Annual Review
2007

Contents
Foreword

Page

by Sir William Stubbs, Chairman

3

About the ORH
A provider of hospitals and services of choice for patients and staff

5

Clinical services
Outstanding clinical and customer-focused patient care

8

Reviewing our services
Valued by our partners and the communities we serve

10

Improving our performance
The right care, at the right time, of the right quality, without unnecessary delay

14

Improving environmental performance
The aim of energy and water conservation is to eliminate waste, not to lower standards

23

Our hospitals
The John Radcliffe Hospital
The Churchill Hospital
l The Horton General Hospital
l

25

l

Our people
Staff include some of the UK’s leading clinicians in a number of fields

31

Safety
Maintain the highest quality with minimal risk

39

Patient partnership and involvement
There are lots of ways to get involved in helping to develop and improve local health services

44

Valuing our future
The striking thing about what we’ve done this year is that not only have we saved money but
in many instances we’ve also been able to make improvements to patients’ care and experience

47

Operating and financial review
l
l

Explanation of financial terminology
Statement on internal control

Annual Review 2007 Contents

54

Foreword
by Sir William Stubbs, Chairman

The Oxford
Radcliffe Hospitals
‘excellence in clinical
services, teaching and
research’

The Oxford Radcliffe Hospitals (ORH) is one of the largest
teaching trusts in the country, with a national and international
reputation for the excellence of its services and its role in
teaching and research. The Trust, which is based on three sites,
provides general hospital services for the local population in
Oxfordshire and neighbouring counties, and many specialist
services on a regional and national basis.
In recent years, the Trust has sought greatly to improve its
facilities and efficiency. This has meant not only enhanced
ratings and reduced costs but also a significantly improved
patient experience with shorter waiting times, better diagnostic
equipment, new services and improved infrastructure.
The Trust has also made great strides in moving towards
a position of financial surplus, delivering a challenging
performance improvement and cost reduction programme in
excess of £33 million.  
This was accomplished whilst maintaining activity levels and
meeting waiting time targets, thanks to a taskforce of clinical
and non-clinical staff who ensured that any service changes
made long-term strategic sense, and maintained high standards
of care and patient safety. The core element of the programme
has been improved performance, ensuring that each patient
has a smooth and efficient journey through their treatment. By
improving performance in this way and removing bottlenecks
and duplication, the patients’ experience has been enhanced
and costs have been reduced. This work is also a logical
extension of the Strategic Review of ORH services carried out in
recent years.
In the coming year we will be continuing our performance
improvement programme delivering further savings of
£23 million. This will allow the Trust to move into surplus and
to support a number of important investments over the coming
year. The Trust is fortunate to have extraordinarily dedicated and
resourceful staff, a great asset which will help us to achieve this
challenge.
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A major highlight of the past year has, of course, been the
opening of the new Oxford Children’s Hospital and West Wing
on the John Radcliffe site. The new Children’s Hospital is already
greatly improving the way we treat our youngest patients,
providing dedicated facilities entirely focused on the needs of
these patients and their families.
The new West Wing houses the majority of services previously
based at the Radcliffe Infirmary, which closed in January 2007.
After nearly 300 years of service to medical science, the closure
of the Radcliffe building was a significant event. The farewells to
the buildings were joyous occasions involving many former and
current staff, and demonstrating the level of affection felt for
the Radcliffe Infirmary. The University of Oxford is now working
on developing this site as a major academic campus.
Work on the new Cancer Centre at the Churchill Hospital,
funded by the Private Finance Initiative, continues and from
summer 2008 we will be able to offer cancer patients state-ofthe-art facilities and equipment to match the expertise offered
by our clinical teams. In addition, work has now started on the
expansion of facilities for patients with heart disease.
The status of Oxford as a leading centre of medical research
was recognised by our successful application for comprehensive
Biomedical Research Centre status. We are now working with
the University of Oxford to establish the Centre, using the grant
of £11.5 million of NHS funding which we will receive for each
of the next five years.  
Finally, I would like to thank all the Trust’s staff, and my fellow
Trust Board members, for their unstinting commitment and
professionalism.
I look forward to 2007/8 as a time of both consolidation and
exciting developments for the Trust, and the NHS as a whole.

Sir William Stubbs, Chairman
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About the ORH
A provider of hospitals and services of
choice for patients and staff

About the ORH
The ORH is one of the largest acute teaching
hospital trusts in the UK, currently providing a
wide range of general and specialist services
from three hospitals, the Churchill and John
Radcliffe Hospitals in Oxford, and the Horton
General Hospital in Banbury. Services from the
Radcliffe Infirmary moved to the John Radcliffe
early in 2007. At the end of 2006/7, the Trust
employed 9,356 people, provided around 1,436
beds, and had a turnover of £484 million.
The Trust has a national and international
reputation for the quality of its clinical care,
teaching and research, including in particular
neurosciences, cardiac services, cancer services
and gastroenterology. The ORH works closely
with the University of Oxford’s Medical Sciences
Division and Oxford Brookes University’s School
of Health and Social Care, and is a renowned
teaching and education base for doctors, nurses,
and other healthcare professionals.
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The Trust provides general hospital services
to people in Oxfordshire and neighbouring
counties, and specialist services on a regional
and national basis. Its main commissioners are
the newly created Oxfordshire Primary Care
Trust (PCT), Buckinghamshire and Berkshire
PCTs, within the Thames Valley; and Wiltshire,
Northamptonshire and Gloucestershire PCTs.
The Trust now sits within the newly created
South Central Strategic Health Authority, which
includes the counties of the former Thames
Valley and Hampshire and the Isle of Wight
Strategic Health Authorities.
The Trust works closely with many other partner
organisations within and beyond the NHS, such
as patient groups, Oxfordshire County Council
and the Joint Health Overview and Scrutiny
Committee. We value these partnerships and
work to strengthen and develop them.

At the ORH in 2006/7
l
l
l

l

l

520,835 people attended outpatient appointments
123,914 people attended the emergency departments
90,432 people were admitted as inpatients for emergency
assessment and treatment
76,251 patients were treated as day cases and 20,666
patients were treated as inpatients
8,408 babies were delivered.

The Trust’s strategic objectives
for 2007 are
l

l

l

T o be a provider of hospitals and services of choice for
patients and staff, based on outstanding clinical and
customer-focused patient care, and valued by our partners
and the communities we serve
To be a pre-eminent academic medical centre, with an
international reputation based on clinical excellence, specialist
expertise and our contribution to research, medical advances
and teaching
To achieve and maintain financial sustainability through
income growth, improvements to clinical and non-clinical
leadership and management, efficiency and productivity, and
intelligent service redesign.
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Clinical services
Outstanding clinical and customer-focused patient care

Clinical services
The Trust’s clinical services are grouped
into three divisions, each with a number of
directorates. The directorates include those
with services on more than one site, such as
general surgery and women’s services, and
those based on a single site, such as cardiac
services and neurosciences.

Division B

Division A

l

l

l

l

l

l

 cute and emergency medicine and
A
geratology – acute general medicine, Horton
medicine, emergency departments in Oxford
and Banbury, geratology
Cardiac services – cardiology, cardiothoracic
surgery, technical cardiology, and cardiac
investigative and diagnostic services
Renal services – urology, renal medicine and
dialysis, transplantation
Specialist medicine – dermatology services,
Oxford Centre for Diabetes, Endocrinology
and Metabolism, haemophilia unit, clinical
immunology, infectious diseases, respiratory
medicine
Emergency access – operational managers,
emergency admissions, emergency access
teams.

l Cancer

l

l

services – medical and clinical
oncology, clinical haematology, pain relief unit
and palliative care
General surgery, vascular and trauma
– emergency surgery, gastrointestinal medicine
and surgery, endocrine surgery, breast surgery,
trauma surgery and orthopaedic surgery
Critical care, anaesthetics and theatres
– intensive care unit, neurointensive care unit
and Horton critical care unit. Anaesthetics
provide a service not only within the Trust but
also to all other Trusts in Oxford
Specialist surgery and neurosciences
– ear, nose and throat, cleft lip and palate
surgery, plastics and reconstructive surgery,
ophthalmology, oral and maxillofacial surgery,
neurosurgery, neurology, neuropathology,
neuropsychology and neurophysiology.

Division C
l Children’s

l

l

l

l

services and clinical genetics
– paediatric medicine, paediatric surgery,
specialist children’s services, community
paediatrics, neonatal, paediatric intensive care,
and clinical genetics
Women’s and sexual health – obstetrics
and maternity services, gynaecology and
genitourinary medicine
Laboratory medicine and clinical sciences
– cellular pathology, biochemistry,
haematology, microbiology, immunology and
genetics
Radiological sciences – general radiology, CT,
MRI, medical physics and clinical engineering,
neuroradiology and nuclear radiology
Pharmacy and therapies – pharmacy,
physiotherapy, dietetics, language therapy and
occupational therapy.
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Reviewing
our services
Valued by our partners and the
communities we serve

Reviewing our services
The ORH Strategic Review was launched in July 2004 with
publication of the document Fit for the Future, which described
our services and set down the way in which the Review would
work. The aim of the Review was to recommend the way in
which our services should be organised and delivered in the
future and how a financially stable future could be achieved. In
September 2005, following 12 months of work and discussions
with staff and partners, including patient groups, we published
the Emerging Themes report, for discussion and debate across
the county and internally.
Emerging Themes set out our approach to our clinical and nonclinical services. It identified those clinical services which form
the core of general hospital services for people in Oxfordshire
and the surrounding counties. It also highlighted the defining
services which differentiate the Trust from others within the
region, and which give it a national profile. An important
aspect of this work was outlining a vision of the Horton General
Hospital as a provider of a wide range of clinical services for
people in the north of Oxfordshire and adjacent communities.
The Strategic Review has led to a clearer understanding of the
challenges that the organisation faces and the implications of
those challenges to the Trust. This has led to some difficult and
challenging decisions, but with the support of staff and the
wider community, we have made significant progress in:
l
l
l
l

Improving our financial position
Identifying our ‘defining’ and ‘specialist’ clinical services
Mapping out the future of our clinical and corporate services
Developing our systems of governance.

The work undertaken by the Strategic Review team meant
that it was possible to implement a performance improvement
programme quickly and effectively across the Trust. This work
was directed by a team that included doctors, nurses, managers,
and other healthcare professionals from throughout the Trust to
ensure that clinical excellence was in no way compromised.  
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The work towards performance improvement was concentrated
in four main areas: length of stay, use of theatres, use of
outpatient services, and use of diagnostics. This work drew on
examples of good practice and improved patient services from
across the country, in particular:
l
l
l

l
l

Making sure that patient discharges are properly organised
Managing variation in patient admission
Applying a systematic approach for people with long-term
conditions
Improving patient access by reducing queues
Improving patient flows by tackling bottlenecks.

In the new health environment, and given Oxfordshire’s overall
funding position, it is clear that this approach will be essential
to ensuring that money is available for service development.
The 2006/7 programme was very challenging, but it put the
Trust in good stead for future years, allowing the ORH to fund
improvements in services, facilities, equipment and buildings,
in more customer-focused patient care, and in leading-edge
treatments and training.
The Strategic Review process has also enabled the Trust to agree
a long-term strategy based on the following key areas:
l To

l

l

l
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be the hospital of choice for patients by providing an
outstanding environment for clinical services with
customer-focused patient care that will be valued by our
partners and the communities we serve
To be a world leading teaching hospital and
pre-eminent academic medical centre with an international
reputation for advancements in medicine and biomedical
research, able to offer specialist expertise and outstanding
teaching and treatment facilities
To achieve financial sustainability and long term growth
by intelligent redesign of our hospital services based on
improved leadership, productivity and efficiency
To be an excellent employer with flexible and workable
policies that will encourage the recruitment and retention of
top-quality staff.

In 2008 the Trust aims to capitalise on last
year’s performance progress by making a
successful application to become an NHS
Foundation Trust.  We believe that the flexibility
and freedoms offered by Foundation Trust status
will help us to improve the care that we give
whilst strengthening our relationships with our
local community. As the ORH moves towards
Foundation Trust status, the Trust must meet a
number of key challenges, including:
l
l

l

l

Compliance on all core standards
E xisting and new national targets, including
those relating to the 18-weeks referral to
treatment target milestones
 RSA rates and other healthcare associated
M
infections, particularly Clostridium difficile.
Linked to this, the Trust will also achieve
standards relating to instrument and
equipment decontamination
 greement on the future of services at the
A
Horton General Hospital

The Trust must meet these challenges without
losing focus on the longer-term imperatives, not
least:
l Improving
l

l

l

the safety of our patients and the
standards of care we provide
Improving the overall perception of our Trust
by our stakeholders and the wider community
Putting systems in place to support our staff,
encouraging them to stay at the Trust, and
others to join us
Continued implementation of the National
Programme for IT within the Trust, in particular
the Care Records Service.

The Trust will also be looking to improve its
performance on quality and the use of resources
as measured through the Annual Health Check
that rates us on quality and the use of resources.

Annual Review 2007 Page 13

Improving
our performance
The right care, at the right time,
of the right quality, without unnecessary delay

Improving our
performance
The ORH has continued to build on its strong performance
this year, and has met the challenges offered by a number
of demanding new performance targets. This has included
achieving all its primary service performance targets, including
all those for emergency access, inpatient, outpatient and
maximum waiting times for diagnostic services and cancer
targets.
All the current work to reduce waiting times in outpatient,
inpatient and diagnostics is leading towards the target of
no one waiting more than 18 weeks from referral to treatment,
by December 2008.
This represents the coming together of the various waiting time
targets for the different elements of hospital services.  For the
first time, in a similar way to our approach to cancer waiting
times, the 18-week target will cover the whole patient pathway.  
This new goal effectively replaces the existing targets around
outpatient and inpatient waits and the newer targets relating to
diagnostic services.  
From a patient’s point of view, 18 weeks is a fairer and more
inclusive target, and from the Trust’s point of view it is a more
complete target that should enable us to measure and manage
effectively all the timings of the care that we deliver.  It is about
the right care, at the right time, of the right quality, without
unnecessary delay. As much as being about speed, it is about
quality, equality, efficiency and customer service, and it should
be a product of, and driver for, the improvements that we make
in patient care.
The Trust has also made good progress against its quality
targets, but still needs to reduce the number of delayed
transfers of care and cancellations, and to continue to improve
performance in managing infection control and the monitoring
of patients’ ethnic groups.
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The first part of the Healthcare Commission’s Annual Health
Check (which looks at a broad range of quality indicators
including patient amenities and the care environment, patient
privacy and dignity, safety systems and policies), includes our
performance against core standards. Our self-assessment shows
compliance against 42 of the 44 standards, at the same time as
implementing a £34 million performance improvement and cost
reduction programme. Further details and the declaration of
compliance can be found on the Trust’s website, at
www.oxfordradcliffe.nhs.uk/news/performance  
The Trust did not quite meet two standards – those relating to
MRSA and to single sex accommodation. Although MRSA rates
reduced later in the year, the Trust did not achieve the overall
year-on-year reduction required. Further actions were agreed in
October 2006, and extensive additional measures are now in
place to help tackle MRSA. These include a ‘root cause analysis’
of every case, so that staff can learn from probable causes, and
work to eliminate them. In the last year, the Trust has appointed
new infection control nurses, a specialist pharmacist, and a new
epidemiologist (an expert in the spread of disease). The Trust
hopes that the present downward trend in acquired infection
will continue.
The Trust also felt it could not confirm compliance for the full
year with the standard which relates to the privacy and dignity
of inpatients. We were not able to show sufficient progress
in the provision of single-sex accommodation. Ensuring this
standard of accommodation across ORH was a challenge for the
Trust in the environment of the Radcliffe Infirmary. Standards
have improved significantly in this area with the opening of the
West Wing, which has a higher proportion of single rooms.
The John Radcliffe’s geratology department is undergoing a
complete refurbishment, and when it opens in 2008, will have
only single-room accommodation. The Trust’s new Cancer
Centre, which is expected to open in summer 2008 and the new
Heart Centre, due to open in 2009, both include a much higher
proportion of single rooms and have been designed with help
from patient groups.
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Overall volume of activity
			

2003/4

2004/5

2005/6

2006/7

Emergency activity
Elective inpatients
Day cases
Total finished consultant episodes
Emergency Department attendance
Outpatients

76,707
22,010
59,460
158,177
116,791
510,320

84,227
22,811
61,437
168,475
125,482
514,613

91,482
23,180
77,673
192,335
123,852
525,710

90,432
20,666
76,251
187,349
123,914
520,835

Waiting times in the emergency departments
The Trust’s overall performance for 2006/7 for seeing, treating and discharging, or deciding to admit
within four hours (despite a challenging time over the winter months), was above the 98% target.
The Trust had no breaches of the 12-hour target for patients waiting for admission (once the decision
to admit has been made) from either the John Radcliffe or the Horton General Hospital emergency
departments.
This performance has been maintained against a challenging performance improvement, and cost
reduction programme, that has required departments to ensure that delayed transfers of care are
minimised.
Emergency Department four-hour target
Total attendance
Q1
Q2
Q3
Q4

Number seen within 4 hours

% seen within 4 hours

33,246
31,538
30,370
29,938

99.02%
98.02%
97.90%
97.64%

33,575
32,175
31,020
30,662

In 2005/6 the number of delayed transfers of care was brought down from a high of 123 to an
average of around 80. In 2006/7 a target of 35 was set, but due to challenges in the wider Oxfordshire
health system, it has not yet been possible to achieve.  
Delayed transfers of care (snapshot at end of quarter)
Q1
Q2
Q3
Q4

Numbers 2005/6

Numbers 2006/7

70
90
62
114

47
43
51
57

Annual Review 2007 Page 17

Cancer waiting times
The Trust is monitored against a number of existing national
targets that affect the speed of diagnosis and treatment for
cancer.
The Trust has continued to meet the two-week wait target
which ensures that all patients are offered an appointment
within two weeks of referral by their GP.  
The Trust has also ensured that 95% of patients referred
urgently under the two-week wait rules are diagnosed and
begin treatment within 62 days, and that 98% of patients
diagnosed with cancer begin treatment within 31 days.
The National Cancer Peer Review team visited the Trust in April
2006 and acknowledged the benefits of a number of initiatives
which resulted in much reduced waiting times for cancer
patients, particularly the ongoing work to sustain and further
improve patient pathways.
Patients also benefited during 2006/7 from improved access
to additional scanning facilities, and from better support for
multi-disciplinary teams where newly diagnosed cancer patients’
treatment plans are discussed and agreed.
Cancer waiting times
Q1

Q2

Q3

Q4

1905

1903

1963

1818

2-week target
No. of patients
No. seen within target

1905

1903

1963

1818

%

100%

100%

100%

100%

No. of patients

768

810

766

772

No. seen within target

759

808

763

771

%

98.8%

99.8%

99.6%

99.9%

330

325

289

303

31-day target

62-day target
No. of patients
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No. seen within target

318

316

283

296

%

96.3%

97.2%

97.9%

97.7%

Inpatient waiting times and numbers
During the year, the Trust had no breaches of the six-month
waiting time target for inpatient and day case admission and
no breaches of the three-month waiting time target for cardiac
revascularisation processes such as coronary artery bypass grafts
and percutaneous transluminal angioplasty.  
The Trust also achieved the year end target of having no patients
waiting for inpatient or day case admission for more than 20
weeks.
Revascularisation procedures

Q1
Q2
Q3
Q4

Coronary artery
bypass grafting

Percutaneous transluminal
coronary angioplasty

147
135
141
134

312
339
412
389

Outpatient waiting times and numbers
The Trust had no breaches of the 13-week waiting time target
for first GP attendance, and the year end target of having no
patients waiting more than 11 weeks for a first GP attendance
was achieved.
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Diagnostic waits
By year end, the Trust had achieved its target of no one waiting
more than 13 weeks for a diagnostic test including MRI or CT
scans. This forms an important part of progress towards meeting
the 18-week referral to treatment target.  
Outpatients exceeding a 13-week wait 
for an MRI or CT scan
Target

Q1
Q2
Q3
Q4

60
50
30
0

Actual

33
289
41
0

Outpatients exceeding a 13-week wait 
for other diagnostic tests

Q1
Q2
Q3
Q4

Target

Actual

3,100
2,067
1,033
0

2,833
3,444
3,355
0

Cancellations
We know that the cancellation of an operation is very disruptive
for patients and their families and, although we have worked
very hard during the year to improve on this, there was a slight
increase in the last quarter in the number of those cancellations
not admitted within 28 days.  A new process has now been
put in place to make sure that we tackle this and achieve this
important target.  
Cancellations

Q1
Q2
Q3
Q4
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Last-minute
cancellations

Patients not operated on within
28 days of cancellation

241
215
314
269

207
190
273
226

Non-attendance at first appointments
in the outpatients’ department
We are continuing to improve our outpatient correspondence
and communications to try and help patients keep appointments,
and this is beginning to have an impact. The call centre is now
open for longer, making it easier for patients to cancel or change
their appointments.  We are also putting a greater responsibility
on patients to rearrange appointments they have missed,
reducing our administrative costs and wasted time in clinics.
Attendance and non-attendance for first 
appointments in the outpatients’ department
	Attendances	DNAs 		DNA	
		
(Did not attend)
Total
rate (%)
Q1
Q2
Q3
Q4

37,777
37,309
36,611
37,191

2,793
2,820
2,659
2,685

40,570
40,129
39,207
39,876

6.88
7.03
6.77
6.73

Length of stay
The length of stay project has had enormous impact in ensuring
that the Trust makes more effective use of beds; staff from all
sites and services have shown great support and enthusiasm for
the project, while ensuring that the wellbeing of patients and
their families remains of central importance.  
The project has resulted in a reduction in the Trust’s active bed
stock of nearly 15%, while treating roughly the same number of
patients as previous years. At the same time, day case capacity
has increased from 107 day beds to 177, enabling the day case
rate to rise by over 3% at the Churchill and John Radcliffe and
over 7.5% at the Horton General Hospital.
Length of stay projects in 2007/8 will include further work to
reduce delayed transfers of care, with a target of a maximum
of 2.5% of beds occupied at any one time with this group of
patients. Staff will, of course, continue to work very closely with
our Primary Care Trust and Social and Healthcare colleagues to
achieve this target.
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Other related projects include streamlining the processes around
To Take Out (TTO) medicines, enhancing nutrition for patients,
improving integrated therapy working, and concentrating on
reducing delays in the treatment of fractures of the top of the
femur – a common trauma injury for the elderly.

Hospital environment
                                         
Patient Environment Action Team (PEAT) inspections were carried
out across the Trust sites in March 2007. These inspections
involve assessments of hospital cleanliness, food and food
service, privacy and dignity, and environmental standards, along
with other related matters. The assessments were undertaken
by a team on each of the sites. Panel members from the Oxford
Radcliffe Hospitals Patient and Public Panel attended each one,
accompanied by members of the Estates and Facilities, Nursing,
and Infection Control teams.
The outcomes of the inspections were all scored and ranked,
with the results forwarded to the National Patient Safety
Agency.  The ORH returned scores of 3 (acceptable) for the
Churchill Hospital, 4 (good) for the Horton General Hospital and
4 (good) for the John Radcliffe Hospital.
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The aim of energy and water conservation
is to eliminate waste, not to lower
standards

Improving environmental
performance
The Trust uses enough electricity to power about 8,600 houses
for a year, enough gas and oil to heat around 9,700 houses
for a year, and enough water in a year to fill 191 Olympic size
swimming pools!
We were expecting the cost of energy in 2006/7 to be around
£8.5 million – this included an average price rise of 10%. The
Director of Estates and Facilities set an energy savings target of
7% (£500,000) and energy supply contracts were renegotiated.  
As a result, the amount spent was reduced to £6 million. The
actual percentage reduction across the Trust during this financial
year has been a 4.4% reduction in electricity usage, 20%
decrease in gas usage, 12% reduction in oil usage and a water
saving of 5%.
Over the last three years, nearly £1 million has been invested in
energy conservation schemes including, for example, installing
building management system controls that enable improved
monitoring and control of the existing heating and ventilation
plants within the John Radcliffe and Horton General Hospital
buildings, and the gradual replacement of light fittings with
low energy bulbs. These measures have combined with the
programme of energy and water conservation measures to give
the significant energy savings achieved during 2006/7.
The aim of energy and water conservation is to eliminate waste,
not to lower standards. As part of its environmental strategy,
the Trust is committed to responsible energy and water services
management, and the Estates Directorate is working to ensure
energy efficiency throughout all our premises and equipment.  
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Our hospitals
• The John Radcliffe Hospital
• The Churchill Hospital
• The Horton General Hospital

The John Radcliffe Hospital
The John Radcliffe Hospital was opened in the
1970s and is Oxfordshire’s largest acute hospital,
with the main emergency department. It provides
acute medical and surgical services, trauma,
intensive care, cardiac services, women’s services
and children’s services.
The John Radcliffe Hospital, or ‘JR’, is as much
a feature of the Oxford skyline as the dreaming
spires. It is situated in an elevated position in
landscaped grounds in Headington, about three
miles east of the city centre.
The John Radcliffe Hospital, with 867 beds, is
the largest of the Trust’s hospitals, houses many
departments of Oxford University Medical School,
and is the base for most medical students who
are trained throughout the Trust.
The development of the new West Wing and
Children’s Hospital in conjunction with Private
Finance Initiative partners Carillion plc, has
changed the landscape at the front of the John
Radcliffe Hospital site dramatically. On the site
of a former car park and helipad there are now
two buildings – the white West Wing and the
distinctive multi-coloured Children’s Hospital. The
buildings are joined by an imposing five-storey
glass atrium.  
These buildings were completed in December
2006, and the West Wing, which has 142
beds, 14 theatres and a 19 bed day surgery
unit, now houses the majority of services that
were previously based at the Radcliffe Infirmary
which closed in January 2007. These include
neurosciences, specialist surgery (ophthalmology,
ear, nose and throat, plastic surgery, critical care
facilities for specialist surgery and neurosurgery,
the new day surgery unit, and additional facilities
for the University of Oxford).
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Work has already started on the expansion of
the existing cardiac facilities. In addition to the
need to provide state-of-the-art services to an
increasing and ageing population, a driving force
behind the expansion is the need to meet new
Government standards and the target of treating
all patients within 18 weeks of referral by 2008.
John Radcliffe Hospital
Headley Way, Headington, Oxford OX3 9DU
Tel: 01865 741166

The Churchill Hospital
The Churchill Hospital is a centre for cancer services and other
specialties, including renal services and transplants, clinical
and medical oncology, dermatology, haemophilia, infectious
diseases, chest medicine, medical genetics and palliative care.
It has 224 beds and extensive outpatient and day care facilities.
Several major University of Oxford research facilities are also
located on the site.
A new Cancer Centre is planned for the Churchill Hospital and is
due to be completed in 2008. The Centre, which will cost
£120 million, will bring together a wide range of medical,
surgical and diagnostic services that are currently spread across
the Churchill Hospital.
Developments in recent years include the opening of the Oxford
Centre for Diabetes, Endocrinology and Metabolism (OCDEM),
which is a collaboration between the University of Oxford,
the NHS, and three partner companies, in a world-class centre
for clinical research into diabetes, endocrine and metabolic
disorders, along with clinical treatment and education.
Plans are being developed for a new organ transplantation
centre and a research institute on the site, to house the many
programmes already running in this important area.
The Churchill Hospital
Old Road, Headington, Oxford OX3 7LJ
Tel: 01865 741841
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The Horton General Hospital
The Horton General Hospital provides a range of
services for  people of north Oxfordshire, south
Northamptonshire and parts of Warwickshire.
Services include an emergency department, acute
general medicine and surgery, trauma, obstetrics
and gynaecology, paediatrics, coronary care, and
a cancer resource centre. A number of services
run clinics with visiting consultants from Oxford,
so that patients do not have to travel too far for
their care. These include dermatology, neurology,
rheumatology, ophthalmology, oncology, oral
surgery and paediatric cardiology. Acute general
medicine also includes a short stay admissions
ward, a medical assessment unit, a day hospital
as part of specialised elderly care rehabilitation
services, and a cardiology service. Currently, there
are four main operating theatres and a large and
developing day case unit.
Other clinical services include physiotherapy,
occupational therapy, dietetics, radiology and
pathology. The radiology service includes a
managed mobile MRI and a breast cancer
screening unit. Oxfordshire Primary Care Trust
also provides on-site clinical services such as
speech and language therapy and podiatry, and
directly manages the GP out-of-hours service for
the north of the county.
A new private sector orthopaedic treatment
centre, built and managed by Capio UK Limited,
opened at the Horton General Hospital in August
2006. The centre includes operating theatres and
outpatient facilities, and a new MRI scanner, a
much prized clinical development for the Horton
General Hospital.
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During 2006 the Trust engaged in a four-month
formal public consultation on proposals to
change and develop some services at the Horton
General Hospital. These included proposals to
develop a children’s day service to replace the
inpatient paediatric service at the Hospital, and
a midwifery-led maternity unit to replace the
consultant-led maternity service.  
During the consultation process, 2,000 copies of
the proposals were circulated to organisations
and members of the public. The Trust also ran a
series of meetings throughout Oxfordshire and
neighbouring counties.
Following the close of the consultation in
October, the feedback was independently
analysed and published. The most common
concern expressed related to the perceived risks
of changing paediatric and maternity services.
Many individuals also raised concerns about
transport difficulties between Oxford and
Banbury. They included concerns about both
emergency transport for patients, and public
transport for patients and relatives.
As a result, in January 2007, the Trust Board
established two clinical groups to consider these
matters further and to seek a consensus on
the best way of providing safe and sustainable
services. During the year, one group discussed
paediatrics; the other discussed obstetrics,
gynaecology, and the special care baby unit. The
groups included clinical staff from the Horton
General Hospital and local GPs, as well as other
clinical staff working in these services.

A stakeholder panel was also established to
consider the case for change, discuss proposals
from the clinical groups, and to present its
own views to the ORH. Membership of the
panel included representatives from local
public and patient groups, local government,
union representatives, the Oxfordshire Joint
Health Overview and Scrutiny Committee, and
Oxfordshire Primary Care Trust.
The recommendations of the clinical groups
and the views of the stakeholder panel, along
with the recommendations of the Executive of
the Trust, were considered by the Board at its
meeting in July 2007. The Trust endorsed the
following recommendations:  
l

l

l

l

l

S taffing in the Emergency Department at
the Horton General Hospital should be
strengthened, including the appointment of an
additional consultant;  
Emergency general surgery and trauma
services at the Horton General Hospital must
be maintained for the medium term on a
24/7 basis, in order to support the Emergency
Department;
The obstetric inpatient maternity service
should be replaced by a midwifery birthing
centre. A new birthing centre should be
developed at the Horton General Hospital.  
Women expecting high risk deliveries should
be advised to give birth at the John Radcliffe
Hospital in Oxford. Obstetric-led outpatient
clinics and scanning facilities should remain at
the Horton General Hospital;
Babies requiring special care should be cared
for within the John Radcliffe SCBU, alongside
the neonatal intensive care unit;
Children’s community nursing and community
neonatal nursing should be strengthened in
the area;

l

l

l

l

 consultant-led emergency gynaecology
A
service should be established during the day
for five days a week. Out of hours, women
needing emergency gynaecology assessment
or surgery should be transferred to Oxford,
except in exceptional circumstances, when an
on-call consultant should attend to them at
the Horton General Hospital;  
A new female surgical ward should be
created at the Horton General Hospital,
to accommodate surgical inpatients. The
inpatient gynaecology ward should be
converted to a gynaecology assessment and
day case ward;
All gynaecology outpatient clinics should
continue at the Horton General Hospital;  
New emergency transport arrangements
should be put in place with South Central
Ambulance Service.

Prior to the Trust Board meeting, the Oxfordshire
Joint Health Overview and Scrutiny Committee
discussed the proposals which were to be put
to the Board, and decided to exercise their
right to refer them to the Secretary of State for
Health. They did this on the basis that members
had not heard anything to change their original
view that the proposals relating to services for
children, babies and maternity services were not
in the best interests of the health service in the
area, and that a majority of local GPs continued
to be concerned about the proposed changes.  
The proposals are likely to be referred to the
Independent Reconfiguration Panel, which was
set up by Government to advise the Secretary of
State on proposals to change NHS services.  
A decision is expected by early 2008.
The Horton General Hospital
Oxford Road, Banbury, Oxon OX16 9AL
Tel: 01295 275500
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The Radcliffe Infirmary
The Radcliffe Infirmary, established in 1770 as
Oxford’s main provider of health services, closed
its doors as a hospital in January 2007.
The hospital was made possible through the
estate of Dr John Radcliffe, a successful physician,
MP and landowner, and was built for £4,000.
It fully opened in 1775 with 94 beds on seven
wards.  By 1875, there were 166 beds and
the hospital cared for 1,300 inpatients, 3,400
outpatients and 1,800 ‘casualties’.  
The Radcliffe Infirmary was first established
as a charitable institution, for the benefit of
those who could not afford doctors’ fees. Later
benefactors included William Morris, Lord
Nuffield, who was president of the hospital from
1927 until 1948, when it became part of the
NHS.
It quickly became renowned as a centre of
clinical excellence, teaching and research.  Many
eminent doctors and nurses were trained at the
hospital.  Leading figures in the history of the
Radcliffe Infirmary include Sir Henry Acland, who
pioneered the use of diagnostic instruments such
as the stethoscope and microscope; the Canadian
Sir William Osler, who, as Regius Professor of
Medicine, was renowned for his clinical abilities
and popular teaching skills; and neurosurgeon Sir
Hugh Cairns, who first identified the life-saving
importance of crash helmets for motorcyclists.  
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The Radcliffe Infirmary is perhaps best known for
being the first place where penicillin was given
intravenously in 1941. It is less well know as the
hospital where the country’s first accident and
emergency service was established in the same
year.
In its last year as a hospital, the Radcliffe Infirmary
had 270 beds and was providing specialist care
across the region in neurosurgery and neurology,
cranio-facial, plastic and reconstructive surgery,
ear, nose and throat services, ophthalmology
(the Oxford Eye Hospital was established at the
Radcliffe Infirmary in the late 19th century),
genitourinary medicine and rehabilitation services
for older people.
In order to mark its contribution to the
development of medical advances, and to
celebrate the commitment of all of the staff over
the years, a farewell event was held in January
2007. Six hundred guests, including recent and
past staff and patients, attended the afternoon
celebrations, which included a special chapel
service, and farewell evening ball.  
The Radcliffe Infirmary building is now in the
care of the University of Oxford, which plans to
develop it into a flagship site for the University
and for the city.

Our people
Staff include some of the UK’s leading clinicians
in a number of fields

Our people
The Trust employs more than 9,000 people, making it one of the
largest employers in the county.
Staff include some of the UK’s leading clinicians in a number of
fields.

Workforce information
The table below shows a snapshot of the workforce as at
31 March 2007.

Total
Heads

Admin and Estates

Female
WTE*

Male

Full
time

Part
time

Total

Full
time

Part
time

Total

2054

1547

767

904

1671

323

60

383

Healthcare assistants

987

672

266

537

803

130

54

184

Healthcare scientists

654

540

256

180

436

189

29

218

Medical

1368

1096

360

195

555

624

189

813

Nursing
and midwifery

3233

2563

1676

1308

2984

222

27

249

Scientific therapeutic
and technical staff

849

655

352

321

673

137

39

176

General payments

211

122

69

107

176

22

13

35

9356

7198

3746

3552

7298

1647

411

2058

Total

As classified by national occupation codes

* whole time equivalent

There is some difference in categorisation of staff between this
and last year’s annual report; scientific therapeutic and technical
support staff have been moved from the healthcare assistant
group to the scientific therapeutic and technical group. TUPE
transfer of ancillary staff this year also accounts for a decrease in
numbers in this group.
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The statistics show the Trust’s commitment to offering flexible working arrangements. Part-time staff
comprise a significant proportion of the workforce (42%). The majority of the workforce (78%) are
female, of which 49% work part time. A smaller proportion of males (20%) work part time, as shown
in the tables below.
Staff by Gender

Full and Part-time Staff

22%

58%

Male
Female

78%

Full-time staff
Part-time staff

42%

Full and Part-Time Staff by Gender

Staff by Staff Group

120%

2%

9%

22%

100%
80%

Admin and Estates
Healthcare assistants

60%

Medical
Healthcare scientists
Qualified nursing
and midwifery
Scientific therapeutic
and technical
General payments
(unfunded)

9%
40%
20%
0%

Male

8%

35%

Part time
Full time

15%

Female

Sickness absence
Percentage sickness absence
(table right) at 3.47% is
marginally lower than last year
when percentage sickness
absence was 3.5%, and is low
compared with many other
large trusts. The management
of sickness absence is given a
high priority within the Trust
supported by regular reporting
of sickness absence levels to
managers.

Year to date percentage sickness absence month by month
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Staff turnover
Staff turnover rates in the Trust are also low compared with
other similar trusts. Turnover at 13.56% is slightly higher than
last year when it was 13.18 % although it shows a declining
trend towards the end of the year. Turnover rates will have been
inflated by the financial recovery plan this year, as shown in the
table below.
Projected annual turnover month by month
18.0%
16.0%
14.0%
12.0%
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Improving Working Lives
Having achieved the final Improving Working Lives award,
Practice Plus, the Trust continues to implement the Improving
Working Lives principles throughout the organisation. A wide
range of flexible working options are available within the Trust
and the 2006 staff attitude survey shows the Trust comparing
favourably with other acute trusts in England in the percentage
of its staff being offered flexible working options. A new
on-site nursery in the West Wing development opened in 2007;
this is operated by Imagine (Co-op) and replaces the nursery
at the Radcliffe Infirmary, which closed at the end of 2006.  
Promotion of salary sacrifice and childcare vouchers continues
in an attempt to make the cost of childcare more affordable to
staff. Support and advice is regularly provided on a one-to-one
or workshop basis by the Trust’s childcare co-ordinator who is
accessible to staff on all sites.
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Agenda for Change
The Trust started preparing for the implementation of Agenda
for Change, the Government’s pay modernisation scheme, in
April 2004. It completed its work in January 2007.
During this time, the team looked at 1,700 different jobs,
covering 11,000 staff, and matched them against the new pay
scales. They also undertook over 600 reviews of 1,600 staff.

HR team and recruitment
The past year has seen the integration of a streamlined HR
service onto one site at the John Radcliffe, which has enabled
the teams to provide a more cohesive service to managers and
staff. This will support the implementation of the HR Business
Plan and the HR Strategy, which are integral to the delivery of
the overall Trust objectives.
HR teams are about to prepare and support staff moving into
the Cancer Centre at the Churchill Hospital site in 2008. The
Trust is also recruiting additional theatre and critical care staff
to improve capacity in order to deliver the 18-week and other
delivery targets.
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Occupational health
The occupational health department has continued to provide a
service to over 15 external customers.
The department has been instrumental in the writing of several
health and safety / HR policies that were implemented last year.
These include stress; latex, first aid, managing sickness absence
as well as several internal policies.
The occupational health department carried out management
and customer (employee) satisfaction surveys last year. In both
cases the response rate was good and the customer survey
showed that 96% of our customers are happy with the service
offered. The results and comments from both surveys are being
taken into consideration when planning future improvements to
the service.
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Equality and diversity
The Trust has always had a diverse workforce, including many
staff who come from outside the UK to gain experience within
the NHS.  
The Trust is committed to ensuring equality for its staff,
regardless of their gender, race, religion, age or sexual
orientation. This commitment not only reflects the legal
responsibilities of the Trust with regard to equality and diversity,
but seeks to ensure that all staff feel valued.  
We work to reflect this commitment in the way in which staff
are recruited, trained and supported, and in the policies and
practices of the organisation. The Trust already has a well
established race equality scheme, and organisational policies
are now routinely assessed to ensure that they take account of
the scheme. The Trust has improved its monitoring of staff and
patient ethnicity and religion.
During the year, we developed further schemes relating to age
and disability, and began work on the introduction of a gender
equality scheme. We also began a programme of training in
diversity issues.

Voluntary services
The Trust now has 225 dedicated volunteers who help out in
many ways, including guiding visitors, running coffee shops and
raising funds.
In addition, many young people spend time at the Trust gaining
valuable work experience.
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Learning and development
National Vocational Qualifications (NVQs)
The Trust’s performance on SHA allocated NVQ and Learning
Account targets.
This year 111 ORH staff registered for an NVQ, 50 of whom
have already completed. The NVQ assessment centre has
expanded its portfolio to include two new NVQ qualifications
in Health and Social Care and Health (including radiotherapy,
newborn hearing and obstetric theatre support).
Training
With ever increasing demands on Trust managers to provide
a more efficient, cost effective service, the learning and
development department is exploring alternative ways of
providing statutory, mandatory and core skill training.
The learning and development department was successful
in its bid to secure funding from the South East of England
Development Agency to support the blended learning project.  
The contract was agreed and signed in February 2007 and will
provide e-learning support to managers and staff within the
Trust via an external ORH web learning page.
Statutory and mandatory training
The number of staff attending statutory and mandatory training
increased this year by 2,623 staff.
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Safety
Maintain the highest quality with
minimal risk

Safety
Introduction

Clinical governance

In the past year, the Trust’s clinical governance
systems have been significantly revised, with the
new governance, quality and risk strategy. The
emphasis of the strategy is on supporting clinical
staff and managers at a local level to improve
the quality of services provided. The strategy is
fully integrated into the day-to-day running of
the Trust and supported by key quality and risk
processes. Significant progress has been made
with the systematic management of risk, the
monitoring and evaluation of quality indicators
and generally, with the consistency of quality and
risk systems across the Trust.

Integration of clinical governance into the
management processes in the three clinical
divisions remains the main focus of activity
within the Trust. Directorate and divisional
boards routinely receive a range of information
in quarterly quality reports covering the learning
from incidents, complaints and claims, as well
as statistical indicators measuring clinical quality.
This ensures that patient safety and clinical
excellence is a part of everyone’s role in the Trust.

The Assurance Framework, which is an
assessment and monitoring tool used by the
Trust Board to manage risks to its objectives,
incorporates the national NHS standards in
the Annual Health Check. We have received
excellent feedback from the Trust’s auditors, with
regards to its integration and effectiveness as a
management process, demonstrating the Trust
Board’s commitment, to high quality care in a
safe working environment.

Specialties have established registers to record
their main risks. Directorates and divisions also
maintain risk registers which form part of the
Trust’s overall risk management strategy and
business planning processes. This means that the
Trust considers quality and risk issues throughout
every level of the organisation.
The clinical governance team also plays a key role
in ensuring that the Trust meets the Department
of Health’s core and developmental Standards for
Better Health, which provide a sound governance
framework. Improvements have been made in
the development of information for patients and
in the provision of essential core training.

‘Clinical governance is the term used to describe the system by which
the Trust ensures the treatment it provides for patients is of the highest
quality with minimal risk.’

Annual Review 2007 Page 40

Safety
Health and Safety, and Clinical Risk, have now been fully
integrated to form the new Corporate Risk Management
Department based at the John Radcliffe supporting the
management of risk at all hospitals within the Trust. Following
external assessments, new processes been implemented
to improve further the management and learning from
Serious Untoward Incidents. This has resulted in several key
improvements, including a new system for approving new
clinical procedures, and the introduction of a new early warning
system for patients’ observation. For staff, we have also
established new processes to prevent injuries when performing
repeated tasks that can lead to significant time off work.
Key targets achieved include a reduction in the number of
accidents at work by nearly 8% this year. This was achieved by
improving the way we work in a number of key areas such as
needle safety and manual handling.
The Maternity Services underwent a successful level two
Clinical Negligence Scheme for Trust’s Assessment in February
demonstrating improved safety systems for maternity patients.
This also provides a 20% saving in the cost of its litigation
insurance which can be re-invested into patient care.
Work has been undertaken in developing a risk management
performance system, which will be piloted within a number of
Directorates. The system, when fully implemented, is designed
to demonstrate the levels of compliance from ward up to Board
level to improve staff, visitor and patient safety.
The Trust hosted several key events in the last year, including a
very successful Slips, Trips and Falls conference with the Health
and Safety Executive and helped launch a campaign ‘Passionate
about Patient Safety’ with the National Patient Safety Agency.
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Clinical effectiveness

Clinical information

The clinical effectiveness team has conducted a
number of important audits this year including
Trust-wide audits of pressure ulcers and an audit
of the cancer referral guidelines. Several audits
have been undertaken to ensure we are meeting
a range of NICE (National Institute for Health
and Clinical Excellence) guidelines. The Trust has
taken part in several national audits including
the 2006 National Stroke Audit, the National
Audit of Inflammatory Bowel Disease, the
Myocardial Infarction National Audit Project, and
the National Confidential Enquiry into Patient
Outcomes and Death.

The clinical information team has helped to
develop high level indicators that have been
used to help the Trust Board monitor quality
issues in the Trust. They continue to support
the development of the risk register and the
improved use of data established from incidents,
claims, complaints, external reports and freedom
of information requests.

The views of patients and service users are
an essential part of any quality improvement
programme. We have surveyed a large number of
patients including endoscopy patients, testicular
cancer patients, patients with gynaecological
cancers, colorectal surgery patients, and chest
patients. Information gathered from these
surveys has allowed clinical staff to make
changes and improvements to clinical services
that patients have asked for.
Ensuring that patients have access to good
quality written information about their care and
treatment is a key aspect of clinical effectiveness.
The project to improve the quality of written
information for patients has been given new
impetus, with a newly formed committee
overseeing this process. Clear and accessible
patient leaflets have been developed for patients
from a number of specialties including renal
medicine, gynaecology, chest medicine, and
cardiac medicine and maternity services.
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Legal services
The team have provided the Trust with an
enormous level of expert advice and support,
during a year in which some high-profile cases
have arisen. They have been complimented in
an external report for the highly organised and
supportive role they played for staff involved
in key enquiries. The team has also played a
key role in the implementation of the Mental
Capacity Act both within the hospitals and in
Oxfordshire.  

Controlling infection

Research

Controlling infection within the hospitals remains
a high priority.  The Trust carries out extensive
work to eliminate MRSA bacteraemia and
Clostridium difficile (C.diff) diarrhoea, both of
which are a major cause of concern to the public.

2006/7 has been highly significant year for the
Trust’s research activities.  The most significant
development this year is that the Trust, in
partnership with Oxford University, has been
selected by the research and development
directorate of the Department of Health as one
of only five comprehensive Biomedical Research
Centres in the newly established National
Institute of Health Research.  

An infection control task force was established
in August 2006 to co-ordinate activities across
the Trust and reduce the rate of infection,
and its work is showing results. The ORH has
substantially increased investment in infection
control staff, including strengthening the
medical and nursing input and appointing a new
epidemiologist.
Cleanliness obviously remains of central
importance, particularly in the control of C.diff.
The Trust was one of the first in the country to
promote the use of hand hygiene to staff and
visitors, and runs regular campaigns to remind
everyone of its importance. For C.diff, this
includes washing with soap and water, as well as
the use of alcohol gel.
Cleanliness alone, however, will not prevent
the spread of disease. The appropriate use
of antibiotics is now recognised as a key to
both preventing the spread of infection and
in treating affected patients. Our antibiotic
prescribing policy has been extensively revised,
and additional resources have been given to the
pharmacy team to provide support and advice to
clinical staff.

The Trust has a long history of leading and
collaborating in high-quality research. Much of
this work is with the University of Oxford, with
funding provided by the major research councils,
medical charities, the Department of Health, and
pharmaceutical and medical device companies.
The quality of the research has led to major
advances in the care provided to patients locally,
nationally and internationally. Furthermore, our
strong research portfolio helps to attract the very
best clinicians and academics to the Trust.
Trust researchers have continued to enhance
their world class reputation through the many
hundreds of academic papers they publish
every year, demonstrating the strength of the
Trust’s collaboration with its academic partners,
the dedication of staff and the cooperation
and support of patients. This fusion of cuttingedge research with clinical services is already
happening in Oxfordshire, harnessing new
technology and driving up standards of
healthcare.

We monitor infections within our hospitals
on a daily basis, and are working to ensure a
continuous reduction, and a prompt response to
any cases which do occur.
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Patient partnership
and involvement
There are lots of ways to get involved in helping
to develop and improve local health services

Patient partnership
and involvement
Patient Advice and Liaison
Service (PALS)
The Patient Advice and Liaison Service offers advice and
information to patients, relatives and their carers, and assists
them in raising any concerns they have regarding their
treatment or the way the Trust functions. The PALS team
investigates, reports on problems, and facilitates improvements
to services. In the last year, the PALS team dealt with nearly
2,000 enquiries.
Patients and staff can contact the service by telephone, letter
or email, or they can call at the PALS offices based in the John
Radcliffe (with a separate office in the West Wing), the Churchill
Hospital and Horton General Hospital.

Comments and complaints
If issues cannot be resolved by the PALS team, patients can
make a formal complaint to the Trust.
Number of written complaints
between 1 April 2006 and 31 March 2007

580

% written complaints acknowledged
in two working days

94%

% written complaints responded to
within the 20 / 25 *working day target

96%

*target changed from 20 to 25 working days on 1 September 2006
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Public involvement
There are lots of ways to get involved in helping
to develop and improve local health services.
Talk to PALS if you would like more information.
In addition, you can:
l Join
l

l

a local Patient and Public Involvement (PPI)
Forum  	
Attend the Trust Board meetings held in public
– visit our website for dates and times
www.oxfordradcliffe.nhs.uk
Respond to formal consultations about major
changes.

Feedback on our services is always important and
as a result we have placed comments boxes on
many wards and ‘Let us know your views’ leaflets
are displayed on all our sites.

Patient and Public
Involvement Forum
PPI Forums are made up of groups of volunteers
in your local community who are enthusiastic
about helping patients and members of the
public influence the way that local healthcare is
organised and delivered. Forum members come
from a broad variety of backgrounds and have a
range of experiences and skills. Each PPI Forum is
independent and works with a local Trust.
The PPI Forum working with the Oxford Radcliffe
Hospitals is made up of 35 members from across
the county who meet at least once a month.
Examples of successful involvement include:
l Patient environment inspections
l Website development
l Relocation of geratology services.
The Department of Health has announced that
the forums will be replaced with new networks
of voluntary organisations known as Local
Involvement Networks (LINks).

Patient Panel
The ORH Patient Panel is made up of volunteers
who work with the Trust on a number of projects
including the plans for the cardiac expansion, the
production of patient information leaflets and
service changes.

The League of Friends
The Leagues of Friends are voluntary
organisations which support the work of the
three hospitals within the Trust. They are able
to provide much needed equipment and extras
for the benefit of patients and staff through the
income raised by the work of volunteers.
Volunteers run a cafeteria and tea bar for
patients, visitors and hospital staff.
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Valuing our future
The striking thing about what we’ve done
this year is that not only have we saved
money but in many instances we’ve also
been able to make improvements to
patients’ care and experience

Valuing our future
Trevor Campbell Davis, Chief Executive
The last financial year has been a remarkable one for the Trust.  
Not only has the organisation reduced its costs by more than
£33 million, it has also met all of the key government targets and
greatly improved efficiency in many areas. During the year, the
Trust has diagnosed and treated more patients than ever before,
using fewer resources to greater effect.
This achievement is unprecedented in our history. As the ORH was
already, according to the Government’s own index for measuring
cost-effectiveness, the most efficient large acute teaching trust in
the country, these achievements are nationally significant. This is
not just a view held within the organisation; our ability to solve
system problems which have perplexed the NHS for many years
are earning us plaudits from within the UK and across the world.
This remarkable achievement is thanks to the many staff in the
Trust who have worked unstintingly to provide excellent quality
healthcare, and to devote time and energy to rethinking the way
things are done.
Of course, the heart of these initiatives is not the money, but the
patient. By improving efficiency, we are also improving the quality
of our patient care. For example, by tackling our own delays
and improving the way we work with our health and social care
partners, we have reduced the length of time which patients
need to spend in hospital. By setting up pre-assessment clinics for
surgical patients, most of our patients can now come into hospital
on the day of their operation, and many can go home the same
day. Four years ago, some patients waited two and a half years
from GP referral to their operation; by early 2008, most patients
will wait only two and a half months.
Similar improvements are happening across the NHS. Together
with advances in the diagnosis and treatment of disease, it means
that healthcare in 2007 is radically different from healthcare
at the birth of the NHS, or even ten years ago. In partnership
with the University of Oxford, the ORH is at the cutting edge of
medical research. As one of only five comprehensive Biomedical
Research Centres in the country, we will continue to invest in
innovation, to ensure that our patients have access to the latest
treatments and procedures.
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Some change, however, can feel hard. In the past year, we have
been discussing a future vision for the Horton General Hospital
in Banbury. As health services, and the professionals who provide
them, become more specialised, it is increasingly difficult to
provide the same range of general hospital services safely in every
location. The nature of hospitals themselves are changing. District
hospitals, such as the Horton General Hospital, will have a more
vital role to play in providing diagnostic services, day surgery
and general medical services, closer to patients’ homes. More
complex care will increasingly be delivered in bigger, specialist
centres, which can provide the staff, equipment and full range of
integrated services which the most seriously ill patients need. This
does not mean the end of the local hospital, and certainly not a
less safe local hospital. What it should mean for patients is the
best care in the right place.
The energy and effort we have devoted in recent years, through
the Strategic Review and, more recently, through the performance
improvement and cost reduction programmes have given us a
firm foundation for the future. In a world where patients can now
choose where to be treated, and in which commissioners look
hard for value, we want our hospitals to be the natural hospitals
of choice for Oxfordshire, and from further afield. I am confident
that the skills and experience which staff have applied to the
challenges of recent years will assure us of a successful future.

Trevor Campbell Davis
Chief Executive
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Trust Board members
Non-executive Directors

Executive Directors

Sir William Stubbs		
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Dame Fiona Caldicott
			

Trevor Campbell Davis
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Chris Hurst
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Caroline Langridge

Andrew Stevens
Director of Planning
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Dr Ken Fleming

Dr James Morris
Medical Director

Dr Colin Reeves CBE

Elaine Strachan-Hall
Director of Nursing and
Clinical Leadership

			

Brian Rigby CBE		

Professor Adrian Towse
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The following attend Trust Board meetings:
Dr John Reynolds
Medical Director and Chair,
Division A

Moira Logie
Director of Operations,
Division A

Mr Mike Greenall
Medical Director and Chair,
Division B

Kathleen Simcock
Director of Operations
Division B

Dr David Lindsell
Medical Director and Chair,
Division C

Joanna Paul
Director of Operations,
Division C

Mike Fleming
Director, Horton		
General Hospital		

Ian Humphries
Director of Estates
and Facilities

Helen Peggs
Director of Media
and Communications
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Trust Board Committees
Audit Committee – Dr Ken Fleming, Dr Colin
Reeves (Chair), and Professor Adrian Towse
Commercial Committee – Mrs Vickie Holcroft,
Mr Ian Humphries, Mr Chris Hurst, Mr Brian
Rigby (Chair), and Mr Andrew Stevens.
Finance and Performance Committee – Dame
Fiona Caldicott, Mr Trevor Campbell Davis,
Dr Ken Fleming, Mr Chris Hurst, Ms Caroline
Langridge, Mr Andrew Murphy, Dr Colin Reeves,
Mr Brian Rigby, Mr Andrew Stevens, Professor
Adrian Towse, and Sir William Stubbs (Chair)
Governance Committee – Dr Ken Fleming,
Ms Caroline Langridge, Professor Adrian Towse
(Chair)
Human Resources Committee – Dame Fiona
Caldicott (Chair), one other Non-executive
Director, Mr Mark Gammage, Dr James Morris,
Mrs Elaine Strachan-Hall, a Divisional Director of
Operations and a representative of staffside
Remuneration and Appointments
Committee – Dr Ken Fleming, Ms Caroline
Langridge, and Sir William Stubbs (Chair).
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Declaration of interests of
members of the Trust Board for
year 2006/7
Declarations of Board members’ interests are
sought each year and published through the
public Board meetings and also in the Annual
Report each year.  Given below are the interests
for the year 2006/7. Guidance to the codes
defines ‘relevant and material’ interests as:
a) D
 irectorships, including Non-Executive
Directorships held in private companies or
PLCs (with the exception of those of dormant
companies);
b) Ownership or part-ownership of private
companies, businesses or consultancies likely
or possibly seeking to do business with the
NHS;
c) Majority or controlling share holdings in
organisations likely or possibly seeking to do
business with the NHS;
d) A position of authority in a charity or
voluntary organisation in the field of health
and social care;
e) Any connection with a voluntary or other
organisation contracting for NHS services;
f) Research funding/grants that may be received
by an individual or their department;
g) Interests in pooled funds that are under
separate management.

Director

a

b

c

d

e

f

g

Sir William Stubbs

None

None

None

None

None

None

None

Trevor Campbell Davis

European
Communications
Group Ltd.
The Not So
Silly Training
Company Ltd

None

None

Trustee, NHS
Confederation;
Treasurer,
Association of UK
University
Hospitals;
Director, Future
Healthcare
Network Ltd;
Director, NHS
Confederation
Trading Co Ltd

None

None

None

Dame Fiona Caldicott

Waters 1802 Ltd

None

None

Trustee,
Nuffield Trust

Principal,
Somerville
College,
University of
Oxford

None

None

Kenneth Fleming

Section 11
Trustee

Director of
the Gray
Institute for
Cancer Research;
Trustee of the
Jenner
Foundation
Nuffield Medical
Trustee

Head of
the Medical
Sciences
Division,
University
of Oxford

None

None

Caroline Langridge

Section 11 Trustee

None

None

None

None

None

None

Colin Reeves

None

Self-employed
consultant
undertaking
NHS business

None

Honorary
Treasurer of
Headway
(Brain injury charity)

None

None

None

Brian Rigby

Director, Millfield
None
School;  
Director, Partnership
for Schools

None

None

Visiting
Fellow of
Warwick
University
Business
School

None

None

Adrian Towse

Non Executive
Director (without
remuneration) of
OHE-IFPMA
Database Ltd

None

None

None

Director of
the Office
of Health
Economics

None

None

Elaine Strachan-Hall

Director of
Olliedoo Wedji

None

None

None

None

None

None

Chris Hurst

None

None

None

None

None

None

None

James Morris

Non-executive
Director, NHS
Innovations
South East

None

None

None

None

None

None

Ian Humphries

None

None

None

None

None

None

None

David Lindsell

None

None

None

Trustee of
OHSDT and
NOHF

None

None

None

John Reynolds

None

None

None

None

None

Consultancy
work (Abacus
International,
Boehringer
Ingelheim, GfK,
THS)

None

Moira Logie

None

None

None

None

None

None

None

Kathleen Simcock

None

None

None

None

None

None

None

Mike Greenall

None

None

None

None

None

Research fund
administered by
Trust Funds

Andrew Stevens

None

None

None

None

None

None

None

Joanna Paul

None

None

None

None

None

None

None
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Operating and
financial review

Operating and
financial review
Summary of financial position
In March 2006, the Trust Board agreed a deficit Financial Plan of
£9m with Thames Valley Strategic Health Authority, now South
Central SHA. This Plan required the ORH to move into recurrent
surplus (of £8m), to enable it to repay £7m of financial support
it had received in 2004/5. In addition, the Trust was required to
provide Oxfordshire PCT with a £9.5m discount on the cost of
the services (at the NHS National Tariff of prices) it provided in
the year. To deliver this position, the Trust was asked to reduce
its costs by £33m and was set a non-recurrent deficit budget of
£9m by the SHA.

Format of the accounts
The format of the accounts is as specified by the NHS Trust
Manual for Accounts and consists of:
Four primary statements:
l
l
l
l

Income and expenditure account
Balance sheet
Cash flow Statement and
Statement of total recognised gains and losses.

The Annual accounts also include:
l
l
l
l

Notes to the accounts
Statement on internal control
Directors’ statement of responsibilities, and
The auditor’s report.

A summary of the technical financial terms used in the Annual
Report is shown at the end of this section.  
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Income and expenditure account
The table below summarises the income and expenditure
position for 2006/7 before and after these two exceptional
items. Between 2005/6 and 2006/7 the Trust moved from
underlying deficit of £7m to an underlying surplus of
£7.9m. The final 2006/7 position, after exceptional items, was a
deficit of £8.65m – £350k better than originally planned.
£m
Retained surplus/(deficit) for the year

(8,649)

Adjustment for exceptional items included above:
Repayment of 2004/5 financial support
Non-recurrent discount provided to Oxfordshire PCT

7,000
9,500

Underlying surplus for the year

7,851

Summary of financial duties
The Trust’s performance measured against its statutory financial
duties is summarised as follows:
l

 reak-even on income and expenditure (a measure of
B
financial stability)
The Trust reported an in-year deficit of £8.6m (slightly better
than the Plan agreed with the SHA prior to the start of the
year), and is on target to meet the NHS Trust Break-Even
duty by March 2009 (over the extended five-year period), as
formally agreed with South Central SHA.

 apital costs absorption rate (a measure of balance sheet
C
management)
    NHS Trusts are targeted to absorb the cost of capital at a rate
of 3.5% of average relevant net assets (as reflected in their
opening and closing balance sheets for the financial year).
A tolerance of 0.5% is set around this target. In 2006/7 the
Trust met the duty with an absorption rate of 3.4%.

l

 xternal Financing Limit (an overall cash management
E
control)
    The Trust was set an External Financing Limit (EFL)
of £25.617m in 2006/7. Its actual external financing
requirement was £25.538m, i.e. £79k within its EFL.

l
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Performance over the last five years
Financial year
Turnover
		
£000
2006/7
2005/6
2004/5
2003/4
2002/3

484,559
474,983
452,102
423,941
382,847

Surplus/(deficit)
before interest
£000
1,174
(9,929)
8,978
9,063
13,302

Retained
CCA rate
surplus/(deficit)		
£000
% (target 3.5% from 2003/4)
(8,649)
(19,409)
1,580
200
(179)

3.5
3.3
3.2
3.6
6.2

Summary financial statements
These accounts for the year ended 31 March 2007 have been prepared by the Oxford Radcliffe
Hospitals NHS Trust under section 98 (2) of the National Health Service Act 1977 (as amended by
Section 24 (2)), schedule 2 of the National Health Service and Community Care Act 1990 in the form
which the Secretary of State has, with the approval of the Treasury, directed.
The financial statements that follow are only a summary of the information contained in the Trust’s
Annual Accounts. A printed copy of the full accounts is available, free of charge, on request from
the Director of Finance and Procurement and is inserted as an appendix to this report. In addition
the accounts are also available on the website www.oxfordradcliffe.nhs.uk in the section ‘About Us’.  
The Trust is required to include a Statement on Internal Control and this is shown at the end of this
document.
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Income and expenditure account for year ended 31 March 2007
2006/7
£000

2005/6
£000

394,796
89,763
(482,957)
1,602

373,996
100,987
(484,744)
(9,761)

(428)

(168)

SURPLUS/(DEFICIT) BEFORE INTEREST

1,174

(9,929)

Interest receivable
Interest payable
Other finance costs – unwinding of discount
Other finance costs – change in discount rate on provisions
SURPLUS/(DEFICIT) FOR THE FINANCIAL YEAR

1,026
(45)
(21)
0
2,134

557
(24)
(23)
(109)
(9,528)

(10,783)

(9,881)

(8,649)

(19,409)

2006/7
£000

2005/6
£000

416,087

375,369

60,673

57,345

(50,398)

(49,472)

10,275

7,873

TOTAL ASSETS LESS CURRENT LIABILITIES

426,362

383,242

Creditors:  amounts falling due after more than one year

(31,759)

(7,806)

(3,989)

(5,426)

TOTAL ASSETS EMPLOYED

390,614

370,010

FINANCED BY TAXPAYERS’ EQUITY

390,614

370,010

Income from activities
Other operating income
Operating expenses
OPERATING SURPLUS/(DEFICIT)
Profit/(loss) on disposal of fixed assets

Public dividend capital dividends payable
RETAINED SURPLUS/(DEFICIT) FOR THE YEAR
All income and expenditure is derived from continuing operations

Balance sheet at 31 March 2007

Fixed assets
Current assets
Creditors:  amounts falling due within one year

           

NET CURRENT ASSETS/(LIABILITIES)

           

Provisions for liabilities and charges
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Statement of total recognised losses and gains at 31 March 2007
2006/7
£000

2005/6
£000

Surplus/(deficit) for the financial year before dividend payments

2,134

(9,528)

Unrealised surplus/(deficit) on fixed asset revaluations/indexation

25,087

11,605

Increases in the donated asset and government grant reserve due
to receipt of donated and government grant financed assets

1,019

595

28,240

2,672

2006/7
£000

2005/6
£000

14,126

5,877

872

575

Net cash inflow/(outflow) from capital expenditure

(30,032)

(16,095)

Dividends paid

(10,783)

(9,881)

NET CASH INFLOW/(OUTFLOW) BEFORE FINANCING

(25,817)

(19,524)

Net cash inflow/(outflow) from financing

25,853

19,526

36

2

TOTAL GAINS AND LOSSES RECOGNISED IN THE FINANCIAL YEAR

Cash Flow statement at 31 March 2007

Net cash inflow/(outflow) from operating activities
Net cash inflow/(outflow) from returns on investments and servicing of finance

INCREASE/(DECREASE) IN CASH
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Better Payment Practice Code – measure of compliance
2006/7

2005/6
Number
£000

			

Number

£000

Total Non-NHS trade invoices paid in the year
Total Non NHS trade invoices paid within target
Percentage of Non-NHS trade invoices paid within target

106,437
97,032
91%

189,405
155,532
82%

108,825
78,076
72%

161,690
122,919
76%

5,296
3,182
60%

46,064
33,650
73%

4,826
2,326
48%

36,208
24,342
67%

			
			

2006/7
£000

2005/6
£000

Management costs

15,546

15,134

484,559

475,278

Total NHS trade invoices paid in the year
Total NHS trade invoices paid within target
Percentage of NHS trade invoices paid within target

Management costs

Income

Note – Management costs are defined as those on the management costs website at
www.dh.gov.uk/PolicyAndGuidance/OrganisationPolicy/FinanceAndPlanning/NHSManagementCosts/fs/en
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1
2
3
4
5

6
7
8
9

70-75

155-160

115-120
80-85
110-115
150-155

(bands of £5000)
£000

(bands of £5000)
£000
20-25
5-10
5-10
5-10
5-10
5-10
5-10
175-180
40-45
20-25
25-30
40-45
70-75
0
75-80
60-65
0
35-40
35-40
10-15
120-125
85-90
80-85
90-95
100-105

Other
Remuneration

Salary

2006/7

P Blakey left the Trust in November 2005
Julie Hartley-Jones left the Trust in August 2006
E Strachan-Hall joined the Trust in February 2007
H Munro left the Trust in February 2007

Chairman
Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Non-executive Director
Chief Executive
Divisional Chairman, Division A
Divisional Chairman, Division B
Divisional Chairman, Division B
Divisional Chairman, Division C
Director of Operations, Division A
Director, Division A
Director of Operations, Division B
Director of Operations, Division C
Director, Division C
Medical Director
Chief Nurse
Director of Nursing and Clinical Leadership
Director of Finance and Procurement
Director of Planning and Information
Director of Human Resources
Director of Estates and Facilities
Director of Horton General Hospital

M Sinclair left the Trust in December 2006
M Greenall was appointed as Divisional Chair in July 2006
M Logie joined the Trust in June 2006
A Granne left the Trust in October 2006
J Paul joined the Trust in August 2006

Sir William Stubbs
Dame Fiona Caldicott
Dr Kenneth Fleming
Caroline Langridge
Brian Rigby CBE
Professor Adrian Towse
Dr Colin Reeves
Trevor Campbell Davis
Dr John Reynolds
Dr Mike Sinclair (1)
Mr Mike Greenall (2)
Dr David Lindsell
Moira Logie (3)
Ailsa Granne (4)
Kathleen Simcock
Joanna Foster (Paul) (5)
Phillipa Blakey (6)
Dr James Morris
Julie Hartley Jones (7)
Elaine Strachan-Hall (8)
Chris Hurst
Andrew Stevens
Helen Munro (9)
Ian Humphries
Michael Fleming

Name and Title

(A) Salaries and allowances

Salary and pension entitlements of senior managers

Rounded to the
nearest £00

Benefits in kind

20-25
5-10
5-10
5-10
5-10
5-10
0-5
155-160
40-45
35-40
n/a
40-45
n/a
45-50
70-75
n/a
50-55
35-40
  95-100
n/a
120-125
85-90
95-100
90-95
95-100

(bands of £5000)
£000

Salary

140-145

110-115
110-115

(bands of £5000)
£000

Other
Remuneration

2005/6

Rounded to the
nearest £00

Benefits in kind
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Divisional Chairman, Division A

Divisional Chairman, Division B

Divisional Chairman, Division B

Divisional Chairman, Division C

Director of Operations, Division A

Director of Operations, Division B

Director of Operations, Division C

Medical Director

Chief Nurse

Director of Nursing and Clinical Leadership

Director of Finance and Procurement

Director of Planning and Information

Director of Human Resources

Director of Estates and Facilities

Director of Horton Hospital

Dr John Reynolds

Dr Mike Sinclair

Mr Mike Greenall

Dr David Lindsell

Moira Logie

Kathleen Simcock

Joanna Foster (Paul)

Dr James Morris

Julie Hartley-Jones

Elaine Strachan-Hall

Chris Hurst

Andrew Stevens

Helen Munro

Ian Humphries

Michael Fleming

0-2.5

0-2.5

-2.5-0

2.5-5.0

0-2.5

0-2.5

0-2.5

-2.5-0

0-2.5

2.5-5.0

0-2.5

-2.5-0

2.5-5.0

5.0-7.5

10-12.5

0-2.5

-2.5-0

7.5-10.0

2.5-5.0

2.5-5.0

0-2.5

-2.5-0

5.0-7.5

7.5-10.0

2.5-5.0

-2.5-0

7.5-10.0

17.5-20.0

30-32.5

2.5-5.0

2.5-5.0

Bands of £2500)
£000

Bands of £2500)
£000

0-2.5

Real increase in
pension lump
sum at aged 60

Real increase in
pension
at age 60

40-45

40-45

15-20

25-30

40-45

30-35

20-25

25-30

15-20

10-15

30-35

70-75

65-70

65-70

50-55

  5-10

Bands of £5000)
£000

Total accrued
pension at
age 60 at
31 March 2007

120-125

120-125

45-50

85-90

125-130

90-95

70-75

80-85

50-55

35-40

90-95

220-225

200-205

205-210

150-155

25-30

Bands of £5000)
£000

608

673

211

360

634

370

323

0

161

129

431

1,194

1,071

973

697

138

£000

21

(2)   

34

16

(11)   

16

6

0

30

10

4

51

93

(698)

32

18

£000

To nearest £100

Employers
contribution
to
Stakeholder
Pension

Real Increase in CETV - This reflects the increase in CETV effectively funded by the employer.  It takes account of the increase in accrued pension due to inflation, contributions paid by the employee (including
the value of any benefits transferred from another pension scheme or arrangement) and uses common market valuation factors for the start and end of the period.

A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension scheme benefits accrued by a member at a particular point in time.  The benefits valued are the member’s
accrued benefits and any contingent spouse’s pension payable from the scheme.  A CETV is a payment made by a pension scheme, or arrangement to secure pension benefits in another pension scheme or
arrangement when the member leaves a scheme and chooses to transfer the benefits accrued in their former scheme.  The pension figures shown relate to the benefits that the individual has accrued as a
consequence of their total membership of the pension scheme, not just their service in a senior capacity to which the disclosure applies. The CETV figures and the other pension details include the value of
any pension benefits in another scheme or arrangement which the individual has transferred to the NHS pension scheme. They also include any additional pension benefit accrued to the member as a result
of their purchasing additional years of pension service in the scheme at their own cost. CETV’s are calculated within the guidelines and framework prescribed by the Institute and Faculty of Actuaries.

654

688

264

393

634

402

339

0

208

147

447

1,296

1,231

0

760

168

Bands of £2500)
£000

Lump sum at Cash Equivalent Cash Equivalent Real increase in
aged 60 related Transfer Value
Transfer Value Cash Equivalent
to accrued
at
at
Transfer Value
pension at
31 March 2007 31 March 2006
31 March 2007

As Non-Executive members do not receive pensionable remuneration, there will be no entries in respect of pensions for Non-Executive members.

Chief Executive

Trevor Campbell Davis

Name and Title

(B) Pension benefits

Salary and pension entitlements of senior managers

Explanation of financial terminology
A glossary of the key terms used in the Annual Report is outlined below.
The Income and Expenditure Account records the income and
the costs incurred by the Trust during the year in the course
of running its operations. It includes cash expenditure on staff
and supplies as well as non-cash expenses such as depreciation
(a charge that reflects the consumption of the assets used in
delivering healthcare). It is the equivalent of the profit and loss
account in the private sector. If income exceeds expenditure,
the Trust has a surplus. If expenditure exceeds income, a deficit
is incurred.

• A
 ssets represent rights or other access to future economic
benefits contolled by the Trust as a result of past transactions
or events.
• Liabilities represent obligations of the Trust to transfer
economic benefits as a result of past transactions or events.
• Public Dividend Capital Dividend. At the formation of
NHS Trusts, the purchase of Trust assets from the Secretary
of State was half-funded by public dividend. It is similar to
company share capital, with a dividend being the payable
return on the Secretary of State’s investment.

Terms used with the I and E Accounts:

The cash flow statement summarises the cash flows of the
Trust during the accounting period. These cash flows include
those resulting from operating and investment activities, capital
transactions, payment of dividends and financing.

• Income from activities includes all income from patient
care. The main source of income is from Primary Care Trusts
(PCTs). Other sources of income are private patients.
• Other operating income includes non-patient related  
income including education, training and research funding.
• Profit/(loss) on disposal of fixed assets. A fixed asset is an
asset intended for use on a continuing basis in the business.
The profit/(loss) is the difference between the sale proceeds
of a fixed asset and its current value.
• Other finance costs – unwinding of discount. The unwinding
charge reflects the difference between this year’s and last
year’s estimates for the current cost of future payments on
financing charges relating to provisions.
• A provision is a liability where the amount and timing is
uncertain. While there has been no cash payment, the Trust
anticipates making a payment at a future date and so its net
assets are reduced accordingly.
• Public Dividend Capital Dividend.   At the formation of
NHS Trusts, the purchase of Trust assets from the Secretary
of State was half-funded by public dividend. It is similar to
company share capital, with a dividend being the payable
return on the Secretary of State’s investment.
• Retained Surplus (Deficit). This shows whether the Trust
has achieved its financial target to break-even for the year.  
This is different from the statutory duty to break-even ‘taking
one year with another’ which is measured over three, or
exceptionally, five years.
The Balance Sheet provides a snapshot of the Trust’s financial
condition at a specific moment in time – the end of the financial
year.  It lists assets (everything the Trust owns that has monetary
value), liabilities (money owed to external parties) and taxpayers’
equity (public funds invested in the Trust). At any given time,
the assets minus the liabilities must equal taxpayers’ equity.
Terms used within the Balance Sheet
• Intangible assets are assets such as goodwill, licences
and development expenditure   which although they have
a continuing value to the business do not have a physical
existence.
• Tangible fixed assets include land, buildings, equipment
and fixtures and fittings.
• Debtors represent money owed to the Trust at the Balance
Sheet date.
• Creditors represent money owed by the Trust at the Balance
Sheet date.
• A provision is a liability in which the amount and timing is
uncertain. While there has been no cash payment, the Trust
anticipates making a payment at a future date and so its net
assets are reduced accordingly.

Terms used within the Cash Flow Statement
• N
 et cash inflow from operating activities: cash generated
from normal operating activities.
• Returns on investments and servicing of finance: cash
received on short-term deposits and interest paid relating to
costs of financing the Trust.
• Capital expenditure: payments for new capital assets
and receipts from asset sales. Capital expenditure relates to
spending on buildings, land and equipment which exceeds
£5,000.
• Public dividend capital dividend. At the formation of NHS
Trusts, the purchase of Trust assets from the Secretary of State
was half-funded by public dividend.  It is similar to company
share capital, with a dividend being the payable return on the
Secretary of State’s investment.
• Net cash inflow/(outflow) before financing. This
represents the additional cash the Trust needed over and
above what it could generate itself to conduct its business.  
The Department of Health set a limit on the amount of
external finance trusts can obtain.
• Financing. This provides detail of where additional cash
came from to support cash needs.  
The statement of total recognised gains and losses
provides a summary of all the Trust’s gains and losses.   The
I and E account will only provide details of gains and losses
that have been realised. But the statement provides a summary
of all gains and losses regardless of whether or not they were
shown in the I and E account of the balance sheet.  It starts with
the Trust’s surplus or deficit before the payment of dividends
(taken from the I and E account) and then provides details of
unrealised gains and losses (i.e. gains and losses which have not
yet had any cash consequences) such as those arising from the
revaluation of property.
Terms used within Statement of Total
Recognised Gains and Losses
• U
 nrealised surplus/(loss) on fixed asset revaluations/
indexation. This represents gains/losses that the Trust has
made because of change in the asset values, but where the
assets have not been sold so there is no ‘cash’ profit.  
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Statement on Internal Control in 2006/7
Scope of responsibility
1.

2.

3.

4.

T he Board is accountable for internal control. As
Accountable Officer, and Chief Executive of this Board,
I have responsibility for maintaining a sound system
of internal control that supports the achievement of
the organisation’s policies, aims and objectives. I also
have responsibility for safeguarding the public funds
and the organisation’s assets, for which I am personally
responsible, as set out in the Accountable Officer
Memorandum. As Chief Executive, I work also within
the performance management framework established by
the South Central Strategic Health Authority since 1 July
2006.  
All Board members are aware of their responsibility to
monitor the systems of internal control. Board members
receive regular training regarding these responsibilities
and the need to maintain an awareness of the Nolan
Principles of good governance. Staff throughout the
organisation are made aware of their responsibility to
maintain high standards of conduct and accountability.  
In support of good governance, and to ensure the
safekeeping and appropriate use of public funds, the
Trust also maintains a proactive programme of counter
fraud and a ‘whistle blowing’ policy.
Close working relationships exist within Oxfordshire,
with local Trusts and the new commissioning Oxfordshire
PCT, the Social and Community Services Directorate of
Oxfordshire County Council and the Oxfordshire Joint
Health Overview and Scrutiny Committee (HOSC).  Within
the wider health economy, relationships exist with other
key commissioners, including the Buckinghamshire and
Berkshire PCTs, and with the acute Trusts within these
two counties.  In addition, partnerships exist with both
of Oxford’s Universities. The partnership with Oxford
University has been formalised through the Strategic
Partnership Board. Close working relationships have also
been fostered with patients and the public, including
meetings held throughout the year with ORH Patient and
Public Involvement Forum and the ORH Patient Panel.  
I have delegated responsibility for the establishment and
maintenance of a risk management system and Board
Assurance Framework to the Director of Nursing and
Clinical Leadership[1], in support of the system of internal
control.

The purpose of the system
of internal control
5.

T he system of internal control is designed to manage
risk to a reasonable level, rather than to eliminate all
risk of failure to achieve policies, aims and objectives; it
can therefore only provide reasonable and not absolute
assurance of effectiveness. The system of internal control
is based on an ongoing process designed to:
5.1. Identify and prioritise the risks to the achievement of
the organisation’s policies, aims and objectives,
5.2. Evaluate the likelihood of those risks being realised
and the impact should they be realised,
5.3. Monitor these risks throughout the year; and
5.4. Manage them efficiently, effectively and
economically.

6.

Capacity to handle risk
7.

T he Board of the Oxford Radcliffe Hospitals NHS Trust has
approved the Governance, Quality and Risk Framework,
and has in place a health and safety strategy and policy,
and an incident reporting policy and procedure.  Risk
assessment procedures have been approved and the
risk register, covering risks for corporate directorates
and the three clinical divisions, is in place and has been
reviewed regularly by the Governance Committee. The
risk management and health and safety policies lay down
clear responsibilities for named officers and for all staff
across the Trust.
8. The Director of Nursing and Clinical Leadership has
delegated responsibility for risk and the risk management
systems across the Trust.  The Assistant Director of Quality
and Risk and the Assistant Director of Governance meet
bi-weekly with the Director of Nursing and Clinical
Leadership and the Medical Director to review all aspects
of risk and governance.  In addition, the Medical Director
has a specific responsibility as the Director of Infection
Prevention and Control.
9. The Governance Committee met throughout the year
and the minutes are presented to the Trust Board in
its public meetings. Appropriate areas of governance
– quality and risk, corporate and clinical governance,
research governance and information governance, are
covered as standing items on the agenda. In addition,
the secretary to the Committee, the Assistant Director
of Governance, has now taken on responsibility for the
Audit Committee to ensure the integration of these
aspects of governance and financial governance.  Cross
membership exists between these two Committees to
strengthen the integration.
10. Work has continued throughout the year on the quality
and risk reports from both the clinical divisions and the
executive directorates (signed off by the appropriate
Directors).  Particular attention has been paid to the links
with the performance management framework and the
contribution of clinical performance indicators to the
balanced scorecard.
11. The Quality and Risk Management Committee was
superseded this year as a result of the work that led to
the agreement of the revised Governance, Quality and
Risk Framework in March 2007. The Executive Board has
assumed the responsibility for the review of risks and
quality issues, drawing on the work within the divisions
and corporate directorates. A key element in the revised
framework is the embedding of governance within the
divisions, directorates and services and the development
of the strong risk assessment process.
12. The risk register has been updated throughout the year
by the Divisions and Corporate Directorates and the
‘top ten’ risks have been reviewed at the Governance
Committee.  The Trust Board also reviewed the Trust-wide
risk register in February 2007.
[1]
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T he system of internal control has been in place in the
Oxford Radcliffe Hospitals NHS Trust for the whole year
ended 31 March 2007 and up to the date of approval of
the annual accounts.

 NCL took up post on 19 February 2007. During the interim (between
D
July 2006 and February 2007) this responsibility was delegated to the
Medical Director supported by the Acting Chief Nurse

The risk and control framework
13. T he Trust Board has delegated the responsibility for
the review and monitoring of the Board Assurance
Framework (BAF) to the Governance Committee.  This
has been reviewed throughout the year, ensuring that
the BAF became a dynamic document, fully reflecting
updates in the risk register and in the achievement of
assurances. The BAF was approved by the Trust Board
in March 2007 following a final review and updating
through the Governance Committee and the three
Divisional Boards. In addition, the HR Committee has
been involved in the review of HR objectives, strategies
and risks.  
14. The Chief Executive has delegated responsibility for
the Framework to the Director of Nursing and Clinical
Leadership, and it is prepared, updated and maintained
by the Assistant Director of Governance. All of the
expected components, as defined by the Department of
Health, have been incorporated within the BAF, including
assurances and gaps in controls and assurances. Action
plans have been in place throughout the year to meet
these gaps.  
15. The strategic objectives contained within the Framework
were identified by the Trust’s Directors and approved
by the Board in March 2006. The Standards for Better
Healthcare have been cross-referenced to the objectives,
and the risks are consistent with the strategic objectives.  
Strategic leads are actively involved in developing the
Framework and have been over the last three years.  
Each risk identified is the responsibility of a nominated
strategic lead and review, and updating of the BAF
during the year provided the opportunity for the risks
(or changes to the risks) to be identified, evaluated
and controlled, ensuring that the BAF was a dynamic
document.  
16. The Declaration to the Healthcare Commission (HCC)
has provided me with information and evidence on
compliance with the core and (required) developmental
standards, key elements within the ORH’s objectives.  
The Governance Committee and the Trust Board have
reviewed and agreed the declaration, and the sources of
evidence in support and compliance have been monitored
during the year by the Executive Board. The corporate
directorates and clinical divisions have continued to
support the collection and collation of evidence in
support of the Declaration and the BAF.
17. The BAF has been used by the Trust Board to provide
it with reasonable assurance on compliance with the
core standards and a statement to this effect has been
included in the ORH’s Declaration of Compliance with
core standards to the Healthcare Commission.  
18. The Trust Board papers, including the BAF and the SIC,
are public documents. Governance Committee papers are
also available to the public on request.
19. As an employer with staff entitled to membership
of the NHS Pension Scheme, control measures are in
place to ensure all employer obligations contained
within the Scheme regulations are complied with.
This includes ensuring that deductions from salary,
employer’s contributions and payments in to the
Scheme are in accordance with the Scheme rules, and
that member Pension Scheme records are accurately
updated in accordance with the timescales detailed in the
Regulations.[2]
20. Meetings have been held throughout the year with the
ORH Patient and Public Involvement Forum and the
ORH Patient Panel. A number of areas of joint interest
[2]

New requirement for 2006/07

have been developed, including continued work on the
control of infections, standards of cleanliness and the
involvement of patient groups and the PPIF in the work
of the Performance Improvement and Cost Reduction
Programme (PICRP). Patients and patient representatives
have continued their contribution to the preparation of
good quality information on services and procedures
including the inpatient booklet currently being piloted.
21. Good work has continued with Oxfordshire Joint Health
Overview and Scrutiny Committee particularly on the
Performance Improvement and Cost Recovery Plan
(PICRP) and on the consultation process undertaken
during the year on proposed service changes at the
Horton General Hospital. This work is continuing.
Review of effectiveness
22. A
 s Accountable Officer, I have responsibility for reviewing
the effectiveness of the system of internal control. My
review is informed in a number of ways. The Head
of Internal Audit provides me with an opinion on the
overall arrangements for gaining assurance through the
assurance framework and on the controls reviewed as
part of the internal audit work.  Executive managers
within the organisation who have responsibility for
the development and maintenance of the system of
internal control provide me with assurance. The BAF
itself provides me with evidence that the effectiveness
of controls that manage the risks to the organisation
achieving its principal objectives have been reviewed.  
The completion of action plans detailed within the BAF
provides me with evidence that gaps in controls and/or
assurances have been filled.  
23. 2006/7 was the second year of the Auditors Local
Evaluation (ALE) system and we have targeted an
improvement in our performance against the ALE
standards from the results achieved in the previous year.
The ORH established a project team to deliver the work,
with leads for each of the five domains and project
management support. Progress has been monitored by
the Board and Audit Committee. The ALE assessment
has provided valuable feedback across all of the domains
and highlighted areas of particular strength and areas for
further development. The ALE framework has a specific
domain on internal control and the work done to assess
our performance against the Key Lines of Enquiry (KLOEs)
and specific standards has provided me with assurance
on the system of internal control.  
24. The Standing Orders and Standing Financial Instructions
(and associated documents) were reviewed during the
year and considered by the Audit and Governance
Committees in December 2006 and approved by the
Trust Board in March 2007.
25. Account has been taken of recommendations (impacting
on governance and internal control) made in two key
external documents:  
25.1. An external review of the events resulting from
the employment and subsequent conviction of a
nurse working in the emergency department at the
Horton General Hospital, published in November
2006.  The action plan has been agreed with and is
monitored by the SHA.
25.2. The Healthcare Commission’s report on the
Investigation into cardiothoracic surgical services at
the Oxford Radcliffe Hospitals published in March
2007. The approved action plan will be agreed with
and monitored by both the HCC and the SHA.
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26. M
 y review is also informed by the Annual Governance
Letter from the Audit Commission (our external auditors)
and:
26.1. Reports covering, for example:
26.1.1. Internal audit memorandum
26.1.2. Acute hospitals portfolio
26.1.3. Annual governance report
26.1.4. Opinion on financial statements
26.1.5. Final accounts memorandum
26.1.6. Annual audit letter
26.2. Internal Audit reports covering, inter alia,
26.2.1. Whistle blowing and Patient Advice and
Liaison Service
26.2.2. Divisional reviews covering cardiac and
renal activity, patient coding in high cost
areas
26.2.3. Partnership arrangements
26.2.4. Information management, specifically
implementation of the Picture Archiving
System (PACS)
26.2.5. Specific aspects of payroll and human
resources management, including medical
staffing
26.2.6. Specific aspects of our financial
management and financial services sections
(including income and procurement and
creditor payments)
26.2.7. Standards for Better Health
26.2.8. Governance and Assurance, and the
required review of the BAF
27. In addition, counter-fraud work has continued with
regular reports being made to the Audit Committee
throughout the year.  
28. The corporate Risk Register is in place and is based on
the Top 10 Risks identified by each Division and corporate
directorate. The Risk Assessment Procedure has been
agreed, and the governance, quality and risk framework
updated and agreed.  
29. The SHA has also monitored the BAF and organised an
Authority-wide self assessment in January 2007 with a
further review in April. The SIC has also been reviewed by
SHA.
30. The Governance Committee and the Audit Committee
have reviewed the systems of internal control, and
assured me, as Accountable Officer, of their effectiveness.  
A process to address weaknesses and ensure continuous
improvement of the systems is now in place, and will be
monitored by the Audit and Governance Committees on
behalf of the Trust Board.
31. The following activities have supported my review of the
effectiveness of the system of internal control:
31.1. The work of our ‘expert’ committees
including Health and Safety, clinical risk
management, incidents, comments and
complaints, infection control, medicines
management and blood transfusion, and
radiation protection.
31.2. The Audit Committee in its review and
scrutiny of the financial standards and
processes throughout the year, and ALE
since December 2006.  
31.3. The Governance Committee in its review
of the key areas in clinical governance
(including quality, research governance and
information governance [through its sub
committee the Information Governance
Group]) and corporate governance (the
Board assurance framework and risk
management and assessment).
31.4. The Governance Committee in its
monitoring of compliance with Core
Standards prior to our declaration in May
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32.

33.

34.

35.

 007 and in its monitoring of the external
2
Horton General Hospital (HGH) report and
the HCC investigation.
31.5. The HR and Commercial Committees,
both sub-committees of the Board, have
an assurance role and have played their
part in the system of internal control.  The
Finance and Performance Committee
has reviewed financial and operational
performance issues throughout the year.
31.6. The Trust Board, which approved the board
assurance framework at its meeting on
29 March 2007.
The Head of Internal Audit’s opinion (HOIA) has provided
me with the following overall opinion ‘that significant
assurance can be given that there is a generally sound
system of internal control, designed to meet the
organisation’s objectives, and that controls are generally
being applied consistently. However, some weakness in
the design and/or inconsistent application of controls,
put the achievement of particular objectives at risk.  
Significant assurance was provided on the effectiveness
of the management of those principal risks identified
within the organisation’s Assurance Framework for 12 of
the 16 areas specified.’ [3]
Internal Audit have provided me with the following
opinion on the BAF: ‘Based on the testing undertaken,
the information received and the documentation
reviewed, we are able to give the Trust significant
assurance overall in relation to the areas detailed
above and the controls reviewed.  The BAF contains
the necessary components and the Board have been
involved in developing and maintaining the BAF, which
is managed closely by the Governance Committee.  The
BAF has shown a marked improvement from that audited
the previous year and is a dynamic document; we note
that further updates have taken place and that many of
our review points had already been addressed’.
Internal Audit have provided me with the following
opinion on their audit of Standards for Better Health:
‘We offer the Trust significant assurance… The core
and developmental standards have been addressed and
work is well in hand to rectify weaknesses previously
identified.’
An action plan has been drawn up to take account of
points raised in the HOIA. In addition, as mentioned
below (32 and 33) action plans are in place to achieve
compliance with the outstanding core standards.  An
action plan is also being developed to ensure continued
improvement against the ALE standards.  These plans will
be implemented throughout the year and progress will
be monitored by the Governance and Audit Committees.  
This work will also inform the application process for
Foundation Trust status and the development of the BAF
for 2007/8 now in progress.

Significant control issue
36. T he declaration of compliance with core standards
made on 1 May 2007 shows full compliance against
39 of the 44 standards, not met against four standards
and insufficient assurance on one standard.  However,
compliance was achieved at the year end in three of
these five standards and compliance will be reached by
the end of 2007/8 for the remaining two standards. The
Trust Board has been assured that lack of compliance for
the full year for these five standards did not pose any
increased risk to patients, staff or the public, and that the
systems, processes and procedures are robust.
Trevor Campbell Davis
Chief Executive
Date: 20 June 2007
[3]

Taken from HOIA received 1 May 2007

Further information
For further information about the Trust, or for additional copies
of this report, please contact:
Director of Communications, Oxford Radcliffe Hospitals
John Radcliffe Hospital
Headley Way, Headington,
Oxford OX3 9DU
Tel: 01865 228932

If you would like information in another language or
format, email PALSJR@orh.nhs.uk
or telephone 01865 221473 / 743324
Arabic

Bengali

Cantonese

Gujurati

Hindi

Polish

Somali

Urdu
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