices Paid Within Policy (Number) 72% 74% 92% 

 

6.28 The Trust is working to achieve the NHS policy on BPPC which requires payment of 95% of invoices 
within 30 days of receipt of invoice. For the last year (on NHS payables) the Trust achieved 96% by 
value of invoices paid (increased from 81% in 2011/12).  It achieved 92% by volume (increased from 
74% in 2012/13). The Trust has previously struggled to meet the 95% target, but is now moving more 
purchasing onto its electronic purchase order system in order to streamline the authorisation process.  
This should guarantee delivery of the 95% target. 

 

Working capital ratios 

6.29 In 2013/14 NHS trade receivable days averaged five days for receipt of payment, while non-NHS trade 
receivable days averaged 27 days.  

6.30 Trade payable days averaged 34 days for payment to be made.  The stock turnover ratio was five days. 

 

Repaying the working capital and capital loans 

6.31 ORH took out a working capital loan of £19.986m in March 2007 from the Department of Health to 
finance the impact of a deficit accumulated in 2005/06 and 2006/07. The Trust repaid this loan over 
an agreed six year schedule and paid back the final instalments in 2012/13. These repayments were 
financed partly by income and expenditure surpluses generated since 2006/07 and partly by 
constraining the size of the Trust’s capital programme. 

6.32 Two capital investment loans of £6.141m in 2007/08 and £7.900m in 2008/09 were taken out to help 
fund the capital programme.  The capital repayments made (and the remainder due to be made) on 
the loans are shown in the schedule overleaf. 
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Loan repayment schedule 
 

Loan repayments - OUH 
(£000s) 

Working capital loan 
repayments 

Capital loan 
repayments 

Total loan 
repayments 

2007/08 3,332 0 3,332 

2008/09 3,332 614 3,946 

2009/10 3,332 1,404 4,736 

2010/11 3,332 1,404 4,736 

2011/12 3,332 1,404 4,736 

2012/13 3,326 1,404 4,730 

2013/14 0 1,404 1,404 

2014/15 0 1,404 1,404 

2015/16 0 1,404 1,404 

2016/17 0 1,404 1,404 

2017/18 0 1,405 1,405 

2018/19 0 790 790 

2019/20 0 0 0 

Total 19,986 14,041 34,027 
 

Summary Statement of Cash Flows 

6.33 The table below summarises the Trust’s cash flow for 2011/12 to 2013/14. 
 

Summary Statement of Cash Flows - OUH Actual 

  
2011/12 
£000s 

2012/13  
£000s 

2013/14 
£000s 

Net cash inflow/ (outflow) from:       

- operating activities 86,999 94,078 83,192 

- returns on investments and servicing of finance -20,291 -20,518 -20,255 

- capital expenditure -17,438 -26,239 -21,904 

- dividend payments -8,983 -9,374 -6,382 

Net cash inflow/ (outflow) before financing 40,286 37,947 34,651 

Net cash inflow/ (outflow) from financing -15,879 -16,174 -13,860 

Increase/ (decrease) in cash 24,407 21,773 20,791 

Opening cash balance 1 April 19,477 43,884 65,657 

Closing cash balance 31 March 43,884 65,657 86,448 

 



Oxford University Hospitals October 2014 Integrated Business Plan 

Chapter 6 – Financial Plans   121 

6.34 The level of cash held increased by £42.6m over the period. 

6.35 Cash outflows from financing included the interest element of PFI unitary payments as well as interest 
payable on the Trust’s loans. 

6.36 Capital expenditure reflected a reduction in capital investment in 2011/12 following a prolonged 
period of fixed asset investment.  Capital expenditure increased in 2012/13, driven by increased 
investment in medical equipment (£1.8m), developments in vascular and trauma services (£1.6m) and 
increased donated asset expenditure (£2.4m). 

6.37 The dividend payments decreased by £3.0m during 2013/14.  This was primarily due to a change in the 
calculation methodology in the NHS to reflect the average value of daily cash balances rather than 
simply using the opening and closing cash balances for the year. 

6.38 There was a net outflow of cash from financing each year as capital repayments were made on loans 
and leases and on PFI scheme liabilities. 

 

Capital expenditure 

6.39 Historical levels of capital expenditure are shown in the table below. 

Capital expenditure - OUH Actual 

  
2011/12 
£000s 

2012/13  
£000s 

2013/14 
£000s 

Medical and Surgical Equipment 3,060 4,810 3,754 

NOC theatres 153 2,190 660 

Estates maintenance 2,452 1,663 1,968 

Other 305 4,435 4,081 

Total maintenance 5,970 13,098 10,463 

Neonatal Intensive Care 3,017 2,328 945 

IT / EPR 4,044 3,689 5,942 

Head & neck cancer relocation 559 663 0 

IMRT: Rapid arc installation (2 machines), upgrade (2 machines) 0 0 2,218 

PET/CT Scanner 0 0 2,660 

Trauma Centre business case 0 607 0 

Other 7,460 6,808 4,166 

Total non-maintenance 15,080 14,095 15,931 

Total capital expenditure 21,050 27,193 26,394 

 

6.40 Maintenance expenditure includes buildings maintenance and medical equipment replacement.  The 
increase in maintenance expenditure in 2012/13 was due to a focus on renewal and replacement of 
assets in the capital programme, including medical equipment, the estate and theatres capacity on the 
NOC site.  Non-maintenance expenditure includes the strategic expansion of cardiac, trauma and 
newborn intensive care capacity over the last three years, as well as investment in IT infrastructure to 
support implementation of the Electronic Patient Record (EPR) system.  
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6.41 2013/14 also saw investment in rapid arc radiotherapy equipment and a PET scanner in the Oxford 
Cancer Centre on the Churchill site. 

 

Historical cost improvements 2011/12 - 2013/14 

6.42 The level of cost improvement achieved by the Trust since 2011/12 is shown below (in £000s). 

 
 

Cost Improvement Programme - OUH Actual 

  
2011/12 
£000s 

2012/13  
£000s 

2013/14 
£000s 

Target CIPs 58,373 49,500 44,730 

CIPs achieved - recurrent 53,002 41,270 40,353 

CIPs achieved - non-recurrent 4,215 4,250 2,343 

% of plan achieved 98% 92% 95% 

% of savings achieved recurrently 91% 83% 90% 

 

6.43 The Trust has sought to generate savings above the nationally expected levels of implied efficiency. 

6.44 This was driven by the need to strengthen the underlying financial position of the Trust, and by cost 
pressures in addition to those included in the national implied efficiency, for instance the RPI inflation 
increases on the three PFI schemes. 

6.45 In 2011/12 OUH delivered a cost improvement programme of £57.2m, of which £53m was delivered 
recurrently and £4.2m non-recurrently, with a 2.0% shortfall against target. This shortfall was offset by 
additional patient activity. 

6.46 In 2012/13 OUH delivered a cost improvement programme of £45.5m, of which £41.3m was delivered 
recurrently and £4.2m non-recurrently, with an 8.0% shortfall against target. 

6.47 In 2013/14 OUH delivered a cost improvement programme £42.7m of which £40.4m was recurrent 
and £2.3m non-recurrent, with a shortfall against target of £2.0m. This 4.5% shortfall was offset by 
additional activity. The main schemes are shown overleaf. 
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Cost Improvement Summary for 2013/14 

Cost Improvement Programme - OUH 
Target 
£000s 

Actual 
£000s 

Variance 
£000s 

  

Divisional General Efficiency 19,630 20,851 1,221 

Procurement 4,279 3,467 -812 

Medicines Management 1,535 2,027 492 

Trust-wide Capacity and Redesign 3,679 2,479 -1,200 

Workforce Initiatives 7,789 4,877 -2,912 

Reduction in Waiting List Initiatives 1,000 1,000 0 

Research and Development 5,700 5,700 0 

Other Miscellaneous Schemes 1,118 2,295 1,177 

Total 44,730 42,696 -2,034 

 

6.48 The high level of bed occupancy in the Trust meant that planned savings from ward closures were not 
realised in the year. The failure to deliver the £1.2m capacity reduction saving was partly offset by 
tariff income from additional non-elective activity. 

6.49 Divisional general efficiency savings comprised projects that were delivered within the clinical 
Divisions and exceeded the target by £1.2m. 

6.50 Workforce initiatives included targeting agency cost reductions, consultant job planning, targeting 
reduction in sickness absence, introduction of enhanced salary sacrifice schemes and a rationalisation 
of the number of clinical Divisions. 

 

Reference Costs Index 

6.51 The Trust’s reference costs benchmark indicates that its costs run at 3% above the national average.  
The Reference Costs Index (RCI) for the Trust reduced from 108 in 2011/12 to 103 in 2013/1441.   

6.52 OUH has taken an active role in initiatives to improve the quality of reference cost submissions and is 
one of four trusts to work with the Department of Health on a national exercise to test changes to the 
reference cost pools and the reference cost system.  The Trust submitted an additional set of 2012/13 
reference cost data at patient level to facilitate national development of patient level reference costs. 

6.53 OUH uses reference cost information as part of setting savings targets for Divisions.  In 2013/14 an 
element of the target was applied differentially to each Division according to how it ranked against the 
others when measured in terms of 2011/12 reference cost scores.  Divisions with relatively high 
reference costs are asked to find proportionately greater savings relative to their expenditure base 
than Divisions with lower reference cost scores.  The Trust has a Clinical Costing Development Group 
(CCDG) which promotes the use of reference cost data, together with patient-level costing (PLICS) and 
Service Line Reporting, to improve the understanding of costs and income at specialty and patient 
level and so drive improvements in cost performance. 

                                                           
41

 2013/14 RCI of 103 is draft subject to final confirmation with the Department of Health in November 2014. 
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Current financial performance and forecast 

6.54 This section sets out the Trust’s forecast outturn for the current financial year 2014/15 and its 
modelled future financial plans for the five subsequent financial years 2015/16 to 2019/20. This is 
based upon the strategy and service development plans outlined in earlier chapters, to establish OUH 
as a strong, financially viable Foundation Trust that is able to continue to develop services and deliver 
its other objectives. Alongside this long term model, the Trust sets out its key assumptions and trends, 
and details of the cost improvement programme upon which these plans are built. 

Forecast outturn for 2014/15 

6.55 The Trust is forecasting delivery of its planned £11.5m surplus (against the breakeven duty), 
representing a £8.1m retained surplus (0.9% of turnover), as set out in the table below. 

6.56 Income from activities includes £744.8m42 of NHS clinical activity and £11.4m of non-NHS clinical 
revenue, which includes private patient income and Road Traffic Act income.  NHS clinical activity 
reflects the forecast outturn for the Trust’s principal commissioners of £352.0m of activity for NHS 
England (Wessex) and £286.4m for Oxfordshire CCG43. 

6.57 Expenditure budgets for 2014/15 have been agreed with the clinically-led Divisions to deliver the 
activity and income levels in contracts.  These budgets reflect Divisions’ business plans, devised to 
deliver OUH’s strategic objectives for the year as set out in this Integrated Business Plan. 

Statement of Comprehensive Income 
Prior 
year 

Forecast 
outturn 

  
2013/14 
£000s 

2014/15 
£000s 

Income from activities 742,512 753,961 

Other operating income 125,835 149,907 

Total income 868,346 903,869 

Operating expenses -795,080 -829,210 

EBITDA 73,267 74,659 

EBITDA margin % 8.4% 8.3% 

Depreciation and amortisation -36,706 -38,007 

Operating surplus/ (deficit) 36,561 36,651 

Profit/ (loss) on the disposal of fixed assets 394 -200 

Fixed asset impairments 8,426 0 

Interest receivable 243 304 

Interest payable and financing costs -20,633 -20,687 

Surplus/ (deficit) for the financial year 24,991 16,068 

                                                           
42

 This includes non-recurrent income of £6.2m (Referral to Treatment (RTT) and Resilience funding). 
43

 The Downside scenario model (set out in Chapter 7) includes examining the financial impact of unpaid activity above 
the contract cap level with Oxfordshire CCG and the consequent financial impact to the Trust, due to the nature of the 
contract agreed for 2014/15.  The OCCG forecast outturn figure includes £1.8m variance to plan on pass through drugs. 
After 2014/15 the financial modelling assumes compliant contracts with commissioners. 
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Statement of Comprehensive Income 
Prior 
year 

Forecast 
outturn 

  
2013/14 
£000s 

2014/15 
£000s 

Dividends payable on public capital -7,559 -7,945 

Retained surplus / (deficit) 17,432 8,124 

Adjustments for impairments -8,426 0 

Adjustments for IFRIC 12 and donated asset reserve elimination 1,889 3,358 

Breakeven duty surplus / (deficit) 10,895 11,482 

Adjusted surplus / (deficit) % 1.3% 1.3% 

 

Normalised net surplus 2014/15 

6.58 OUH’s forecast normalised position for 2014/15 is a surplus of £12.7m, calculated as follows: 

Normalised Surplus 
Prior 
year 

Forecast 
outturn 

  
2013/14 
£000s 

2014/15 
£000s 

Retained Surplus 17,432 8,124 

Normalising adjustment - profit/(loss) on asset disposals -394 200 

Impairments -8,426 0 

IFRIC 12 and donated asset reserve elimination 1,889 3,358 

Non-recurrent CIPs -2,343 -2,966 

Oxfordshire CCG contract cap impact  0 3,980 

Other non-recurrent items (net) 2,895 -3,553 

Normalised Net Surplus 11,053 9,143 

 

6.59 The 2014/15 normalised net surplus has been adjusted for the non-recurrent forecast impact of £4.0m 
from the OCCG contract cap on payments for activity in the current year.  This has been offset by 
adjusting to reflect a forecast £3.6m of penalties and CQUIN deductions that have not been applied 
this year due to the contract with OCCG.  It also includes adjusting for the net impact of the change in 
donated asset accounting of £3.4m (donations income forecast of £0.3m offset by donated 
depreciation of £3.4m and PFI IFRIC 12 adjustments of £0.2m), non-recurrent CIPs of £3.0m and 
anticipated losses on disposal of medical equipment assets of £0.2m. 

 

Bridge chart – 2014/15 

6.60 The bridge analysis overleaf shows movements between the normalised opening 2014 position and 
the normalised forecast outturn position at the close of the financial year 2014/15.  Key components 
of the bridge chart include: 

 Activity related growth of £14.5m, with marginal cost growth of £8.6m. 

 Income (tariff, non-tariff and other) deflation of £10.3m and pay and non-pay cost inflation of 
£13.8m (both net of pass-through drugs inflation). 
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 National pressures of £10.0m (relating to the increased MRET impact on non-elective income, 
incremental pay drift and additional pay and non-pay quality related costs following internal peer 
review). 

 A 0.5% contingency level (£3.8m included in Quality and other local pressures). 

 Demand management schemes with NHS England (Wessex) of 3.5m (including Haemophilia factor 
and drugs). 

 Forecast savings of £45.7m. 

 

 

 

 

 

2013 was the 50th anniversary of play therapy being available for children in Oxford’s hospitals.         
Play specialist Jodie Henshaw with a patient in the Oxford Children’s Hospital. 
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OUH Normalised Surplus Bridge 2013/14 forecast outturn to 2014/15 forecast outturn (£ million) 
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Statement of Financial Position 

6.61 The table below sets out the forecast outturn Statement of Financial Position at 31 March 2015, as 
well as the prior year outturn balances. 
 

Statement of Financial Position 
Prior 
year 

Forecast 
outturn 

  
2013/14 
£000s 

2014/15 
£000s 

Non-current assets 710,202 719,068 

Current assets:     

Inventories 11,807 11,807 

Receivables and prepayments 24,361 29,612 

Cash and cash equivalents 86,448 81,011 

Total current assets 122,616 122,430 

Current liabilities -131,187 -123,511 

Net current assets (liabilities) -8,571 -1,081 

Total assets less current liabilities 701,631 717,986 

Non-current liabilities -284,355 -272,841 

Provisions for liabilities and charges -2,447 -2,385 

Loans -5,003 -12,599 

Total Assets Employed 409,826 430,161 

Financed by:     

Public dividend capital 208,935 208,115 

Revaluation reserve 164,735 177,767 

Other reserves 1,743 1,743 

Retained earnings 34,413 42,536 

Total Taxpayers' Equity 409,826 430,161 

 

Non-current assets 

6.62 Non-current assets are forecast to increase by £8.9m, resulting principally from capital expenditure 
additions of £33.8m for 2014/15 (including new finance leases, donations and PFI lifecycle and 
Managed Equipment Service payments)44 and an increase in asset valuations of £13.0m, being offset 
by forecast depreciation of £38.0m.  

6.63 Capital expenditure includes £18.5m of maintenance including replacement of medical equipment 
assets, ward relocations to exit some of the oldest buildings on the Churchill site and investment in 

                                                           
44

 A Managed Equipment Service (MES) is included within the Churchill Cancer Centre PFI contract for radiotherapy and 
radiology equipment maintenance and replacement in the Cancer Centre. 
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major radiological and ultrasound equipment.  Non-maintenance expenditure is also included for the 
development of the Full Business Case on the radiotherapy satellite development at Great Western 
Hospital in Swindon and for planning the radiotherapy development in Milton Keynes as detailed in 
Chapter 5.  In addition, £5.5m of expenditure is included for investment in the EPR system and the IT 
infrastructure, along with £1.3m for the re-procurement of the EPR system.  More details on capital 
plans are set out in Capital expenditure plans below. 

Current assets and liabilities and a new working capital loan 

6.64 Cash balances are forecast to decrease by £5.4m to £81.0m at 31 March 2015.  This includes a 
modelled FT working capital loan draw down of £10m by March 2015 to strengthen the Balance Sheet 
net current asset position of the Trust at the planned point of authorisation as a Foundation Trust.  
This is the forecast loan level necessary to achieve sufficient headroom on the liquidity score on 
Monitor’s Continuity of Service Risk Rating (CSRR) in future years against the base case and downside 
scenarios (see page 156).  This loan is forecast to be repaid over ten years. 

6.65 Excluding the planned draw down of the FT working capital loan, there is a forecast net cash outflow 
of £15.4m for 2014/15.  This is primarily driven by forecast reduction in working capital this year of 
£14.8m and a net £0.8m repayment of PDC. 

Better Payment Practice Code 

6.66 The Trust is achieving 86% of non-NHS (and 97% of NHS) invoices paid within 30 days (by value as at 

31 August 2015) and is working to improve this, as explained at paragraph 6.28 above. 

Non-current liabilities 

6.67 Long term creditors are forecast to reduce by £4.0m in 2014/15 due to capital repayments against the 
PFI and finance lease liabilities.  This is offset by a net increase in loans of £7.6m relating to the non-
current element of the planned FT working capital loan drawdown described at paragraph 6.64 above 
(less a further year’s repayment of existing capital loans). 

Taxpayers’ equity 

6.68 The forecast increase in Taxpayers’ equity is due to the increase in Retained Earnings from the 
forecast surplus for the year of £8.1m.  There is also a £0.7m increase in Public Dividend Capital 
relating to successful bids against the Safer Hospitals, Safer Wards Technology Fund, and a £0.3m 
planned increase in PDC for Improving Maternity Care Settings, offset by a repayment of £1.8m of 
PDC. 

Summary Statement of Cash Flows 

6.69 The table overleaf sets out the forecast cash flow for 2014/15 with a closing cash balance of £81.0m. 

6.70 The forecast cash flow for 2014/15 shows an overall £5.4m decrease in OUH’s cash balance during the 
year.  This is driven by a planned decrease in working capital levels (driven by a reduction in accruals) 
offset by the £10m FT working capital loan, as detailed above. 

6.71 The significant items affecting the cash flow during 2014/15 are: 

 Cash inflow from operating activities of £59.5m. 

 Cash outflows relating to capital expenditure of £31.4m and PFI lifecycle and Managed Equipment 
Service payments of £1.3m. 

 Payments for PFI and lease liabilities and repayment of the capital loans, and interest on these, 
totalling £33.4m. 

 Payment of the dividend of £8.4m. 

 Cash inflow from the FT working capital loan of £10m. 
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Summary Statement of Cash Flows 
Prior 
year 

Forecast 
outturn 

  
2013/14 
£000s 

2014/15 
£000s 

Net cash inflow/ (outflow) from:     

- operating activities 83,192 59,530 

- returns on investments and servicing of finance -20,255 -20,395 

- capital expenditure -21,904 -32,680 

- dividend payments -6,382 -8,364 

Net cash inflow/ (outflow) before financing 34,651 -1,908 

Net cash inflow/ (outflow) from financing -13,860 -3,529 

Increase/ (decrease) in cash 20,791 -5,437 

Opening cash balance April 1st 65,657 86,448 

Closing cash balance March 31st 86,448 81,011 

 

 

Cost Improvement Programme (CIP) plans in 2014/15 

6.72 The CIP for 2014/15 is forecast to deliver savings totalling £45.7m. The programme content has been 
developed by the clinical Divisions of the Trust working to develop local Divisional efficiency schemes 
and working collaboratively to develop cross-Divisional efficiency improvement plans.  Trust support 
services also worked closely with clinical Divisions developing plans for reduced non pay costs through 
procurement and medicines management.  A combined team of clinical Divisional leaders and 
corporate leaders have designed and agreed workforce initiatives to save on agency, medical and non- 
medical staff costs.  The programme content is summarised in the table below. 

6.73 A major component of the 2014/15 delivery is the impact of schemes commenced in 2013/14. This 
applies to workforce schemes and management of sickness absence where a  new system of reporting 
sickness through a third party provider including enhanced support for staff and managers has been 
put in place.  The Trust will also continue to pursue a range of workforce initiatives designed to 
improve staff productivity. 

6.74 The Trust is also focusing on ‘transformation’ activities to ensure cross-Divisional opportunities are 
fully realised.  This includes programmed activities to improve theatre utilisation and productivity and 
improve non-elective patient pathway flow. 

6.75 The Trust will continue to ensure that it realises appropriate financial benefits from its large scale 
teaching and research programmes. 

6.76 Electronic Patient Record and other IT modernisation projects will generate opportunities to improve 
care and productivity and supersede outdated processes. 
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Cost Improvement Programme schemes, 2014/15 Plan Forecast outturn 

  2014/15 £000s 2014/15 £000s 

Divisional efficiency savings - pay 9,975 9,699 

Divisional efficiency savings - non-pay 3,857 7,261 

Divisional efficiency savings - income 5,602 5,028 

Workforce initiatives - medical 4,279 4,279 

Workforce initiatives - non-medical 1,995 1,871 

Resource alignment 3,141 3,678 

National pay deal 1,608 1,609 

Outpatients – phase 2 400 0 

Procurement and partnerships 1,634 1,634 

Research and development and training and education income 3,150 3,150 

Private patients and overseas income 1,650 1,733 

Medicines management 1,350 971 

Estates 700 0 

Theatres Phase 2 – remodelling of JR theatres 800 802 

Average Length of Stay 1,200 1,264 

Electronic Patient Record 1,000 0 

Service Line Reporting / Service Line Management portfolio optimisation 1,000 0 

Procurement 800 400 

Other schemes 1,898 2,300 

Total Cost Improvement Programme 46,039 45,679 

 

Quality Impact Assessment 

6.77 A tiered assessment process is in place to judge any impact on quality from the implementation of the 
programme. All schemes are quality assessed within the clinically-led Divisional management 
structures. After assessment at Divisional level, schemes are assessed for quality impact by the Trust’s 
Director of Nursing, Medical Director and Director of Clinical Services. All schemes are signed off by 
the relevant clinical lead in the service, the Divisional Director of the relevant clinical Division and the 
Director of Nursing, Medical Director and Director of Clinical Services. 

Delivery process and governance 

6.78 The process for ensuring delivery of the programme revolves around the Cost Improvement 
Committee of the Trust Management Executive (see Chapter 9 for the structure and role of TME 
committees).   

6.79 The Cost Improvement Committee is chaired by the Director of Clinical Services and its members 
include the clinician Divisional Directors (by invitation), Divisional General Managers (by invitation), 
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the Director of Finance and Procurement, the Medical Director, the Chief Nurse, Director of 
Development and the Estate, Director of Planning and Information, and Director of Organisational 
Development and Workforce.  At each of its meetings it receives updated forecasts of actual savings 
against planned schemes. It agrees actions to address any shortfalls and supports project leads to 
overcome any obstacles to delivery. 

6.80 The Cost Improvement Committee oversees working groups responsible for the delivery of individual 
schemes within the overall programme. 

6.81 Programme content consists of a balance of Divisional general efficiency, procurement and medicines 
management savings plans, workforce measures and operational efficiency improvements. 

6.82 The Divisional general efficiency and full year effect of previous year schemes are the responsibility of 
individual Divisions. Divisions meet formally as part of the reporting cycle between steering group 
meetings to take forward their schemes and update forecasts of delivery with support from the 
programme management office. 

Contingency planning 

6.83 Where gaps in the delivery of the originally planned schemes are not fully resolvable the CIP Executive 
Group agrees measures to close these gaps through: 

 Managing over-delivery against target for some schemes to offset any under-delivery in other 
schemes.  The agency staffing working group is already assessing the possibility of over-achieving 
its target in 2014/15. 

 Bringing forward the start date of schemes in the programme to ensure overall delivery. 

 Bringing forward schemes from 2015/16 to start in 2014/15.  

6.84 This approach to contingency planning on CIP delivery supplements the approach to risk management 
and mitigation set out in Chapter 7. 

Programme scrutiny and performance management 

6.85 The Board and its Finance and Performance Committee receive reports on CIP progress at each of 
their meetings.  Schemes are reflected in Divisional budgets and Divisions are performance managed 
against these budgets at performance reviews each month. 

 

Medium term financial plans 

6.86 OUH will generate revenue and cash surpluses to achieve an overall Continuity of Service Risk Rating 
(CSRR) of at least 3 for the five-year period 2015/16 to 2019/20 (including CSRR ratings of 3 for each 
quarter).  The Trust has made assumptions about activity growth based on detailed activity modelling 
work undertaken with the clinical divisions and assumptions have been made on inflation and implied 
efficiency to take account of Monitor’s recent planning update on the difficult economic climate in the 
NHS.45 This is illustrated by five-year Income and Expenditure projections and the projected bridge 
analysis to 2019/20. 

Five year summary Income and Expenditure projections 

6.87 The Trust will continue to strengthen its financial performance through the following: 

                                                           
45

 Guidance for the Annual Planning Review 2014/15, Monitor, January 2014. 
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6.87.1 Planning to generate retained surpluses of 1% of turnover each year, averaging £9.6m per 
year from 2015/16 to 2019/20 (after excluding donations income receipts which distort the 
retained surplus position, particularly in 2016/17 and 2017/18)46. 

6.87.2 Maintaining a normalised EBITDA margin level of between 7.8-8.6% each year. This is driven 
by planned efficiency improvements of £180.7m (in real terms) over the five year period. 

6.87.3 No cost growth in real terms, with a net reduction in real terms operating costs (above 
EBITDA) of 4.4% by 2019/20. 

6.87.4 Delivering additional activity at a marginal cost to generate a benefit to margins of between 
£7.0m and £8.2m each year. 

6.87.5 Maintaining strong cash balances for each of the five years, with average year end cash 
balances of £87.5m over the period. 

 

Statement of Comprehensive Income 
Forecast 
outturn 

Forward Plan 

  
2014/15 
£000s 

2015/16 
£000s 

2016/17 
£000s 

2017/18 
£000s 

2018/19 
£000s 

2019/20 
£000s 

Income from activities 753,961 767,858 796,003 816,616 837,253 857,832 

Other operating income 149,907 142,809 144,942 143,537 141,783 141,686 

Total income 903,869 910,667 940,945 960,153 979,036 999,517 

Operating expenses -829,210 -832,742 -859,873 -877,935 -898,740 -921,916 

EBITDA 74,659 77,925 81,072 82,218 80,297 77,601 

EBITDA margin % 8.3% 8.6% 8.6% 8.6% 8.2% 7.8% 

Depreciation and amortisation -38,007 -38,424 -39,168 -39,581 -37,954 -38,207 

Operating surplus/ (deficit) 36,651 39,501 41,904 42,637 42,343 39,394 

Profit/ (loss) on the disposal of fixed 
assets 

-200 -200 -200 -200 -200 -200 

Fixed asset impairments 0 0 0 0 0 0 

Interest receivable 304 239 204 200 200 200 

Interest payable and financing costs -20,687 -20,700 -20,616 -21,956 -22,227 -19,663 

Surplus/ (deficit) for the financial year 16,068 18,840 21,292 20,681 20,115 19,731 

Dividends payable on public capital -7,945 -9,182 -9,708 -9,600 -9,708 -9,692 

Retained surplus / (deficit) 8,124 9,658 11,584 11,081 10,407 10,039 

Adjustments for impairments 0 0 0 0 0 0 

Adjustments for IFRIC 12 and donated 
asset reserve elimination 

3,358 2,629 757 1,329 1,834 2,251 

Breakeven duty surplus / (deficit) 11,482 12,287 12,341 12,410 12,241 12,290 

Adjusted surplus / (deficit) % 1.3% 1.3% 1.3% 1.3% 1.3% 1.2% 

 

                                                           
46

 2016/17 includes £2m of charitable donations for the Swindon Radiotherapy satellite unit and 2017/18 includes 
£1.3m of charitable donations for the Milton Keynes Radiotherapy satellite unit. 
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Normalised surplus 
Forecast 
outturn 

Forward Plan 

  
2014/15 
£000s 

2015/16 
£000s 

2016/17 
£000s 

2017/18 
£000s 

2018/19 
£000s 

2019/20 
£000s 

Retained surplus 8,124 9,658 11,584 11,081 10,407 10,039 

Normalising adjustment - profit/(loss) on 
asset disposals 

200 200 200 200 200 200 

Impairment 0 0 0 0 0 0 

IFRIC 12 and donated asset reserve 
elimination 

3,358 2,629 757 1,329 1,834 2,251 

Non-recurrent savings -2,966 -3,500 -2,000 -1,500 -1,500 -1,500 

Oxfordshire CCG contract cap impact  3,980 0 0 0 0 0 

Other non-recurrent items -3,553 0 0 0 0 0 

Normalised Net Surplus 9,143 8,987 10,541 11,110 10,941 10,990 

Bridge chart – projections to 2019/20 

6.88 The first bridge chart below shows forecast movements from 2014/15 forecast outturn normalised 
surplus to 2015/16 normalised surplus.  The second shows the forecast movement over the remaining 
four future years, from 2016/17 to 2019/20. 

6.89 The projections take into account assumptions for inflation and implied efficiency levels, income 
growth, cost pressures and savings, as set out below. 

6.90 These projections show that OUH expects to deliver sustainable Retained Surpluses over the period, 
enabling it to strengthen its Balance Sheet, improve its underlying liquidity and create capacity for 
service investment (primarily) through internally generated resources to deliver its strategic 
objectives. 

6.91 Costs increase during the five year period due to the following factors: 

 Pay costs increase £33.6m.  These are associated with activity (£25.1m), national pressures 
(incremental drift £11.8m), quality and other local pressures (£23.9m), the radiotherapy 
development (£1.0m) and NMET investment (£0.4m).  There are also recurrent pay pressures 
relating to pensions changes in 2015/16 (£4.7m) and 2016/17 (£9.0m)47.  Pay inflation adds 
£50.6m over the five year period (assumptions on pay inflation rates are set out below).  These 
cost increases are partly mitigated by pay savings totalling £94.1m (real terms including agency 
and non-recurrent savings).  

 Non-pay operating costs increase by £58.1m.  These are associated with activity (£24.2m), quality 
and other local pressures (£11.5m), EPR pressures (£4.0m) and the radiotherapy development 
(£0.7m).  Non-pay inflation (including pass-through drugs) adds £78.9m over the five year period 
(assumptions on non-pay inflation rates are set out below).  These cost increases are partly 
mitigated by non-pay savings totalling £61.0m (£9m of which are non-recurrent). 

 A net increase of £1.0m relating to depreciation, interest and PDC. 

 

                                                           
47

 Guidance for the Annual Planning Review 2014/15, Monitor, updated January 2014.  Pensions pressures in 2015/16 
relate to the estimated impact from the revaluation of public sector pension contributions. The pensions pressure 
shown in 2016/17 arises from reforms to the state pension (with the potential impact assessed by the Trust). 
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6.92 Commissioner income increases during the five year period in relation to the following factors: 

 £83.8 million net growth in activity and case-mix income and a £21.6m increase due to additional 
contribution derived from income.  These are based on the Trust’s current activity forecasts and 
savings plans, and are broken down in the section below. 

 The growth in activity is offset by the 70% MRET impact on new non-elective activity growth, which 
reduces the income growth by £9.8m over the period. 

 Pass-through drugs inflation adds £29.8m to commissioner income. 

 Tariff deflation (excluding the pass-through drugs) reduces income by £24.3m (assumptions on 
income deflation rates are set out below). 
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OUH Normalised Surplus Bridge 2014/15 forecast outturn to 2015/16 plan (£ million) 
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OUH Normalised Surplus Bridge 2015/16 plan to 2019/20 plan (£ million) 
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NHS clinical income 

6.93 The elements of clinical income growth are broken down in the table below.  The assumptions 
underlying these projections are set out below. 
 

 
 

Private patient and other income 

6.94 Private patient and overseas income is planned to increase in real terms by £1.2m in 2015/16, due to 
planned additional contribution derived from income saving plans in that year’s CIP.  A business case 
currently being developed to deliver private patient cancer therapy services in the Oxford Cancer 
Centre on the Churchill site is one initiative that is planned to increase the Trust’s private patient 
income. 

6.95 Education and Training income is planned to reduce in real terms by a net £1.5m on Education and 
Training income in 2015/16 (with a planned further reduction in SIFT and Madel income of £1.9m, 
partially offset by NMET income increases of £0.4m).  This follows reductions to these income 
streams since 2013/14 for the Trust, following changes in education and training funding being 
implemented by the Department of Health, with overall funding reductions to OUH anticipated to be 
phased in over a three year period from 2013/14 to 2015/16. 

6.96 Research and development income is planned to increase in real terms by £2.6m in 2015/16 due to 
planned schemes to increase contribution levels from these income streams.  Plans to increase this 
income contribution include increasing research trials income, and leveraging the Trust’s new AHSN 
and AHSC status and its close working relationship with Oxford University to increase research and 
development income.  There is a planned reduction of £0.8 million in the Biomedical Research Centre 
(BRC) income in 2015/16 (year four of the current five-year award).48 

6.97 Oxford AHSN income and expenditure are included non-recurrently in the LTFM over the five year 
contract period with income levels reducing over the period from £4.5m in 2014/15 to £1.4m (real 
terms) by 2017/18, reflecting the income profile in the AHSN business plan. 

6.98 Cash generated from operating activity surpluses will be used to: 

 Fund remaining repayments on the existing two capital loans. 

 Fund repayments on the new FT working capital loan proposed in 2014/15 to strengthen 
underlying liquidity. 

                                                           
48

 Total BRC / BRU income in 2015/16 and 2016/17 is planned to be £22.5 million each year from the existing five year 
award.  The financial model includes the assumption that the BRC / BRU status is retained after 2016/17 at the same 
level of funding. 

Breakdown of NHS clinical income growth and 

efficiencies - real terms

2015/16 

£000s

2016/17 

£000s

2017/18 

£000s

2018/19 

£000s

2019/20 

£000s

Demographic growth 2,385 2,213 2,115 2,298 2,002

Underlying demand growth 17,324 16,945 16,082 15,534 15,768

KPI - reduction -1,299 -1,299 -1,299 -1,299 -1,299

Contestability - income reduction -411 -411 -411 -411 -411

Patients Choice - income growth 430 430 430 430 430

Income efficiency savings / other 2,504 4,148 4,148 4,149 4,149

Total 20,933 22,026 21,065 20,701 20,639

Forward Plan
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 Fund annual capital expenditure from internally generated cash. 

 Fund repayments on the planned capital investment loans for the theatres modernisation and 
adult critical care business cases on the John Radcliffe site and the Milton Keynes radiotherapy 
satellite unit. 

 Service repayments on lease liabilities. 

 Strengthen the Statement of Financial Position and liquidity. 

Income and activity assumptions on growth and demand management 

6.99 Activity and income projections are underpinned by assumptions which include changing demand 
and market share.  Assumptions overall indicate annual commissioning income growth averaging 
2.5% in real terms for each year from 2015/16 to 2019/20. These assumptions take specific account 
of the following: 

 Forecast demographic changes based on ONS statistics49 for the ten most significant 
commissioners, adding an average £2.2m per annum. 

 Underlying demand changes based upon historical trends, such as increasing cancer survival rates 
raising activity levels for chemotherapy and radiotherapy.  This adds an average £16.3m per 
annum.  The demand projections reflect the Trust’s strategy to develop further as a regional 
centre of specialised acute care, for example including a 3% annual growth in medical oncology, 
and 4.8% growth each year in colorectal cancer surgery (driven by the national extension of the 
age range for bowel screening and by additional bowel scoping) as treatment continues to be 
centralised in specialist treatment centres such as the Oxford Cancer Centre. 

 The Trust’s modelling includes 3.0% annual growth in demand for geriatric care based on 
information from a study conducted jointly by Oxfordshire CCG and the Trust50. 

 Demand changes take account of increasing demand for cardiology, due to an increase in the 
incidence of heart failure in the ageing population and increased ability to intervene to treat heart 
rhythm defects.  Annual growth of 6.1% in cardiology and  5.7% in cardiac surgery has been 
modelled.  This reflects increases in recent years and incorporates projected market growth based 
on discussions with the Division and supported by an analysis of Dr Foster data.  Continuing 
centralisation of vascular intervention and cardiac surgery in Oxford is taking place. 

 Demand changes also reflect OUH’s strategic partnership with the University of Oxford, with 
research activity in areas such as diabetes medicine predicted to drive an annual growth of 8.1% 
in diabetes medicine outpatients activity in the Trust.  

 The requirement to deliver national performance targets for access is reflected in the LTFM by  
including elective activity required to meet and sustain waiting times within the 18 week 
standard.51 

 An annual reduction of £1.3m has been included, based upon the delivery of Key Performance 
Indicators.  This assumes a year-on-year 5% reduction in excess bed days (length of stay) across all 
specialties.  A year-on-year reduction in outpatient follow-ups of 2% across all specialties has also 
been assumed. 

 Income increases by £2.1m by 2019/20 from the radiotherapy satellite centre development at the  
Great Western Hospital site in Swindon. 

                                                           
49

 ONS statistics: 2010-based subnational population projections for health geographies, SHAs and PCOs by sex and 
five-year age group for SHAs and PCTs in England 
50

 OUH Emergency Department Attendances and Emergency Admissions 2008/09-2012/13, Oxfordshire CCG/OUH, 
2013 
51

 Non-recurrent RTT funding of £3.6m (with associated expenditure) is included in the LTFM in 2014/15 to reach a 
sustainable position for 18 week waits in this financial year 
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 Centralisation of specialist care, supported by the Safe and Sustainable programme, is increasing 
demand for paediatric subspecialty services.  For example, OUH’s modelling predicts annual 
growth of 6.0% for paediatric diabetes medicine and 3.3% for paediatric neurology.  As with 
cancer services, OUH’s strategic response to this is to work with partner trusts to develop a model 
which provides as much care as possible locally and has recently extended the range of paediatric 
specialties providing services at the Horton General Hospital. 

 Modelling has also incorporated patient choice (focussing on the potential for an increase in 
activity in surgical specialties based on obtaining a greater proportion of workload from 
commissioners on the borders of the Trust’s catchment area) and competition from a Treatment 
Centre in Banbury and an independent endoscopy service in Witney. 

 Plans include a number of technical adjustments to the way in which activity is counted and 
allocated with maximum take now fully implemented.  Income has been modelled at current 
2014/15 tariffs. 

 The modelling includes the assumption that the 30% Marginal Rate Emergency Tariff (MRET) for 
non-elective activity (above 2008/09 levels) continues to be applied.  The LTFM reflects an 
additional impact from MRET on new non-elective activity growth from 2015/16 to 2019/20.  This 
has an additional average annual adverse impact on income of £2.0m.  The forecast impact of the 
national MRET rules for 2014/15 is £16.4m and this is forecast to rise to £26.3m by 2019/20 (if the 
current national rules continue to be applied). 

6.100 The impact of these factors on activity is shown in the table below. 

Activity changes over the five year period 

Changes in acute activity Forward Plan 

  2015/16 2016/17 2017/18 2018/19 2019/20 

Elective - spells (000s) 100.7 104.4 107.8 111.3 115.5 

Elective - % change 4.0% 3.7% 3.3% 3.2% 3.8% 

Non-Elective - spells (000s) 81.8 83.7 85.6 87.4 89.4 

Non-Elective - % change 2.4% 2.3% 2.3% 2.2% 2.2% 

Outpatient - FA & FU (000s) 873.0 887.1 901.3 915.4 929.4 

Outpatient - % change 1.6% 1.6% 1.6% 1.6% 1.5% 

A&E - attendances (000s) 144.6 149.4 154.3 159.1 163.9 

A&E - % change 3.5% 3.3% 3.2% 3.1% 3.0% 

 

6.101 The bridge chart overleaf breaks down the movements modelled on elective and non-elective activity 
spells over the period.   

6.102 From 2015/16 to 2019/20 activity increases by an average of 5,629 spells each year. 
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Changes modelled in elective and non-elective spells over the period 

 
 

Income and expenditure projections and assumptions 

6.103 The bridge chart and tables below break down the impact of the different components of activity 
changes modelled upon NHS clinical income levels over the five year period, along with the impact of 
additional MRET marginal payments, tariff deflation and pass-through drugs inflation. 

6.104 In real terms, income from NHS commissioners is expected to grow by a net £97.6 million over the 
next five years (net of the additional MRET impact), tariff deflation is expected to decrease income by 
£24.3 million, while pass-through drugs are inflated by £29.8 million over the period. 
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Total NHS clinical income 
Forecast 
outturn 

Forward Plan 

  
2014/15 
£000s 

2015/16 
£000s 

2016/17 
£000s 

2017/18 
£000s 

2018/19 
£000s 

2019/20 
£000s 

Total NHS clinical income 742,578 755,517 783,613 804,300 825,023 845,687 

Net change (year to year) - all factors - 1.7% 3.7% 2.6% 2.6% 2.5% 

Total NHS clinical income excluding 
inflation 

742,578 761,918 782,203 801,545 821,172 840,208 

Net real terms change (year to year) - 
all factors 

- 2.6% 2.7% 2.5% 2.4% 2.3% 

 

Changes in NHS clinical income Forward Plan 

  
2015/16 
£000s 

2016/17 
£000s 

2017/18 
£000s 

2018/19 
£000s 

2019/20 
£000s 

Deflation -11,140 2,515 -4,557 -5,483 -5,674 

Drugs inflation 4,739 5,296 5,902 6,579 7,303 

Service developments 387 216 231 891 359 

Growth and efficiencies 20,933 22,026 21,065 20,701 20,639 

MRET impact on new non-elective growth -1,980 -1,957 -1,954 -1,965 -1,962 

Total net real terms growth 19,341 20,285 19,342 19,627 19,036 

Overall change in NHS clinical income 12,939 28,096 20,687 20,723 20,664 

Income assumptions 

6.105 The financial plan is based upon a detailed activity model for the Trust. This includes activity growth 
with an average financial value of £17.3 million per annum which in turn includes the effect of 
modelled demographic changes, underlying demand, KPI improvements and efficiency savings. 

6.106 Potential demand management from Oxfordshire commissioners reflecting their intentions to reduce 
hospital activity commissioned from the Trust is included as a risk in the Downside scenario LTFM.52  
Chapter 7 provides further detail on this. 
 

                                                           
52

 This includes the impact from 2015/16 of the Better Care Find transfer from Oxfordshire CCG to the Local Authority. 

NHS clinical income 
Forecast 
outturn 

Forward Plan 

  
2014/15 
£000s 

2015/16 
£000s 

2016/17 
£000s 

2017/18 
£000s 

2018/19 
£000s 

2019/20 
£000s 

Elective 159,848 163,579 170,068 174,067 177,438 180,754 

Non-Elective 171,379 172,248 176,478 178,910 181,141 183,327 

Outpatient 108,228 108,585 111,117 112,534 113,828 115,091 

A&E 16,016 16,307 16,921 17,365 17,786 18,200 

Other NHS 287,107 294,799 309,029 321,424 334,829 348,315 

Total 742,578 755,517 783,613 804,300 825,023 845,687 
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6.107 Income is modelled at 2014/15 tariff levels.53  Potential future changes to specialist tariffs are 
included as a risk in the Downside scenario LTFM from 2015/16. 

Implied efficiency levels, inflation assumptions and national pressures 

6.108 The plan makes assumptions on the level of deflation in tariff and non-tariff income and inflation in 
other income, along with the Trust’s cost inflation assumptions, that determines the overall implied 
efficiency requirement each year, as set out in the next section.  A summary of the deflation and 
inflation assumptions included within the forecasts is shown in the table below. 
 

Inflation assumptions Forward Plan 

  2015/16 2016/17 2017/18 2018/19 2019/20 

Income           

NHS clinical income -1.6% 0.4% -0.6% -0.7% -0.7% 

Non NHS clinical income -1.6% 0.4% -0.6% -0.7% -0.7% 

Other income - Education and Training -1.5% 0.0% 0.0% 0.0% 0.0% 

Other income - Research and Development -1.5% 0.0% 0.0% 0.0% 0.0% 

Other income - Other -1.5% 1.2% 1.3% 1.3% 1.3% 

Expenditure           

Employee benefit expenses 0.7% 2.0% 2.5% 2.5% 2.5% 

Drug expenses 7.0% 7.0% 7.0% 7.0% 7.0% 

Clinical supplies and services expenses 1.6% 1.9% 1.9% 2.0% 2.0% 

Other expenses 2.9% 3.2% 3.2% 3.3% 3.3% 

CNST insurance 15.0% 15.0% 15.0% 15.0% 15.0% 

Unitary charge 2.5% 2.5% 2.5% 2.5% 2.5% 

Capital expenditure 3.8% 3.8% 3.8% 3.8% 3.8% 

 

6.109 Tariff and non-tariff NHS clinical income deflation is projected in accordance with guidance from 
Monitor.54 

6.110 Education and Training income inflation and Research and Development inflation is assumed to be nil 
after 2015/16.  This is based upon detailed weighted analysis of the components in each income 
stream and evidence that no inflationary increase has been seen recently in these areas. 

6.111 ‘Other income – other’ reflects a weighted average inflation increase of 1.3% per annum after 
2015/16.  This is based upon a weighted analysis of the different income components in this 
category, which include sale of drugs income and energy fees, where income inflation has been 
matched to the relevant cost inflation. 

                                                           
53

 The levels of MFF (Market Forces Factor) and CQUIN (Commissioning for Quality and Innovation) funding uplifts to 
tariffs are assumed to remain at current percentage levels over the forecast period. 
54

 Guidance for the Annual Planning Review 2014/15, Monitor, updated January 2014.  Tariff deflator is the difference 
between the expected tariff efficiency factor of 4.5% in 2015/16 and 4% thereafter to 2018/19 (page 12 Table 3) and 
the input cost inflation (page 8 Table 1). 
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6.112 Cost inflation reflects the Trust’s own analysis of cost inflation levels on the pay and non-pay 
expenditure categories as described below (this includes taking into account Monitor’s assessment of 
overall annual input cost inflation pressures55).  The employee benefit expense inflation assumptions 
reflect the NHS pay award inflation announcement for 2015/1656, rising to 2% in 2016/17 and 2.5% 
thereafter as the Trust has assessed that there are likely to be additional pay pressures that arise in 
the future years after a prolonged period of supressed pay levels in the NHS. 

6.113 The drugs expense inflation assumption of 7.0% per annum is based upon the Trust’s analysis of 
Pharmacy drugs expenditure data in the Baxter’s database for the three years 2011/12-2013/14, 
which shows a weighted average inflationary increase of 4.5% per annum.  An additional 2.5% has 
been allowed for inflationary pressures for new drugs coming on stream (including those from NICE 
decisions), giving the total inflation assumption of 7.0%. 

6.114 The clinical supplies inflation assumption of an average 1.9% per annum is based upon the current 
OBR’s GDP deflator forecast figures for 2015/16 to 2018/1957 (and extrapolated for a further year to 
2019/20).  This reflects the approach to calculating other operating costs inflation set out in guidance 
on the national tariff for 2014/15.58 

6.115 The ‘Other expenses’ inflation assumption of an average 3.2% per annum is based upon the Office of 
Budget Responsibility’s GDP deflator forecast figures for 2015/16 to 2018/1959 (and extrapolated for 
a further year to 2019/20), but adjusted for OUH’s own assessment of utilities inflation rates (based 
upon recent experience) for electricity, gas and other fuels, to produce an overall weighted average 
inflationary uplift each year for the different expenditure items within this category in the LTFM. 

6.116 The CNST insurance inflation assumption of 15% per annum is based on the 2014/15 National Tariff 
guidance level but also reflects the average CNST annual cost increases experienced by the Trust 
between 2011-2013. 

6.117 PFI unitary payment inflation is modelled at 2.5% forecast RPI across the period, reflecting future 
assumptions in the three PFI IFRS financial models. 

6.118 The capital expenditure inflation assumption is based upon the capital costs inflation within the 
2014/15 National Tariff guidance, extrapolated forward for the future years. 

6.119 The LTFM includes national pressures relating to pay incremental drift of 0.5% per annum.  This is 
based upon the Trust’s own calculations on the financial impact on permanent staff costs in 2013/14 
of incremental drift of 0.6%, but allowing for a small offset for staff turnover levels mitigating the 
incremental drift impact. 

6.120 The LTFM also includes a national pressure for pensions changes in 2015/16 and 2016/17 with an 
overall impact on average input cost inflation of 0.7% and 1.2% respectively.  These relate to the 
revaluation of public sector pension contributions in 2015/16 and reforms to the state pension in 
2016/17 (with an increase in employer NICs, the impact of which has been assessed by the Trust).  As 
stated by Monitor60 these are cost pressures for providers and assumed to be funded through tariff, 
and therefore have been included in the implied efficiency calculation in the LTFM for those two 
years as set out in the table below.  The Trust has run a downside risk that these pension pressures 

                                                           
55

 Ibid. – page 8 Table 1. 
56

 Department of Health NHS pay award announced in March 2014 for 2014/15 and 2015/16.  Staff at the top of a pay 
band with no access to incremental pay progression will receive a non-consolidated, non-recurrent payment worth 1% 
of basic pay.  The Trust has assessed the impact of this to be 0.7% on staff costs in 2014/15 and 2015/16.  The 
assumption has been made in the LTFM that this inflation increase becomes recurrent and the cost has to be retained 
in the financial plans going forward. 
57

 GDP deflator figures from the Quarterly National Accounts update in June 2014.     
58

 2014/15 National Tariff Payment System, Monitor, 17 December 2013. 
59

 GDP deflator figures from the Quarterly National Accounts update in June 2014. 
60

 Guidance for the Annual Planning Review 2014/15, Monitor, updated in January 2014, page 8. 
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are not recognised through the tariff (and are therefore in addition to the indicative efficiency 
requirement) and this is set out in Chapter 7. 

6.121 The LTFM includes an overall implied efficiency level of 4.3% for 2015/16, reducing to an average of 
4.0% per annum after that for the years 2016/17 to 2019/20 (excluding local cost pressures).  The 
financial impact of the overall weighted income deflation, cost inflation and national cost pressures 
(as described above) is shown in the table overleaf, and shows for each year the total indicative 
efficiency built into the LTFM as a percentage. 

 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
[Intentionally blank]
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Implied efficiency each year in the LTFM       

  
2015/16 

%s 
2016/17 

%s 
2017/18 

%s 
2018/19 

%s 
2019/20 

%s 

Average 
Weighting 

% 

2015/16  
weighted 

%s 

2016/17 
weighted 

%s 

2017/18 
weighted 

%s 

2018/19 
weighted 

%s 

2019/20 
weighted 

%s 

Income deflation (weighted average - 
excluding pass-through drugs) 

(see separate breakdown of deflation by income type)   -1.6% 0.4% -0.4% -0.5% -0.5% 

Employee benefit expense Inflation and 
incremental drift 

1.2% 2.5% 3.0% 3.0% 3.0% 68% 0.8% 1.7% 2.0% 2.0% 2.0% 

Pensions - national cost pressure 1.0% 1.8% 0.0% 0.0% 0.0% 68% 0.7% 1.2% 0.0% 0.0% 0.0% 

Drugs inflation (excluding pass-through 
drugs) 

7.0% 7.0% 7.0% 7.0% 7.0% 3% 0.2% 0.2% 0.2% 0.2% 0.2% 

Clinical supplies and services expenses 
inflation 

1.6% 1.9% 1.9% 2.0% 2.0% 13% 0.2% 0.3% 0.3% 0.3% 0.3% 

CNST insurance inflation 15.0% 15.0% 15.0% 15.0% 15.0% 4% 0.4% 0.5% 0.6% 0.7% 0.8% 

Other expenses inflation 2.9% 3.2% 3.2% 3.3% 3.3% 11% 0.3% 0.4% 0.4% 0.4% 0.4% 

Total implied efficiency impact %*             4.3% 3.9% 3.9% 4.1% 4.2% 

 

* From O_Efficiency in the LTFM plus pensions national cost pressures. 
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Expenditure assumptions 

6.122 The expenditure projections reflect costs associated with the growth in activity set out above.  This 
cost growth has been calculated from the Trust’s PLICS data on semi-fixed and variable cost profiles to 
calculate marginal cost growth at Point of Delivery (POD) and specialty level. This enables differential 
marginal costs to be modelled depending on which POD and specialty the activity growth is in (as set 
out in the LTFM).  This results in an overall average marginal cost rate of 62% for future years in the 
LTFM (including the impact of pass through drugs and devices). 

6.123 A separate service development sheet has been modelled in the LTFM for the development of a 
satellite Radiotherapy unit at Great Western Hospital in Swindon. 

6.124 Forecast pay expenditure includes cost pressures for pay incremental drift for staff on Agenda for 
Change terms and conditions (0.5% per annum) and medical staff incremental drift (0.5% per annum), 
based upon detailed analysis of recent incremental drift impact on the Trust’s pay expenditure (as set 
out in the inflation and national pressures section above).   

6.125 Additional recurrent cost pressures of a further 1% each year have been included on pay and non-pay 
operating expenditure, this includes allowing for investment in new national quality and standards 
and safety issues. 

6.126 A cost pressure (totalling £4.0m) is included in the plans over the two years 2015/16 and 2016/17 to 
reflect the impact of the withdrawal of Department of Health support for the ICT costs of the Cerner 
Electronic Patient Record (EPR) system. 

Projected expenditure 

Operating expenses (nominal) 
Forecast 
outturn 

Forward Plan 

  
2014/15 
£000s 

2015/16 
£000s 

2016/17 
£000s 

2017/18 
£000s 

2018/19 
£000s 

2019/20 
£000s 

Employee benefit expenses -491,699 -497,496 -511,108 -516,285 -521,579 -526,326 

Drug expenses -92,145 -96,969 -103,667 -110,857 -118,662 -127,059 

Clinical supplies and services expenses -98,670 -97,819 -99,585 -100,828 -102,428 -103,803 

Other expenses -146,696 -140,459 -145,513 -149,964 -156,070 -164,727 

Operating Expenses -829,210 -832,742 -859,873 -877,935 -898,740 -921,916 

 
 

Cost Improvement Programme (CIP) 

6.127 In nominal (cash) terms annual cost and performance improvements are expected to realise an 
average of £38.5m per annum over the five years of the IBP, which equates to an average saving 
requirement of 4.4% of each year61.  Savings are higher in 2015/16 than in subsequent years due to 
the higher implied efficiency requirement in that year and a higher level of cost pressures (see section 
6.108 above). 

6.128 Total savings of £180.7m (in real terms) are planned over the five year period.  The Trust recognises 
that the delivery of this programme is crucial to delivering the financial projections in its LTFM. 
 

                                                           
61

 CIP expressed as a percentage of recurrent controllable costs each year (excluding PFI and non-recurrent costs) as 
shown in I_CIP – summary in the LTFM. 
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Cost Improvement Programme (CIP) for 2015/16 and 2016/17 

6.129 The table below summarises the expected delivery programme for the period to March 2017. 

Saving plans by theme for 2015/16 to 
2016/17 (real terms) 

Plan 

  
2015/16 
£000s 

2016/17 
£000s 

Divisional efficiency savings - pay 5,339 12,482 

Divisional efficiency savings - non-pay 6,768 5,495 

Divisional efficiency savings - income 5,065 148 

Workforce initiatives - transformation 2,339 3,000 

Workforce 1,414 0 

Workforce initiatives - job planning 2,583 0 

Clinical pathway optimisation 1,666 3,000 

Support service group 1,634 2,000 

National Pay Deal 1,807 0 

R&D & training & education 2,550 0 

Medicines management 1,350 2,000 

Procurement 400 2,200 

Private patient Income 1,017 0 

Estate savings 1,625 1,000 

Electronic patient record 4,555 1,000 

Other savings 3,507 2,900 

Total CIPs (real terms) 43,619 35,225 

CIPs (nominal terms)

2015/16 

£000s

2016/17 

£000s

2017/18 

£000s

2018/19 

£000s

2019/20 

£000s

Staff and pay savings 16,039 19,078 19,555 20,044 20,545

Drugs savings 5,001 3,745 4,007 4,288 4,588

Clinical supplies 5,809 4,051 4,128 4,211 4,295

Other costs 7,238 4,897 4,845 3,116 3,283

Other (including agency and income CIPs) 10,315 4,828 4,822 4,812 4,803

Total CIPs (nominal terms) 44,402 36,599 37,357 36,471 37,514

Forward Plan

CIPs (real terms)

2015/16 

£000s

2016/17 

£000s

2017/18 

£000s

2018/19 

£000s

2019/20 

£000s

Staff and pay savings 15,925 18,571 18,571 18,571 18,571

Drugs savings 4,674 3,271 3,271 3,271 3,271

Clinical supplies 5,718 3,913 3,913 3,913 3,913

Other costs 6,856 4,611 4,422 2,755 2,811

Other (including agency and income CIPs) 10,446 4,859 4,859 4,859 4,859

Total CIPs (real terms) 43,619 35,225 35,036 33,369 33,425

Forward Plan
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6.130 The programme for 2015/16 has been subject to a similar planning process as for the 2014/15 CIP, 
with project documentation and quality impact assessments.  

6.131 Programme content consists of Divisional and cross-Divisional schemes.  The support services group 
will develop the Trust’s service delivery plans through more strategic partnerships and the EPR 
scheme will work to realise the benefits of this major modernisation process, converting these to cash 
releasing savings plans by 2015/16. There is also a major focus on efficient deployment of clinical staff 
through improved job planning and other workforce change.  Medicines Management and 
Procurement will continue to deliver cost reductions. 

6.132 The CIP executive group is overseeing the development of mechanisms to deliver these changes to 
ensure that actions are being taken to a timescale that recognises the lead times for these more 
significant changes.  The CIP executive group receives regular workforce and quality indicator reports. 

6.133 The design of schemes has taken place according to the processes established in previous years.  
Assessment has occurred of the quality impact of these schemes.  The approach to delivery will evolve 
during the year as the programme begins to emphasise transformation themes.   

6.134 The Trust will be implementing a Carbon and Energy Fund (CEF) scheme to reduce its energy running 
costs.  Other energy savings will be secured through the use of more environmentally-friendly low 
energy lighting across the Trust. 

Key Performance Indicators (KPIs) 

6.135 A summary of principal KPI projections is set out below.   

6.136 Bed numbers are forecast to increase by 105 from 1,470 in 2014/15 to 1,575 by 2019/20.  This 
forecast increase is driven by modelled activity increases from demography and underlying growth, 
and is partially offset by assumptions on reduced delays in patient transfer and 7 day working 
increasing the number of days that beds are available.   

6.137 Average non-elective length of stay is forecast to improve as transformational efficiencies are realised 
in some specialties and the impact of delayed transfers of care gradually reduces.  Theatre utilisation 
is forecast to gradually improve reaching 85% by 2019/20 as benefits are realised from further 
efficiency schemes. 
 

KPIs   
Forecast 
outturn 

Forward Projections 

  Units 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 

Bed numbers Beds 1,470 1,499 1,518 1,540 1,557 1,575 

Average length of stay (elective) Days 3.75 3.70 3.71 3.71 3.72 3.73 

Average length of stay (non elective) Days 4.06 4.05 4.03 4.01 3.99 3.97 

Theatre utilisation % 76% 78% 80% 81% 83% 85% 

Catchment population (excluding 
tourists) 

000's 628.6 630.3 632.0 633.5 635.6 637.0 
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Projected Statement of Financial Position 

6.138 Statement of Financial Position projections for 2014/15-2019/20 are summarised as follows: 
 

Statement of Financial Position 
Forecast 
outturn 

Forward Plan 

  
2014/15 
£000s 

2015/16 
£000s 

2016/17 
£000s 

2017/18 
£000s 

2018/19 
£000s 

2019/20 
£000s 

Non-current assets 719,068 739,658 771,188 766,355 758,472 763,235 

Current assets:             

Inventories 11,807 11,807 11,807 11,807 11,807 11,807 

Receivables and prepayments 29,612 29,612 29,612 29,612 29,611 29,612 

Cash and cash equivalents 81,011 84,098 87,766 87,915 89,860 88,091 

Total current assets 122,430 125,516 129,185 129,334 131,278 129,510 

Current liabilities -123,511 -122,377 -127,019 -127,596 -118,291 -121,087 

Net current assets (liabilities) -1,081 3,140 2,167 1,738 12,987 8,423 

Total assets less current liabilities 717,986 742,798 773,354 768,093 771,459 771,658 

Non-current liabilities -272,841 -277,799 -276,743 -264,757 -261,284 -255,011 

Provisions for liabilities and charges -2,385 -2,385 -2,385 -2,385 -2,385 -2,385 

Loans -12,599 -22,795 -42,823 -38,466 -34,899 -31,332 

Total Assets Employed 430,161 439,819 451,403 462,484 472,891 482,930 

Financed by:             

Public dividend capital 208,115 208,115 208,115 208,115 208,115 208,115 

Revaluation reserve 177,767 177,767 177,767 177,767 177,767 177,767 

Other reserves 1,743 1,743 1,743 1,743 1,743 1,743 

Retained earnings 42,536 52,194 63,778 74,859 85,266 95,305 

Total Taxpayers' Equity 430,161 439,819 451,403 462,484 472,891 482,930 

 

Non-current assets 

6.139 Non-current assets increase overall in net terms over the five years, reflecting the impact of planned 
capital expenditure (see detail on the content of the capital plans below) being partly offset by annual 
depreciation of assets.  Asset revaluations have not been assumed in the LTFM after the revaluation in 
the current year, due to the uncertainty over asset valuation movements over the period. 

Current assets 

6.140 Inventory levels are projected to remain consistent over the period, in line with forecast levels at 
March 2015. NHS Trade Receivables days are forecast to be broadly constant and consistent with 
current performance at an average of four days.  Non-NHS Trade Receivables days are forecast to be 
consistent over the period, averaging 24 days. 

6.141 Cash balances at each year end are expected to be maintained at between £84.1m and £89.9m over 
the five years, after allowing for the Trust’s capital financing strategy. 
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Current liabilities 

6.142 Trade Payables days average 26 days and are forecast to reduce over the five years, as payment 
performance improves, bringing these down to 24 days by the end of the period.  This is driven by 
planned improvements to the Trust’s Accounts Payable systems, including increasing the use of 
purchase orders and enhancing workflow for creditor invoices. 

6.143 Equipment lease liabilities (due within one year) are projected to reduce over the period as existing 
leases are paid off with no new equipment finance leases planned after 2014/15.  A new lease of 
£0.8m has been included in 2014/15 for the microbiology automation scheme. 

6.144 PFI liabilities (due within one year) are projected to increase until 2017/18 in line with the planned 
proportion of unitary payment elements going against repayment of the outstanding liabilities.  From 
2018/19 they drop due to the higher level of PFI lifecycle and MES payments planned from that point. 

6.145 Accruals are forecast to be consistent over the five year period in the LTFM. 

Non-current liabilities 

6.146 Non-current liabilities initially increase due to the planned £10m FT working capital loan drawdown in 
2014/15 and the planned drawdown of capital investment loans for JR theatres, adult critical care and 
radiotherapy in 2015/16 and 2016/1762.  After this non-current liabilities are planned to reduce each 
year as repayments continue to be made against the PFI liabilities, medical equipment leases and the 
loans. 

6.147 Deferred income increases in 2015/16 (by £12.5m) and 2016/17 (by £9.7m) due to new embedded 
leases relating to Carbon Energy Fund (CEF) and the Welcome Centre schemes. 

Taxpayers’ equity 

6.148 Taxpayers’ equity is forecast to increase due to the retained earnings reserve growing as surpluses are 
generated over the period, averaging £10.6m each year, including donations income. 

 

International Financial Reporting Standards (IFRS) 

6.149 The financial information in this chapter has been produced according to International Financial 
Reporting Standards (IFRS).  The main impact of the introduction of IFRS was to bring the Trust’s three 
PFI schemes onto the Trust’s Statement of Financial Position.  IFRS also had an impact on the 
accounting treatment of equipment operating leases which were re-categorised as finance leases. 

 

Projected Statement of Cash Flows 

6.150 The table below forecasts the Trust’s cash flow to 2019/20.  Projections for 2014/15 were described at 
6.55 above along with details of an FT working capital loan to strengthen the liquidity CSRR position 
from 2014/15 as the planned year of authorisation.   

6.151 These projections show the Trust maintaining a strong cash position over the period, driven by 
generation of EBITDA surpluses, and indicate that the Trust will generate a cash balance of £88.1m by 
the end of 2019/20. 

6.152 This cash position includes funding capital expenditure to address maintenance and backlog 
investment requirements.  Capital expenditure is financed from internally generated sources of funds, 

                                                           
62

 JR theatres capital loan £24m (planned draw down in two tranches in March 2016 and March 2017).   Adult critical 
care capital loan £6m (planned draw down in March 2017).  Milton Keynes radiotherapy satellite unit capital loan 
£8.5m (planned draw down in two tranches in March 2016 and March 2017). 
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as set out below along with capital expenditure plans, with the exception of the JR theatres 
modernisation scheme, the adult critical care scheme and the Milton Keynes radiotherapy satellite 
unit scheme63. 

6.153 The main cash outflows over the period are on capital expenditure, dividends, interest and liability 
repayments on the three PFI schemes, and interest and repayments on the loans. 

6.154 OUH has a treasury management policy which provides a framework for managing its cash position 
and the use of any surplus cash.  The Trust has developed a policy to reflect the duties and freedoms 
of a Foundation Trust, which will be approved prior to authorisation. 
 

Summary Statement of Cash Flows 
Forecast 
outturn 

Forward Plan 

  
2014/15 
£000s 

2015/16 
£000s 

2016/17 
£000s 

2017/18 
£000s 

2018/19 
£000s 

2019/20 
£000s 

EBITDA 74,659 77,925 81,072 82,218 80,297 77,601 

Excluding non-cash I&E items -260 -789 -2,435 -1,745 -882 -313 

Increase/(decrease) in working capital -14,807 13,329 9,483 -285 -247 -236 

Increase/(decrease) in non-current 
provisions 

-62 0 0 0 0 0 

Net cash inflow from operating 
activities 

59,530 90,465 88,120 80,188 79,167 77,052 

Capital expenditure -32,680 -58,493 -68,529 -33,270 -29,456 -42,936 

Proceeds on disposals 0 0 0 0 0 0 

Cash flow before financing 26,850 31,972 19,591 46,918 49,712 34,116 

Public dividend capital received 980 0 0 0 0 0 

Public dividend capital repaid -1,800 0 0 0 0 0 

Dividends paid -8,364 -9,182 -9,708 -9,600 -9,708 -9,692 

Interest (paid) on loans and leases -20,699 -20,700 -20,616 -21,956 -22,227 -19,663 

Interest received on cash and cash 
equivalents 

304 239 204 200 200 200 

Drawdown of loans and leases 10,000 13,500 25,000 0 0 0 

Repayment of loans and leases -12,709 -12,743 -10,802 -15,413 -16,031 -6,729 

Net cash (outflow) / inflow -5,437 3,087 3,668 149 1,945 -1,769 

Closing Cash Balance 81,011 84,098 87,766 87,915 89,860 88,091 

 

Working capital facility 

6.155 No working capital facility is included in the financial plan as the Trust has taken the view that it is not 
prudent to include one in the LTFM after taking account of Monitor’s tightened guidelines64 that a 

                                                           
63

 JR theatres capital loan £24m (planned draw down in two tranches in March 2016 and March 2017).   Adult critical 
care capital loan £6m (planned draw down in March 2017).  Milton Keynes radiotherapy satellite unit capital loan 
£8.5m (planned draw down in two tranches in March 2016 and March 2017). 
64

 Risk Assessment Framework, Monitor, August 2013. 
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facility should be included only if it is a fully committed working capital facility with no clauses 
preventing their use should a Trust be under financial strain. 

Loans 

6.156 A new FT working capital loan of £10.0m is included in the modelling to be drawn down in March 2015 
and planned to be repaid over ten years from 2015/16.  This strengthens the Trust’s liquidity position 
and cash balance and hence the liquidity rating at the planned point of authorisation.  The balances 
outstanding on the two existing capital investment loans and the new FT working capital loan are paid 
down each year. 

6.157 Three capital investment loans have been included as part of the overall financing strategy for the 
capital programme, which includes some significant schemes to modernise theatres and adult critical 
care provision at the JR as well as two new satellite Radiotherapy units. 

6.158 A £24.0m capital investment loan to fund the JR theatres modernisation capital business case 
(described in Chapter 5) is included in plans for drawdown in two tranches in March 2016 and March 
2017 (to match the profile of the expenditure) and is planned to be repaid over fifteen years from 
2016/17.  A £8.5m capital investment loan is also included to fund the Milton Keynes satellite 
radiotherapy unit for drawdown in two tranches in March 2016 and March 2017 (to match the profile 
of the expenditure) and is planned to be repaid over fifteen years from 2016/17.  A £6m capital 
investment loan is also included to fund the adult critical care scheme at the JR in March 2017 and is 
planned to be repaid over fifteen years from 2017/18. 

 

Capital investment and financing strategy 

Capital expenditure plans 

6.159 In the period to 2019/20, the Trust plans capital investment of £205.9m.  This includes planned 
expenditure to address the backlog investment required to ensure all buildings and equipment in use 
are in a good condition and to improve facilities for care delivery on each site.  These include schemes 
to modernise the operating theatres in the main building on the JR site, and to modernise and expand 
the adult critical care unit adjacent to the JR theatres.   

6.160 Investment plans are also included in some of the older ward areas including Infectious Diseases and 
Renal Inpatients on the Churchill site and Level 7 wards on the JR site.   

6.161 Capital investment is also included for two radiotherapy satellite units (as set out in Chapter 5).   

6.162 Ongoing commitments to invest in replacing medical equipment and IT infrastructure are also 
included in the capital plans for each year. 
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Capital Expenditure Plans - (Nominal) 
Forecast 
outturn 

Forward Plan 

  
2014/15 
£000s 

2015/16 
£000s 

2016/17 
£000s 

2017/18 
£000s 

2018/19 
£000s 

2019/20 
£000s 

Medical equipment 6,976 7,993 6,034 10,625 11,028 11,447 

Estates maintenance and backlog 2,000 2,076 2,155 6,814 7,073 7,342 

JR theatre remodelling 150 11,418 15,838 0 0 0 

Adult critical care 0 0 9,697 0 0 0 

Ward relocations and investment 835 3,114 4,848 0 0 0 

Other maintenance 8,547 -1,557 1,078 1,118 1,161 1,205 

Total maintenance capital expenditure 18,508 23,044 39,650 18,557 19,263 19,995 

Radiotherapy (satellite centres) - 
excluding donations 

700 10,276 8,620 3,020 2,472 0 

IT/EPR 5,500 2,595 1,077 3,355 3,483 3,615 

EPR Re-procurement 1,296 4,060 1,448 289 0 0 

Carbon Energy Fund - embedded lease 0 9,342 9,697 0 0 0 

Welcome Centre - embedded lease 0 3,114 0 0 0 0 

Other schemes 5,397 3,804 2,168 5,269 2,018 5,696 

Non Maintenance Capex* 12,893 33,191 23,010 11,932 7,972 9,311 

Total Capital Expenditure 31,401 56,235 62,660 30,489 27,235 29,306 

     * Includes Carbon Energy Fund and Welcome Centre embedded leases.  Excludes donated assets and PFI lifecycle 
/ Managed Equipment Service 

 

6.163 The financing strategy is to primarily use cash from depreciation and the annual surpluses  generated 
(after making scheduled loan and lease liability repayments) to finance the five year capital 
investment plan.  These internally generated funds finance 81% of the capital programme over the 
next five years.  The remaining 19% of the programme is financed by three planned capital investment 
loans for the JR theatres and adult critical care modernisations and the Milton Keynes radiotherapy 
satellite unit (as set out in the section on loans above).  The funding of the capital programme is set 
out in the table overleaf. 
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Funding of capital investment plans 
Forecast 
outturn 

Forward Plan 

  
2014/15 
£000s 

2015/16 
£000s 

2016/17 
£000s 

2017/18 
£000s 

2018/19 
£000s 

2019/20 
£000s 

Total capital investment (nominal) 31,401 56,235 62,660 30,489 27,235 29,306 

Financed by:             

Retained surplus 8,124 9,658 11,584 11,081 10,407 10,039 

(exclude donations income to fund donated capex) 0 -519 -2,155 -1,454 -580 0 

Depreciation (including PFI) 38,007 38,424 39,168 39,581 37,954 38,207 

New capital investment loans 0 13,500 25,000 0 0 0 

New PDC capital 980 0 0 0 0 0 

Embedded leases - deferred income 0 12,456 9,697 0 0 0 

Less: PFI and finance lease repayments of capital -11,305 -10,339 -7,498 -10,441 -11,674 -3,162 

Less: PFI lifecycle and MES payments -1,280 -2,258 -5,870 -2,781 -2,222 -13,631 

Less: repayment of loans -1,404 -2,404 -3,304 -4,972 -4,357 -3,567 

Internally generated financing available for 
capital investment 

33,123 58,518 66,622 31,014 29,528 27,886 

Difference 1,722 2,283 3,962 525 2,293 -1,420 

 

Capital investment criteria applied to developments 

6.164 Business cases and associated capital investment requirements go to the Trust Management Executive 
for approval.  Each is assessed against strict criteria including overall fit with the Trust’s strategy, 
alignment with its business plan, and the requirement to deliver a positive net financial contribution 
on income and expenditure. 

 

Private Finance Initiative schemes 

6.165 The Trust has three PFI projects: the West Wing and Children’s Hospital at the John Radcliffe (for 
which payments started in January 2007), the Nuffield Orthopaedic Centre (for which payments 
started in February 2007), and the new Cancer Centre at the Churchill Hospital (for which payments 
started in January 2009).  

6.166 The contracts are for 30 years, except for the NOC contract which is for 37 years. All three contracts 
are inflated annually by Retail Prices Index.  

6.167 The PFI buildings make up 29.1% of the property on OUH’s sites. 

6.168 As well as the buildings, the contracts include hard and soft facilities management services, including 
estate management and maintenance and soft facilities management services including domestics, 
portering, and catering.  The Churchill Hospital PFI also includes the provision of a Managed 
Equipment Service (MES) for regular upgrade and replacement of radiotherapy and radiology 
equipment in the Cancer Centre. 

6.169 Unitary payments for the three schemes totalled £62.4m in 2013/14 (including contract variation 
payments).  This sum included the services outlined above, capital repayments of the liabilities and 
interest.  This represented 7.2% of OUH turnover for that year. 
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Private patients 

6.170 The Trust expects its private patient income to be stable from 2015/16 at an average of 1.2% of 
clinical income for the remainder of the period after some planned growth in 2015/16. 

 

Trading accounts, Service Line Reporting (SLR) and Service Line Management (SLM) 

6.171 OUH is a clinically-led organisation supported by Service Line Management.  OUH has used SLM to 
facilitate and support its management of specialist clinical areas as distinct operational units.  It has 
been used to help these operational units to better understand their performance and organise their 
services in a way that benefits patients and delivers efficiencies for the trust. 

6.172 The Trust has taken steps to develop SLR.  These include devolving management responsibility for 
some theatre areas to the clinical Divisions using those theatres and implementing the Prodacapo 
costing system to facilitate the production of Patient Level Information Costing (PLICS) and SLR.  
Prodacapo is an activity based costing system that is considered to give the best opportunity to 
capture the cost of the various clinical interactions in a Trust of this size and complexity.  The Trust has 
devolved all income to Divisions, developed internal trading for Radiology and Pathology services and 
plans to implement internal charging for Theatre services and space costs, to support SLR and clinical 
Divisions in their use of clinical support services. 

6.173 SLR reports draw primarily on the same data as reference costs and are reported to managers and 
clinicians in each of the Trust’s clinical Divisions to inform them of the profitability position for each 
Division and specialty.  Reports allow Divisional management to understand the drivers of reference 
cost benchmarks and to identify areas for cost and productivity improvement and so reduce reference 
costs and increase financial contributions. 

6.174 The Trust has taken steps to promote the use of SLR and reference cost information, including 
establishing a Clinical Costing Advisory Development Group with significant clinical membership.  This 
group takes a lead role in driving the adoption of Service Line Management and the use of PLICS and 
SLR to improve the understanding of costs and income at a specialty and patient level.  The group 
makes the clinically-led Divisions accountable for business management and ensures they continue to 
embed PLICS and SLR/SLM in the organisation. 

 

Continuity of Service Risk Rating 

6.175 The following table summarises the Trust’s forecast performance against Monitor’s revised Continuity 
of Service Risk Rating (CSRR) for each of the next five years.  It shows that OUH will generate sufficient 
revenue and cash surpluses to achieve a CSRR of at least 3 for each year of the five year period 
covered by the plan.   

6.176 The liquidity rating averages -3.3 days over the five year period, which is above the threshold of -7.0 
days for a score of 3 on liquidity.  As previously noted no working capital facility is included in the 
LTFM due to Monitor’s tightened guidelines65 that a facility should only be included if it is a fully 
committed working capital facility with no clauses preventing their use should a Trust be under 
financial strain.  The Trust has included a £10m FT working capital loan in the plans to allow headroom 
of an average 2.8 days over the period on the liquidity rating. (Without this the Trust would score a 2 
on liquidity in 2015/16, at -9.5 days and just score a 3 from 2016/17 until 2018/19, with scores 
between -6 and -7 days). 

6.177 The capital servicing capacity rating is close to the threshold of 1.75 times cover to score 3, and 
therefore scores a 2 in some years and a 3 in 2015/16, 2016/17 and 2019/20 (these years have larger 
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 Risk Assessment Framework, Monitor, August 2013. 
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PFI lifecycle and MES payments due, reducing the amount classified as PFI debt liability repayable in 
those years and increasing the capital servicing rating score).  The measure compares the surplus 
available to service capital repayments with capital repayments (which include interest payable, debt 
repayments, PDC dividend and PDC repayments).   

 

Continuity of Service Risk Rating (CSRR) 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 

Scoring             

Liquidity ratio (days) – uses opening liquidity -8.8 -5.6 -3.6 -4.0 -4.0 0.5 

Liquidity ratio score 2 3 3 3 3 4 

Capital servicing capacity (times) 1.73 1.82 1.92 1.72 1.66 2.15 

Capital servicing capacity score 2 3 3 2 2 3 

Overall Continuity of Service Risk Rating 2 3 3 3 3 4 

 
 

Conclusion 
 

6.178 After excluding the impact of technical accounting adjustments, the Trust has achieved a financial 
surplus in each of the last seven years.66  

6.179 The creation of OUH in 2011 put the combined organisation in a stronger financial position to operate 
successfully as a Foundation Trust.   

6.180 The Trust has strengthened its underlying financial position in the last three years.  It is focused on 
continuing to strengthen its financial position and Balance Sheet by delivering a 1% retained surplus in 
2014/15 through good financial management and the delivery of cost improvements. 

6.181 This base allows it to produce a financial plan that, in an increasingly challenging financial 
environment, delivers surpluses with improved liquidity and risk ratings, and finances service 
improvements in areas of development to support its strategic goals. 

6.182 The Trust recognises that there are risks to the delivery of this financial plan.  These are examined in 
Chapter 7 with the measures that the Trust can adopt to control or manage these risks. 
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 This enabled the Trust to reach a cumulative break-even duty surplus position in 2013/14 of £6.7m 
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7. Risk 
 

Introduction 

7.1 The Board of Directors has overall responsibility for managing risk.  It recognises the importance of 
monitoring and managing those risks which have the potential to threaten the achievement of its 
strategic goals proactively. 

7.2 The Board has established effective arrangements to do this and to ensure that prompt and 
proportionate action is taken at the first sign that a risk may be materialising or where there is 
evidence that the mitigating action it has sanctioned is not proving effective.   

7.3 OUH aims to operate a mature and structured approach to risk that strikes a balance between being 
excessively risk averse and exposing the organisation to risks that are insufficiently controlled.  The 
former could prevent the Trust from being able to seize strategic opportunities for improvement, 
whilst the latter could allow threats to its strategy and performance to materialise.  Achieving this 
balance is based on a process of setting the Trust’s level of appetite for a particular risk based on its 
risk maturity, agreeing an appropriate tolerance for this, delegating the authority to manage within 
this tolerance and ensuring that appropriate on-going monitoring is in place. 

7.4 Risks are clearly linked to the Trust’s strategic objectives and, with the progressive implementation of 
its Risk Management Strategy, the organisation intends to increase the sophistication with which it 
assesses, manages and monitors risk. 

7.5 This chapter sets out OUH’s overall approach to risk management and summarises the systems and 
processes employed.  It provides an overview of the latest assessment of key risks facing the Trust’s 
business plan and the sensitivity of its financial projections to these risks if they were to materialise. 

Summary of principal risks  

7.6 The Trust reviews its strategic objectives each year as part of its business planning cycle.  The strategic 
objectives are supported by a set of annual corporate objectives.  

7.7 At Board level, the Trust monitors the principal risks to the delivery of its strategic objectives through 
its Board Assurance Framework (BAF) and by regular reviews of a Corporate Risk Register (CRR).  
Divisions and corporate departments monitor and manage risks against the corporate objectives, 
escalating any risk which may impact at Trust level. 

7.8 The seven risk areas identified are outlined below.  These relate to the delivery of OUH’s business plan 
following authorisation as a Foundation Trust.  Each represents a broad set of related risks which are 
elaborated upon in text which also describes the mitigating actions which are currently being 
implemented, planned or considered.  All risks are assessed for likelihood and consequence. 

7.9 It is important to note that only some of these risks would have a direct impact on income, cost and 
liquidity.  The remaining risks would only be likely to have an adverse financial impact in the medium 
to long term if no action was taken to address them. 

7.10 The Board has agreed on the articulation of the overarching risk headings contained within the BAF 
and CRR.  It has been agreed that the principal risks identified concern the maintenance of the quality 
of patient services, operational performance and financial stability; and that the majority of the other 
risks described in the BAF or CRR have an effect or impact on these principal risks.  For example, the 
Trust’s ability to transform services through the positive engagement of its workforce or to engage 
with its stakeholders and partners has a direct impact on the quality of its services.  
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Risk 
Modelled In 
Downside? 

Risk 
Score at 
17/9/14 

Target 
Risk Score 

Failure to maintain quality of patient services 

Inaccurate reporting due to failures in the Picture Archiving and 
Communication System (PACS) 

No 16 8 

Failure to achieve a safe and efficient patient transport service No 9 4 

Failure to provide safe care for inpatients with diabetes Included Risk 
1a 

12 3 

Delays for spinal service patients Included Risk 
3b 

12 3 

Failure to maintain safe staffing levels and skill mix Risk 1b 12 3 

Impact on quality of services as a result of excessive use of agency staff No 9 6 

Loss of income from CQUIN targets Risk 1a   

Failure to maintain financial sustainability 

Failure to deliver the required levels of cost improvement Risk 2a 16 9 

Pension cost pressures not funded in tariff Risk 2b   

Adverse impact on balance sheet from calls on R&D income Risk 2c   

Negative impact of changes to specialist services tariffs Risk 2d   

Negative impact of reforms to urgent care tariffs Risk 2e   

Failure to maintain operational performance 

Failure to reduce delayed transfers of care Risk 3a 20 12 

Failure to deliver national A&E standard Risk 3b 16 6 

Failure to deliver national 18 week referral to treatment standards Risk 3b 12 3 

Failure to deliver national access standards for cancer Risk 3b 9 6 

Failure to achieve sustainable contracts with commissioners 

Above plan non-elective and A&E activity Risk 4a   

Activity plans prove unaffordable to commissioners (QIPP and Better 
Care Fund) 

Risk 4b 16 6 

Failure to sustain an engaged and effective workforce 

Failure to recruit and retain high quality staff in specific areas Risk 5 16 8 

Failure to effectively control pay and agency costs Included Risk 
5 

16 9 

Inadequate staffing levels in maternity service No 9 4 

Failure to achieve midwife supervision ratios No 12 4 

Insufficient provision of training, appraisals and development No 9 3 

Failure to achieve the required transformation of services 

Failure to deliver improvements to out of hours care – Care 24/7 Risk 6a 12 4 



Oxford University Hospitals October 2014 Integrated Business Plan 

Chapter 7 – Risk  161 

Risk 
Modelled In 
Downside? 

Risk 
Score at 
17/9/14 

Target 
Risk Score 

Tie failure between EPR and CRIS leads to data inaccuracy and non-
delivery of planned savings 

Risk 6b 9 3 

Inability to meet Trust need for capital investment 

Failure to obtain capital financing loans Risk 7a 
12 6 

Shortfall in charitable donations for radiotherapy developments Risks 7b 

 

7.11 It should be noted that the chart above is not a comprehensive list of every risk within the Trust’s 
Corporate Risk Register (CRR).  Rather, it provides a summary of those issues that present a significant 
long term risk to the achievement of the Trust’s strategic objectives. 

7.12 The CRR also includes risks escalated from Divisional or corporate directorate risk registers that have 
been included for specific implementation and active monitoring by the Trust Management Executive 
over a shorter time period.  For example, in May 2013 the Trust had a risk relating to the management 
of its bed and mattress stock included on the CRR, with this risk being actively managed at a corporate 
level to ensure that the replacement bed stock and works to improve the environment in the bed 
store were completed within the expected timescale. Similarly, other risks have been added to the 
Corporate Risk Register and de-escalated once Trust-wide issues have been resolved. 

Failure to maintain quality patient services  

7.13 This encompasses risks that threaten the delivery of agreed patient safety, patient experience and 
effectiveness priorities as set out in the Quality Strategy, with a consequent impact on clinical care, 
patient safety and reputation.  Poor service quality would include failure to deliver the quality aspects 
of contracts with commissioners and potential breaches of CQC regulations. 

7.14 Risks identified in the table above include the risk of inaccurate reporting and poor data quality due to 
failings in the radiology Picture Archiving and Communication System (PACS).  This problem results in 
significant delays in loading images, impacting on the effectiveness of MDTs and in addition there are 
situations where the incorrect image may be displayed.  This clearly presents a significant risk of 
clinical error and an impact on patient safety.  It is being managed by the PACS team and has been 
escalated to the system provider with a system upgrade in April 2014.  Contingency plans of manual 
checks and the use of modality workstations for reporting are in place. 

7.15 Patient transportation has been identified as a risk due the impact that deficiencies in the service have 
on patient experience with  patients left waiting for transport to arrive and subsequently late for 
appointments and because of the impact on patient safety of delays in dialysis.  South Central 
Ambulance Service NHS Foundation Trust (SCAS) are the third party providers of transportation under 
contract to the CCGs in Swindon and Oxfordshire.  Regular meetings take place to influence service 
quality and to improve contractual arrangements with a long term plan for contracts to be held 
between Trust and Service Provider. 

7.16 Annual national inpatient diabetes audit benchmarks and local information compared with national 
data highlighted concerns in relation to the Trust’s care of inpatients with diabetes.  Specifically these 
were in relation to high levels of medication errors, low involvement of diabetes specialists in care, 
and high rates of hypoglycaemia amongst inpatients.  The Trust held a risk summit dedicated to these 
issues and is implementing the ‘Think Glucose’ approach across the Trust.  An action plan for 
improvement is under regular review by TME. 

7.17 Large demand for spinal surgery coupled with the scaling back of services elsewhere has resulted in 
long delays in the Trust’s Spinal Service.  This has left OUH unable to deliver care within national 
access standards, creating an impact on both patient experience and delivery of performance 
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standards.  These pressures are being addressed through the appointment of two additional surgeons, 
the outsourcing of routine work to other providers and the temporary closure of the service to new 
referrals outside the Thames Valley, Brackley and Byfield region. 

7.18 The need to deliver and maintain safe staffing levels, including out of hours cover, is at the forefront 
of maintaining a high quality of care to patients.  OUH has focused on using the most appropriate 
evidence-based tool (Safer Nursing Care Tool) to calculate patients' levels of acuity and dependency.  
The Trust triangulates these data with professional judgement from its senior nursing teams to 
determine the appropriate safe levels of staff for its clinical areas.  Daily real time monitoring of safe 
staffing levels on all sites is being implemented with an electronic tool in use by ward staff and 
reporting of staffing levels occurs at meetings on all four sites with twice daily email escalation.  The 
above supports reporting to the Board which includes the status of nurse staffing levels.  Future plans 
include the development of an electronic tool to measure acuity. 

7.19 Linked to safe staffing levels is the risk that excessive use of agency staff may pose a risk to the quality 
of service delivered as a result of a failure to provide adequate staffing trained at an appropriate level 
and to achieve continuity in the standard of care.  Both local and overseas recruitment campaigns are 
underway to reduce the Trust’s reliance on agency staffing.  To mitigate risks the Trust uses only 
recognised agencies to ensure competencies are assessed and the local induction of agency staff is 
documented according to Trust policy. 

7.20 Whilst the Oxfordshire contract for the 14/15 financial year protects the Trust from a loss of income as 
a result of the non-attainment of local CQUIN targets (though those relating to specialist services still 
apply), the Trust will need to continue to work to ensure that these are delivered so as not expose 
itself to financial risk in future years. 

7.21 The risk that delivery of cost improvement programmes (CIPs) may impact on service quality has also 
been considered.  This risk was de-escalated from the Corporate Risk Register as the current process 
was felt to be robust.  The Trust requires that an assessment is made of the potential impact of 
workforce plans and CIPs on quality through review and agreement by the Chief Nurse and the 
Medical Director to ensure that deleterious proposals are rejected.  This process is fully embedded 
and working across the Trust. 

7.22 Failure to manage risks in relation to quality could also increase the likelihood of other risks being 
realised.  Failures to maintain quality and their impact on reputation could lead to a loss of activity 
through patient choice if patient experience deteriorates, and could also affect the recruitment and 
retention of staff.  The latter could in turn increase the requirement for bank and agency usage which 
presents a risk to the quality of care delivered by these temporary staff as well as increased costs.  
Similarly, a financial impact may be felt should lapses in service quality result in a failure to achieve 
CQUIN targets and a resultant loss of income, although this risk is excluded from the Oxfordshire 
contract for the 2014/15 financial year only. 

7.23 Overall mitigations to quality risks include a focus on meaningful benchmarks for quality with regular 
review at Trust and Divisional levels.  Specifically, the NHS Operating Framework notes the need for 
trusts to examine, understand and explain their Summary Hospital Mortality Indicator (SHMI) figures 
and to act where performance is falling short.  Mortality figures are regularly considered by the 
Clinical Outcome Review Group as highlighted in Chapter 9. 

7.24 The implementation of Delivering Compassionate Excellence and Listening into Action (described in 
Chapter 8) help to embed change and, together with the delivery of the Trust’s Quality Strategy, will 
mitigate risks to quality.  These will also facilitate cultural change to reinforce the actions and policies 
that sustain high quality services.  In addition, the implementation of a Trust-wide patient feedback 
management system will provide a mechanism to identify and prompt timely action to address 
emerging issues. 

7.25 Establishing a network for innovation and operational clinical networks (see Chapter 4) will deliver 
benefits in maintaining and improving quality of outcomes and patient experience whilst assisting in 
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sustaining and growing specialist services. The Trust has worked with local partners to create the 
Oxford AHSC and Oxford AHSN (described in Chapter 5).  

Failure to maintain financial sustainability 

7.26 A significant element of the risk of failure to maintain financial sustainability is that of not achieving a 
level of cost improvement plans (CIPs) that are sufficient to make the financial plans viable.  This 
includes a failure to control pay and agency costs as well as the risk that an insufficient proportion of 
CIPs deliver savings recurrently. 

7.27 An additional financial risk is the possibility that pension cost pressures may not be funded in the 
national tariff, requiring additional mitigating measures in the future to meet an increased implied 
efficiency. 

7.28 A risk also exists that the timing of calls upon Research and Development funding could impact upon 
the Trust’s cash balances on the Statement of Financial Position. 

7.29 A further risk which has been assessed is the impact of further specialist services for which the Trust 
currently negotiates a local tariff being covered in future by a national one.  This is on the basis that 
such pricing is likely to be even more stringent in driving efficiencies to keep costs within tariff. 

7.30 The Trust has also modelled the risk of changes to the urgent care tariffs, such that a proportion of 
non-elective activity is transferred from Payment by Results to block contract arrangements.  This 
transfers the risks associated with activity growth to the provider. 

7.31 Mitigation of these risks is mainly underpinned by ensuring the development of a robust, long term 
CIP programme with Divisional ownership and sufficient programme office support.  This should 
include service redesign to make pathways more efficient and is likely to move delivery of some 
services outside of the Trust. This programme is subject to a rigorous performance management 
regime and the quality impact assessment process as outlined above and in Chapter 6. 

7.32 Ultimately plans will need to be developed for additional mitigating measures to be held as 
contingencies, including ‘radical’ strategic disinvestments such as site rationalisation and the sale of 
assets. 

Failure to maintain operational performance 

7.33 Failures to meet national access standards have a significant impact on patient experience and on the 
Trust’s income and expenditure.  Penalties for breaches of contractual standards have increased 
significantly in value from 1 April 2014 although, as for CQUINs, this risk is excluded from the 
Oxfordshire contract for the 2014/15 financial year only. 

7.34 The challenges and actions associated with OUH meeting access standards are outlined in Chapter 2.  

7.35 Oxfordshire’s high number of delayed transfers of care has presented a long-standing challenge and 
has a significant impact on the flow of patients through the acute system. This in turn has a direct 
effect on the Trust’s performance in relation to the national Emergency Department four hour waiting 
time target.  Mitigations include the further development of the Trust’s Supported Hospital Discharge 
Service.  The Trust will also undertake further collaborative work with Oxford Health on integrated 
care pathways as described in Chapter 5.  The Trust is undertaking targeted work to improve patient 
flow, strengthen leadership and to release downstream beds. It has also set up a Discharge Assurance 
Group to review its own operational processes to support the best possible flow of patients through 
OUH’s services. 

7.36 The Trust must also maintain rapid access to cancer treatment and meet the national referral to 
treatment time standards for elective care.  Work to improve access in both areas of care is described 
in Chapters 3 and 5.  The Trust’s plan to address its waiting list backlog will see Trust-wide standards 
for referral to treatment time recover during 2014.  This plan has been discussed and agreed with key 
commissioners and the NHS Trust Development Authority (TDA) and is intended to meet the national 
standards and to maintain waits at a sustainable level for the future. 
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Failure to achieve sustainable contracts with commissioners 

7.37 Although contracts are in place for 2014/15, failure to agree sustainable contracts with commissioners 
in future years would impact on the assumptions in the LTFM and the affordability of services for the 
health economy as a whole.  Contracts will need to be affordable for commissioners whilst also 
including activity levels sufficient for OUH and its commissioners to meet waiting time standards. 

7.38 This requires clear and consistent plans across the healthcare system and that the Trust is able to 
respond nimbly to requirements to flex its capacity upwards or downwards.  Dialogue continues to 
identify, agree and progress actions that reduce risks for commissioners and to address issues of 
demand management and affordability.  However, the Trust has continued to see an increase in 
activity levels that has a financial impact on its commissioners. 

7.39 It is recognised that Oxfordshire CCG’s constrained financial position will continue to present a 
challenge in delivering sustainable contracts and that the ‘Better Care Fund’ further reduces 
commissioner flexibility in allocating funding. 

7.40 For 2014/15 the ‘cap and collar’ contract arrangement agreed with Oxfordshire CCG presents a risk to 
OUH should activity grow beyond the point where it becomes unfunded.  However, during 2014/15 
the Trust is protected against exposure to the risk of performance and CQUIN penalties for 
Oxfordshire activity although this is an interim measure and a fully compliant contract is anticipated 
for 2015/16.  Trends from recent years indicate a risk that non-elective and A&E activity levels will rise 
ahead of commissioner plans, creating continuing financial pressure for the local healthcare economy. 

7.41 Pressures also exist in specialised service contracting with NHS England, OUH’s largest commissioner 
by contract value. 

7.42 Mitigations include internal performance controls and continuing liaison with commissioners to 
develop contingencies where required.  The relationship with commissioners is actively monitored 
through commissioner alignment meetings. 

7.43 Where demand management successfully reduces activity, the Trust needs to be prepared to actively 
remove stranded costs and recognises that delays in removing any stranded fixed costs pose a risk to 
its own financial performance. 

Failure to sustain an engaged and effective workforce 

7.44 Risks related to workforce include the failure to secure a high quality workforce supply in an 
international job market.  This applies particularly to specific areas where recruitment has proved 
difficult.  It is recognised that relatively high levels of employment locally and an improving economic 
position in the region may necessitate an increase in pay costs if such a workforce is to be retained.  
Failure to manage this will impact on other risks such as the maintenance of quality and the patient 
experience, the successful delivery of CIPs and the Trust’s ability to provide activity levels that meet its 
income plans. 

7.45 Challenges in relation to recruitment and retention will also impact on the risks of high agency usage 
outlined above.  As well as presenting a risk to quality of care this also threatens the Trust’s ability to 
control pay costs. 

7.46 The adoption of dedicated recruitment campaigns and a rolling programme of recruitment will 
mitigate these risks.  As outlined above, the Trust is engaging in both local and international 
recruitment campaigns.  A new Recruitment and Retention Strategy is currently in development linked 
to improved recruitment processes. 

7.47 A specific risk is the potential for poor staffing levels within the Maternity Service.  Peaks in workload 
are managed using on call hospital and community staff creating an impact on the community service 
such that postnatal visits and clinics are delayed or cancelled and continuity of care is affected.  Staff 
may also be at increased risk of stress and related issues as a result.   

7.48 A related issue is failure to recruit Supervisors of Midwives at a ratio of 1:15 as recommended by the 
Nursing and Midwifery Council which generates a risk of inadequate support to junior midwifery staff. 
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7.49 Recruitment of midwives is under way, with a specific campaign to recruit more midwives to the 2014-
15 intake.  Interim mitigating actions are the use of staff on zero hours contracts to cover shifts and 
the use of Birth Rate + to monitor the acuity of patients against staffing levels. 

7.50 A further risk highlighted through the staff survey is insufficient provision of effective appraisals and of 
appropriate education and development opportunities.  This is likely to reduce staff motivation and 
morale whilst increasing turnover, exacerbating issues outlined above.  An electronic process for 
recording appraisals is now in place to ensure consistency of approach with a multi-professional 
Education and Training Strategy to be established. 

7.51 OUH will need to be aware of the risk that a failure to engage staff and trade unions in change 
management could result in increased industrial action, and so to engage in effective communication 
and partnership working with trade union representatives and staff. 

7.52 Mitigation plans to deal with these risks include an active staff engagement programme and the 
implementation of the Trust’s values through recruitment and appraisal processes.  Strong Board and 
Divisional leadership will be supported by leadership development and education to enable effective 
working and change orientation.   

Failure to deliver the required transformation of service delivery 

7.53 Transforming the way in which the Trust delivers services is essential to ensuring its success over the 
coming years. OUH recognises that there is a range of risks to delivering the required transformation. 

7.54 A specific example is the need to deliver the Care 24/7 Project to improve out of hours care to address 
the risks that exist due to multi-site working and super-specialization should there be inadequate 
team working out of hours.  This can result in poor patient experience and suboptimal clinical 
outcomes.  A series of risk summits have been held to agree principles and identify solutions for each 
site with the Care 24/7 Programme in place and monitored via TME.  A series of work streams have 
been developed and the programme is managed by the Associate Director of Clinical Services.  The out 
of hours rota is now available via the Intranet to improved communication.  

7.55 A further example is the failure of data accuracy due to implementation of the Electronic Patient 
Record (EPR) where there is a deficiency in the link between EPR and CRIS.  The Trust’s current 
financial plans assume efficiency savings as a result of this development.  The current failures can 
result in referrals not being entered accurately or processed to the correct referrer and to 
examinations not being booked and reports not sent to the appropriate referrer.  To mitigate this 
impact Radiology is reporting all failures for resolution and will not reject requests without first 
contacting the clinician to discuss.  Meetings are on-going to discuss the failures with CRIS and to 
ensure a pathway between EPR and CRIS.  

7.56 In order to achieve the level of change that will be necessary, the Trust will develop a flexible, open 
and innovative organisational culture consistent with its values and maintain a focus on longer term 
planning, removing barriers to the implementation of new models of care.  It will also be important 
that the Trust maximises clinical advantages from EPR, where possible.  

7.57 The risks of not doing so impact on the patient experience and on operational performance and could 
affect the ability of services to achieve long term sustainability.  Mitigation will require the delivery of 
a phased programme of change, with active staff engagement (as mentioned in risk 5 above), with 
clear accountability and management arrangements built around strong governance and assurance 
processes. 

Failure to deliver required capital investment 

7.58 In order to deliver its strategic goals whilst maintaining and developing its infrastructure so as to 
continue to provide safe and high quality services, the Trust will need to commit to a significant level 
of capital investment over the period covered by the Integrated Business Plan.  It is recognised that 
there is a risk that the organisation will have insufficient capital to finance these various requirements. 
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7.59 Specific risks underlying this concern include a failure to obtain capital loans to the required level and 
the failure to obtain charitable funding to support projects where this is currently anticipated. 

7.60 This risk is mitigated by a prudent business planning approval process to ensure that programmes of 
investment are based on a strong financial case and that investments are justified.  In addition the 
Trust Board needs a clear overview of all investments to ensure that these are appropriately 
scheduled to ensure affordability over time. 

 

Financial implications 

7.61 The Trust works to mitigate each of the key risks described above in specific terms.  The following 
assessment focusses on those elements of the risks which have a clear and measurable financial 
component and therefore have similarly quantifiable mitigations. 

7.62 The first table overleaf summarises the financial impact of each Downside risk (that has a clear and 
measurable financial component) on the combined Downside scenario.   

7.63 The second table summarises the impact of applying individual mitigations specific to each risk (where 
they can be applied) on the mitigated Downside scenario.   

7.64 The third table summarises the impact on the mitigated Downside scenario of applying a set of 
further, more radical, global mitigation measures. 

 

 

 

 
Dr Raman Uberoi, Consultant Radiologist, with interventional radiology equipment 
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Summary of impact on Base Case of each individually modelled risk after applying probabilities in the Downside scenario 

 

        Retained Surplus     

  
 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 

Base case 8.1  9.7  11.6  11.1  10.4  10.0  

  
      

  

Individual Impact of Unmitigated Downsides * 
     

  

  Failure to maintain quality of patient services - CQUIN -0.7  -2.4  -2.4  -2.4  -2.5  -2.5  

  Failure to maintain quality of patient services - Staff ratios 0.0  -3.3  -3.4  -3.5  -3.5  -3.6  

  Failure to maintain financial sustainability - CIP 0.0  -6.5  -11.5  -16.2  -21.3  -27.2  

  Failure to maintain financial sustainability - Pension costs (tariff) 0.0  -4.9  -14.1  -14.4  -14.7  -15.0  

  Failure to maintain financial sustainability - R&D -0.0  -0.0  -0.0  -0.0  -0.0  -0.0  

  Failure to maintain financial sustainability - Specialist services tariff 0.0  -2.7  -2.8  -2.8  -2.9  -2.9  

  Failure to maintain financial sustainability - Urgent care tariff 0.0  -1.8  -2.4  -3.0  -3.6  -4.2  

  Failure to maintain operational performance – delayed transfers of care 0.0  -4.4  -4.5  -4.6  -4.8  -4.9  

  Failure to maintain operational performance - Penalties -0.7  -2.1  -2.1  -2.1  -2.1  -2.1  

  
Failure to achieve sustainable contracts with commissioners – activity above 
plan 0.0  -0.4  -0.9  -1.4  -2.0  -2.6  

  Failure to achieve sustainable contracts with commissioners - Affordability 0.0  -5.0  -7.9  -9.1  -9.1  -9.0  

  
Failure to sustain an engaged and effective workforce - Recruitment and 
retention (agency pressures) 0.0  -1.5  -2.3  -3.1  -4.0  -5.0  

  Failure to deliver required transformation of services - Care 24/7 0.0  -1.6  -2.5  -3.3  -4.3  -5.2  

  Failure to deliver required transformation of services - EPR (CRIS) 0.0  -3.5  -3.6  -3.8  -3.9  -4.0  

  Inability to meet Trust need for capital investment - capital loans 0.0  -0.0  0.1  0.4  0.4  0.3  

  Inability to meet Trust need for capital investment - Radiotherapy donations 0.0  0.0  -2.2  -1.5  -0.6  -0.0  

  Interest receivable/(payable) on adjusted cash balance -0.0  -0.1  -0.5  -2.5  -4.7  -7.2  

  Other combining effects 0.0  0.1  0.5  0.7  0.9  1.7  

Total impact of all downsides -1.4  -40.2  -62.6  -72.8  -82.5  -93.3  

  
      

  

Total downside case 6.8  -30.5  -51.0  -61.7  -72.1  -83.2  
 

*After applying a probability for each risk crystallising in the Downside scenario as set out on page 179. 
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Summary of impact on Downside Case after applying specific mitigations against each risk in the mitigated Downside scenario 

 

Total downside case 6.8  -30.5  -51.0  -61.7  -72.1  -83.2  

  
 

0.0  0.0  0.0  0.0  0.0  0.0  

Impact of individual Mitigations * 
     

  

  Failure to maintain quality of patient services - CQUIN 0.0  -0.3  0.9  0.9  0.9  0.8  

  Failure to maintain quality of patient services - Staff ratios 0.0  0.0  0.0  0.0  0.0  0.0  

  Failure to maintain financial sustainability - CIP 0.0  1.6  5.8  8.3  11.0  14.5  

  Failure to maintain financial sustainability - Pension costs (tariff) 0.0  0.0  0.0  0.0  0.0  0.0  

  Failure to maintain financial sustainability - R&D 0.0  0.0  0.0  0.0  0.0  0.0  

  Failure to maintain financial sustainability - Specialist services tariff 0.0  0.0  0.0  0.0  0.0  0.0  

  Failure to maintain financial sustainability - Urgent care tariff 0.0  0.0  0.0  0.0  0.0  0.0  

  Failure to maintain operational performance – Delayed transfers of care 0.0  0.0  0.0  0.0  0.0  0.0  

  Failure to maintain operational performance – Penalties 0.0  -0.2  0.8  0.8  0.7  0.7  

  Failure to achieve sustainable contracts with commissioners – Activity above plan 0.0  0.0  0.4  0.6  0.8  1.1  

  Failure to achieve sustainable contracts with commissioners - Affordability 0.0  0.0  1.9  4.1  6.3  6.6  

  
Failure to sustain an engaged and effective workforce - Recruitment and retention 
(agency pressures) 0.0  -0.3  0.5  1.3  2.2  3.1  

  Failure to deliver required transformation of services - Care 24/7 0.0  -0.4  0.7  1.5  2.4  3.3  

  Failure to deliver required transformation of services - EPR (CRIS) 0.0  -0.4  3.6  3.8  3.9  4.0  

  Inability to meet Trust need for capital investment - capital loans 0.0  0.0  0.0  0.0  0.0  0.0  

  Inability to meet Trust need for capital investment - Radiotherapy donations 0.0  0.0  0.0  0.0  0.0  0.0  

  Interest receivable/(payable) on adjusted cash balance 0.0  -0.0  0.2  0.7  1.5  2.5  

  Combining effects 0.0  0.0  -0.0  -0.1  -0.1  -0.8  

Total impact of all individual mitigations 0.0  0.1  14.8  21.9  29.6  35.6  

  
      

  

Total mitigated case 6.8  -30.4  -36.2  -39.8  -42.5  -47.6  

 

*After applying a probability for each risk crystallising in the Downside scenario as set out in the table on page 179. 
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Summary of impact on mitigated Downside Case after applying wider global mitigations in the Downside scenario 

 

Total mitigated case (£m) 6.8  -30.4  -36.2  -39.8  -42.5  -47.6  

  
 

0.0  0.000  0.000  0.000  0.000  0.000  

  Global mitigations  
     

  

   - staffing measures 1.3  16.9  18.5  20.0  20.5  21.0  

   - telemedicine 
 

1.5  1.5  1.6  1.6  1.7  

   - estates rationalisation 
 

2.4  2.4  4.7  7.1  7.4  

   - sale of premises 
  

2.5  
  

  

   - car parking charges 
 

0.6  0.6  0.6  0.6  0.6  

   - procurement & medicines management 
 

1.6  2.8  2.9  4.2  4.5  

   - commercialization of partnerships 
  

2.3  2.3  2.4  2.4  

   - other operating expenditure measures 
 

8.7  7.4  8.2  9.1  12.1  

   - deferred income 
 

2.0  2.0  2.0  
 

  

   - capital expenditure (and depreciation) 
 

1.3  3.3  3.7  3.7  3.7  

   - Interest receivable/(payable) on adjusted cash balance 0.0  0.1  0.3  1.7  3.1  4.7  

   - combining effects 0.0  0.1  0.0  0.1  0.1  -0.3  

Total global mitigations 1.3  35.2  43.7  47.8  52.5  57.7  

  
      

  

Total downside with global mitigations 8.0  4.8  7.5  8.0  9.9  10.1  
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Sensitivity analysis on the key risks 

7.65 This section examines the potential sensitivity of the Trust’s income, cost and cash projections to the 
risk management of the scenarios set out above.  The financial model that underpins this IBP is 
posited on the Base Case scenario. This represents the Trust’s assessment of the most likely future 
outlook and is built on: 

 Growth and inflation assumptions that seek to recognise the difficult current economic climate. 

 Current views on changing demand and market share, including forecast demographic changes, 
commissioner plans, and specific targeted growth in some defining and specialist service 
developments as set out in Chapters 5 and 6. 

7.66 Sixteen sensitivities have been modelled to examine key aspects of financial risk within the seven risk 
areas outlined earlier in this chapter.  These sensitivities are described in the tables below along with 
the impact each has, before mitigations are applied, on the income and expenditure position, cash 
balances, liquidity and the Continuity of Service Risk Rating (CSRR). 

 
 

 
 

 

Base Case

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 9.7 11.6 11.1 10.4 10.0

Cash at bank at year-end £M 81.0 84.1 87.8 87.9 89.9 88.1

Liquidity days -8.8 -5.6 -3.6 -4.0 -4.0 0.5

Continuity of Service Risk Rating 1–4 2 3 3 3 3 4

I&E surplus margin % 0.9% 1.1% 1.2% 1.2% 1.1% 1.0%

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 7.3 7.0 8.9 8.4 7.7 7.3

Cash at bank at year-end £M 80.3 80.7 81.7 79.0 78.2 73.7

Liquidity days -8.8 -5.9 -5.1 -6.5 -7.6 -4.1

Continuity of Service Risk Rating 1–4 2 3 3 3 2 3

I&E surplus margin % 0.8% 0.8% 0.9% 0.9% 0.8% 0.7%

Impact before mitigation

Description of sensitivity

Failure to maintain quality of patient services (reduction CQUIN)

Impact on LTFM

Loss of one-third of total planned CQUIN income (£16.2M) from 2015/16.  This reduces overall PCA income by £2.7M, 

doubling the existing annual provision in the Basecase.  (Impact on 2014/15 assumes a position £800k w orse over the 

second half of the year for Non-OCCG share).

1a. Failure to maintain quality of patient services - partial loss of CQUIN
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2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 3.0 4.7 4.1 3.4 2.9

Cash at bank at year-end £M 81.0 77.4 74.2 67.4 62.3 53.4

Liquidity days -8.8 -5.5 -6.4 -9.4 -12.2 -10.2

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 0.3% 0.5% 0.4% 0.3% 0.3%

1b. Failure to maintain quality of patient services - staff ratios

Description of sensitivity

Failure to maintain quality of patient services (CQC staff ing ratios and specialist derogations pressures)

Impact on LTFM

Pressure to invest in additional pay costs (at agency premium rates) averaging £6.5M, being 1.4% of substantive staff 

costs (1% WTE + 40% premium), for each year from 2015/16.

Impact before mitigation

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 -3.3 -11.4 -21.4 -32.1 -44.4

Cash at bank at year-end £M 81.0 71.6 52.3 20.1 -20.3 -76.3

Liquidity days -8.8 -5.5 -8.9 -18.1 -30.2 -40.8

Continuity of Service Risk Rating 1–4 2 3 2 1 1 1

I&E surplus margin % 0.9% -0.4% -1.2% -2.2% -3.3% -4.5%

Description of sensitivity

Failure to maintain f inancial sustainability - risk of failure to deliver the required level of Divisional savings

2a. Failure to maintain financial sustainability - CIP

Impact on LTFM

Failure in each forw ard year of half the CIP plans and a one-year delay in other half of CIP plans in clinical Divisions 

resulting in an increase in operating expenditure of £12.6M in 2015/16 accumulating to £48M in 2019/20.

Impact before mitigation
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2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 4.8 -2.5 -3.3 -4.3 -4.9

Cash at bank at year-end £M 81.0 79.5 69.5 54.7 41.9 25.1

Liquidity days -8.8 -5.6 -5.7 -11.7 -17.4 -18.3

Continuity of Service Risk Rating 1–4 2 3 3 2 2 2

I&E surplus margin % 0.9% 0.5% -0.3% -0.4% -0.4% -0.5%

Impact on LTFM

A reduction in the Base case tariff assumption by 0.7% in 2015/16 and 1.3% in 2016/17, being the value associated w ith 

expected additional employers' pension contribution rates and NIC costs due to proposed pension changes (if not funded 

as a national pressure in tariff), resulting in a nominal reduction of NHS acute activity income of £4.9M in 2015/16 rising to 

£14.1M from 2016/17.

2b. Failure to maintain financial sustainability - pension costs (tariff downside)

Impact before mitigation

Description of sensitivity

Failure to maintain f inancial sustainability - pensions pressures not funded in tariff 15/16 and 16/17 (Monitor tariff 

dow nside)

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 9.6 11.6 11.1 10.4 10.0

Cash at bank at year-end £M 68.0 71.1 74.7 74.8 76.7 74.9

Liquidity days -8.8 -11.2 -9.1 -9.3 -9.3 -4.7

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 1.1% 1.2% 1.2% 1.1% 1.0%

Impact on LTFM

A reduction in the cash balance of £13M in March 2015 due to the release of deferred income (> 1 year) in respect of 

R&D, resulting in a reduction in cash & w orking capital of £13M.

Impact before mitigation

2c. Failure to maintain financial sustainability - R&D

Description of sensitivity

Failure to maintain f inancial sustainability - timing of calls on R&D income impacts on Balance Sheet
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2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 4.2 6.0 5.4 4.7 4.3

Cash at bank at year-end £M 81.0 78.9 77.0 71.3 67.5 59.9

Liquidity days -8.8 -5.6 -5.9 -8.5 -10.7 -8.3

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 0.5% 0.6% 0.6% 0.5% 0.4%

2d. Failure to maintain financial sustainability - specialist services tariffs

Description of sensitivity

Failure to maintain f inancial sustainability - potential impact of transfer of specialist services (for example critical care) from 

local prices on to PbR tariff, w ith consequent f inancial impact.

Impact on LTFM

Net loss of income averaging £5.7M in real terms from 2015/16, being 10% of the planned income profile for Critical Care 

under local pricing.

Impact before mitigation

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 6.0 6.7 5.0 3.2 1.7

Cash at bank at year-end £M 81.0 80.7 79.5 73.4 68.2 58.1

Liquidity days -8.8 -5.6 -5.2 -7.4 -9.9 -8.0

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 0.7% 0.7% 0.5% 0.3% 0.2%

2e. Failure to maintain financial sustainability - urgent care tariffs

Description of sensitivity

Failure to maintain f inancial sustainability - potential impact of movement of non-elective tariffs from PbR onto block 

payments

Impact on LTFM

Net loss of income of £3.7M in real terms in 2015/16 rising to £8.6M in 2019/20, due to non-elective General Medicine in 

2015/16 moving on to a f ixed block contract (so no grow th in income to match the activity grow th in future years).

Impact before mitigation
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2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 3.8 5.5 4.9 4.1 3.6

Cash at bank at year-end £M 81.0 68.9 67.5 62.6 59.2 52.0

Liquidity days -8.8 -5.5 -10.0 -12.2 -14.1 -11.5

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 0.4% 0.6% 0.5% 0.4% 0.4%

Impact before mitigation

Description of sensitivity

Additional operating costs due to continuing activity for delayed transfers of care (risk that plans to reduce these delayed 

transfers do not succeed)

3a. Failure to maintain operational performance - DToC

Impact on LTFM

Additional operating costs equivalent to 80 beds (resulting from failure to reduce delayed transfers) £4.8M pa unfunded; 

additional capital costs of £10M in 2015/16 to address resultant w ard capacity requirements on the Churchill site, resulting 

in additional depreciation of £1M pa from 2015/16.

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 6.8 5.4 7.4 6.9 6.2 5.8

Cash at bank at year-end £M 79.9 78.8 78.3 74.0 71.7 65.7

Liquidity days -8.8 -6.1 -5.9 -7.9 -9.6 -6.6

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.8% 0.6% 0.8% 0.7% 0.6% 0.6%

3b. Failure to maintain operational performance - penalties

Description of sensitivity

Failure to maintain operational performance (consequent impact of penalties regime)

Impact on LTFM

Increased level of total penalties to £10.5M from 2015/16, based upon a dow nside analysis of each measure penalties 

apply against.  This reduces overall PCA income by £4.2M, increasing from the existing annual provision of £6.3M in the 

Base case.  (Impact on 2014/15 assumes a position £1.3M w orse over of the second half of the year for Non-OCCG 

share).

Impact before mitigation
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2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 7.9 8.0 5.5 2.5 -0.3

Cash at bank at year-end £M 81.0 82.3 82.3 77.1 71.2 59.1

Liquidity days -8.8 -5.5 -4.3 -6.1 -8.3 -6.7

Continuity of Service Risk Rating 1–4 2 3 3 3 2 3

I&E surplus margin % 0.9% 0.9% 0.8% 0.6% 0.3% 0.0%

4a. Failure to achieve sustainable contracts with commissioners - overperformance

Description of sensitivity

Failure to achieve sustainable contracts w ith commissioners - cost impact if  demand exceeds our activity plan

Impact on LTFM

Doubling of non-elective and A&E grow th from 2015/16 resulting in £3.3M additional marginal expenditure at premium 

agency rates (including 40% premium on pay costs), accumulating to £16.3M in 2019/20, partly offset by additional income 

of £1.7M in 2015/16 accumulating to £8.2M (at marginal rates for non-elective activity above 2008/09 levels).

Impact before mitigation

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 -0.3 -4.3 -7.2 -7.8 -8.0

Cash at bank at year-end £M 81.0 74.9 62.9 44.1 27.9 8.0

Liquidity days -8.8 -5.6 -7.8 -14.5 -21.7 -23.8

Continuity of Service Risk Rating 1–4 2 3 2 2 2 2

I&E surplus margin % 0.9% 0.0% -0.5% -0.8% -0.8% -0.8%

Impact on LTFM

Better Care Fund obligations affect abilitiy for OCCG to fund grow th in the OUH expenditure included in the Base case until 

2017/18 and results in the continuation of non-compliant contracts in 2015/16 and 2016/17.  The modelled cumulative 

impact on OUH's income & EBITDA is £10M in 2015/16, £16M in 2016/17, and reaching £18.5M in 2017/18.

Impact before mitigation

4b. Failure to achieve sustainable contracts with commissioners - CCG affordability

Description of sensitivity

Failure to achieve sustainable contracts w ith commissioners - f inancial risk of unfunded activity above contract from 

2015/16
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2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 3.8 2.5 -1.4 -5.7 -9.8

Cash at bank at year-end £M 81.0 78.2 72.8 60.5 46.4 24.8

Liquidity days -8.8 -5.5 -6.0 -9.9 -14.7 -16.2

Continuity of Service Risk Rating 1–4 2 3 3 2 2 2

I&E surplus margin % 0.9% 0.4% 0.3% -0.1% -0.6% -1.0%

5. Failure to sustain an engaged and effective workforce - recruitment and retention (agency pressures)

Description of sensitivity

Failure to improve recruitment and retention rates results in higher agency premium expenditure and impacts on the ability 

to deliver w orkforce CIP schemes

Impact on LTFM

Continuing levels of turnover and other w orkforce issues result in increased agency staff ing pressures, preventing 

achievement of w orkforce CIP schemes, increasing pay cost by £5.8M in 2015/16 accumulating to £17.8M in 2019/20.

Impact before mitigation

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 3.1 1.8 -2.2 -6.6 -10.9

Cash at bank at year-end £M 81.0 77.7 71.6 58.6 43.6 21.0

Liquidity days -8.8 -5.5 -6.3 -10.5 -15.6 -17.4

Continuity of Service Risk Rating 1–4 2 3 3 2 2 2

I&E surplus margin % 0.9% 0.3% 0.2% -0.2% -0.7% -1.1%

6a. Failure to deliver the required transformation of services - Care 24/7

Description of sensitivity

Failure to deliver Care 24/7 changes resulting in failure to achieve transformational CIP plans

Impact on LTFM

Increased operating costs of £6.5M in 2015/16 accumulating to £18.5M in 2019/20, due to failure of transformational CIP 

schemes.

Impact before mitigation
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2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 5.0 6.7 6.1 5.2 4.7

Cash at bank at year-end £M 81.0 79.5 78.3 73.7 70.5 63.3

Liquidity days -8.8 -5.5 -5.6 -7.8 -9.8 -7.2

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 0.5% 0.7% 0.6% 0.5% 0.5%

6b. Failure to deliver the required tarnsformation of services - EPR (CRIS) efficiency risks

Description of sensitivity

Failure to achieve the planned EPR (CRIS implementation) CIPs

Impact on LTFM

Increased operating costs of £4.5M pa from 2015/16, due to the failure of EPR (CRIS implementation) CIP schemes.

Impact before mitigation

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 9.7 11.9 11.9 11.1 10.7

Cash at bank at year-end £M 81.0 70.6 50.4 53.9 59.2 60.7

Liquidity days -8.8 -5.6 -8.9 -18.2 -16.6 -10.5

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 1.1% 1.3% 1.2% 1.1% 1.1%

7a. Inability to meet Trust needs for capital investment - capital loans finance

Description of sensitivity

Inability to meet Trust needs for capital investment - due to failure to obtain capital f inancing loans for the theatres and adult 

critical care schemes at the JR and the MK Radiotherapy satellite unit

Impact on LTFM

Failure to secure capital loans in 2015/16 and 2016/17 required to f inance three capital schemes totalling £38.5M results in 

corresponding reduction in cash balances and w orking capital.  (I&E is slightly improved as the as the reduction in interest 

payable exceeds loss of income receivable from positive cash balance but the liquidity rating is severely impaired).

Impact before mitigation
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Downside scenario analysis 

7.67 The sensitivities set out above to model the impact of the seven key risk areas in the Trust’s 
assumptions are aggregated together to form the Downside scenario.   

7.68 In aggregating the sensitivities a percentage probability has been applied to each to reflect the Trust’s 
assessment of the likelihood of each risk crystallising in a combined Downside scenario.  The 
probabilities against each risk arising in the combined Downside scenario are set out in the table 
below. 
 

Probabilities assigned to each risk in the Downside case 

Risk 
Probability of risk crystallising in 

downside case (%) 

Failure to maintain quality of patient services (Reduction in CQUIN) 90% 

Failure to maintain quality of patient services (staffing ratio pressures) 50% 

Failure to maintain financial sustainability - CIPs 50% 

Failure to maintain financial sustainability - pensions pressures (tariff 
downside 15/16 and 16/17) 

100% 

Failure to maintain financial sustainability - timing of calls on R&D 
income impacts on Balance Sheet 

10% 

Failure to maintain financial sustainability - specialist services tariffs 50% 

Failure to maintain financial sustainability - urgent care tariffs 50% 

Failure maintain operational performance - delayed transfers of care 75% 

Failure to maintain operational performance (impact of harsher penalties 
regime) 

50% 

Failure to achieve sustainable contracts with commissioners - activity 
above contract 

25% 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 9.7 9.4 9.6 9.8 10.0

Cash at bank at year-end £M 81.0 84.1 85.6 84.3 85.7 83.9

Liquidity days -8.8 -5.6 -3.6 -4.8 -5.5 -1.2

Continuity of Service Risk Rating 1–4 2 3 3 3 3 3

I&E surplus margin % 0.9% 1.1% 1.0% 1.0% 1.0% 1.0%

Impact before mitigation

Description of sensitivity

Inability to meet Trust needs for capital investment - risk of charitable donations shortfalls on the tw o Radiotherapy 

schemes

Impact on LTFM

Shortfall of donations requires acquistion of assets through capital expenditure.  This results in a loss of donations income 

against the retained surplus of £3.8M over 2016–19 (in real terms) and reduced cash balances.  [The break-even surplus 

w ould be reduced by the additional depreciation cost over the economic life of the asset]

7b. Inability to meet Trust needs for capital investment - Radiotherapy donations shortfall
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Probabilities assigned to each risk in the Downside case 

Risk 
Probability of risk crystallising in 

downside case (%) 

Failure to achieve sustainable contracts with commissioners - CCG 
affordability 

50% 

Failure to sustain an engaged and effective workforce - recruitment and 
retention (agency pressures) 

25% 

Failure to deliver the required transformation of services - Care 24/7 25% 

Failure to deliver the required transformation of services - EPR (CRIS) 
efficiency risks 

75% 

Inability to meet Trust needs for capital investment - capital loans 
finance 

50% 

Inability to meet Trust needs for capital investment - Radiotherapy 
donations shortfall 

100% 

 

7.69 This Downside case is summarised, before any mitigation, in the following table. 
 

 
 

 

7.70 As can be seen, if this Downside scenario were to materialise the Trust would need to implement a 
number of mitigation plans so that it retained: 

 its capacity to generate annual surpluses from its operations;  

 cash balances at a level allowing it to operate efficiently and meet all of its cash obligations, while 
maintaining some cash flexibility; and 

 a Continuity of Service Risk Rating of 3. 

7.71 To achieve this, the Trust would, where possible, implement a set of risk mitigation measures against 
each key risk.  These mitigating actions are shown in the tables below. 

 

 

 

 

 

 

 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 6.8 -30.5 -51.0 -61.7 -72.1 -83.2

Cash at bank at year-end £M 78.5 29.0 -40.6 -112.1 -190.5 -283.4

Liquidity days -8.8 -6.6 -26.3 -54.9 -80.5 -103.6

Continuity of Service Risk Rating 1–4 2 2 1 1 1 1

I&E surplus margin % 0.7% -3.4% -5.6% -6.7% -7.7% -8.6%

Impact before mitigation

Combined Downside - before mitigations
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7.72 The risk relating to failure to maintain quality of patient services has been modelled firstly through a 
sensitivity assessing failure to deliver all of the CQUIN targets (1a), resulting in an increase in the loss 
to 33% of the planned CQUIN for 2015/16 (£5.4m).67   

 
 

7.73 A second sensitivity (1b) has been modelled on failure to maintain appropriate safe staffing ratios and 
to meet specialist derogations with a consequent impact on patient services, with a consequent 
impact on pay costs of £6.5m (at premium agency rates) to address the impact on patient care. 

 
 

                                                           
67

 From the CQUIN provision of £2.7m already in the Base case from 2015/16. A lower CQUIN total risk of £3.5m has 
been modelled in 2014/15 only, due to the contract agreed with Oxfordshire CCG this year.  

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 7.3 6.7 9.9 9.4 8.6 8.2

Cash at bank at year-end £M 80.3 80.3 82.3 80.7 80.9 77.3

Liquidity days -8.8 -5.9 -5.2 -6.2 -6.9 -3.0

Continuity of Service Risk Rating 1–4 2 3 3 3 3 3

I&E surplus margin % 0.8% 0.7% 1.1% 1.0% 0.9% 0.8%

Impact after mitigation

Impact on LTFM

Loss of one-third of total planned CQUIN income (£16.2M) from 2015/16.  This reduces overall PCA income by £2.7M, 

doubling the existing annual provision in the Basecase.  Mitigation: additional investment to address areas of shortfall 

increases pay cost recurrently from April 2015 by £1.6M and eliminates ongoing dow nside CQUIN loss of £2.7M, restoring 

CQUIN income to its Basecase value.

1a. Failure to maintain quality of patient services - partial loss of CQUIN

Description of sensitivity

Failure to maintain quality of patient services (Reduction CQUIN)

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 3.0 4.7 4.1 3.4 2.9

Cash at bank at year-end £M 81.0 77.4 74.2 67.4 62.3 53.4

Liquidity days -8.8 -5.5 -6.4 -9.4 -12.2 -10.2

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 0.3% 0.5% 0.4% 0.3% 0.3%

1b. Failure to maintain quality of patient services - staff ratios

Description of sensitivity

Failure to maintain quality of patient services (CQC staff ing ratios and specialist derogations pressures)

Impact on LTFM

Pressure to invest in additional pay costs (at agency premium rates) averaging £6.5M, being 1.4% of substantive staff 

costs (1% WTE + 40% premium), for each year from 2015/16.  No direct mitigation (see global mitigation measures).

Impact after mitigation
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7.74 Failure to meet all of the CQUIN targets would need to be mitigated by making an additional recurrent 
investment of £1.6m in 2015/16 in additional staffing to tackle the areas causing the CQUIN targets to 
be missed.  It is anticipated that this would see standards met from 2016/17. 

7.75 The increased pay costs of £6.5m (at agency premium rates) required to address the risk of failure to 
maintain appropriate staffing ratios and to meet specialist derogations would need to be mitigated 
through further Trust wide (global) mitigating measures to offset the financial impact, as described 
later in this chapter. 

7.76 Risks relating to failure to maintain financial sustainability have been modelled firstly (2a) through a 
sensitivity on failure to deliver a proportion of the Divisional general efficiency savings for each of the 
five future years.  The risk modelling is based on a 12 month delay in implementing schemes and then 
only making 50% of the originally planned CIP value.  

 
 

7.77 A second sensitivity (2b) has been modelled on the pensions cost pressures in 2015/16 and 2016/17 
included in the Base Case not being funded within the tariff leading to an increased implied efficiency 
(downside tariff) requirement within a Downside case in those years. 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 0.0 0.3 -4.7 -10.1 -15.4

Cash at bank at year-end £M 81.0 74.8 67.1 51.3 32.8 5.6

Liquidity days -8.8 -5.5 -7.6 -12.4 -18.5 -21.5

Continuity of Service Risk Rating 1–4 2 3 2 2 1 2

I&E surplus margin % 0.9% 0.0% 0.0% -0.5% -1.0% -1.6%

2a. Failure to maintain financial sustainability - CIP

Impact on LTFM

Failure in each forw ard year of half and one-year delay in other half of CIP plans in clinical divisions results in an increase 

in operating expenditure of £12.6M in 2015/16 accumulating to £48M in 2019/20.  This is mitigated by accelerating 

transformational and other cross-cutting schemes to halve the dow nside impact from October 2015.

Impact after mitigation

Description of sensitivity

Failure to maintain f inancial sustainability - risk of failure to deliver the required level of Divisional savings
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7.78 A third sensitivity (2c) has been run to examine the impact on financial sustainability of bringing 
forward the timing of calls on deferred research and development income (of £13m) in the Statement 
of Financial Position, with the consequent impact on cash balances and the liquidity rating. 

 
 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 4.8 -2.5 -3.3 -4.3 -4.9

Cash at bank at year-end £M 81.0 79.5 69.5 54.7 41.9 25.1

Liquidity days -8.8 -5.6 -5.7 -11.7 -17.4 -18.3

Continuity of Service Risk Rating 1–4 2 3 3 2 2 2

I&E surplus margin % 0.9% 0.5% -0.3% -0.4% -0.4% -0.5%

2b. Failure to maintain financial sustainability - pension costs (tariff downside)

Description of sensitivity

Failure to maintain f inancial sustainability - pensions pressures not funded in tariff 15/16 and 16/17 (Monitor tariff 

dow nside)

Impact on LTFM

A reduction in the Base case tariff assumption by 0.7% in 2015/16 and 1.3% in 2016/17, being the value associated w ith 

expected additional employers' pension contribution rates and NIC costs due to proposed pension changes (if not funded 

as a national pressure in tariff), resulting in a nominal reduction of NHS acute activity income of £4.9M in 2015/16 rising to 

£14.1M from 2016/17.  No direct mitigation (see global mitigation measures).

Impact after mitigation

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 9.6 11.6 11.1 10.4 10.0

Cash at bank at year-end £M 68.0 71.1 74.7 74.8 76.7 74.9

Liquidity days -8.8 -11.2 -9.1 -9.3 -9.3 -4.7

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 1.1% 1.2% 1.2% 1.1% 1.0%

2c. Failure to maintain financial sustainability - R&D

Description of sensitivity

Failure to maintain f inancial sustainability - timing of calls on R&D income impacts on Balance Sheet

Impact after mitigation

Impact on LTFM

A reduction in cash balance by £13M in March 2015 due to the release of deferred income (>1 year) in respect of R&D, 

resulting in a reduction in cash & w orking capital of £13M.  Liquidity rating risk; no direct mitigation (see global mitigation 

measures).
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7.79 A fourth sensitivity (2d) has been run to examine the impact on financial sustainability of movements 
of specialist services from locally set tariffs to national Payment by Results tariff, with a consequent 
financial impact on the Trust’s income position and margin. 

 
 

7.80 A fifth sensitivity (2e) has been run to examine the impact on financial sustainability of the risk of 
movements in non-elective elderly care tariffs from national PbR tariff to local “block” contract 
arrangements, with a consequent transfer of risk relating to activity growth pressures to providers. 

 
 

7.81 The savings shortfall (in risk 2a) would need to be mitigated by bringing forward strategic 
transformational savings plans from future years.  It has been assumed that bringing forward these 
transformational plans this will only mitigate 50% of the shortfall.   

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 4.2 6.0 5.4 4.7 4.3

Cash at bank at year-end £M 81.0 78.9 77.0 71.3 67.5 59.9

Liquidity days -8.8 -5.6 -5.9 -8.5 -10.7 -8.3

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 0.5% 0.6% 0.6% 0.5% 0.4%

2d. Failure to maintain financial sustainability - specialist services tariffs

Description of sensitivity

Failure to maintain f inancial sustainability - potential impact of transfer of specialist services (for example critical care) from 

local prices on to PbR tariff, w ith consequent f inancial impact.

Impact on LTFM

Net loss of income averaging £5.7M in real terms from 2015/16, being 10% of the planned income profile for critical care 

under local pricing.  No direct mitigation (see global mitigation measures).

Impact after mitigation

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 6.0 6.7 5.0 3.2 1.7

Cash at bank at year-end £M 81.0 80.7 79.5 73.4 68.2 58.1

Liquidity days -8.8 -5.6 -5.2 -7.4 -9.9 -8.0

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 0.7% 0.7% 0.5% 0.3% 0.2%

2e. Failure to maintain financial sustainability - urgent care tariffs

Description of sensitivity

Failure to maintain f inancial sustainability - potential impact of movement of non-elective tariffs from PbR onto block 

payments

Impact on LTFM

Net loss of income of £3.7M in real terms in 2015/16 rising to £8.6M in 2019/20, due to non-elective General Medicine in 

2015/16 moving on to a f ixed block contract (so no grow th in income to match the activity grow th in future years).  No 

direct mitigation (see global mitigation measures).

Impact after mitigation
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7.82 If the pensions pressures were not funded in tariff (in risk 2b), leading to a higher implied efficiency 
requirement, then the Trust would need to advance some of the global mitigation plans described at 
paragraph 7.99 on the mitigated Downside case.   

7.83 No individual risk specific mitigations have been run against the third sensitivity (in risk 2c) on calls on 
deferred research and development income, on the fourth sensitivity on specialist services income 
risks (risk 2d), or against the fifth sensitivity on urgent care tariff risks (2e).  In these scenarios the 
Trust would need to bring forward cash preservation measures included in the global mitigation plans 
set out from paragraph 7.99. 

7.84 Risk relating to failure to maintain operational performance has been modelled firstly through a 
sensitivity relating to additional costs of £4.8m per annum from 2015/16 to continue to operate the 
equivalent of an additional 80 beds (four wards of patients) due to the failure to reduce delayed 
transfers of care (in risk 3a).   

7.85 The consequence of having to continue running an additional 80 beds to provide care for patients 
awaiting transfer would also require an estimated £10m one-off capital investment in ageing building 
stock on the Churchill site and consequent revenue implications.  This expenditure would be required 
to maintain patient treatment within a safe ward environment that meets modern standards.  No 
specific mitigation has been modelled but this scenario would need to be addressed by the global set 
of mitigation plans outlined from paragraph 7.99. 
 

 
 

7.86 A second sensitivity (risk 3b) has been run assessing failure to maintain performance standards in 
patient care with the resultant impact from the harsher contractual penalties regime from 2014/15 
with an additional £4.2m impact compared to the Base case.68  This is based upon analysis of the 
various components of penalties in the current financial year, including delivery of the A&E standard, 
delivery of RTT access targets69 and delivery of cancer targets. 

                                                           
68

 From the penalties provision of £6.3m already in the Base case from 2015/16. A lower penalties total risk of £5.6m 
has been modelled in 2014/15 only, due to the contract agreed with Oxfordshire CCG this year. 
69

 RTT targets for 18 weeks and also zero tolerance RTT waits over 52 weeks. 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 3.8 5.5 4.9 4.1 3.6

Cash at bank at year-end £M 81.0 68.9 67.5 62.6 59.2 52.0

Liquidity days -8.8 -5.5 -10.0 -12.2 -14.1 -11.5

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 0.4% 0.6% 0.5% 0.4% 0.4%

Description of sensitivity

Additional operating costs due to continuing activity for delayed transfers of care (risk that plans to reduce these delayed 

transfers do not succeed)

3a. Failure to maintain operational performance - DToC

Impact on LTFM

Additional operating costs equivalent to 80 beds (resulting from failure to reduce delayed transfers) £4.8M pa unfunded; 

additional capital costs of £10M in 2015/16 to address resultant w ard capacity requirements on the Churchill site, resulting 

in additional depreciation of £1M pa from 2015/16.  No direct mitigation (see global mitigation measures).

Impact after mitigation
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7.87 Failure to maintain performance standards with consequent financial penalties would require decisive 
mitigating action with a recurrent investment of £2.5m in 2015/16 in additional staffing to improve the 
quality of patient services.  This rapid action would be necessary to decisively tackle the potential 
reputational risk and associated loss of income at an early stage.  This mitigating action would then turn 
around performance from Q3 of 2015/16, reducing the levels of penalties applied against performance 
standards back to the level in the Base case. 

 
 

7.88 The risk shown below of failure to achieve sustainable contracts with Commissioners has been modelled 
firstly (4a) to examine the impact of OUH’s activity plans being exceeded, with a doubling of planned 
growth in non-elective and A&E activity from 2015/16 to 2019/20, compared to the Base Case LTFM, 
with consequent impact from marginal cost increases on pay at premium agency rates. 

 
 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 6.8 5.0 9.0 8.4 7.7 7.2

Cash at bank at year-end £M 79.9 78.1 79.2 76.7 75.9 71.3

Liquidity days -8.8 -6.1 -6.1 -7.4 -8.5 -5.0

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.8% 0.6% 1.0% 0.9% 0.8% 0.7%

3b. Failure to maintain operational performance - penalties

Impact after mitigation

Description of sensitivity

Failure to maintain operational performance (consequent impact of penalties regime)

Impact on LTFM

Increased level of total penalties to £10.5M from 2015/16, based upon a dow nside analysis of each measure penalties 

apply against.  This reduces overall PCA income by £4.2M, increasing from the existing annual provision of £6.3M in the 

Base case.  Mitigation: addional investment increases pay cost recurrently from April 2015 by £2.5M and eliminates 

ongoing dow nside penalties of £4.2M, restoring them to the Base case level.

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 7.9 9.6 7.9 5.8 3.9

Cash at bank at year-end £M 81.0 82.3 83.9 81.1 78.4 70.5

Liquidity days -8.8 -5.5 -4.3 -5.4 -6.7 -4.0

Continuity of Service Risk Rating 1–4 2 3 3 3 3 3

I&E surplus margin % 0.9% 0.9% 1.0% 0.8% 0.6% 0.4%

4a. Failure to achieve sustainable contracts with commissioners - overperformance

Description of sensitivity

Failure to achieve sustainable contracts w ith commissioners - cost impact if  demand exceeds our activity plan

Impact on LTFM

Doubling of non-elective and A&E grow th from 2015/16 resulting in £3.3M additional marginal expenditure at premium 

agency rates (including 40% premium on pay costs), accumulating to £16.3M in 2019/20, partly offset by additional income 

of £1.7M in 2015/16 accumulating to £8.2M (at marginal rates for non-elective activity above 2008/09 levels).  Mitigation is 

to increase recruitment of substantive staff to eliminiate premium costs from 2016/17.

Impact after mitigation
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7.89 Secondly, the risk of a failure to achieve sustainable contracts with commissioners has been modelled 
to examine the risk of a financial gap after 2014/15 for the next five years with Oxfordshire CCG, with 
the commissioner’s Better Care Fund (BCF) obligations resulting in a transfer away from acute 
provider funding to local authorities.  OUH’s share of this BCF impact has been estimated by the 
commissioners at £18.5m, and has been modelled as nil payment for any of the Base case OCCG 
growth until 2017/18 (the Trust still incurs the marginal cost impacts of the Base case activity growth 
projections relating to OCCG but without any additional income during this period).  This risk would 
have to be mitigated by the Trust taking demand management cost reduction measures to eliminate 
the marginal cost impact of this unpaid activity (after an initial 12 month delay).  While this risk has 
been modelled as part of a downside scenario, the Trust expects a compliant contract to apply in 
2015/16 (and in subsequent years), with all commissioners, in which we would continue to be paid for 
activity that did not move to a community or local authority setting.  The Base case reflects this 
compliant contract assumption with our commissioners. 

 
 

7.90 The risk relating to failure to sustain an engaged and effective workforce (risk 5) has been modelled 
through a sensitivity reflecting a potential financial impact from failure to reduce staff turnover levels 
and improve recruitment and retention of staff, resulting in continuing high levels of agency premium 
pay costs impacting on our ability to make future planned workforce related pay savings (accumulating 
to a £17.8m impact by 2019/20). 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 -0.3 -0.4 0.9 4.9 5.1

Cash at bank at year-end £M 81.0 74.9 66.8 55.8 52.1 45.4

Liquidity days -8.8 -5.6 -7.8 -13.1 -17.1 -14.4

Continuity of Service Risk Rating 1–4 2 3 2 2 2 2

I&E surplus margin % 0.9% 0.0% 0.0% 0.1% 0.5% 0.5%

4b. Failure to achieve sustainable contracts with commissioners - CCG affordability

Description of sensitivity

Failure to achieve sustainable contracts w ith commissioners - f inancial risk of unfunded activity above contract from 

2015/16

Impact on LTFM

Better Care Fund obligations affect abilitiy for OCCG to fund grow th in the OUH expenditure included in the Base case until 

2017/18 and results in the continuation of non-compliant contracts in 2015/16 and 2016/17.  The modelled cumulative 

impact on OUH's income & EBITDA is £10M in 2015/16, £16M in 2016/17, and reaching £18.5M in 2017/18.  Mitigated by 

cumulative Trust led demand management measures reducing activity and therefore marginal costs from 2016/17 (£3.7M) 

to 2018/19 (£11.1M)

Impact after mitigation
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7.91 This financial risk has been mitigated by a recurrent investment of £1.0m in implementing improved 

recruitment and retention measures, including increased training and exit interviews, to address causes 
of the high turnover level and reduce the consequent agency usage.  This then enables planned 
workforce savings to be made from 2016/17. 

7.92 The risk relating to failure to deliver the required transformation of services has firstly been modelled as 
a sensitivity relating to failure to deliver the Care 24/7 transformation project (risk 6a).  A lack of 
capacity to focus on the delivery of the planned transformational efficiency savings (£6.5m in 2015/16 
rising to £18.5m by 2019/20).  This has been mitigated by a recurrent investment in transformation 
capacity of £0.5m (and an additional non-recurrent £1.0m of expenditure to establish the 
transformation team in 2015/16 and gain initial impact).  This then ensures the capacity is in place to 
deliver the transformational efficiency savings after a one year delay from 2016/17. 

 
 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 2.8 4.6 3.9 3.0 2.4

Cash at bank at year-end £M 81.0 77.2 73.9 66.8 61.4 52.0

Liquidity days -8.8 -5.5 -6.4 -9.6 -12.4 -10.6

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 0.3% 0.5% 0.4% 0.3% 0.2%

5. Failure to sustain an engaged and effective workforce - recruitment and retention (agency pressures)

Description of sensitivity

Failure to improve recruitment and retention rates results in higher agency premium expenditure and impacts on the ability 

to deliver w orkforce CIP schemes

Impact on LTFM

Continuing levels of turnover and other w orkforce issues result in increased agency staff ing pressures, preventing 

achievement of w orkforce CIP schemes, increasing pay cost by £5.8M in 2015/16 accumulating to £17.8M in 2019/20.  

Mitigated by investing £1.0M recurrently from 2015/16 to resolve w orkforce issues and restore w orkforce CIP 

achievement from 2016/17.

Impact after mitigation

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 1.6 4.4 3.7 2.9 2.3

Cash at bank at year-end £M 81.0 76.2 72.7 65.5 59.9 50.4

Liquidity days -8.8 -5.5 -6.9 -10.1 -13.0 -11.2

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 0.2% 0.5% 0.4% 0.3% 0.2%

Impact after mitigation

Impact on LTFM

Increased operating costs of £6.5M from 2015/16, due to failure of transformational CIP schemes in that year.  Further 

failure from 2016/17 is mitigated by a non-recurrent investment of £1.0M in 2015/16 plus additional transformational support 

of £500k pa from 2015/16 onw ard.  This restores achievement of transformation CIP shemes from 2016/17.

6a. Failure to deliver the required transformation of services - Care 24/7

Description of sensitivity

Failure to deliver Care 24/7 changes resulting in failure to achieve transformational CIP plans
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7.93 The risk of failure to deliver the required transformation of services has been modelled secondly as a 
sensitivity relating to failure to deliver EPR and CRIS implementation savings (risk 6b).  A lack of capacity 
to focus on the delivery of the planned EPR efficiency improvements results in a £4.5m impact from 
2015/16 due to failure of the associated savings.  This has been mitigated by a non-recurrent 
investment in transformation capacity of £0.5m in 2015/16 to deliver the EPR efficiency savings from 
the start of 2016/17 after a one year delay. 

 

7.94 The risk of inability to meet the Trust’s needs for capital investment has been modelled in the Downside 
case firstly (7a) as a sensitivity relating to failing to get the three capital investment loans included in the 
Base case, totalling £38.5m70.  The impact on cash and liquidity from failing to obtain the capital 
investment loans would have to be addressed by cash preservation plans within the global mitigation 
measures set out below. 

                                                           
70

 These relate to JR theatres (£24m), adult critical care (£6m) and Milton Keynes radiotherapy satellite unit (£8.5m). 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 4.5 11.6 11.1 10.4 10.0

Cash at bank at year-end £M 81.0 79.0 82.6 82.7 84.6 82.8

Liquidity days -8.8 -5.5 -5.8 -6.1 -6.1 -1.6

Continuity of Service Risk Rating 1–4 2 3 3 3 3 3

I&E surplus margin % 0.9% 0.5% 1.2% 1.2% 1.1% 1.0%

6b. Failure to deliver the required tarnsformation of services - EPR (CRIS) efficiency risks

Description of sensitivity

Failure to achieve the planned EPR (CRIS implementation) CIPs

Impact on LTFM

Increased operating costs of £4.5M pa in 2015/16, due to failure of EPR (CRIS implementation) CIP schemes.  Mitigation: non-

recurrent investment of £500k in 2015/16 enables recovery of scheme in 2016/17.

Impact after mitigation
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7.95 The risk of inability to meet the Trust’s needs for capital investment has been modelled secondly (7b) as 
a sensitivity relating to failing to raise the £2.5m of charitable donations included in the business case 
for the Radiotherapy satellite unit in Swindon and also failing to raise the £1.3m of charitable donations 
included in the base case for the Radiotherapy satellite unit in Milton Keynes.  No specific mitigation has 
been modelled against this and global mitigation plans set out below would need to be brought forward 
to offset this financial impact. 

 
 

Mitigated Downside case 

7.96 The risk-specific mitigations shown above against each identified risk have then been combined in the 
partially mitigated Downside case after applying the percentage probabilities of each risk crystallising, 
shown on page 179 above.  

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 9.7 11.9 11.9 11.1 10.7

Cash at bank at year-end £M 81.0 70.6 50.4 53.9 59.2 60.7

Liquidity days -8.8 -5.6 -8.9 -18.2 -16.6 -10.5

Continuity of Service Risk Rating 1–4 2 3 3 2 2 3

I&E surplus margin % 0.9% 1.1% 1.3% 1.2% 1.1% 1.1%

Impact after mitigation

7a. Inability to meet Trust needs for capital investment - capital loans finance

Description of sensitivity

Inability to meet Trust needs for capital investment - due to failure to obtain capital f inancing loans for the theatres and adult 

critical care schemes at the JR and the MK Radiotherapy satellite unit

Impact on LTFM

Failure to secure capital loans in 2015/16 and 2016/17 required to f inance three capital schemes totalling £38.5M results in 

corresponding reduction in cash balances and w orking capital.  (I&E is slightly improved as the as the reduction in interest 

payable exceeds loss of income receivable from positive cash balance but the liquidity rating is severely impaired).  

Liquidity risk w ith no direct mitigation (see global mitigation measures).

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.1 9.7 9.4 9.6 9.8 10.0

Cash at bank at year-end £M 81.0 84.1 85.6 84.3 85.7 83.9

Liquidity days -8.8 -5.6 -3.6 -4.8 -5.5 -1.2

Continuity of Service Risk Rating 1–4 2 3 3 3 3 3

I&E surplus margin % 0.9% 1.1% 1.0% 1.0% 1.0% 1.0%

7b. Inability to meet Trust needs for capital investment - Radiotherapy donations shortfall

Description of sensitivity

Inability to meet Trust needs for capital investment - risk of charitable donations shortfalls on the tw o Radiotherapy 

schemes

Impact on LTFM

Shortfall of donations requires acquistion of assets through capital expenditure.  This results in a loss of donations income 

against the retained surplus of £3.8M over 2016–19 (in real terms) and reduced cash balances.  Liquidy risk; no direct 

mitigation (see global mitigation measures).

Impact after mitigation
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7.97 The partially mitigated Downside case is summarised in the table below.   

 
 

7.98 This partially mitigated Downside case (after specific mitigations against each individual risk modelled) 
leaves a requirement for further more radical recurrent mitigation plans to sustain a surplus each 
year, and return to a Continuity of Service Risk Rating of 3 in future years. 

7.99 Any organisation needs to have a set of more radical risk mitigation schemes in reserve, in the event 
of a Downside scenario arising.  The Trust is actively pursuing a set of further, more radical risk 
mitigations, such as taking further staffing measures, telemedicine, site rationalisation, reduction in 
space utilisation and sale of premises.   

7.100 Non-recurrent measures would be required in the initial period while some of the more radical 
mitigation plans were being implemented.  Specific mitigations would be required in the Downside 
scenario to preserve cash, particularly from the risks with a significant cash impact such as the risk of 
not obtaining the capital loans finance.  These mitigations would include cutting and deferring other 
areas of capital expenditure and firm working capital management to maintain cash in the Downside 
scenario. 

7.101 These more radical mitigations have been modelled in the combined Downside case (after specific 
mitigations against each individual risk have been included).  The result is summarised below. 

 
 

7.102 This Downside case after global mitigations have been applied shows that OUH can deliver a 
sustainable financial position over the five-year period with cash balances of between £75.6m and 
£81.5m, surpluses each year averaging 0.9% of income and a Continuity of Services Risk Rating of 3 for 
each year. 

Conclusion 

7.103 This analysis presents a prudent set of sensitivities modelling the potential financial impacts of the 
seven key risk areas for OUH which are outlined in this chapter.  These are combined into a Downside 
case which, when mitigations are applied, illustrates that the Trust would still achieve a stable 
financial position in a Downside scenario over the five year period to 2019/20. 

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 6.8 -30.4 -36.2 -39.8 -42.5 -47.6

Cash at bank at year-end £M 78.5 28.9 -26.0 -75.9 -124.9 -182.2

Liquidity days -8.8 -6.6 -26.6 -49.8 -68.0 -81.3

Continuity of Service Risk Rating 1–4 2 2 1 1 1 1

I&E surplus margin % 0.7% -3.4% -4.0% -4.3% -4.5% -4.9%

Combined Downside - after risk specific mitigations applied (where applicable)

Impact after mitigation

2014/15 2015/16 2016/17 2017/18 2018/19 2019/20

Retained surplus £M 8.0 4.8 7.5 8.0 9.9 10.1

Cash at bank at year-end £M 79.7 76.8 81.5 79.5 79.1 75.6

Liquidity days -8.9 -6.3 -6.9 -6.5 -6.7 -2.8

Continuity of Service Risk Rating 1–4 2 3 3 3 3 3

I&E surplus margin % 0.9% 0.5% 0.8% 0.9% 1.0% 1.0%

Combined Downside - fully mitigated.  After global mitigations (in addition to risk specific mitigations) 

have been applied

Impact after mitigation
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8. Workforce and Leadership  

Introduction 

8.1. OUH is committed to providing care which is of high quality in terms of its safety, its outcomes and the 

experience of patients and carers.  The Trust took action in 2013/14 to increase staffing on some of its 

wards and is using the recognised Safer Staffing Tool to benchmark its nurse staffing levels based on 

the acuity and care needs of its patients.  

8.2. Rather than seeking to reduce staffing levels on its wards, OUH aims to improve productivity by 

developing a more stable workforce, via service transformation and through maintaining an 

appropriate mix of staff.  It has established a Clinical Support Worker Academy to train and develop 

this important part of its workforce.  

8.3. This chapter sets out the Trust’s approach to the management and development of its current and 

future workforce and should be read in conjunction with Chapters 3, 5 and 6. 

Strategy and vision 

8.4. The Trust’s Board agreed a refreshed Organisational Development and Workforce Strategy in March 

2014.  This Strategy, for 2014-2019, underpins the Trust’s ambition, vision and strategic objectives. 

8.5. The Strategy sets out the Trust’s vision for its workforce and strategic workforce priorities for the next 

five years, and develops key themes drawn from consultation with stakeholders.  It aims to build on 

OUH’s strengths to develop a workforce with sufficient agility and flexibility to maintain and improve 

the Trust’s performance and meet the challenges ahead. 

The Trust’s workforce vision is that “as an employer of choice we will attract, recruit and retain  
compassionate, engaged, skilled and experienced staff who deliver excellent patient care and who 
work together to continuously improve the quality of the services and care we provide.”    

Quality supported by safe staffing 

8.6. Nurse staffing levels and skill mix have been reviewed at ward level using the Safer Nursing Care Tool, 

advocated by the Shelford Group of teaching hospitals.  

8.7. This process was undertaken in April, October and December 2013.  Whilst providing assurance on the 

levels and skill mix of nursing staff in most clinical areas, it did indicate areas of concern regarding 

workforce capacity on some wards and skill mix on others.  

8.8. Action was agreed in early 2014 to add nursing staff to acute medicine wards at the John Radcliffe and 

Horton General hospitals, extra clerical staff to support reception and Sisters’ assistant services and 

Practice Development Nurses to support newly-appointed staff. 

8.9. Real-time staffing levels are monitored on each hospital site through twice-daily staff and bed capacity 

meetings which are led by a Sister or Matron.  Members of staff are moved or temporary staff booked 

to address areas identified as being at risk.   

Change and development 

8.10. OUH recognises that new ways of working and new models of care are an essential part of its future 

success as an organisation.  It supports its staff to embrace change whilst remaining focused on the 

needs of patients. 

8.11. The Trust is committed to being open and transparent and to maximising staff engagement whilst it 
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works to improve efficiency and effectiveness.  OUH aims to: 

 effectively engage its staff so that they feel valued and are proud to work for OUH; 

 improve patient experience and outcomes through improved staff experience and engagement; 

 empower and enable staff to improve quality and the efficiency of services and care; 

 make the best people and the appropriate skills available at the right time, in the right place, at the 

right cost; 

 develop authentic leaders with the skills, knowledge and capability to transform services and 

support and  enable staff to deliver to the very best of their ability; 

 drive the Trust values, attitudes and behaviours in interactions and performance at all levels; 

 encourage and promote continuous learning and improvement, such that innovation and research 

are fully embraced; 

 enable the workforce to respond quickly and flexibly to organisational change; 

 transform the workforce in terms of improved capability, efficiency, performance and productivity; 

 facilitate the adoption of partnership working across the health, social care and wider community. 

Values 

8.12. The Trust’s values of Excellence, 

Compassion, Respect, Delivery, Learning 

and Improvement guide and inform 

attitudes, behaviours, interactions and 

performance in the Trust. The values are 

being integrated into all aspects of the 

Trust’s workforce processes, policies and 

practice which govern every step of the 

employee journey with OUH, from recruitment to exit interview.  

8.13. Over the next five years the Trust’s values will be enshrined in its leadership and in the day-to-day 

behaviours of staff.  Staff will be able to see and live the Trust’s values and be aware of their individual 

role and contribution in achieving its strategic objectives.  The cumulative effect of this will be the 

creation of a distinctive, authentic and sustainable values-based culture, giving the Trust a clear 

employer brand, where OUH is recognised as a great place to work, and contributing to improved 

engagement scores in annual staff and patient surveys. 

Engagement  

Values into Action 

8.14. The Trust’s values have been developed with the full involvement of staff, patients and partners.   

8.15. After agreement of the values in January 2012, the ‘Values into Action’ programme began. Its first 

phase was to describe clear and measurable standards of behaviour that staff should expect from 

each other.  These behaviours form the basis of recruitment, induction, appraisal, communication, 

customer care, performance management and recognition approaches throughout the organisation. 

8.16. The recommendations of several publications in 2013, including the Francis Report, the Clwyd Hart 

Report, the Cavendish Review, the Berwick Report and the findings of the Keogh Forum, provided a 
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further opportunity for the Trust to reinforce the importance of effective staff engagement and 

associated activities. 

8.17. Safe Staffing and Delivering Compassionate Excellence have been key drivers for several initiatives 

undertaken within the Trust, including Values Based Interviewing, Listening into Action, and Values, 

Behaviours and Attitudes workshops to support managers in managing staff in accordance with the 

Trust’s values. 

8.18. Values Based Interviewing (VBI) was piloted in 2013 within Children’s Services, Care of the Elderly and 

the Clinical Support Worker Academy. The project’s aim was to incorporate the Trust’s values into its 

recruitment process to test candidates’ alignment with the values to improve services and patient 

experience. Following a positive initial impact assessment, VBI is being implemented in all Divisions 

and directorates. It has been used in the recruitment of Consultants and Executive Directors as well as 

nurses, support workers and administrative staff.  VBI is being delivered in conjunction with the 

National Society for the Prevention of Cruelty to Children (NSPCC).   

8.19. The Trust’s induction programme and electronic appraisal record have been updated to incorporate 

its values. 

8.20. In February 2014, the Values Based Conversation project began.  Building on VBI, its purpose is to 

adapt the techniques on which VBI is based to enhance the skills of managers, in order to improve the 

quality and impact of appraisal discussions with their staff and to support them in addressing non-

aligned behaviours and attitudes. These measures will help to embed the Trust’s values in day-to-day 

operational processes and management of staff.  

Staff engagement 

8.21. Staff engagement is central to the delivery of OUH’s business plan.  It is widely recognised that a 

workforce that is engaged, empowered and well-led will provide better care and a more positive 

experience for patients and carers.  Therefore, effective staff engagement is essential in enhancing the 

organisation’s reputation and in achieving the Trust’s strategic objectives. 

8.22. OUH has participated in the annual NHS Staff Survey to assess levels of staff engagement and to 

consider the direct feedback of staff regarding their experiences in the workplace.  The findings of the 

Staff Survey are used in several ways:   

 As a measure of overall staff engagement, informing the Trust at organisational level of what is 

being done well and where to focus attention on improvement. 

 At directorate and Divisional levels, to provide data on staff experience alongside indicators such as 

patient surveys, peer reviews, complaints and compliments, in order to inform and shape 

integrated plans to improve quality and patient and carer experience. 

 As a way to benchmark with comparable organisations.   

8.23. The importance of the annual Staff Survey is reinforced by the NHS Operating Framework, which 

highlights the questions as to whether staff would recommend their hospital as a place to be treated 

and as a place to work (also known as the Friends and Family test) as a key indicator of the quality of 

care provided. In addition to the annual Staff Survey, OUH is to undertake quarterly local ‘Pulse’ 

surveys of staff, incorporating the staff Friends and Family test. 

8.24. OUH seeks to consistently rank within the top 20% of English acute trusts in the nine engagement 

indicators of the NHS Staff Survey in its three key areas of advocacy, motivation and involvement. The 

Trust also aims to improve engagement scores in its local census, to increase to an average score of 
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four or better across all nine engagement indicators (the best possible score being five). 

8.25. Members of staff are also being invited to contribute, through listening events and focus groups, to 

the development and implementation of Divisional and corporate improvement plans in response to 

survey results.  

8.26. In 2012/13, OUH was an early implementer of Listening into Action (LiA) and pioneer teams delivered 

improvement projects on: 

 the quality of information for patients to reduce anxiety in the endoscopy service; 

 the role of therapy services in reducing waits in emergency care; 

 patient experience in the Oxford Eye Hospital; and 

 shaping the future of day treatment services at the Horton General Hospital. 

8.27. Further LiA projects have included improving tertiary referral record sharing and communication in 

neurosciences; improved access to pastoral services for patients in oncology and their families; and 

the implementation of a self-care haemodialysis patient programme in renal services. 

8.28. OUH aims to deliver an approach to staff engagement that builds a committed and high-performing 

workforce which is able to deliver the Trust’s objectives.  Priorities are to: 

 Build knowledge and understanding of the Trust’s vision and values and the role the individual 

plays within the organisation. 

 Involve members of staff in the development of service plans and engage them in improvement 

programmes through ‘Listening’ events and focus groups. 

 Reinforce open communications across the Trust and provide opportunities for two-way dialogue. 

 Support staff via projects that improve motivation and help the Trust learn from its employees. 

8.29. Progress in overall staff engagement is evidenced through a positive trend in the Trust’s Staff Survey 

results. The Trust’s engagement score for 2013 showed a fourth successive year of improvement and 

placed the organisation in the top quintile of all acute trusts.   

8.30. 67% of OUH’s frontline staff were vaccinated against influenza in 2013/14, representing an 8% 

increase on the year before.  OUH was shortlisted in the digital and social media awards category of 

the NHS Flu Fighter Awards 2014 and has consistently performed better than the national average for 

vaccine uptake, despite being one of the largest trusts and vaccination remaining non-mandatory. 

8.31. The Trust introduced a staff recognition scheme in 2012 linked to its values, central to which is an 

annual recognition awards ceremony. This was extended in 2013 to include Divisional awards events 

and plans are in place to introduce Long Service Awards.   

Volunteers  

8.32. OUH’s Volunteers Programme is a key aspect of its engagement with the local communities it serves.  

Volunteers contribute to the Trust’s activities in a range of roles, supporting patients and staff and 

helping to improve services, and are recognised as being a valuable part of the workforce.  Patients 

and visitors receive help and assistance from volunteers through vulnerable stages of their lives. 

Examples of the contributions made include receiving and welcoming patients, mentoring, 

befriending, and self-help groups. 

8.33. With a strong emphasis on quality and more personalised healthcare, new opportunities are emerging 

for volunteers to assist the main workforce in these areas.  A voluntary services plan underpins the 

development of the contribution they are able to make. 
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8.34. The health and wellbeing of volunteers from the local community is promoted and factors 

contributing to this are a chance to gain skills and experience, a pathway into work or an opportunity 

for volunteers to give something back to their local community/hospital.  Actions to strengthen the 

contribution volunteers make to the work of the Trust include: 

 Increasing volunteering opportunities across the four hospital sites to provide extra value and 

support service delivery, ensuring that volunteering is distinct from paid work and complements 

those roles performed by trained and paid staff.  

 Providing appropriate training for volunteers reflecting the area(s) in which they are placed, to 

enable them to undertake their roles safely and effectively. 

 Promoting volunteering in partnership with local businesses, schools and colleges. 

 Continuing to celebrate volunteering, recognising the contribution that volunteers make by 

showing appreciation and recognition. 

8.35. Volunteers not directly managed by the Trust also make a contribution across its sites in services 

including Hospital Radio, Leagues of Friends and the Sobell House Hospice. 

Leadership and management arrangements  

8.36. The role and functions of the Council of Governors and Board of Directors are set out in the Trust’s 

Constitution and are described in Chapter 9. 

Board of Directors 

8.37. The Board ensures that proper systems and processes are in place to measure and monitor the 

effectiveness, efficiency and economy of the Trust’s services and the quality of its healthcare delivery. 

8.38. The Board consists of Executive and Non-Executive Directors, led by a Non-Executive Chairman.  The 

Chairman and Chief Executive have key roles in leading the external and public relationships of the 

Trust and in establishing the appropriate internal environment.  

8.39. The Chairman is responsible for the overall conduct of the Trust, for managing the Board and for 

appointing and reviewing the performance of the Chief Executive and, jointly with him, of other 

Executive Directors.   

8.40. The Chief Executive is personally responsible, as Accountable Officer, for ensuring the organisation 

works effectively in accordance with national policy and public service values, and maintains proper 

financial stewardship.  The Chief Executive is directly accountable to the Board for ensuring that its 

decisions are implemented.  

8.41. Non-Executive Directors have a particular responsibility to challenge the performance of the 

executives and Trust management.  All members of the Board contribute to developing and making 

progress on the Trust’s agreed strategic direction.  They are also responsible for ensuring the concerns 

and interests of the public and wider community are properly integrated into decision-making and, 

with the Chairman, for monitoring the executive management of the organisation.   

8.42. In preparation for authorisation as a Foundation Trust, a Senior Independent Director designate has 

been appointed to provide an independent voice for Non-Executive Directors and feedback to the 

Chairman.  OUH’s Non-Executive Directors have a wide range of experience in the NHS and other 

industries and a number have clinical backgrounds as well as substantial management experience. 

8.43. OUH’s Executive Directors are responsible for leading the Trust in the delivery of services, the 

deployment and management of staff and resources, and the development of plans and strategies.  
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They have particular responsibilities for the capacity and capabilities of the Trust, which involves 

working closely with Divisional staff, supporting the work of the clinically-led Divisions and their 

directorates and ensuring that corporate duties and objectives are met.  

8.44. The Board has the following membership (with * denoting a voting Board member). 

Chairman* Chief Executive* 

Six Non-Executive Directors* Chief Nurse* 

Associate Non-Executive Director Director of Clinical Services* 

 Director of Finance and Procurement* 

 Medical Director* 

 Director of Assurance 

 Director of Development and the Estate 

 Director of Organisational Development and Workforce 

 Director of Planning and Information 

 

8.45. The Board is supported by a Head of Corporate Governance who is an experienced company 

secretary.   

8.46. The roles, skills and experience of Board members are described below. 

 

 

Dame Fiona Caldicott, Chairman – appointed March 2009 (Non-Executive Director from 
2002)* 

Dame Fiona is an Honorary Consultant Psychiatrist. As President of the Royal College of 
Psychiatrists from 1993-1996, she was also Chairman of the Academy of Medical Royal Colleges 
from 1995-1996.  She was made DBE in 1996 for services to medicine and psychiatry.  

From 1996-1997 she chaired the Caldicott Committee on patient identifiable data for the 
National Health Service Executive, and from 2011 chaired the National Information Governance 
Board until its disestablishment in 2013. From 2012 - 13 she chaired an independent Review of 
Information Governance  for the Secretary of State for Health of England, the recommendations 
of which were accepted by government. She now chairs an independent Panel to scrutinise, and 
ensure good practice in, information governance across the health and social care system. 

 Also from 1996-1998 she chaired a working group of the Nuffield Council on Bioethics that 
produced a report on Genetics and Mental Disorder.  

She was a Trustee of the Nuffield Trust from 1999-2008 and a Trustee of the Daphne Jackson 
Trust until 2013. She is a former President of the British Association for Counselling and 
Psychotherapy, immediate past Principal of Somerville College in the University of Oxford from 
1996-2010, and a Pro-Vice-Chancellor of the University from 2002-2010. 

Dame Fiona is the Vice-Chairman of the Remuneration & Appointments Committee. 
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Sir Jonathan Michael, Chief Executive – appointed April 2010* 

Sir Jonathan qualified as a doctor at St Thomas’ Hospital Medical School and became a Fellow of 
the Royal College of Physicians (London) in 1985. 

He became increasingly involved in hospital management during the 1990s, being appointed 
Clinical Director, then Medical Director and finally Chief Executive of the University Hospitals 
Birmingham NHS Trust. In 2000 he was recruited to the position of Chief Executive of Guy’s and 
St Thomas’ Hospitals NHS Trust in London, an organisation that he led to become one of the first 
wave of Foundation Trusts in the NHS. 

He has held regional and national roles including membership of the UK Clinical Research 
Collaboration Board, Chairmanship of the Board of NHS Innovations (London), and Chairmanship 
of the Association of UK University Hospitals and Chairmanship of the Board of the NHS 
Foundation Trust Network.   

Sir Jonathan was knighted in the New Year Honours in 2005 for services to the NHS.  In the same 
year he was elected Fellow of King’s College London in recognition of his contribution to the 
relationship between the health service and higher education. In 2007 he was appointed by the 
Secretary of State for Health to chair an Independent Inquiry into the access to healthcare for 
children and adults with learning disabilities. Healthcare For All was published in July 2008.  

Before joining the former Oxford Radcliffe Hospitals NHS Trust in 2010, Sir Jonathan was 
Managing Director of BT Health.  He was appointed a Trustee of the King's Fund in 2012. 

 

Professor Sir John Bell, Non-Executive Director – appointed November 2009* 

Sir John attended Oxford as a Rhodes Scholar to train in medicine and undertook postgraduate 
training in London and at Stanford University. He returned to Oxford as a Wellcome Trust Senior 
Clinical Fellow in 1987 and was elected to the Nuffield Professorship of Clinical Medicine in 
Oxford in 1992.  

In 2002 he became the Regius Professor of Medicine at the University of Oxford and in 2008 was 
made a Fellow of the Royal Society and a Knight Bachelor for his services to Medical Science. He 
was President of the Academy of Medical Sciences from 2006-2011.  

In December 2011 he was appointed as one of two Life Sciences Champions as part of UK 
Government’s announcement of a Life Sciences Strategy and the NHS Chief Executive's Review 
Innovation, Health and Wealth: Accelerating Adoption and Diffusion in the NHS.  

Sir John chairs the Remuneration and Appointments Committee. 

 

Mr Alisdair Cameron, Non-Executive Director – appointed May 2009* 

Alisdair is a Chartered Accountant and was formerly a partner with Arthur Andersen. He has also 
been a trustee of the e-Learning Foundation. He joined Centrica, a FTSE 100 company, in 2002, 
initially as Head of Internal Audit and Risk Management and then as Group Financial Controller.  

He has been Finance Director of British Gas and Managing Director of SME Energy.  

Alisdair is a member of the Audit Committee and the Remuneration and Appointments 
Committee. 

 

Mr Christopher Goard, Non-Executive Director and Senior Independent Director – appointed 
November 2011* 

Chris is Chairman of the Genetic Interest Group, an umbrella organisation for over 170 charities, 
and represents the interests of their patient groups with the NHS, Government and 
pharmaceutical companies.  

Until 31 October 2011 he was Chair of the Nuffield Orthopaedic Centre NHS Trust.  

He is a Fellow of the Royal Society of Arts and a Fellow of the Institute of Direct Marketing.  

Chris is a member of the Quality Committee, the Audit Committee and the Remuneration and 
Appointments Committee and is Senior Independent Director.   

He chairs the Finance and Performance Committee and is vice-chairman of the Audit Committee. 
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Mr Geoffrey Salt, Non-Executive Director and Vice-Chairman – appointed May 2009* 

Geoff worked for the John Lewis Partnership for 32 years until his retirement in January 2009. He 
began as a graduate trainee and joined the Waitrose Board in 1999, initially as Supply Chain 
Director and then as Director of Selling. He now divides his time between management 
consultancy, assisting in his wife's local catering business and his NHS-related activities. Geoff is 
a Trustee of the Nuffield Medical Trust and Oxford Kidney Unit Trust.  

Geoff chairs the Quality Committee and is a member of the Finance & Performance Committee 
and Remuneration & Appointments Committee. 

 

Mrs Anne Tutt, Non-Executive Director – appointed December 2009* 

Anne is a Chartered Accountant with more than 25 years of Board level experience in executive 
and non-executive roles.  She has led successful finance and management teams in organisations 
ranging from owner-managed companies to large multinationals in sectors including 
manufacturing and banking. 

Since August 2006 she has had a portfolio of Non-Executive Directorships and financial 
consultancy roles across the public, private and social enterprise sectors.  

Anne is an independent member of the Audit and Risk Committees of the Home Office and 
DEFRA and is Vice-Chair of The Social Investment Business.   

She is a Section 11 Trustee and chairs the ORH Charitable Funds Audit Committee.  

Anne chairs the Audit Committee and is Vice-Chairman of the Finance and Performance 
Committee.  She is a member of the Remuneration and Appointments Committee. 

 

Mr Peter Ward, Non-Executive Director – appointed December 2009* 

Peter is a Chartered Engineer and Member of the Institution of Civil Engineers.   

He is responsible for business development in the healthcare and emergency services sector for 
John Laing plc. He has managed a number of hospital developments, including the Children's 
Hospital and West Wing developments at the John Radcliffe Hospital.  He joined John Laing in 
January 2006.  

Peter is Vice-Chairman of the Quality Committee.  He is a member of the Finance and 
Performance Committee and of the Remuneration and Appointments Committee. 

 

Professor David Mant OBE, Associate Non-Executive Director – appointed April 2010 

David has been head of the University of Oxford's Department of Primary Health Care and works 
as a general practitioner in the NHS. His personal research focuses on the prevention and early 
diagnosis of common diseases in primary care, particularly childhood infection, cardiovascular 
disease and stroke.  He is responsible for the clinical teaching of University of Oxford medical 
students in general practice.  

In 2011, he was made an OBE for services to medicine.  

David is a member of the Quality Committee.  
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Dr Tony Berendt, Medical Director – appointed October 2014* 

Tony read Medical Sciences in Cambridge and held junior medical posts in Bath, Oxford, London, 
Geneva and Sheffield. He was appointed as the first Physician-in-Charge of the Bone Infection 
Unit at the Nuffield Orthopaedic Centre in 1997 and as Medical Director of the NOC in 2004, 
remaining in this role until becoming Deputy Medical Director of OUH upon its creation in 2011.   

As Deputy Medical Director he led revision of OUH’s appraisal policy and procedures before 
being appointed as Interim Medical Director in April 2014.  

He is a regional advisor on revalidation for the Faculty of Medical Leadership and Management 
and is Chair of the FMLM’s online communication advisory group. 

His clinical interests include the psychology of bone and joint infection and as a medical manager 
he is particularly interested in leadership development and the interaction between 
organisational culture, leadership and clinical outcomes.  

 

 

Mr Paul Brennan, Director of Clinical Services – appointed February 2010* 

Previously Operations Director/Deputy Chief Executive for Operations at the Dudley Group NHS 
Foundation Trust, Paul has more than 20 years’ experience as a Director at Board level in the 
NHS with a track record of delivering major service change, service improvement, business 
development and operational performance.  

Paul has led the implementation of the clinically-led organisation. 

 

 

 

Mr Mark Mansfield, Director of Finance and Procurement – appointed 2010* 

Mark has worked as a Board member in NHS organisations including acute, non-acute and 
primary care organisations.  

His most recent acute hospital experience was as Director of Finance and Procurement at 
Nottingham University Hospitals NHS Trust. 

 

 

 

Mr Mark Power, Director of Organisational Development and Workforce – appointed 
February 2014 

Mark’s experience across the range of HR and organisational development activities has been 
gained through a variety of diverse roles within the NHS, the private sector and the Royal Navy. 
Mark joined the NHS in 2003 and was Deputy Director of Workforce and HR at Portsmouth 
Hospitals NHS Trust until 2010.  Most recently, he was the Director of Workforce and Human 
Resources for both Dorset County Hospital and Yeovil District Hospital NHS Foundation Trusts. 

Mark holds a MSc in Human Resource Management (with Employment Law), is a Chartered 
Fellow of the Chartered Institute of Personnel Development and a qualified Executive Coach.  He 
is also an External Examiner for the University of Portsmouth Business School. 

 

 

Mr Andrew Stevens, Director of Planning and Information – appointed 1999  

Andrew joined the NHS in 1982 as a national general management trainee. After posts in North 
Wales and Manchester, he spent two years as Secretary of the Community Health Council in 
Swindon. Andrew moved to Hampstead Health Authority in 1988 and undertook a variety of 
senior planning-related roles in the hospital and community sectors.  

He project-managed the Royal Free's first-wave NHS Trust application before becoming the 
Trust’s Director of Business Planning.  

He is the lead executive for the FT application process and for EPR implementation.  
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Ms Catherine Stoddart, Chief Nurse – appointed March 2014* 

Catherine was previously the Chief Nurse and Midwifery Officer for the State of Western 
Australia, based in Perth.  Prior to this Catherine held a number of executive nursing roles at 
state and hospital level in Australia.  

She has a wealth of experience gained from voluntary work for the Global Health Alliance in 
Tanzania. 

Catherine holds a MBA, MSc and Bachelor of Science in Nursing.  She is a past beneficiary of the 
Winston Churchill Memorial Fellowship and a Nuffield Fellowship. 

 

 

Mr Mark Trumper, Director of Development and The Estate – appointed May 2011  

Mark joined the NHS in 2009 as a Board Director at Rotherham NHS Foundation Trust, with 
responsibility for the effective delivery of capital-led, integrated change programmes across 
infrastructure, technology and service delivery.   

Previously he worked for Accenture Business Consulting, providing advice and leadership on 
Programme Management, Facilities and Asset Management, Systems Implementation, IT 
Enabled Change Strategy and Public Sector Outsourcing. 

 

Ms Eileen Walsh, Director of Assurance – appointed May 2011  

Eileen began with the NHS as a graduate management trainee, following a career in 
postgraduate academic scientific research. She has a range of NHS management experience, 
predominantly at Director level, encompassing Clinical Governance, Corporate Governance, Risk 
Management and Assurance.  

Eileen is an active participant in the national governance agenda as an invited speaker on risk, 
governance and assurance topics and has a strong interest in influencing national policy. She 
previously held Director-level roles at University Hospitals Birmingham, Heart of England and 
Guy’s and St Thomas’.  

 

Portfolios 

8.47. Areas of responsibility for Executive Directors are summarised below. The clinical Divisional 

management structure is described in Chapter 2.  

 

Executive Director Principal areas of responsibility 

Chief Nurse Professional standards and development for non-medical professionals including 
nurses, midwives, allied health professionals and healthcare scientists 

Education and training for all of the above  

Chaplaincy 

Equality and diversity 

Management of healthcare libraries 

Patient safety and information 

Patient experience, feedback and involvement 

Director of Assurance Assurance systems 

Regulation and accreditation 

Corporate governance and company secretary 
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Executive Director Principal areas of responsibility 

Director of Clinical 
Services 

Performance and service improvement and redesign 

Operational management 

Delivery of access targets 

Business continuity management, incident and emergency planning 

Director of 
Development and the 
Estate 

Commercial and asset development 

Estates management, capital development and PFI 

Facilities management 

Health and safety 

Director of Finance 
and  Procurement 

Finance 

Compliance 

Procurement 

Fundraising and charitable funds stewardship 

Cost improvement programme management 

Director of Planning 
and Information 

Business planning 

Commissioning and contracts  

Information management and technology 

Media and communications 

Strategy, planning and marketing 

Director of 
Organisational 
Development and 
Workforce 

Employee relations and engagement 

Health and wellbeing 

Human resources management 

Leadership and talent development 

Organisational development 

Voluntary services and work experience 

Workforce planning and performance 

Medical Director Director of Infection Prevention and Control 

Medical leadership, education and training 

Professional standards for doctors  

Quality, clinical governance and risk 

Research and development 

Responsible Officer for medical revalidation 

 

Board development  

8.48. Board development has been a continual process regularly informed by independent evaluation of 

Board effectiveness.   

8.49. Professor Stuart Emslie, Visiting Professor of Healthcare Governance at Loughborough University 

Business School, completed detailed diagnostic work with Board members in November 2011.  His 

findings informed a Board Development Programme which improved the focus on strategy 

development and enabled improvements in governance arrangements.  

8.50. Work with KPMG UK strengthened the development plan. In particular, it refreshed the programme to 

include more time for strategic debate and visioning to build on the compelling future for the Trust, 

embracing the benefits of Foundation Trust status and Academic Health Science Network designation.  

Focus has also been placed on the Board’s role in ‘living’ the Trust’s values and behaviours. 
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8.51. Each Board member has a comprehensive annual performance review including a requirement for a 

personal development plan.  Whilst these plans are tailored to individual needs, all Board members 

have agreed to participate in a multi-source feedback process linked to the NHS Leadership 

Framework.  Non-Executive Directors derive particular benefit from training and support through the 

Foundation Trust Network. 

8.52. As a Foundation Trust the Board will seek regular feedback from key stakeholders including Governors 

and members, clinical commissioning groups, partner trusts and academic institutions, staff and 

patients, to inform future development needs. 

Divisional Directors 

8.53. The Trust’s clinical services are delivered by five clinically-led Divisions, as described in Chapter 2.   

8.54. Divisions are responsible for the management of service quality and operational performance, people 

and financial resources.  

8.55. Development of the Trust’s strategic future is founded on Divisional structures and involvement, with 

Divisions increasingly supported and empowered to operate as autonomous business units.  

8.56. Evidencing the Trust’s commitment to clinical leadership, Divisions and Directorates are led by 

clinicians in the role of Divisional Director and Clinical Director respectively.   

8.57. With the Trust’s Executive Directors, the Divisional Directors form the Trust Management Executive, 

whose role and functions are described in Chapter 9.   

8.58. Profiles of Divisional Directors are given below.  

 

Professor Fergus 
Gleeson 

 

Fergus has been Divisional Director for Clinical Support Services since December 2011. He 
was previously on the Trust Board in the mid-1990s and Radiology Clinical Centre Chairman 
from 1995 to 1999. 

He trained as a radiologist in London, Cambridge and Los Angeles, and was appointed as a 
single-handed Radiology Consultant to the Churchill Hospital in September 1991.  

He is Director of the Oxford Academic Health Science Imaging Network and co-lead of the 
Oxford Biomedical Research Centre Translational Physiology Theme. He is the Academic lead 
for Radiology and oversees the Radiology ACF and DPhil Programme.  

His academic interests are in novel imaging techniques particularly hyperpolarised xenon 
and PET-CT.  

His main managerial interests are in accountability and quality improvement. 

Professor Freddie 
Hamdy 

 

Freddie was appointed as Divisional Director of Surgery and Oncology in November 2010.  

He trained in Surgery and Urology at Liverpool, Sheffield and Newcastle, and was founding 
chair of Urology, Director of the Section of Oncology and of the Division of Clinical Sciences 
at Sheffield until 2008. 

In 2008, he became Nuffield Professor of Surgery at the University of Oxford and Head of the 
Nuffield Department of Surgical Sciences, Professor of Urology, and Honorary Consultant 
Urological Surgeon, as well as Fellow of Balliol College.  

He introduced a robot-assisted surgical programme to Oxford in 2009. He leads the Oxford 
NIHR BRC Surgical Innovation and Evaluation Theme, and is co-Director of the first Surgical 
Intervention Trials Unit in the UK. His research activities encompass clinical, translational 
and basic science programmes on the biology of urological malignancies, and he is Chief 
Investigator of the HTA NIHR ProtecT study on prostate cancer, the largest of its kind 
worldwide. He was elected Fellow of the Academy of Medical Sciences in 2007 and NIHR 
Senior Investigator in 2010.   
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Dr Hywel Jones 

 

Hywel trained in Oxford and was appointed as a Consultant Physician at the John Radcliffe 
Hospital in the mid-1980s.   

He has been clinical lead for Geratology and was Divisional Director of the Emergency 
Medicine, Therapies and Ambulatory Division from its formation.  He became Divisional 
Director of Medicine, Rehabilitation and Cardiac in November 2013.  

He specialises in the care of older people and takes a special interest in effective care for 
older people.  

 

Professor Stephen 
Kennedy 

 
 

 

Stephen graduated in 1978 from Keble College, Oxford, in Experimental Psychology.  He 
qualified in medicine at Guy’s Hospital, London, in 1984, and then trained at the John 
Radcliffe Hospital, Oxford; Queen Charlotte’s & Chelsea Hospital, London, and the Royal 
Berkshire Hospital, Reading. 

He held the posts of Research Fellow, Clinical Lecturer, and Senior Fellow in Reproductive 
Medicine in the Nuffield Department of Obstetrics & Gynaecology, University of Oxford, 
before being appointed to the post of Clinical Reader in 1999 and Professor of Reproductive 
Medicine in 2011.  He has been Head of Department since 2005.  He was Clinical Director, 
Women’s Services (2011-13) in Oxford University Hospitals NHS Trust and was appointed 
Divisional Director of Children’s & Women’s Services in December 2013. 

He jointly leads the INTERGROWTH-21st Project, a large-scale, multicentre project, funded by 
the Bill & Melinda Gates Foundation, involving health institutions in 11 geographically 
diverse countries around the world that aims to assess fetal and newborn growth under 
optimal and various sub-optimal conditions such as exposure to malaria, HIV and 
malnutrition. 

 

Dr Jon Westbrook 

 
 

Jon has been Divisional Director for Neurosciences, Orthopaedics, Trauma and Specialist 
Surgery since November 2013. Prior to that he was Clinical Director of Neurosciences for 
three years.  

He has been a consultant anaesthetist at OUH since 1994 and has a special interest in 
Neuroanaesthesia and Neurointensive Care and anaesthesia for major spinal surgery. 

He has previously held other clinical management roles in the trust including Clinical Director 
of Theatres, Anaesthetics and Critical Care.  

He has an active research program in imaging of subarachnoid haemorrhage in which his 
group is exploring the pathophysiology of delayed cerebral ischaemia.  

His main managerial interests are in patient pathway design and new ways of working to 
improve patient experience and outcomes. 
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Workforce design and profile 

Workforce design 

8.59. The chart below shows the Trust’s Whole Time Equivalents (WTEs), by staff group, in July 2014. 

 

Trust WTEs by staff group, July 2014 (Source: Electronic Staff Record) 

 
 

Workforce profile 

8.60. In July 2014, the Trust employed 11,671 people in 9,759 WTE posts.  

8.61. OUH benefits from the expertise of academic consultants who are employed by the University of 

Oxford and hold honorary consultant contracts with the Trust for their clinical contributions. A similar 

working agreement with Oxford Brookes University seeks to use the benefits of collaboration to 

improve patient care. 

8.62. A total of 607 facilities staff are employed by the Trust and seconded to third party entities through 

NHS Retention of Employment (RoE) agreements. These members of staff provide domestic, portering 

and catering services.  The Trust manages the relationship through commercially-based service level 

agreements. 

8.63. The age profile of Trust employees is shown below.  It is anticipated that the percentage of employees 

working beyond the age of 65 will increase due to demographic changes and modifications to State 

and NHS pension schemes.  This is potentially advantageous to OUH in retaining key skills, knowledge 

and experience to mentor and develop rising talent; and in mitigating risk and associated costs of 

turnover through greater stability in the workforce and the opportunity to implement effective 

succession plans. 

8.64. Some 64% of staff members are employed full-time and over 77% of the workforce is female.   
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Trust employees by age group, July 2014 (Source: Electronic Staff Record)  

 

Equality and diversity 

8.65. The Trust complies with Equality Act 2010 public sector equality duties.  OUH has implemented the 

Equality Delivery System (EDS) to ensure good practice, compliance with legislation, provision of a 

platform for change and an improvement in demonstrating and realising equality in the workplace.  
8.66. The EDS was used in April and May 2013 by the Workforce EDS Panels to assess the equality and 

diversity performance of the Trust in 2012-13.  The Trust has committed to use EDS version 2 (EDS2) in 

its assessment of its equality and diversity performance in the year 2013/14.  The Trust then intends 

to complete a full EDS2 review every three years for workforce EDS goals, with interim reviews for 

particular outcomes or areas of the Trust.   

8.67. Equality objectives have been developed through engagement activities, both internal and external to 

the Trust and EDS2 grading activities.  Objectives are reviewed at least annually to ensure progress is 

being made and to determine whether additional objectives should be added.  Priorities include: 

 90% of staff members to be assessed as competent in equality and diversity through training and 

subsequent competency-based assessment; and 

 reducing the incidence of bullying and harassment experienced by staff from other staff. 

 

Workforce Plan and expenditure 

Workforce Plan 

8.68. The Trust has aligned its workforce plan with the planned activity levels of its services and its Long 

Term Financial Model (LTFM).  However, variations will exist which will require contingent staffing to 

meet unusually high levels of activity such as seasonal pressures generating changes in service 

provision. 

8.69. Workforce redesign and the development of new roles, which is fundamental to the development of 

flexible and sustained models of care, have already delivered results and will continue to be 

introduced.  A major theme for workforce development will be to support whole systems 

improvement across care pathways through review and variation in the workforce capacity and skill-
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mix to deliver a leaner and more cost efficient workforce model.  Of primary concern throughout the 

transformation process will be the maintenance of safe staffing levels across all staff groups.  

Examples of re-design initiatives are set out below. 

 As part of its response to delayed transfers of care, OUH has developed its Supported Hospital 

Enhanced Discharge Service.  This includes a Community Support Worker role supporting patients 

after discharge in their homes or other community care settings.  Community Support Workers 

have a local reward package which recognises the need to provide care into night-time hours and 

to work weekend days without incurring enhanced rates of pay. 

 In order to improve integration of elderly care across organisational boundaries a cultural survey 

was undertaken, including facilitated discussions with staff from OUH, Oxfordshire County Council 

and Oxfordshire CCG.  This identified barriers on the patient pathway which slowed the discharge 

of patients.  Actions are being taken to remove barriers and improve the patient experience. 

 Members of the Trust’s Emergency Departments have developed new skills and new roles, 

enabling a more effective distribution of tasks between nursing and medical staff.  

 Opportunities have been taken for service-specific clinical nurse specialists to be developed, 

enhancing the skills available and quality of services provided, e.g. Emergency Nurse Practitioners. 

 Expansion is also being sought in the Trust’s Assistant Practitioner workforce to enable the 

management of patient safety and quality with a revised skill mix, linking with the strategic 

objective of delivering better value healthcare.  

 Using the national Modernising Careers programme and based on Benner’s model of ‘Novice to 

Expert,’ pathways are being developed in each role with associated competencies.  The aim is to 

accelerate service improvements and quality by improving the capability of clinical staff and the 

consistency of care delivered.   

 Job rotation is being considered in specific clinical areas with a view to developing Band 5 nurses in 

particular to undertake roles in which they can gain skills and experience relevant to areas in which 

recruitment is more difficult, such as theatres, and to aid retention more generally. 

Cost Improvement Programme (CIP)  

8.70. The CIP has cross-cutting themes, plus initiatives specific to Divisions and services. The cross-cutting 

workforce themes will include further review of working hours and patterns of work to improve 

efficiency and reduce pay expenditure.  These include the following:  

 Reductions in the use of premium rate working and use of agency staff through optimising staff 

bank, introduction of a more dynamic approach to workforce planning, and staff rostering to 

underpin safe staffing across the Trust. 

 Managing attendance more effectively through Trust-wide implementation of the FirstCare 

attendance management system, intended to reduce sickness absence costs through timely 

reporting and management of absence with earlier managed returns to work. 

 Maximising flexibilities and opportunities available through Agenda for Change, the Consultant 

Contract and other national pay systems. 

 Optimising efficiency and productivity of staff and staff groups to increase capacity through Trust 

and Divisional recognition schemes. 

 Offering a progressive and flexible staff benefits scheme, including extension of salary sacrifice to 
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reduce pay cost and improve retention. 

8.71. Specific projects may result in the removal of posts through restructuring to realise efficiencies and 

the future provision of some services through third party entities. 

8.72. In general, the Trust will develop a safe and flexible workforce, functioning differently whilst providing 

high quality, compassionate care and timely access to services.  Workforce plans for skill mix and staff 

numbers, together with pay expenditure and service changes will be regularly reviewed to ensure the 

most effective and efficient use of infrastructure and resources without compromising on quality.   

8.73. The Clinical Services Strategy, described in Chapter 3 – Strategy, recognises that a greater degree of 

working across six or seven days is needed in the Trust’s services.  As far as possible, the Trust intends 

to achieve these developments within existing capacity by adjusting working practices and by working 

within existing Terms and Conditions.  Notwithstanding, there may be requirements to augment 

staffing levels in particular areas.  

8.74. Variations to local shift patterns are being piloted in Divisions to enhance the seven-day provision of 

non-elective services and to enable elective services to provide capacity aligned to demand, with more 

services operating across the week and over extended periods of the day.  Baseline productivity levels, 

establishing the ratios of clinical staff to patient activity, are being determined and targets for 

improvements agreed. 

8.75. Work is underway to further streamline job plans and provide assurance that nursing establishments 

and skill mix match levels of patient dependency and acuity with service needs, especially where 

patients are frail and older and/or where there is high turnover.  

8.76. The bridge chart below shows the indicative, affordable workforce plan from assumptions described in 

Chapter 6.  Changes are shown from a forecast average of 9,562 worked Whole Time Equivalents in 

2014/15. 

8.77. The bridge chart shows that activity-related growth is forecast to increase the number of worked 

WTEs by 545 in the period to 2019/20. 

8.78. Quality, local pressures and service improvement initiatives will increase the number of WTEs by a 

further 243 over the five years.   

8.79. This growth will be offset by planned workforce efficiency schemes of 844 WTEs and a reduction of 

258 WTE through transfers of staff to third party entities over this period.   

8.80. The net effect is an anticipated reduction of 293 worked WTE by March 2020.   

8.81. The impact on the main staff groups over the five-year period is shown in the table below. 

 

Worked WTE by staff group, 2014/15 to 2019/20 

Staff group 2014/15 2015/16 2016/17 2017/18 2018/19 2019/20 

Consultant 625  611  622  632  641  651  

Junior medical  954  962  978  994  1,010  1,025  

Nursing, midwifery & health visitors 3,469  3,470  3,438  3,403  3,369  3,334  

Other clinical staff 1,528  1,575  1,609  1,640  1,670  1,700  

Scientific, therapeutic, & technical 1,367  1,387  1,368  1,339  1,319  1,293  

Non clinical staff  2,245  2,201  2,127  2,049  1,972  1,892  

Total 10,188  10,207  10,142  10,056  9,981  9,895  
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8.82. Total expenditure on workforce is monitored routinely to test alignment with agreed workforce plans.  

Vacancy management and recruitment controls are in place. 

8.83. Contingent staffing arrangements (agency, bank and overtime) are used effectively to cover peaks of 

activity and/or unexpected staff shortages.  Through the effective management and use of substantive 

and bank staff, to include rapid re-deployment, temporary staffing costs are not expected to exceed 

5% of total pay budgets. Temporary staff are used where there is either: 

 unexpected and immediate staff shortage e.g. sickness absence; 

 staff shortage whilst a vacancy is being filled; or 

 a temporary increase in activity or a specific project or initiative.  

8.84. Additional activity levels, staff turnover and sickness drove temporary staff bookings during 2013/14. 

OUH has taken the following steps to address this: 

a. Tendering of bank and agency services has been undertaken to ensure that economic and efficient 

arrangements are in place, including active management and reporting on staff utilisation. 

b. Electronic Rostering has been introduced to enable improved and more accurate planning and 

reporting of shifts and the assessment of staffing levels across wards, departments and Divisions. 

8.85. Booking of bank and agency staff is closely managed and monitored by responsible line managers.  In 

respect to the nursing workforce, which is one of the main users of bank and agency staffing, the 

authorisation of bank and agency staff is undertaken via Matrons and the levels and skill mix of staff is 

monitored and managed through staff and bed capacity meetings which take place twice daily on each 

site, to ensure that safe staffing levels are maintained. 

8.86. Through the strengthening of its systems and processes, the Trust will optimise the deployment of 

substantive and bank staff, thereby providing cost-effectiveness as well as appropriate staff levels. 

8.87. Members of medical staff are included within the portfolio of rostering and locum control 

mechanisms.
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Bridge chart (worked Whole Time Equivalents, 2014/15 - 2019/20)  
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Workforce Performance Indicators  

8.88. To support its delivery of quality services and to maintain an efficient and productive workforce, OUH 

uses workforce performance indicators, as described below. 

Recruitment and retention 

8.89. In order to reduce turnover, OUH is establishing a Recruitment and Retention Group to set the 

strategic direction and to oversee the development and delivery of short, medium and long term 

initiatives to improve staff retention. 

8.90. OUH experiences difficulty in recruiting and retaining cardiac, cancer, renal and theatre staff, including 

operating department practitioners, generally reflecting national staff shortages.  Specific recruitment 

initiatives have been undertaken, including the recruitment of staff from other EU and non-EU 

countries. 

8.91. Other measures, such as the provision of enhanced professional and personal development 

programmes, will be developed to complement enhanced training opportunities available at OUH. 

Additionally the provision and quality of staff accommodation, transport and car parking are being 

reviewed to identify options to improve facilities which will aid retention. 

8.92. Nationally and regionally, a review is underway of the number of adult nursing commissions from 

universities.  This led to an initial increase for OUH of 15% (18 WTEs) in 2013/14. 

8.93. In the Emergency Department, the recruitment of middle-grade doctors remains a particular 

challenge.  A task group has been established to consider and implement new ways in which to recruit 

to hard-to-fill Emergency Department vacancies.   

8.94. Actions to improve recruitment and retention in operating theatre roles include the introduction of  

specialist recruitment initiatives, a structured development programme for Band 5 and Band 6 staff, 

and ‘training contracts’ which require members of staff to remain in Trust employment for a minimum 

period after training.   

8.95. Improvements have been made to the efficiency of the recruitment process whilst ensuring 

compliance with statutory and CQC requirements.  Use of a ‘time to recruit’ measure of 10 weeks has 

been agreed to highlight delays in the process and potential hot spots for certain staff groups. To 

facilitate and enhance the tracking process, new candidate tracking software has been introduced. As 

a result, there has been a marked reduction in the number of breaches of the 10-week time to recruit 

target.  

8.96. From 2015/16 the intention is to achieve year-on-year improvements in the time to recruit, with the 

time to recruit reducing from ten weeks to eight weeks. 

8.97. For certain staff groups, a waiting list is maintained of successful applicants, with candidates 

interviewed and pre-employment checks completed in order to be ready to offer posts when they 

become available. Other measures being considered include amending and extending notice periods 

for specialist and hard-to-recruit groups of staff to assist with continuity of service provision. 

Sickness and absence  

8.98. Consistent with expectations for the wider NHS, OUH has committed to reduce and maintain sickness 

absence at a Trust-wide average of 3% or less (i.e. below the level experienced by comparator trusts). 

8.99. OUH’s overall sickness absence rate in January 2014 was 3.3%.   
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8.100. The Health and Social Care Information Centre (HSCIC) noted an annual absence rate of 4.24% for 

2012/13 for the NHS in England.  In 2012/13, OUH compared favourably with the Shelford Group 

average of 3.77% (from data published by the HSCIC).  

8.101. Specific action has been taken through, for example, the introduction of a new sickness absence 

procedure, improved Occupational Health support, targeted action in directorates and training for 

managers in dealing with absences.  The FirstCare absence management system is being implemented 

across the Trust in 2014 to improve absence reporting, information management and reporting and to 

help maintain the engagement of members of staff who are absent.  The intended benefits include 

quicker returns to work, improved productivity and potentially significant financial savings. 

8.102. The pattern of sickness absence is relatively constant within the Trust.  The majority (89%) of all 

episodes of sickness and one third of total time lost are due to short term absences of seven days or 

fewer.  Absence is largely due to reported colds/flu (24%) and gastrointestinal problems (18%). 

8.103. Staff Survey findings are used to measure and inform the impact of actions taken by the Trust’s Health 

and Wellbeing Strategy Group.  OUH’s Health and Wellbeing Strategy has an underpinning philosophy 

of self-help and individual responsibility, supported by a corporate framework to promote a healthy 

lifestyle and good practice in relation to workplace health, thereby reducing the likelihood of absence.   

8.104. The new Occupational Health and Wellbeing Centre opened in 2013 and saw the introduction of 

streamlined systems and processes to improve efficiency and reduce waiting times for referrals to be 

seen by an Occupational Health clinician.  Concurrently, a Public Health and Wellbeing specialist was 

appointed to provide additional focus and support for measures to improve the overall health of the 

workforce. Initiatives have included assisting staff to stop smoking, the introduction of a Healthy 

Eating Group, lunchtime exercise clubs and way-marking on stairwells. 

Staff turnover 

8.105. The Trust experienced staff turnover in the region of 11% throughout 2013.  A reasonable degree of 

turnover is considered beneficial, but excessively high levels are costly in terms of potential disruption 

to services, especially when some skills are in short supply.  

8.106. Generally, in the context of the national economic climate, NHS trust turnover rates have reduced to 

within a range of 8-10%.  OUH is targeting a reduction in staff turnover to 10.5% in 2014/15, with 

incremental annual reduction to achieve 8% and to operate within this national range by 2019/20.   

8.107. Specific initiatives are to be introduced to address recruitment and retention issues in some staff 

groups where the turnover figures are above Trust average, such as Band 5 nurses and midwives and 

staff in Bands 1 and 2.  Comparators include Cambridge University Hospitals and University Hospitals 

Birmingham NHS Foundation Trusts at 9.2% and 8.4% respectively. 

Workforce assurance, management and practice 

8.109. The Trust’s Workforce Committee is a subcommittee of the Trust Management Executive.  The 

Workforce Committee provides assurance to the Trust Management Executive and Trust Board on the 

management of workforce issues and risks.  Subgroups to encourage partnership working with staff 

and stakeholders are appointed as appropriate to provide focus to specific areas of the workforce 

agenda. 

8.110. The Director of Organisational Development and Workforce is the executive lead for workforce, 

ensuring organisational arrangements are in place to satisfy the legal requirements of the Trust for 

workforce, and is the professional lead for developing and implementing the Workforce Strategy.  The 
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Director is supported by a corporate Human Resources department, by HR Business Partners (HRBPs) 

aligned to Divisions and Directorates and by a dedicated HR Consultant post within each Division. 

8.111. The HRBPs and HR Consultants in each Division work as part of its multi-disciplinary team.  Whilst 

attending to specific Divisional needs and initiatives, they also align outcomes to Trust-wide targets 

and developments. 

8.112. The relationship between OUH and trade unions is recognised as being strong and based on openness, 

trust and partnership working.  Where, on occasion, there are opposing views between the Trust’s 

senior leadership and representatives of the recognised trade unions, this is dealt with on a basis of 

mutual respect.  During a period in which new ways of working will be an essential feature of the 

Trust’s development it is particularly important to maintain an ethos of trust and transparency, in 

order to promote effective partnership working.   

8.113. A Trade Union Recognition Agreement integrates existing policies and harmonises the staff side 

arrangements across all four hospital sites. The Agreement provides formal arrangements for 

consultation and negotiation between management and eight trade unions. 

8.114. A Joint Staff Consultation and Negotiation Committee (JSCNC) meets bi-monthly and is the main 

vehicle for consultation and negotiation between the Trust and its employees.  The Committee’s 

primary purpose is the communication, consultation and negotiation of policies and procedures 

relating to staffing issues and terms and conditions of service and to function as the recognised 

collective bargaining mechanism on behalf of the non-medical workforce.  The Committee aims to 

anticipate and mitigate potential employee relations difficulties and is chaired by the Deputy Director 

of Workforce. 

8.115. There is a Local Negotiating Committee (LNC) within which the British Medical Association represents 

its members on specific matters relating to medical practitioners.  This committee meets every two 

months and is chaired at alternate meetings by the Director of Organisational Development and 

Workforce or by a senior consultant, on behalf of the Medical Staff Council. 

8.116. A Joint Personnel Committee of OUH’s senior OD and Workforce management team and their 

counterparts at the University of Oxford meet as required to consider matters of mutual interest. 

8.117. The Trust’s Raising Concerns (Whistleblowing) Policy was revised in 2013, increasing access to the 

Chief Executive and other Trust Board members (including a Non-Executive Director) as part of the 

procedure.  All concerns raised through the Policy are appropriately investigated.  Promotion of the 

policy and publicity from the Mid Staffordshire NHS Foundation Trust Public Inquiry resulted in a 

doubling of concerns raised in 2013, compared to 2012.  

8.118. The Trust seeks to develop a culture of openness in which staff feel supported and confident to report 

concerns, near misses and errors, and where concerns are acted upon in a non-blaming and 

professional manner and are seen as opportunities for improvement through the lessons learned. 

Leadership and talent development 

8.119. A key workstream in the Trust’s Organisational Development and Workforce Strategy is to develop, 

implement and embed a systematic approach to leadership and talent development. The guiding 

principle underpinning this work is the recognition that, within the context of the unprecedented 

changes being experienced by the NHS and the local challenges presented by these changes, there is 

a real need to invest in the Trust’s current and future leaders, at all levels.  Our leaders must be 

appropriately equipped and supported to successfully deliver the organisation’s vision and strategic 
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objectives, whilst also promoting and role-modelling our core values (Excellence, Compassion, 

Respect, Delivery, Learning and Improvement), both now and for the foreseeable future.   

8.103. Individuals with responsibility for delivering efficient, cost-effective, patient-centred services will 
need to demonstrate effective managerial and clinical leadership qualities in four key areas: service 
leadership, people/personal leadership, quality leadership and collaborative and engaged 
leadership. 

8.104. When considering overall organisational effectiveness, two key influences are the engagement of 
individuals (which could be measured by the level of commitment and discretionary effort within 
and across professional groups) and the extent to which the organisation enables its workforce to 
maximise its effectiveness.  An enabled workforce will benefit and be inspired by a working 
environment which is supportive, which optimises roles and which promotes and exhibits ‘authentic’ 
leadership.  The characteristics of authentic leadership are recognised by the Trust as being 
influence, inspiration and facilitation, rather than authority, status and control.  

8.105. Typically, the authentic leader will:   

 create a compelling vision by declaring and describing the future state, exciting and motivating; 

 foster a belief in shared values and behaviours and act as a role model (i.e. by living the values); 

 involve and empower those around him/her by inviting active participation, identifying and 

nurturing talent, seeking and responding to feedback, building trust and strengthening 

competence; 

 encourage innovation by challenging the status quo, tolerating a degree of failure by managing 

risk, learning from mistakes and celebrating successes and achievements.  

8.106. A Leadership and Talent Development Strategy will be presented to the Trust Management 
Executive and Trust Board in early 2014/15.  The Strategy will be informed by the outcomes of a 
number of OUH Leaders Conferences, designed to facilitate learning, promote knowledge sharing 
and provide networking opportunities in order to build a vibrant and unified leadership community. 
The revised NHS Leadership Framework will form a cornerstone of the Trust’s leadership and talent 
development framework. 

8.107. The Trust enjoys close relationships with both the University of Oxford and Oxford Brookes 
University.  Where appropriate and possible, OUH will seek to engage the Universities in providing 
accreditation and resources for the programmes developed as part of this Strategy. Best use will also 
be made of existing relationships with other organisations for delivery and/or benchmarking, 
including:  

 Health Education Thames Valley; 

 Thames Valley and Wessex Leadership Academy; 

 NHS Leadership Academy; 

 other NHS trusts; 

 commercial organisations. 

Learning and innovation 

Learning and development 

8.120. OUH aims to create an excellent learning environment in which every member of staff makes the 

best possible use of their experience, skills, knowledge, capability and capacity.   

8.121. A learning and development framework has been agreed to ensure that associated activities and 

interventions are planned effectively. The framework also aims to ensure that resources are used 

effectively and are aligned to delivering the Trust’s Organisational Development and Workforce 
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Strategy, in turn supporting the achievement of the Trust’s objectives.   

8.122. The Trust, in partnership with Health Education Thames Valley (HETV), uses the framework to agree 

commissioning numbers for education placements in collaboration with education providers, 

including the University of Oxford and Oxford Brookes University. Education agreements with 

academia are managed through the Local Delivery Agreement (LDA) with partners to ensure that 

there is a future supply of healthcare professionals with the right skills and behaviours to meet the 

needs of the organisation and the communities that it serves. 

8.123. OUH works closely with the University of Oxford and the Oxford Deanery in the delivery of education 

and training for doctors.  The Trust has over 800 junior doctors in training.  Formal educational and 

clinical supervision processes and structured training programmes are in place which comply with 

the quality assurance processes of HETV and the General Medical Council.  The Trust oversees the 

quality of this education and through trainee representative groups. 

8.124. Staff are expected to receive regular feedback on their performance from their line managers and to 

have an annual appraisal to discuss and agree:  

 Clear objectives that are aligned to organisational objectives and Trust values. 

 Personal Development Review (PDR) and learning and development needs. 

 Review and feedback on their performance over the year.  

8.125. During 2013 the Trust launched a new Electronic Appraisals system for non-medical staff. This will be 

embedded during 2014 to increase both the quality and number of appraisals that are completed. 

Through the introduction of the new system it is anticipated that the number of staff receiving an 

annual appraisal will increase incrementally during 2014/15 toward the target of 90% of staff 

reporting they have had an appraisal. 

8.126. The Trust designs and delivers learning and development programmes including professional pre-

registration education and training, as set out by professional bodies; continuous professional 

development; leadership and management training; and the ‘Oxford Model’, which includes 

initiatives to support apprenticeships and deliver Foundation Degree Programmes.  This aims to 

support staff at the start of their career in the NHS or who are working as Assistant Practitioners. A 

multi-professional approach to providing learning and development is taken wherever practicable. 

8.127. OUH works with Oxford Brookes University to support nurses to return to practice and achieve re-

registration, with two cohorts supported to do this each year.   

8.128. The Trust’s Care Support Worker Academy brings together the recruitment, selection, induction and 

ongoing learning and development of Care Support Workers (CSWs).  It provides a recruitment and 

development pathway for CSWs and a coordinated approach to oversee their development from the 

moment they enter the Trust.  The Academy supports existing CSWs through apprenticeship 

frameworks and portfolios of competence and signposts them to existing bespoke programmes run 

by in-house teams and to other short courses.  It also supports CSWs undertaking Open University 

programmes in their progression from National Vocational Qualifications to nursing registration.    

8.129. Following the publication of the Francis Inquiry, a modified programme has been designed for 

existing CSWs to generate clearly evidenced standards of evidence-based best practice and 

behaviour for this group of staff.   The Cavendish Review recommended that a ‘Certificate of 

Fundamental Care’ be developed and that all care support care staff be required to obtain a 

certificate before working unsupervised.  HM Government has accepted the recommendations for a 

Care Certificate, which will be delivered when ready through the Academy framework. 
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8.130. Provision is made to achieve statutory and mandatory competencies through programmes including 

e-assessment, e-learning, classroom training and workbooks. Compliance is measured by 

competence rather than classroom attendance, focusing on the learning outcomes of training.    

8.131. A web-based learning management system provides a platform for staff to book and undertake 

classroom learning, e-learning or e-assessment and enables staff to access learning resources 24/7.  

The system enables staff to review their own compliance and provides automatic reminders when 

competencies are about to expire.  Managers are able to review training compliance levels at 

individual, team and organisational level.  The system also provides evidence of statutory and 

mandatory training competencies for staff holding honorary contracts and for volunteers.  

Innovation 

8.132. The Trust is committed to being an active partner in healthcare innovation, research and workforce 

education.  The principal aim is to form an effective bridge between research in basic science and in 

healthcare service provision, and the delivery of evidence-based, best practice care, turning today’s 

discoveries into tomorrow’s care. 

8.133. OUH has played a key role in the development of the Oxford Academic Health Science Centre (AHSC) 

and the Oxford Academic Health Science Network (AHSN), for which it is the host organisation.  

8.134. Clinical staff from OUH lead and contribute to clinical networks which will play an important role in 

improving outcomes for patients across the network.  

8.135. The Oxford Biomedical Research Centre and Biomedical Research Unit serve the transmission of 

research from ‘bench to bedside’ and provide a stimulating environment within which research and 

clinical staff are able to work and thrive.  These arrangements are strengthened by the Oxford AHSC 

and AHSN (see Chapter 5).  

8.136. Partnership with the University of Oxford, formalised in a Joint Working Agreement, occurs at the 

highest level and is supported through shared committees, including a Strategic Partnership Board, 

Joint Executive Group and Joint Personnel Committee.   

8.137. A Joint Working Agreement is also in place with Oxford Brookes University to: 

 increase research and scholarly activity undertaken by non-medical professional staff; and 

 harness research activity to drive up quality across the programme.  

8.138. The Trust remains responsive to the fact that developing changes in the care and treatment of 

patients, through research and technological advancements, can result in changes to the 

organisation and to the responsibilities and skills required in key roles. 

Terms and conditions of employment 

8.139. OUH bases the salaries of its non-medical employees on the national Agenda for Change agreement. 

8.140. The majority of medical consultants (98%) are employed on the 2003 consultant contract.   

8.141. The Trust intends to continue to work within national agreements whilst these meet the needs and 

ambitions of the organisation.  However, where there is a business case to do so, new terms and 

conditions will be developed.  Examples of current variations include terms and conditions for 

community support workers and ‘spot salaries’ for senior managers.  The successful implementation 

of local variations have been predicated on clear and strong staff engagement, communication and 

input from an early stage with all key stakeholders.  

8.142. Seven-day working is being implemented across more staff groups (non-medical), using Agenda for 
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Change terms and conditions of employment.  The priority is to ensure access to full emergency 

services (diagnostics) and then specific elective surgery.  National support, particularly from the 

Royal Colleges will assist in the implementation of seven-day working for medical staff. 

8.143. European Working Time Directive (EWTD) compliance is verified through a web-based system 

endorsed by the Department of Health and diary card monitoring exercises are undertaken by junior 

doctors on a rolling basis throughout the year. 

8.144. Arrangements are in place for the Trust to meet all requirements for medical revalidation.  Medical 

job planning and appraisal are supported by automated systems. 

8.145. OUH is taking part in the Nursing and Midwifery Council’s consultation on revising the Code (the 

standards of good nursing and midwifery practice) and implementing revalidation for nurses. 

 

Conclusion 

8.146. This chapter describes the Trust’s current leadership and management arrangements and 

emphasises the organisation’s recognition of the importance of implementing effective strategic 

leadership and talent development interventions.  This is a critical success factor if the Trust is to 

attract, recruit and retain staff of the highest calibre and maintain a multi-professional workforce 

capable of delivering innovative and sustainable service improvements.  

8.147. The delivery of compassionate excellence in care by engaged, well-led and motivated members of 

staff who believe in and demonstrate OUH’s core values, underpins the future of the Trust and its 

services. The challenges presented by the requirement to reduce costs and improve efficiency, whilst 

delivering safe care and improving the patient experience, are fully recognised.  Therefore, any 

future reductions in the overall number of staff employed will be carefully planned and achieved 

with reference to the absolute need to maintain appropriate workforce capacity, across all staff 

groups, thereby ensuring there is no compromise on quality.  

8.148. Proposed changes to the Trust’s workforce over the period of this IBP are described and should be 

read alongside its Strategy in Chapter 3, service development plans in Chapter 5 and financial plans 

in Chapter 6.  

8.149. OUH intends to build upon its reputation as providing an excellent learning, research and innovation 

environment, underpinned by close collaborative arrangements with AHSN and AHSC partners.  

Through a continued focus on strengthening staff engagement and involvement, the investment in 

personal and organisational development initiatives, aimed at increasing leadership and 

management capacity and capability, combined with the continued provision of first-class patient 

services, OUH seeks to be recognised as an employer of first choice. 
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9. Governance 

Introduction 

9.1. This chapter gives an account of governance arrangements to provide the required assurance to the 
Board of Directors across a range of key measures and indicators.  

9.2. The overall structures and processes in place are outlined, the areas on which the Board requires 
assurance are defined and specific measures in place to provide this are described. 

Council of Governors and membership 

9.3. Upon authorisation as a Foundation Trust, the Council of Governors will be responsible for 
representing the interests of members and stakeholder organisations in the governance of OUH 
whilst  acting in the best interests of the Trust and adhering to its values and code of conduct.   

9.4. It will be chaired by the Trust’s chair and has statutory powers to:  

 Appoint and, if appropriate, remove the chair; 

 Appoint and, if appropriate, remove the other Non-Executive Directors; 

 Decide the remuneration and allowances, and the other terms and conditions of office, of the chair 
and the other Non-Executive directors; 

 Approve the appointment of the chief executive; 

 Appoint/remove auditors and receive annual accounts and auditors’ reports.  

 Consider any changes to the constitution proposed by the Board. 

 Consider changes to non-NHS income (to check that there is no adverse effect on NHS services).  

 Consider any proposed merger or acquisition. 

9.5. The Board of Directors will take into account the views of the Council of Governors in preparing the 
Trust’s forward plan which must be submitted to Monitor each May. 

Constituencies and governors 

9.6. The Board agreed a Membership Strategy in January 2012 and updated it in January 2014.  This is 
based on a commitment to: 

 build a substantial and representative membership base to take forward the Trust’s Strategy, to 
support public accountability and local engagement, and to develop a more outward-facing 
organisation; and 

 generate a well-informed, motivated and engaged membership which will help the Trust to be a 
more responsive organisation with an improved understanding of the needs of its patients and 
local communities. 

9.7. Work continues to develop and sustain an active and engaged membership community which in turn 
will elect public and staff representatives to form a Council of Governors.  As at October 2014, OUH 
had over 8,300 public members in line with its projected plan for membership growth.   

9.8. Public consultation took place in 2012, informing the Trust’s proposed Constitution.  Consultation 
points are summarised in Chapter 3 with decisions made as a result.  An updated Constitution was 
agreed by the Board in January 2014 and an updated Governance Rationale in March 2014.  The draft 
Constitution was updated in September 2014 to take account of the publication by the Foundation 
Trust Network of new Model Electoral Rules and by Monitor of an updated model Constitution.  

9.9. The draft Constitution71 lists two categories of members: 

                                                           
71

 Available at http://www.ouh.nhs.uk/foundation-trust/governors/documents/ft-draft-constitution.pdf 

http://www.ouh.nhs.uk/foundation-trust/governors/documents/ft-draft-constitution.pdf
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 Public members: members of the general public, patients and carers who live in Oxfordshire and in 
other geographical areas from which substantial numbers of people come to the Trust for 
treatment and care. 

 Staff members: employees of OUH (including those seconded to the Trust’s PFI providers), of the 
University of Oxford’s Medical Sciences Division and of the Trust’s PFI providers working on the 
Trust’s sites. 

9.10. OUH has not designated a separate membership category for patients, as it expects that within its 
‘public’ membership there will be many people who have been patients of the Trust at some time in 
the past, and/or are carers.  Strong support was expressed for the Trust’s proposed governance 
arrangements during the public consultation.   

9.11. Specific steps are being taken to ensure representation from black and minority ethnic, and white 
non-British communities.  Where there are particular ethnic minority groups who seem under-
represented in the membership in comparison to their presence in the wider community, every effort 
is being made to find ways of encouraging members of that particular community to join.  

9.12. The Trust hopes that as many members as possible will engage fully with its membership programme 
and will participate in events, in consultation activities and in elections to the Council of 
Governors.  OUH is drawing on strong existing engagement through work with the local community in 
Banbury and North Oxfordshire through the Community Partnership Network; patient groups such as 
the Cancer Patient Panel and Diabetes group; consultative meetings with the local community about 
how to improve services; regular briefings for stakeholders and feedback from patients, carers and the 
public through a variety of mechanisms. 

9.13. Full membership begins at age 16, which means that anyone eligible to become a member is also 
eligible to stand for election to the Council of Governors (an important principle of 
governance).  Perpetrators of assault or harassment against Trust staff will not be permitted to join 
the Trust’s membership.  

9.14. In shaping the Trust’s strategic direction, the proposed Council of Governors will have direct 
representation from the Trust’s public members in geographically-defined constituencies; from its 
clinical and non-clinical staff classes, including those who hold honorary contracts; and from other 
nominated representatives as set out below.  Governors elected by public members are in the 
majority, as required by legislation. 

9.15. The Trust has engaged actively with both its staff and public members regarding the role of governor 
and the appointments process, holding a series of information sessions attended by both Executive 
and Non-Executive Board members and with input from NHS FT governors. Indications from these 
events are that there will be a significant level of interest in these roles. 

9.16. The composition of the proposed Council of Governors is as set out below.  
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9.17. The proposed Council of Governors (excluding the Chairman) is made up as shown below. 

Public constituencies (elected) Seats 

Area served by Cherwell District Council 2 

Area served by Oxford City Council  2 

Area served by South Oxfordshire District Council  2 

Area served by Vale of White Horse District Council 2 

Area served by West Oxfordshire District Council 2 

Northamptonshire and Warwickshire 2 

Buckinghamshire, Berkshire, Gloucestershire and Wiltshire 2 

Rest of England and Wales 1 

Total 15 

Staff constituency (elected) Seats 

Clinical staff 4 

Non-clinical staff 2 

Total 6 

Nominated (Stakeholder) Governors Seats 

Oxfordshire County Council 1 

University of Oxford 1 

Oxford Brookes University 1 

Oxford Health NHS FT 1 

Oxfordshire Clinical Commissioning Group 1 

Oxfordshire Local Medical Committee 1 

Specialised Commissioner (nominated by NHS England) 1 

Young person (nominated by Young People’s Executive) 1 

Total 8 

Grand total 29 
 

9.18. The arrangement for public constituencies divides Oxfordshire geographically by District Council areas.  
It then splits the surrounding counties who send patients to the Trust for general and specialist 
services into two, taking account of public feedback that the populations of Northamptonshire and 
Warwickshire also receive a local hospital service from OUH from the Horton General Hospital in 
Banbury.  The constituency for the Rest of England and Wales takes account of the fact that some of 
the Trust’s specialised services operate on a national basis. 

9.19. OUH staff will be members unless they choose to opt out.  Staff constituency proposals are based 
upon the numbers of staff in each employment group, with the ‘non-clinical’ constituency 
incorporating staff categorised in the Trust’s Electronic Staff Record as administrative and clerical, 
estates and ancillary staff; and the ‘clinical’ constituency incorporating allied health professionals, 
additional clinical services, healthcare scientists, medical and dental, nurses and midwives, and 
professional and technical staff. 

9.20. Staff employed by the Medical Sciences Division of the University of Oxford will be able to opt in as 
staff members, although staff holding honorary consultant contracts with the Trust will be members 
of the clinical staff class unless they choose to opt out.   
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9.21. Staff seconded to the Trust’s PFI providers under retention of employment agreements will be 
members of the non-clinical staff class unless they choose to opt out, and employees of the Trust’s PFI 
providers who work on the Trust’s sites will be able to opt in to the non-clinical staff class.  

9.22. Stakeholder Governors from Oxfordshire County Council and the University of Oxford will be 
appointed as required in legislation.  The recognition of partnerships within the local health economy 
is of particular importance, hence the proposed stakeholder governors from Oxfordshire Clinical 
Commissioning Group, Oxford Brookes University and Oxford Health NHS Foundation Trust.  The 
stakeholder governor from NHS England reflects the scale and importance of the Trust’s specialised 
services to its wider catchment population and the wider NHS. 

Council of Governors and membership support 

9.23. OUH has a Membership Office to communicate with its members, to support potential Governors in 
preparation for the first elections and to support communications with Governors and members 
following the formation of the Council of Governors. 

9.24. The Trust has held a series of workshops for members who might wish to stand as Governors. These 
have included information about the role of the Council of Governors and the electoral process, as 
well as input from governors from existing foundation trusts.   

9.25. Induction training will be organised for new governors. This will draw on governor training 
commissioned by the Department of Health from the Foundation Trust Network, with bespoke 
training on OUH and its Strategy and forward plans. OUH will maintain training arrangements for 
governors, responding to specific needs as they arise.  OUH will consider a mentoring system to 
support new governors. 

9.26. The Council of Governors will be responsible for representing the interests of members and 
stakeholder organisations in the governance of the Trust.  In doing so, it should act in the best 
interests of the NHS Foundation Trust and should adhere to its values and code of conduct.  The Board 
of Directors will work with potential members of the Council and following elections, governors 
themselves, to explain the direction and strategy for the organisation, its services, and to highlight in 
particular the roles and responsibilities of governors towards members and other stakeholders.  This 
will include specific training for governors on the duties and accountabilities of the Council as outlined 
in the Constitution, including those relating to the appointment of the Chairman and Non–executive 
Directors. 

9.27. Induction for governors will also include the roles and responsibilities of the Board of Directors, and 
the Trust’s arrangements for governance, performance and risk management. 

Membership engagement 

9.28. A lively membership programme is an essential part of creating a motivated and engaged 
membership. The main elements of the membership programme are as follows:  

 An annual members’ meeting including presentations on developments likely to be of interest 
to members and providing an opportunity for members to meet with Trust Governors. 

 Members are invited to the Annual General Meeting and to special events such as a Cancer 
Centre open day and a Heart Centre open day organised by Charitable Funds. Members have 
also been invited to attend engagement meetings.  Any such event organised in OUH is drawn 
to the attention of members, particularly those who have expressed an interest in attending 
events. 

 Links with the Oxford Biomedical Research Centre support a continuing programme of 
presentations on areas of clinical innovation, to which members are invited.   

 The Trust aims to widen its network of patient groups as it strengthens its arrangements for 
patient and public involvement.  A close link will be maintained with the Trust’s membership 
through these activities. 
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 Staff members will be able to participate in all of the above activities in addition to specific staff-
related activities. 

Staff engagement 

9.29. Since January 2012 the Trust has undertaken an extensive programme of employee engagement.  The 
Board agreed the Delivering Compassionate Excellence programme to deliver improvements in the 
quality of patient care through: 

 shared values and standards of behaviours; 

 employee reward and recognition; and 

 staff development through leadership programmes and induction.72 

9.30. Board members are involved in a number of further initiatives including the following: 

 Embedding Trust values – the Board agreed Trust values based on feedback from an extensive staff 
consultation process.  These have formed the basis for new appraisal and recruitment processes. 

 Listening into Action – workshops have been attended by hundreds of staff from all four hospital 
sites who are encouraged to take forward their ideas to make changes to improve patient 
experience, quality and safety. 

 Quality priorities – Board members took part in quality workshops and work programmes have 
been developed at Divisional level on quality improvement in three key areas: patient safety, 
patient experience, clinical effectiveness and outcomes.   

 Leadership events – Board members joined senior managers for two workshops aimed at helping 
staff connect with the Trust’s vision and five-year integrated business plan. 

 Staff recognition awards – annual awards to recognise the success of staff and teams through 
putting values into action and delivering ‘compassionate excellence’.  The awards are presented 
by Board members. 

Internal communications 

9.31. Opportunities for staff to feed back and to communicate across the organisation are provided through 
channels including: 

 All-staff briefing sessions led by the Chief Executive and Executive Directors.   

 Chief Executive-led senior manager briefing sessions after each Board meeting to disseminate key 
issues and Board decisions.  

 Chief Nurse e-newsletter for nursing teams. 

 ‘Listening into Action’ pulse checks – spot surveys with staff groups to gauge the impact of 
improvement projects and to monitor staff views on working for the Trust.    

 Walk rounds of clinical ward areas – these involve Executive and Non-Executive Directors and 
encourage feedback from staff and patients. 

Structures of corporate governance and management 

9.32. The overall organisational structure including assurance and management functions is illustrated 
below.  Board committees provide assurance to the Board, seeking information from the Trust 
Management Executive (TME) as required. Each of the committees with assurance responsibilities 
report directly to the the Board but they can also seek further more detailed assurance from the 
others. They can also seek assurance from the executive management arm of the organisation. 
 

                                                           
72

 Further details are provided in Chapter 8. 
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9.33. At least one Non-Executive Director is a member of both the Finance and Performance Committee and 
Quality Committee, supporting the assurance functions of the two committees being coordinated 
where these relate to associated aspects of Trust business.   
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Board of Directors 

9.34. The Board of Directors provides leadership on strategy, on the development of policy and on systems 
of internal control. 

9.35. With new Non-Executive Directors appointed by the Council of Governors from the date of 
authorisation as an NHS Foundation Trust (and current Non-Executive Directors to be confirmed in 
post for the remainder of their terms by the Council at that point), the Board of Directors as a whole is 
responsible for the quality and safety of healthcare services, education, training and research 
delivered by the Trust and for applying the principles and standards of clinical governance set out by 
the Department of Health, the Care Quality Commission and other relevant NHS bodies.   

9.36. Prior to authorisation, it is accountable to the Secretary of State through the NHS Trust Development 
Authority.  

9.37. Having effective Board meetings and committees of the Board is a key part of an effective governance 
structure and OUH has, as part of its preparation for Foundation Trust status, reviewed its 
arrangements to ensure that organisational governance is compliant with best practice and supports 
the objectives of the Trust. This work has included both a review of the Board and its committees and 
the composition of the Board itself. 

9.38. Account has been taken of the Board Governance Assurance Framework and Quality Governance 
Framework for Aspirant Foundation Trusts.  

9.39. The Board’s role is largely strategic and supervisory, having as its key functions to:  

 set strategic direction, define objectives and agree plans for the Trust  

 monitor performance and ensure corrective action is taken where necessary 

 ensure financial stewardship  

 ensure high standards of corporate and clinical governance  

 appoint, appraise and remunerate executives  

 ensure dialogue with external bodies and the local community.  

9.40. The work and functioning of the Board is supported by Standing Orders, Standing Financial 
Instructions, and a Scheme of Reservation and Delegation to the Board. 

9.41. The Remuneration and Appointments Committee considered the composition of the Board as part of 
the development of governance arrangements for Foundation Trust status, drawing on guidance from 
Monitor’s Code of Governance and the principles that: 

 the Board should not be so large as to be unwieldy; and 

 sufficient skills and experience are present, appropriate to the size of the business. 

9.42. The Board has the following membership (with * denoting a voting Board member): 

Chairman* Chief Executive* 

Six Non-Executive Directors* Chief Nurse* 

Associate Non-Executive Director Director of Clinical Services* 

 Director of Finance and Procurement* 

 Medical Director* 

 Director of Assurance 

 Director of Development and the Estate 

 Director of Organisational Development and Workforce 

 Director of Planning and Information 

9.43. In common with authorised Foundation Trusts, OUH’s draft Constitution refers to the voting Directors 
as shown above following the date of authorisation.  
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Board of Directors 

Audit Committee 
Finance and  
Performance 
Committee 

Quality Committee 
Remuneration and 

Appointments 
Committee 

Divisions and corporate functions 

9.44. The Trust’s clinical services are grouped into five clinical Divisions, as shown in Chapter 2.  These are 
accountable for the day-to-day management, delivery and governance of services within their areas, 
in line with Trust strategies, policies and procedures.  Each Division is headed by a Divisional Director, 
a practising clinician who is supported by a Divisional Nurse/Divisional Governance and Professional 
Lead and General Manager.  

9.45. The five Divisions and their clinical directorates operate with Divisional Management Executives 
(DMEs) which meet monthly and comprise clinical and managerial members.  The Divisional teams 
include senior staff from Human Resources and Finance (senior business partners) who are 
accountable to the Divisional Director whilst their professional accountability remains with the 
relevant executive director.  

9.46. Overall structures and processes of assurance, governance and risk management are developed and 
overseen by the relevant corporate directorate: Assurance, Clinical Services, Development and Estate, 
Finance and Procurement, Medical, Nursing, Planning and Information or Organisational Development 
and Workforce.  

Board Committee structure  

9.47. The Board operates with the support of committees.  In preparation for assessment against Board 
Governance and Quality Governance requirements for Foundation Trust applicants, the Board 
undertook a review of the Board and its sub-committees using the following principles: 

 the need for committees to strengthen the overall governance arrangements of the Trust and 
support the Board in the achievement of the Trust’s strategic aims and objectives; 

 the requirement for a committee structure that strengthens the role of the Board in strategic 
decision making and that supports the Non-Executive Directors in scrutiny and challenge of 
executive management actions; 

 maximising the value of the input from Non-Executive Directors, given their limited time and 
providing clarity around their role as non-executive members of the Board; 

 supporting the Board in fulfilling its role, given the nature and magnitude of the Trust’s wider 
agenda, to support background development work and to perform scrutiny in more detail than 
is possible at Board meetings. 

9.48. The following areas were covered during the review: 

 statutory duties and good practice guidance; 

 balance of committee membership and culture of challenge and scrutiny; 

 scope and breadth of committee remits and gaps; and 

 preparation and nature of committee papers, scheduling and support arrangements. 

9.49. The Board agreed to revise its committees to create the structure shown below.  The Finance and 
Performance Committee was established to focus on the overview and scrutiny of all aspects of 
performance reporting and the development and determination of financial strategy and plans.  The 
introduction of this committee allowed the Audit Committee to focus on its responsibilities and duties 
as outlined in the DH Audit Committee Handbook and Monitor’s Code of Governance. 

9.50. The Board’s committee structure is shown below.   
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Committees 

Audit Committee 

9.51. The Audit Committee is responsible for providing assurance to the Board of Directors on the Trust’s 
system of internal control by means of independent and objective review of financial and corporate 
governance and risk management arrangements, including compliance with laws, guidance, and 
regulations governing the NHS.   

9.52. The role of the Audit Committee takes account of the DH Audit Committee Handbook, Monitor’s Code 
of Governance and other key guidance.   

9.53. The Audit Committee will: 

 obtain assurance from independent Internal Audit, External Audit and Counter Fraud activities; 

 ensure standards are set and compliance with them is monitored in non financial, non clinical 
areas that fall within the remit of the Committee; 

 monitor corporate governance issues such as compliance with NHS regulations, Codes of 
Conduct, and the maintenance of Register of Interests; and 

 monitor and provide oversight of systems of internal control including the Board Assurance 
Framework and the Risk Register. 

9.54. The Committee will receive assurances on the arrangements in place to manage clinical and related 
risks from the Quality Committee as outlined below. 

9.55. Full membership of the Audit Committee is limited to Non-Executive Directors and two of the Non-
Executive Directors have recent and relevant financial experience. A non-executive member is also a 
member of the Quality Committee ensuring the link in relation to internal controls and the 
management of risks with a specific and potential risk on all aspects of quality. A non-executive 
member is also a member of the Finance and Performance Committee ensuring the link to the 
detailed work of this Committee is maintained. 

9.56. The Committee identifies areas in which it wishes to undertake a ‘deep dive’ to gain greater assurance 
in order to fulfil its duty in internal control.  A forward plan of deep dives is maintained, with flexibility 
to amend as risks are identified and reviewed.    

9.57. The Audit Committee meets at least five times per year and at each meeting its members also meet 
privately with the Trust’s internal and external auditors.   

9.58. A covering report is taken to the following public meeting of the Board by the Chairman of the 
Committee, highlighting the key issues discussed, decisions taken, risks identified, future business and 
any issues referred to other Committees. 

9.59. An Annual Report on the work and performance of the Committee is provided to the Board.  

9.60. A mid-year review also takes place considering the effectiveness of the Committee and an annual 
review is reported to the Board prior to the production of the Annual Governance Statement.  

Finance and Performance Committee 

9.61. The Finance and Performance Committee is responsible for performance reporting including specific 
oversight of financial performance and delivery against planned budgets, risks related to finance and 
performance (as identified from the Corporate Risk Register), CIP targets whilst improving patient 
safety, experience, clinical effectiveness and outcomes, corporate financial policy, management and 
reporting, and quality.   

9.62. It is chaired by a Non-Executive Director (also a member of the Audit Committee) and includes three 
additional non-executive members, the Chief Executive, the Director of Finance and Procurement, the 
Medical Director, the Director of Clinical Services and the Director of Development and the Estate.  
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9.63. The Committee meets at least six times per year. 

9.64. A covering report is taken to the following public meeting of the Board by the Chairman of the 
Committee, highlighting the key issues discussed, decisions taken, risks identified, future business and 
any issues referred to other Committees. 

9.65. An Annual Report on the work and performance of the Committee is provided to the Board.  

9.66. A mid-year review also takes place considering the effectiveness of the Committee and an annual 
review is reported to the Board prior to the production of the Annual Governance Statement.  

Quality Committee 

9.67. The Quality Committee is responsible for providing the Board with assurance on the standards of 
quality safety for clinical care and on clinical governance and risk management systems. 

9.68. As part of the assurance process on the management of clinical risks, the Quality Committee provides  
assurance to the Audit Committee at least twice per year on the systems in place through review of 
non-financial risks on the Corporate Risk Register, Board Assurance Framework and Quality 
Governance Framework and specifically in relation to the development and completion of the Annual 
Governance Statement. 

9.69. The Committee oversees monitoring of the Trust’s compliance with CQC Essential Standards of Quality 
and Safety and ensures, through work with the Audit Committee, that systems for the management of 
risks to quality are robust and that assurance upon them can be provided to the Board.   

9.70. The Committee is made up of four Non-Executive Directors, the Chief Executive, the Medical Director, 
the Chief Nurse, the Director of Clinical Services, the Director of Assurance and the Director of 
Workforce and is chaired by a Non-Executive Director.  The Director of Planning and Information 
attends to discharge responsibilities regarding information governance as the Trust’s Senior 
Information Risk Owner (SIRO).  

9.71. The Quality Committee meets at least six times per year. 

9.72. A covering report is taken to the following public meeting of the Board by the Chairman of the 
Committee, highlighting the key issues discussed, decisions taken, risks identified, future business and 
any issues referred to other Committees. 

9.73. An Annual Report on the work and performance of the Committee is provided to the Board.  

9.74. A mid-year review also takes place considering the effectiveness of the Committee and an annual 
review is reported to the Board prior to the production of the Annual Governance Statement.  

Remuneration and Appointments Committee 

9.75. Boards are required to have a Remuneration and Appointments Committee which determines policy 
on executive remuneration, approves contracts of employment for executive directors and agrees 
arrangements for termination of contracts, ensuring that appropriate performance management 
arrangements are in place for Executive Directors, working with the Chief Executive to relate 
performance judgements to pay.  

9.76. Membership of the Committee is limited to the Chairman and Non-Executive Directors, with the Chief 
Executive and Director of Workforce in attendance for part of the meetings.  

9.77. The Committee meets at least twice per year.   

9.78. A covering report (which highlights the key issues discussed, decisions taken, risks identified, future 
business and any issues referred to other Committees) is taken to the following public meeting of the 
Board by the Chairman of the Committee.  
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Trust management arrangements 

9.79. Trust Management Executive (TME) is the executive management decision-making body for the Trust.  
It is chaired by the Chief Executive and consists of the Trust’s Executive Directors, Divisional Directors 
and the University of Oxford Medical Sciences Division’s Associate Head of Division (Clinical Affairs). 

9.80. TME has a remit to: 

 support the Board in setting and delivering the strategic direction for the Trust within the overall 
context of the university hospital and its partners within the local academic and health and social 
care system by contributing options for strategic direction, ensuring the integrated and effective 
delivery of the Trust’s agreed Strategy and fulfilment of its duties, standards, targets and other 
obligations; 

 oversee the Trust’s management of risk in all aspects of the delivery of its services; 

 ensure that there is always appropriate integration, connection and liaison between individual 
clinical services, between clinical and corporate functions and between strategic and operational 
matters: all within the Trust and between all the Trust’s partners; 

 support individual directors to deliver their delegated responsibilities by providing a forum for 
briefing, exchange of information, mutual support, resolution of issues and achievement  of 
agreement; 

 ensure the fullest clinical contribution to determining the strategic direction and operational 
delivery;  and 

 approve policies within the delegated authority from the Board of Directors. 

9.81. TME has sub-committees as shown on page 225.  These report to it by means of a covering report and 
minutes.  

9.82. Its sub-committees support TME to monitor: 

 the effectiveness of clinical governance processes related to patient safety, experience, clinical 
effectiveness and outcomes and ensure that appropriate actions are taken, as advised by the 
Clinical Governance Committee; 

 the development and delivery of cost improvement plans, as advised by the Cost Improvement 
Committee; 

 the delivery of the Trust’s Education and Training Strategy and plans, as advised by the Education 
and Training Committee; 

 arrangements in place to meet Health and Safety requirements, as advised by the Health and 
Safety Committee; 

 the delivery of the Trust’s Information Management and Technology Strategy and plans, as advised 
by the Health Informatics Committee; 

 delivery of the Trust’s service activity and financial objectives and agree actions, allocate 
responsibilities, and ensure delivery where necessary to deliver the Trust’s objectives or other 
obligations, as advised by the Performance Review Committee; 

 the delivery of the Trust’s Public Health Strategy through the Public Health Steering Committee; 

 the delivery of the Trust’s Research and Development Strategy and plans, as advised by the 
Research and Development Committee; 

 delivery of sustainable service changes to assist Divisions to increase efficiency, improve patient 
safety and be innovative in the way services are delivered via the Transformation Steering Group; 

 the delivery of the Trust’s Workforce Strategy and plans, as advised by the Workforce Committee. 
 

9.83. Each Board meeting receives a report from the Chief Executive on business conducted by TME since 
the previous Board meeting.   
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Governance processes 

Risk management 

9.84. The Board of Directors is the accountable body for risk and is responsible for ensuring that the Trust 
has effective systems for identifying and controlling all risks, whether clinical, financial or 
organisational.  

9.85. The Trust’s Risk Management Strategy defines the system of internal controls in relation to the 
management of risk and sets out accountabilities and reporting arrangements to the Board of 
Directors for risk management within the Trust.  Operational responsibility for the implementation of 
risk management is delegated to TME.  Assurance on risk management activities is monitored via the 
Board of Directors and its committees. 

9.86. The Risk Management Strategy and supporting toolkit for staff set out the key responsibilities for 
managing risk within the organisation, including ways in which risk is identified, evaluated, controlled 
and escalated where necessary. The diagram below summarises the risk management process. 
 

 The Risk Cycle  

 
9.87. Risk management is a core component of the job descriptions of senior managers within the Trust.  

9.88. A range of risk management training is provided to staff and there are policies in place which describe 
the roles and responsibilities in relation to the identification, management and control of risk.  All 
relevant risk policies are available to staff via the Trust intranet. 

9.89. The risk management system includes both proactive and reactive processes to support embedding it 
in day-to-day activities. The Trust learns from good practice though a range of mechanisms including 
clinical supervision, reflective practice, individual and peer reviews, performance management, 
continuing professional development, clinical audit and application of evidence-based practice. 

9.90. The Trust uses proactive processes of risk assessment and risk registers to identify and evaluate 
potential risks that may affect achievement of organisational objectives. A risk scoring matrix is used 
to ensure a consistent approach is taken to assessing and responding to clinical and non-clinical risks 
and incidents. This relates to the Trust’s appetite for risk with clear processes for the management and 
monitoring of proactive risk assessments defined within the Risk Management Strategy and 
supporting procedures. 

9.91. On a reactive level, the Trust learns from events where things have not gone well. All staff are 
responsible for responding to incidents, hazards, complaints and near misses in accordance with the 
appropriate policies.  All serious incidents requiring investigation (SIRIs) and serious risks are reported 
to the Board of Directors via the established committee and reporting structures. 

9.92. Risk management by the Board is underpinned by a number of interlocking systems of control. The 
Board reviews risk through the following related activities: 
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 the Corporate Risk Register; 

 the Board Assurance Framework; 

 the Annual Governance Statement; and 

 tailored reports from Executive Directors. 

9.93. Local management teams, via clinical governance groups, are responsible for developing and 
maintaining local risk registers and overseeing the management of adverse incidents. Management 
teams are responsible for the review of risk action plans and ensuring they are implemented through 
the business planning process and other established routes. 

9.94. Trust-wide risk processes are monitored and reviewed by Trust Management Executive and subject to 
independent overview by the Audit Committee.  Specific elements are monitored by the Clinical 
Governance Committee, the Quality Committee and the Finance and Perfomance Committee.  The 
Board reviews the Corporate Risk Register at least twice per year. 

9.95. The Board has recognised the need for a consistent approach to three interlinking strategies for risk 
management, quality and assurance. These strategies, agreed in July 2012, have been developed and 
publicised in a coordinated fashion. They represent a development in the Trust’s risk, quality and 
assurance processes and a means to support continuous quality improvement. 

9.96. The Risk Management Strategy and its supporting Toolkit set out the way in which risks are escalated 
and de-escalated from ward to Board level.  The Strategy also outlines the high-level process used by 
the Board to consider the Trust’s risk appetite and risk tolerence levels. The Board has accepted that it 
does not have the same appetite and tolerence levels for all risks and has agreed that a tolerence level 
will be set of each of its strategic risks as part of an annual review of the Corporate Risk Register and 
Board Assurance Framework.  

9.97. Further assurance on the effectiveness of risk management has been received with the achievement 
of compliance with the Risk Management Standards of the NHS Litigation Authority (NHSLA) at level 
one for acute and maternity services in September and November 2011 respectively.   Level two for 
maternity services was subsequently achieved in November 2013. 

Audit 

9.98. OUH’s External Auditor is Ernst & Young LLP.  

9.99. The Trust’s Internal Audit service is provided by KPMG LLP, who also provide a Counter Fraud service 
to the Trust. 

9.100. Audit opinions for 2011/12, 2012/13 and 2013/14 are shown below.  In each case the Annual Audit 
Letter was received by the Trust and action taken to address recommendations.   

9.101. The External Auditor gave an unqualified opinion on 2011/12, 2012/13 and 2013/14. 
 

External Audit (from Annual Audit 

Letter 2011/12) 

Unqualified opinion on the accounts 

Internal Audit (Head of Internal 

Audit Opinion, April 2013) 

Satisfactory Assurance given that there is a generally sound 

system of internal control in place 

External Audit (from Annual Audit 

Letter 2012/13) 

Unqualified opinion on the accounts and value for money 

conclusion 

Internal Audit (Head of Internal 

Audit Opinion, April 2014) 

‘Substantial’ assurance can be given that there is a generally 

sound system of internal control on key financial and 

management processes. These are designed to meet the Trust’s 

objectives, and controls are generally being applied consistently 
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External Audit (from Annual Audit 

Letter 2013/14) 

Unqualified opinion on the accounts and value for money 

conclusion 

Key internal audit findings 

in 2013/14 

The outcome of Internal Audit reports issued in 2013/14 is set 

out in the table below 

  

9.102. The latest Head of Internal Audit Opinion, notified to the Audit Committee in May 2014, stated that: 

“The Trust has in place a Board Assurance Framework (BAF) that has been presented to the Board 
throughout the year and the Trust has risk management arrangements in place designed to ensure 
that risks are reviewed and challenged. 

The Trust has extensively reviewed and refined its BAF and risk management arrangements in 
2013/14. The Trust has established a sound Corporate Risk Register [and] is continuing to further 
develop the risk processes at Divisional, Directorate and Clinical Service Unit-level. 

Further work is needed to continue to refine and embed the Trust’s risk management 
arrangements to help to ensure that at a local level, risks are fully understood, clearly documented 
and evidenced, and that appropriate actions are taken in a timely manner to address those risks. 
Trust officers recognise these opportunities and action is being taken to achieve them. 

The areas for improvement that we have highlighted will strengthen the process currently in place, 
although do not hinder our ability to issue an overall substantial assurance opinion. We will follow 
up recommendations raised during 2014-15.”   

9.103. Internal Audit reports issued in 2013/14 gave the following opinions regarding the level of assurance: 
 

Audit Area OUH 

Financial Management significant 

Recruitment and appraisal significant 

Employee satisfaction & experience significant 

Performance management significant 

Service line management significant 

Information Governance Toolkit (follow-up) significant 

Procurement significant 

NICE guidance significant 

Safeguarding significant 

Clinical records significant 

Data quality / Key Performance Indicators significant 

BAF and risk management significant 

Cost improvement & QIPP significant 

Responding to Francis II significant 

Complaints & PALS significant 

Junior doctors’ rotas limited 
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9.104. Internal Audit reports are received throughout the year and agreed with management.  The Audit 
Committee is rigorous in its follow-up of outstanding recommendations: any high or medium priority 
recommendations which are overdue are followed up with a monthly report to the Executive team 
and regular reports to the Committee. 

9.105. An Annual Quality Account, with a strong focus on clinical audit and effectiveness, is prepared, 
reviewed by Internal Audit, and agreed by the Board.  This reflects the Board’s annual quality priorities 
(as informed by the Quality Strategy) and drives the development of clinical audit plans within the 
Trust. 

Assurance model 

9.106. The Trust has an Assurance Strategy setting out long term aims in relation to the assurance that the 
organisation can gain on the delivery of its strategic obectives.  This process is set out in diagrammatic 
form below. 

 

A model for structured assurance. [Source: Health Care Standards Unit] 

 

 
 

 

 

 

 

9.107. The Trust receives a range of assurance from mechanisms such as monitoring of compliance by the 
Care Quality Commission on Essential Standards of Quality and Safety; NHSLA assessments; NICE and 
National Patient Safety Agency metrics. 

9.108. The Trust uses three levels of assurance: 

 Level 1: management or operational assurance, for example reports to Board meetings. 

 Level 2: oversight functions, for example reports from the Audit Committee. 

 Level 3: independent review, for example CQC inspection. 

9.109. The three levels reflect the independence of the body providing the assurance with independent 
review having a higher value than internal management provided assurance.  The organisation 

Objectives 

Risks 

Controls 

Assurance 

The Board identifies the key 
purpose and achievements 

for the organisation 

The Board 
identifies the 
risks which 

could prevent 
the objectives 

being met The Board articulates its 
assurance needs to 

demonstrate that controls are 
effective to minimise risks 

The Board identifies 
evidence to satisfy 

itself that it has met 
its assurance needs 

Patient-
led NHS 
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maintains an evidence-based approach to assurance and the quality and credibility of evidence is 
assessed to identify and redress any gaps that may exist.  Not all assurance is in written form.  Some 
types of assurance are in the form of oral reports or derived from discussions while others are derived 
from observation, for example board walk rounds. 

9.110. In addition to the levels given above the value of assurance received is based on several factors, such 
as the time that has elapsed since the assurance was obtained and its durability.  Some sources of 
assurance last indefinitely but diminish in relevance over time, for example annual accounts.  Others 
are snapshots in time and need to be current to be of value, for example a clinical audit report.  Not all 
sources of assurance are completely relevant: they may cover only part of a service or be only partially 
aligned to a particular objective.  Some sources of assurance are more reliable than others, while the 
independence of the source will also affect its value.  

9.111. The various mechanisms and tools described in the Assurance Strategy not only enable the assurance 
information produced to be assessed in terms of value, but also enable any identified gaps in 
assurance to be reported at an appropriate level and addressed when considered necessary. 

Specific Assurance Arrangements 

9.112. The sections below provide examples to illustrate the assurance arrangements for a set of key 
standards, benchmarks and processes.  These are by no means exhaustive. 

Quality 

9.113. The Trust’s Quality Strategy, agreed by the Board in July 2012 and updated in September 2013, sets an 
ambitious five-year quality vision for the organisation. Ten measurable strategic quality goals are 
grouped into three domains: patients’ safety, patients’ experience and clinical effectiveness.  The 
Trust has set itself the objective of being one of the safest providers of hospital care, in the top 10% of 
hospitals for patient and staff experience and providing clinical services that have clinical outcomes in 
the top 10% nationally.  The Quality goals are shown in the diagram overleaf.  

9.114. Each clinical service is expected to set annual quality priorities aligned to the Trust’s strategic quality 
objectives. The Board sets annual quality priorities for the Trust, drawing these from locally set 
priorities and incorporating national standards and commissioner requirements. 

9.115. The agreed priorities form a framework for Divisional and service level quality priorities. These are 
developed through discussion with clinicians, incuding nursing and medical staff taking into account 
incidents, risks, complaints and feedback.  

9.116. OUH also uses locally-commissioned and national peer reviews to inform its work.  During 2013, it 
reviewed care for patients undergoing surgery and participated in the national peer review of cancer 
services.  

9.117. Progress against quality objectives is reviewed locally through Divisional Executive meetings.  Overall 
delivery of the Strategy is monitored through the Trust’s committee structure. 

9.118. The Quality Committee is responsible for providing the Board with overall assurance on clinical 
governance systems and standards of quality and safety.  Its minutes are seen by the Trust Board,  
accompanied by the Committee Chair’s report.  The Medical Director and Chief Nurse also provide 
topic-specific quality reports on relevant issues to the Trust Board at each of its public meetings.  A 
Quality Account is produced on an annual basis as part of the Trust’s Annual Report. 

9.119. A range of quality metrics form part of the Integrated Performance Report to the Board and Divisional 
performance against relevant standards is monitored via the performance review cycle described 
above.   
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Quality goals 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

9.120. The Clinical Governance Committee monitors the effectiveness of clinical governance processes 
related to patient safety, experience, clinical effectiveness and outcomes and ensures that appropriate 
actions are taken.  It provides a closer scrutiny on these issues than is possible via Divisional 
performance reviews and, with all Divisions represented, can support consistency of approach across 
the organisation.   

9.121. It is the Trust’s policy that all deaths that occur on Trust premises should be reviewed. In some 
specialties, where death is a common occurrence, some reviews may be undertaken by the 
responsible consultant using the authorised ‘screening form’.  Where a formal review takes place, this 
is led by a senior clinician not directly involved in the patient’s care, and undertaken in a multi-
disciplinary environment.  The process is managed through the Clinical Outcomes Review Group. 

9.122. The outcomes of the reviews are threefold: to estimate the frequency of deaths that may have been 
preventable; to identify learning points and actions to be taken locally and potentially in other areas 
across the Trust; and to share good practice.  

9.123. Divisions are held to account for the mortality review process through quarterly reports to the Clinical 
Governance Committee. These reports are designed to provide a quantitative overview of the 
mortality review process and a narrative on learning with pan-Trust applicability. 
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9.124. The concept of ‘risk summits’ at OUH has been established alongside the peer review programme 
following publication of the Francis and Berwick Reports, and the Keogh Reviews earlier in the year 
and it is proposed that risk summits will continue going forward on approximately a quarterly basis. 

9.125. Risk summits have been held regarding the care of patients with pneumonia and of inpatients with 
diabetes. These summits have led to developments in staffing and access to specialist care for patients 
with these conditions across the Trust’s services and sites.  

9.126. Monthly Divisional reports are provided to the Clinical Governance Committee.  These include 
assessments of compliance with CQC standards and an analysis of Dr Foster outcome measures. 
Trends in complaints and incidents as well as lessons from individual instances are tracked to inform 
progress and future strategy, along with relevant alerts from Dr Foster and the Central Alerting System 
(CAS).  OUH also uses NICE reports and the clinical audit process to proactively explore opportunities 
for quality improvements. The Clinical Governance Committee reports to the Trust Management 
Executive on a monthly basis and escalates issues of concern where necessary. 

9.127. Regular clinical audit reports go to the Clinical Audit Committee (a subcommittee of the Clinical 
Governance Committee) for assurance and the outcomes are reported to the Board’s Quality 
Committee. 

9.128. A Trust-wide Clinical Governance team sets out and monitors clinical governance arrangements and is 
supported by a frontline team of clinical governance and risk practitioners who are allocated to each 
Division and support activity to deliver the Trust’s vision on quality. 

9.129. The Trust has had an external assessment against Monitor’s Quality Governance Framework and 
reassessments against the relevant standards will continue to be made as required and included in its 
internal audit programme. 

9.130. The Trust’s patient experience survey comprises four programmes coordinated by a Patient 
Experience Steering Committee, chaired by the Chief Nurse and co-chaired by a patient leader.  Local 
and national benchmarking has taken place to ensure that OUH is in line with latest national and local 
best practice in patient, carer and staff experience.  

9.131. The four programmes are: 

 Patient Experience and Insight. Use of the Friends and Family Test with proactive use of real-time 
feedback for inpatient and outpatient services. 

 Patient Stories. The development of patient stories as an approach for learning, personal and 
professional reflection, sharing excellence and examining poor practice. 

 Compassionate Care. Driving compassion as the core component of patient and carer experience, 
supported by an OUH compassionate care charter co-produced with patients, families and staff. 

 Patient Leaders. Transforming the working relationship of patients and carers with staff, 
providing training to enable patients to develop a more strategic approach to working with staff. 

9.132. Executive and Non-Executive Directors undertake regular quality walk rounds which are included in 
Board reports and example patient stories are presented to the Board.  Both provide opportunities to 
triangulate other quality information with the realities of current patient experience. 

Performance Management Framework 

9.133. The NHS Foundation Trust Code of Governance states that: 

“At least annually and in a timely manner, the board of directors should set out clearly its 
financial, quality and operating objectives for the NHS foundation trust and disclose sufficient 
information, both quantitative and qualitative, of the NHS foundation trust’s business and 
operations, including clinical outcome data, to allow members and Governors to evaluate its 
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performance. Further requirements are included in the NHS Foundation Trust Annual 
Reporting Manual.”73 

9.134. Monitor’s Risk Assessment Framework specifies indicators used to judge the performance of FTs.  
Financial indicators are reported to the Board in its Finance reports.  Indicators which contribute to 
the Governance Risk Rating are included within the Board’s Integrated Performance Report (IPR).  
These are shown in the table below.  
 

Metric Indicator Standard 

18 week referral to treatment Incomplete pathway 92% 

Admitted pathway 90% 

Admitted specialties 0 

Non-admitted pathway 95% 

Non-admitted specialties 0 

Accident & Emergency Maximum waiting time of four hours from arrival to 
admission, transfer or discharge 

95% 

Cancer 62 day referral to treatment 85% 

62 day screening referral to treatment 90% 

31 day first treatment 96% 

31 day subsequent - chemotherapy 98% 

31 day subsequent - surgery 94% 

31 day subsequent - radiotherapy 94% 

Cancer 2 week wait 93% 

Breast symptomatic 2 week wait 93% 

Clostridium Difficile Incidence against threshold  

 

9.135. The IPR at Trust level is built up from equivalent analysis at Divisional and directorate level.  It is 
therefore possible to ‘drill down’ into the analysis to review performance within individual areas.  The 
IPR at Divisional level receives evaluation and scrutiny via Divisional performance reviews. 

9.136. The Board reviews monthly performance reports covering financial, activity and quality performance 
data.  These include key relevant national priority and regulatory indicators, including Commissioning 
for Quality and Innovation (CQUIN) targets with additional reports devoted to patient safety, patient 
experience, clinical effectiveness and outcomes. A monthly qualitative summary is supplemented by 
more detailed exception reports on any areas of adverse performance. 

9.137. The selection of appropriate metrics is subject to regular review, with changes in definitions or 
strategic priorities reflected in the selection.  The Finance and Performance Committee’s forward plan 
incorporates an annual review of IPR metrics, tied to the annual business planning process. 

9.138. The IPR is backed up by reports reviewed by Board Committees such as the Quality Committee, 
directorates and individual services, with some analysis available at individual practitioner level. 

9.139. The Divisional performance review process is shown below.  Monthly performance meetings take 
place with each Division and are led by the Director of Finance and Procurement.  

9.140. At quarterly Divisional performance meetings, quality, activity, finance and workforce indicators are 
reviewed in detail by the executive team and actions agreed to mitigate emerging risks and to manage 
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 NHS Foundation Trust Code of Governance, Monitor, December 2013, paragraph C.1.3 

http://www.monitor-nhsft.gov.uk/sites/default/files/publications/CodeofGovernanceFinal2701_0.pdf
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Assurance Management 

performance.  These meetings provide an opportunity for Divisions to explain performance and for 
corporate functions to offer support where required.  

 

Performance Review Process 

 
 

9.141. As shown below, the Integrated Performance Report fulfils management and assurance functions.  It is 
reviewed by TME to ensure that appropriate management action is taken where required and by 
Board committees for assurance purposes.   

9.142. The Finance and Performance Committee reviews the IPR in its entirety and the quality and patient 
experience metrics within it are considered by the Quality Committee. 
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Strategy and Business Planning 

9.143. The Trust’s vision and values have been translated into strategic objectives as shown in Chapter 3. To 
enable their delivery a series of supporting strategies has been developed.  

9.144. The strategic objectives and supporting strategies have been further translated into individual 
Divisional, directorate and clinical service unit-level objectives.  Risks to the delivery of objectives have 
been considered at each level and, where relevant, included in the appropriate risk register.  
Objectives then form an integral part of business plans developed across the Trust. 

9.145. The diagram overleaf shows schematically how the Trust’s overall vision is cascaded and translated 
into detailed operational planning and actions at the level of Divisions, services and individuals so as to 
ensure that these are coherent and congruent with the organisation’s overall goals. 

 

Vision into actions 
 

 

 

9.146. An example of this process in action is the development and approval of individual business cases.  

9.147. Business cases are progressed and approved through the process shown below, providing assurance 
that they receive an appropriate level of scrutiny in relation to the level of resource and capital to be 
committed and that the Board and TME have opportunity to test their consistency with OUH’s overall 
Strategy. 

9.148. Once approved, the respective risks are managed and implementation of plans to achieve the relevant 
objectives is monitored through the Trust’s executive management. 

9.149. Until FT authorisation, approval of schemes above the delegated limit for NHS Trusts must be sought 
from the NHS Trust Development Authority.  
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Business Case Development 

 
 

Financial Controls and Reporting including Cost Improvement Programme 
9.150. Detailed monthly financial reports are provided for all Divisions and their directorates.  These reports 

are brought together for review by TME and the Board.  

9.151. Finance reports to the Board include an assessment of the Trust’s performance against Monitor’s 
Continuity of Services Risk Rating.  The elements that make up the rating are visible to the Board to 
enable review of performance over time. 

9.152. Board reports on finance include the Statement of Comprehensive Income (Income & Expenditure 
Account); Statement of Financial Position (Balance Sheet); Statement of Cashflows; Financial Risk 
Rating; Analysis of Income by Commissioner; Analysis of the Capital Programme; Analysis of the 
Savings Programme; and Risks. 

9.153. Controls on expenditure are in place through Standing Orders, Standing Financial Instructions and 
Budgetary rules. 

9.154. OUH recognises that it must deliver cost improvements whilst providing safe and effective clinical 
care. It has an approach to the development and implementation of its Cost Improvement 
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Programme74 that includes an important assurance and oversight role for its Quality Committee.  This 
approach is shown below. 

 

Cost Improvement Programme (CIP) Governance Framework 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Information Management and Technology 

9.155. The Trust’s Information Management and Technology (IM&T) Strategy for 2012-2017 is described in 
Chapter 3. 

9.156. Articulated through the IM&T Strategy is the need for appropriate governance arrangements that 
function in accordance with governance and assurance arrangements for the Trust as a whole. These 
are needed to ensure that the organisation moves in a common corporate direction and adheres to 
common inter-operability, technical and data standards. Without them, systems cannot work together 
and information cannot be shared.   

9.157. OUH recognises the importance of adhering to corporate standards and of ensuring future system 
compatibility and will put in place appropriate arrangements to deliver this, working through its 
Health Informatics Committee, reporting to the Trust Management Executive. 

Workforce 

9.158. Workforce metrics to be monitored are determined with Divisions and reviewed by the Workforce 
Committee and Trust Management Executive (which includes Divisional Directors) to inform the 
Workforce Plan.  
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 See also description of the Trust’s Transformation Programme in Chapter 3. 
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9.159. The Workforce Plan supports and is consistent with the Integrated Business Plan and Long Term 
Financial Model agreed by the Trust Board.  Workforce Key Performance Indicators (KPIs) are set and 
monitored at Trust and Divisional level.  KPIs encompass pay expenditure, temporary workforce 
expenditure, sickness absence rates, turnover rates, compliance with statutory and mandatory 
training requirements and appraisal rates. 

9.160. The Finance and Performance Committee reviews progress against the Workforce Strategy and plan 
twice a year.  It reviews the Integrated Performance Report (including workforce metrics) on a 
monthly basis.  

9.161. The Quality Committee triangulates information from Quarterly Reviews at Divisional level, relevant 
KPIs from the Workforce Committee and CQC outcome data from the Clinical Governance Committee 
and carries out a review of workforce assurance three times a year.  As noted above, at least one non-
executive is a member of both committees to ensure that complementary activities are considered.   

9.162. The Audit Committee provides annual review of Human Resources governance through the audit 
cycle. 

9.163. Strategic risks to the workforce plan are identified in the Integrated Business Plan and monitored as 
part of the Board Assurance Framework and Corporate Risk Register, which are routinely reviewed by 
the Trust Board.   

9.164. Risks specific to Divisions are identified and monitored via Divisional risk registers, reviewed at 
Quarterly Performance Meetings and escalated in accordance with the Board Assurance Framework. 

9.165. Medical revalidation requirements are managed via an implementation group reporting to the 
Workforce Committee.  Activities in relation to trade unions are reported within the Joint Staff 
Consultation and Negotiating Committee and Local Negotiating Committee of the BMA and supplied 
to the Workforce Committee. 

 

Conclusion 

9.166. The Board and its committees have arrangements in place to enable them to drive strategy and 
oversee the Trust’s operational management.   

9.167. The Board receives assurance on performance, quality and financial issues via its committees.   

9.168. Specific processes are in place to scrutinise all aspects of  performance of the clinical Divisions as well 
as the development of risk registers, cost improvement plans and business cases that link back to the 
trust’s strategic objectives.   

9.169. Arrangements are also in place to ensure that key information and metrics are reported to the Board 
and appropriate committees, with appropriate frequency and to a consistent standard to enable all 
committees to discharge their duties as set out in the relevant terms of reference. 



 

 

 


