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1 Declaration on sustainability 

1.1 Summary 
Sherwood Forest Hospitals NHS Foundation Trust (SFH) is presenting a bold and ambitious plan that 

focuses upon the services that are most needed by the communities of Mansfield, Ashfield, Newark 

and Sherwood in coming years and utilises the hugely committed local workforce and excellent 

estate that has been delivered by the PFI contract to support these services. 

We are emerging from an extremely challenging period during 2012/13 and 2013/14.  The past 18 

months have seen an intense focus on improving the quality and safety of our services in response 

to regulatory scrutiny alongside planning to develop a financial strategy to support clinical and 

financial viability of the Trust.  

We have achieved strong and rapid improvement in the quality and safety of the care delivered.  We 

also delivered our financial plan in 2013/14, whilst making judicious investments to enable this rapid 

improvement in quality and safety.  As we look ahead over the next five years, the Trust Board has 

agreed a strategic direction that will mark enormous progress on the SFH journey to becoming a 

clinically and financially sustainable organisation.   

We will consolidate our position as the major provider of hospital based urgent and emergency care 

for the patch, through moving rapidly and decisively on the “7 day working” agenda.  Our analysis 

shows that we are building from a solid platform, with only limited gaps in our ability to provide 

equity of access to comprehensive diagnostic and treatment services across the 24 hour period, 

seven days a week. We will close these gaps quickly, with an immediate focus upon building 

resilience in our radiology service. 

To offer really effective urgent and emergency care in our hospitals, we need primary, community 

and social care services to be more proactive in the way that they support frail older people and 

those with single or multiple long term conditions.  Too many people come to hospital acutely ill 

because the resources to support them in the community are inadequate.  The Better Together 

programme aims to reduce these demands on hospital services by providing better, more seamless 

packages of support in the community for those who might be at risk of an emergency hospital 

admission.  SFH supports these aims and is playing a major part in ensuring the success of the 

programme.  This will enable us to manage the acute care pathways for those people who really 

need to come to hospital more effectively at King’s Mill Hospital and reduce our reliance on beds at 

Newark and Mansfield Community Hospitals.  We will work with partners to convert these beds into 

part of the “intermediate care” infrastructure to support the proactive community services. Our 

relationships with the providers of community services (County Health Partnerships), primary and 

social care are crucial in making this a success and we are investing considerable energy into building 

these partnerships. 

After emergency care, the most substantial part of our service portfolio is the provision of planned 

care on an ambulatory basis – outpatient, diagnostics and day case surgery for a broad range of 

conditions.  We will continue to develop our offer in this area, to enable a really vibrant ambulatory 

care service to be offered from King’s Mill Hospital (using the purpose-built King’s Treatment Centre) 

and from Newark Hospital.  The nature of this work, and the fact that it can be separated effectively 

from urgent care, gives us the opportunity to optimise efficiency and to increase our market share as 
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more patients choose to use our hospitals for these aspects of their care.  A number of our surgical 

specialties will continue to offer in-patient surgery, and here again our focus will be upon maximising 

the quality, safety and efficiency of our services. 

We will build our strategic partnership with Nottingham University Hospitals NHS Trust (NUH) as our 

nearest acute care provider and the location of the vast majority of the tertiary care provision for 

our local communities.  There are extensive service links with NUH already, and it sits at the hub of 

networked cardiovascular, children’s and cancer services.  The health needs of our local 

communities dictate that most elements of these services must be available in our hospitals.  We are 

exploring specific opportunities in relation to cancer care, with a view to maximising the range of 

diagnostic and treatment options available locally, and will continue to explore delivery models 

across all three service areas that maximise accessibility for local people and utilisation of our high 

quality estate.  There is mutual benefit in these arrangements, as they also take pressure off the 

ageing hospital infrastructure in Nottingham. 

In setting out these ambitions for our services, we acknowledge that there are weaknesses in our 

current position that need to be addressed as part of the journey.  When benchmarked against 

comparator trusts, we have concluded that there is significant scope to improve workforce 

productivity. In particular we are too reliant upon agency, bank, locum and overtime (ABLO) 

payments to deliver our activity day by day.  Some of our systems and processes need overhauling to 

drive greater efficiency from our fixed assets and ensure we are more nimble and responsive to 

change in the future. 

As we continue to scrutinise every aspect of what we do as a Trust, it is also becoming clear that 

there are some services that do not sit within the strategic core business described above, and are 

unlikely to be sustainable in their current form.  This will drive a small number of divestment 

decisions in coming years. 

Equally, some of our clinical and non-clinical support services operate on too small as scale to be 

really cost-effective, and we are pursuing outsourcing and collaborative arrangements to address 

these weaknesses. 

As part of our quality improvement effort over the past eighteen months, we have laid solid 

foundations for the cultural change that will underpin sustained improvements to quality and cost-

effectiveness.  We have launched “Quality for all”, which aims to instil a set of values and behaviours 

amongst all our staff that emphasises personal and collective responsibility for the quality of care 

and the responsible use of resources.  Our Integrated Improvement Programme builds upon Quality 

for All by disseminating new sets of skills and tools to bring about service improvement and change. 

Our plan reflects the full impact of Better Together, and we have modelled the consequences of a 

number of ‘downside’ scenarios on our financial position to understand the implications for 

additional liquidity and transitional support that would be required. 

By implementing this strategy we forecast we will be able to reduce our underlying deficit by nearly 

£11m to £15.8m by 2018/19. We recognise the scale of this challenge, and the fact that successful 

delivery will not eliminate the deficit.  The plan therefore also quantifies the level of transitional 

support that is required.  The Trust is committed to addressing the factors that can be influenced 
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locally whilst still working closely with our commissioners and regulator to seek to address the wider 

issues associated with the cost of the estate.  

Taking all these factors into account, the Board’s current assessment is that the Trust is sustainable 

over the planning period and beyond. 

1.2 Improving quality 
Our guiding principles in relation to quality and patient safety are:  

1. We will build on our strengths and previous successes on quality initiatives already in place, 

and on our clinical governance infrastructure. 

2. We will aim to eliminate all avoidable patient deaths and avoidable harm events. 

3. We recognise the benefits of community integration, and will ensure our safety and 

experience systems follow the patient’s journey. 

4. We will ensure every member of staff is aware of their individual role and contribution in 

achieving our quality objectives, aligning to our ‘Quality for All’ values and behaviours. 

5. We will implement a proactive safety and learning culture, integrating risk management 

activity into our day-to-day practice. 

6. We will listen and involve patients to ensure the care we provide reflects our vision for 

patient experience “I want to go there because I know it’s the best place to be cared for” 

because: 

 It delivers the best possible outcomes; 

 It provides safe, efficient, timely care – in a caring, respectful way; 

 Its care is delivered as close to home as possible; 

 The staff listen and involve patients, carers and colleagues as part of the team;  

 The people there anticipate and understand patient and carer needs and tailor services 

to best meet them; 

 Involving patients in improvement and innovation is woven into what they do. 

Our immediate goals are: 

 Reduce mortality as measured by HSMR and eliminate the difference in weekend and 

weekday HSMR 

 Reduce avoidable harm from falls, pressure ulcers, catheter associated urinary tract 

infection, Venous Thromboembolism, medication errors, surgical site infections 

 Improve care and outcomes for patients admitted with stroke, myocardial infarction, heart 

failure, COPD and Sepsis through implementation of best practice care bundles 

 Improve patient flow and reduce time spent in hospital 

 Increase the amount of feedback we get from patients, particularly through improving 

response rates and scores in the patient and staff friends and family test 

 Improve the experience of care for all, with a particular focus on patients with dementia and 

their carers 

 Continue our commitment to openness through increased publication of outcomes   

Our continuing focus on quality will help drive clinical and financial sustainability.  We will be doing 

the right thing, first time much more consistently, which will ensure resources are used wisely.   This, 

in turn, will drive positive patient experience and make Sherwood Forest Hospitals the provider of 

choice for its local population, which will grow market share and income.  
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2 Market analysis and context 

2.1 Trust overview  
Sherwood Forest Hospitals is a multi-site trust which delivers predominantly ‘district general 

hospital’ services to a population of 350,000 people in and around Mansfield, Ashfield, Newark, 

Sherwood and parts of Hardwick in Derbyshire.  It has three hospital sites: 

 The King’s Mill Hospital in Sutton-in-Ashfield  

 Newark Hospital 

 Mansfield Community Hospital  

In 2013/14 the Trust attended to 113,000 A&E patients (including visits to the Minor Injuries Unit in 

Newark), admitted around 52,000 patients for urgent and emergency care, delivered around 36,000 

elective interventions (of which almost 80% were day cases) and undertook 376,000 outpatient 

consultations.  This activity generated around £220m of revenue from NHS clinical activity, 

unplanned care and planned ambulatory care (day cases and outpatients) contributing around two-

thirds of this income.  These services were delivered through a workforce of 3,800 WTEs.  

2.2 Healthcare needs assessment  

Population growth 

The majority of the Trust’s patients live within Central Nottinghamshire, but approximately 14% 

come from surrounding areas of south Nottinghamshire, Derbyshire and Lincolnshire.  The latest 

ONS population projections based on 2012 estimates show that the Trust’s catchment population 

(defined for the projection as NHS Mansfield & Ashfield and NHS Newark & Sherwood) is expected 

to grow more slowly than the national average.  This is reflected across almost all 5-year age bands. 

By contrast, the over 80s are growing at or above the national ate of around 3% per annum.  The 

catchment population is predominantly white (over 97%) and slightly older than the national 

average. 

 

 Source: Population Projections Unit, ONS. Crown copyright 2014. 
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 Health profile 

The levels of urbanisation, deprivation and population concentration vary considerably across the 

area with the main hubs of population in the west being focused around the towns of Mansfield and 

Sutton-in-Ashfield and the town of Newark to the east. Much of the area is rural, particularly 

towards Newark.  The more urban areas have comparatively low indices of socio-economic 

measurement, with high levels of respiratory problems and other causes of chronic illness and long 

term disability, as a result of the industrial past and the high levels of employment in the coal mining 

and textiles industries.  There are wide health inequalities as measured by standardised mortality 

ratios for local populations.  The area with the highest SMR is Sutton-in-Ashfield & Skegby where 15-

74 year old age band had an SMR of 123 in period 2010-2012 compared to rural Newark & East 

Sherwood with a SMR of 69 for comparable age groups1.   

Both local CCGs show a higher number of potential years of life lost (PYLL) than the national picture.  

Whilst analysis by major condition shows an improvement for most between 2009-2011 and 2010-

2012, PYLL increased for neoplasms (cancer) in Mansfield & Ashfield and for cerebrovascular 

conditions for Newark & Sherwood. 

Priorities for commissioners  

Our main commissioners have a bold vision for health and care services for the next five years, based 

on population needs and public feedback about current services.  Work is underway across four 

broad streams:  

 Long-term conditions (proactive care) – scale up and expand integrated health and social 

care community services (known as the PRISM programme) to make frail and elderly care 

more proactive and community based 

 Urgent care – provide an integrated urgent care service so that patients receive the right 

care in the right place from the right professional 

 Elective care – review each specialty to ensure that safety and viability standards are met 

and use existing capacity more effectively 

 Women and children – provide rapid medical assessments for children and pregnant 

women.  Ensure that children with complex needs have joined up packages of care and more 

support in community settings 

In activity terms the programme has the following objectives: 

 15% reduction in A&E attendances 

 20% reduction in non-elective acute admissions 

 30% reduction in acute bed days 

 25% reduction in admissions to nursing and residential homes (not directly relevant to the 

Trust but indicates direction of travel) 

 10% reduction in secondary care elective referrals 

 20% reduction in paediatric admissions to hospital 

                                                           
1
 Mid Notts Mortality review, November 2013 
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2.3 Funding analysis  

Health economy overview: 

Development of the “Blueprint” which led to the establishing of the Better Together programme 

estimated that the financial gap as a health and social care system will be approximately £70 million 

within 5 years. This assumes that no changes are made to the way we provide services, that 

population growth is in line with forecasts and that there is no available subsidy for excess PFI costs. 

The Better Together transformation interventions that are identified in the blueprint are estimated 

to deliver £35 million of recurrent savings to the cost of provision within 5 years (assuming full cost 

release as activity changes) and the Programme Board is actively developing plans for the second 

£35 million that is required for full system sustainability.  

Trust position 

In 2013/14, the Trust delivered against its key financial targets, reporting a deficit outturn of 

c£21.7m, which was ahead of plan.  We achieved this whilst also having to absorb additional costs 

(e.g. response to Keogh review relating to nurse staffing).  Our normalised deficit was estimated to 

be £23.8m in 2013/14.  Under a ‘do nothing’ scenario, our financial gap extends towards £60m by 

the end of the planning period, representing the bulk of the financial challenge across the local 

health economy.  Our strategic plan sets out our approach to addressing this financial gap, whilst 

also quantifying the level of transitional support that is estimated to be required.  

2.4 Competitor analysis 

Overview 

The nearest acute providers to SFH are Nottingham University Hospital NHS Trust (NUH); 

Chesterfield Royal Hospital NHS Foundation Trust (CRH); Doncaster and Bassetlaw Hospitals NHS 

Foundation Trust (D&B); and United Lincolnshire Hospitals NHS Trust (ULH).  In addition, the 

Barlborough NHS Treatment Centre (run by Care UK) is located to the south-east of Sheffield, whilst 

Circle runs the Nottingham NHS Treatment Centre that is co-located with Queen’s Medical Centre, 

NUH.   

Patient flows and market share 

SFH provides over 90% of the emergency care for Mansfield & Ashfield (M&A) and around 70% of 

Newark & Sherwood’s (N&S) demand.  NUH is the only other significant provider for M&A, whilst 

ULH is second largest provider for N&S due to the ease of route along A46 for ambulances for the 

population around Newark and northwards.  SFH also provides around 20% of emergency care for 

Hardwick, with Chesterfield being the main provider.  

Our share of GP referred first outpatient attendances is around 7% lower for M&A and similar for 

N&S and Hardwick.  NUH is the Trust that gains most of the difference, although private providers 

Circle and Ramsay Health also make small gains.  

Our share of patient flows for elective admissions drops sharply across all three CCGs.  This in part 

reflects the wider range of services offered by tertiary centres at NUH and Sheffield Teaching 

Hospitals, but also indicates that patients are choosing not to come to SFH for planned care.  This 
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shift has increased in Mansfield & Ashfield between 2012/13 and 2013/14, whilst our share of 

emergency work has increased.  

Comparative performance 

We have used two different peer groups to compare our performance.  The first set are our 

neighbouring acute providers and the second set are a group of 14 other trusts from across the 

country which provide a peer group for efficiency benchmarking. The first group has wide 

differences in size and profile, ranging from NUH with over 1500 general and acute beds down to 

Chesterfield with around 550.  Sherwood Forest Hospital had highest bed occupancy across the final 

quarter of 2013/14 but achieved the best inpatient Family and Friends score in April 2014.  Our 

performance against waiting time targets was mid-range for 18 weeks in March 2014 whilst A&E 

target suffered as a result of the high bed occupancy. 

Our improvement in standardised mortality is increasingly recognised through SHMI and our 

internally monitored Dr Foster HSMR performance, although the latest comparable data for Dr 

Foster is from the 2013 Good Hospital Guide, which does not show this improvement.  Our harm 

free care during 2013/14 was also comparable to our neighbouring teaching hospitals. 

We have also reviewed our relative efficiency against a set of 14 trusts from across the country using 

the 2012/13 reference cost data.  This highlights the scale of the opportunity across almost all areas 

of our clinical services.  Our organisation-wide reference cost index (RCI) was 114 or 14% above 

‘expected’.  

We have used this data as part of our assessment of service line sustainability and it is driving our 

efforts to improve productivity.  We have a planned programme of visits to our “best in class” peers 

to understand how they achieve better relative performance and we are also pursuing many of 

these lines of enquiry in our buddying relationship with Newcastle Upon Tyne Hospitals NHS 

Foundation Trust. 
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2.5 SWOT analysis  
Strengths: Weaknesses: 

 Modern, high quality infrastructure at KMH 

 Good sized and growing catchment 

population with above average health needs 

generates plenty of demand  

 Largely inelastic demand for Mansfield & 

Ashfield catchment emergency care services 

 Significant nursing recruitment to revised 

ward establishments underway 

 Growth in share of emergency activity 

 Relatively good relationships with local CCGs 

 Strong working relationship between CHP 

and SFH 

 Newark Hospital provides an extension of 

the trust’s catchment 

 Proximity to Nottingham, Derby and 

Sheffield should provide access to a large 

pool of potential staff 

 Growing cost of PFI contributing to large 

underlying financial deficit 

 Lower clinical productivity than peers and 

internal inefficiencies 

 Level of regulatory scrutiny into quality of 

services and financial viability 

 Recent reputational issues, absence of 

teaching hospital status reduces 

attractiveness for staff leading to high use of 

locum, agency, interim and external 

consultancy support to fill capacity and 

capability gaps 

 Some potentially sub-scale services  

 Not positioned as ‘natural’ lead provider for 

integrated care 

 Lack of service-led clinical strategy 

Opportunities: Threats: 

 Integrated Improvement programme has 

potential to drive up quality and efficiency 

 Successful implementation of Better 

Together will create capacity across all sites 

 Gain (and threat of loss of) market share, 

particularly for planned care and in Newark 

& Sherwood and Hardwick 

 Building even closer network arrangements 

with NUH over the strategic planning period, 

as well as for joint provision of clinical and 

non-clinical support services 

 Individuals with strong network links to 

partnership organisations facilitating cross-

organisational pathway change 

 Redesign service delivery at Newark Hospital 

to improve economic viability of site 

 Potential to reshape portfolio when 

‘Transforming Community Services’ (TCS) 

contract is re-tendered 

 Quality for All Values and behaviours which 

will drive our quality agenda. 

 Better Together reduces demand for acute 

care and trust income but costs cannot be 

scaled back 

 Competitive situation for elective care and in 

Newark & Sherwood and Hardwick more 

generally 

 Integrated care providers are able to attract 

more income at expense of trust 

 Scale of primary care practices in Mansfield 

& Ashfield (smaller than average) and long 

term succession planning undermines ability 

to deliver Better Together initiatives 

 Diminution in social care remains a 

significant concern 

 Recruitment challenges in difficult to fill 

specialties and roles 
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2.6 Forecast activity and revenue  

Summary.   

In line with the Better Together assumptions, we are projecting a large reduction in demand for 

emergency care and hence non-elective admissions.  By contrast we are planning for growth in 

planned care through both underlying demographic growth and gains in market share.  These are 

partially offset by fewer follow up outpatient attendances as we bring our clinical practice in line 

with top decile performance.   

 Emergency activity 

We are planning for a substantial reduction in emergency admissions over the planning period as the 

interventions of the Better Together programme are implemented and benefits realised.  This 

includes the building up of community-based resources to provide support to people at risk of 

experiencing a medical crisis, and to return as many people as possible to independent living after a 

hospital stay.  

Planned care 

There are three main drivers of expected changes in planned care over the next five years: 

underlying demographic growth; market share growth; and referral management.  In addition, SFH 

will reduce the number of outpatient follow up attendances to bring the follow up to first 

attendance ratio in line with what is currently commissioned (and paid for) as part of our efforts to 

achieve top decile efficiency performance. 

2.7 Capacity analysis 

Estate 

The Trust’s activity is delivered across three sites.   

 King’s Mill Hospital site is by far the largest and most significant in terms of service delivery.  

It provides a full range of services including Accident & Emergency, main outpatients, critical 

care and theatres.  It has a footprint of 25 hectares and 117, 617 square metres of internal 

occupied space and includes 650 inpatient beds, 10 theatres, and car parking for 1790 cars.  

It is also the main site for clinical and non-clinical support services, medical 

education/conferencing facilities and laundry services.  

 Newark Hospital is around 23 miles from King’s Mill Hospital with a journey time of around 

45 minutes. The site has a footprint of 2.3 hectares and 12, 417 square metres of internal 

occupied space.  It includes a surgical day case unit, an endoscopy suite, outpatient clinics 

and a medical ward and a range of diagnostic imaging facilities including plain film x-ray, CT 

and a mobile MRI scanner visiting weekly.  The Fernwood Unit offers intensive rehabilitation.   

NUH also offers a breast screening service from the site.  Increasing the range of services 

offered from Newark and maximising the utilisation of these services is a strategic priority 

over the planning period.  

 Mansfield Community Hospital is around 1.5 miles from King’s Mill Hospital and has a 

footprint of 1.5 hectares and 14, 759 square metres of internal occupied space. It has 48 
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beds and offers step-down care for patients leaving King’s Mill, as well as a small volume of 

neuro-rehabilitation activity. 

Beds 

Improved provision of services out of hospital to support earlier discharge, combined with our 

internal pathway improvements are planned to reduce length of stay for emergency patients by 

around 20%.  Together with reduced admissions, this is projected to reduce demand for beds for 

patients admitted as an emergency by 30% in line with Better Together assumptions.   Based on the 

activity and case mix assumptions, planned reductions in average length of stay and occupancy, 

future demand for beds is projected to reduce by 27% (or around 140 beds) between the 2013-14 

average requirement and 2018/19. 

Diagnostics  

 Imaging modalities – we are experiencing significant year on year growth in demand for 

MRI,  CT and ultrasound scans ahead of underlying activity growth with shift from plain film 

and increased image-guided intervention rates.  

 Endoscopy – is currently provided at both King’s Mill and Newark Hospitals and supports our 

strong gastro-intestinal and respiratory services.  We also play a major role in the national 

bowel cancer screening programme. 

 Pathology – is currently provided as an in-house service for all pathology disciplines.  We 

recognise that the future of pathology services lies in consolidated hub and spoke models 

that will maintain quality whilst yielding major cost reductions.  We are currently exploring 

options for local alliances and will drive this initiative to contribute to the long-term financial 

sustainability of the Trust. 

Operating Rooms 

We currently have ten theatres in the main block that sits within the retained estate at King’s Mill.  

There are fully equipped day case units in the King’s Treatment Centre at King’s Mill (part of the new 

build) and at Newark Hospital.  Over the last 12 months we have undertaken a major review of 

theatre productivity and associated improvements. As the full range of improvements are 

implemented and capacity re-aligned to reflect improved productivity and specialty level demand, 

we will reduce our Main Theatres operating capacity and focus our resource on our day case units at 

both King’s Mill and Newark. 

Outpatient services 

We have high quality outpatient suites in the King’s Treatment Centre and at Newark Hospital.  As 

with Theatres, we have been undertaking an externally supported review of clinic utilisation over the 

past 12 months.  An Outpatients Development Team has led implementation and as the benefits of 

the changes are realised we will adjust clinic capacity accordingly.  

Workforce 

Quality for All – Cultural Change.  Quality for All was launched in the autumn of 2013 to improve 

patient, carer and staff experience.  Between October and December 2013 we listened to patients, 
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carers, families, staff and leaders to understand current experience and how things needed to be in 

the future.  This shaped our shared purpose, vision and values: 

‘To champion and deliver the best care, service and wellbeing outcomes possible for each individual 

in the communities we serve’ 

Communicating and Working Together   Aspiring and Improving  

Respectful and Caring    Efficient and Safe 

These values and associated behaviours have formed the foundation of our journey of cultural 

change. 

Workforce Capacity and Capability.  Over the past three years we have continued to drive the 

efficiency of our workforce and have seen a marginal reduction in pay as a percentage of clinical 

income.  We have continued to invest in improving quality – increasing our registered nurse 

numbers overnight in each of our wards as a result of our Keogh inspection and further investing 

£3.5 million in additional registered nurses in order to improve our registered nurse ratios within all 

of our ward areas. This two-year investment is represented within our financial forecasts.   Our 

workforce and pay strategy describes our ambition around our programme of workforce redesign 

and incorporates restructuring of our workforce, improving key performance indicators, continuing 

to develop a flexible workforce and realigning our pay strategy.  

2.8 Alignment with LHE partners  

Better Together programme 

The Trust is a full partner in the Better Together programme and is committed to its objectives and 

outcomes.  We are represented at all levels in the operational delivery and governance 

arrangements for the programme.  Our financial assumptions are fully aligned with our 

commissioners and fellow providers, and we have begun to enact this alignment through the 

2014/15 contract and the QIPP schemes that are positioned within it. 

We will seize the opportunities presented by the combination of reducing demand upon hospital 

services and increasing efficiencies in the work that we will continue to do in our hospitals.  This will 

enable us to reduce our overall footprint and cost base as a major step towards achieving clinical 

and financial sustainability. 

Neighbouring providers / potential partners  

Our relationship with County Health Partnerships is mainly framed within the Better Together 

programme, as we are crucially reliant upon the developing community service infrastructure to 

alleviate demand upon hospital services.  People clearly want to access services as close as possible 

to their homes and only come to hospital when absolutely necessary and we are entirely supportive 

of this.  Our joint commitment is to manage pathways of care in line with this philosophy. 

We also have an increasingly close and complex relationship with Nottingham University Hospitals 

NHS Trust as our nearest acute provider neighbour and the destination for the majority of tertiary 

care for our population.  There are many existing service links and these are certain to grow during 
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the planning period.  We are approaching this strategically, through well-established corporate links 

that will ensure mutual benefit.  Cardiovascular, children’s and cancer services have been the main 

focus of this partnership to date and we are broadening and deepening these links. 

3 Risks to sustainability and strategic options  

3.1 Risks to sustainability 
Our strategic response needs to address three main issues:  

 Strengthening our financial position with a drive to improve productivity to upper decile 

performance of comparator trusts; 

 Aligning our inpatient capacity and site configuration with delivery of Better Together 

programme, whilst maximising the use of our high quality PFI facilities; 

 Continuing to deliver a vibrant set of acute services to meet the needs of our catchment 

population and to ensure we can attract and retain high quality staff, whilst focusing our 

portfolio of services on those where we are in a position to excel. 

3.2 Strategic priorities 
The board has considered a range of strategic options in light of the Trust’s situation and we are 

developing our plan around the following priorities: 

Priority 

Implement 7 day working to sustain and develop our emergency care services at King’s Mill 
Hospital, improve access and make best use of physical assets. 

 

Implementation of Better Together and alignment of capacity and resources to changing demand 
profile, including rationalising our inpatient beds from three sites to two sites. 

 

Develop a joint King’s Mill and Newark elective care proposition to focus on ambulatory services 
which we are in a position to excel at and grow market share. 

 

Maximise local access to cancer services in partnership with NUH. 

 

Achieve step change in clinical productivity and efficiency, enabled by our Integrated 
Improvement Programme (IIP). 

 

Identify non-core services which we are not able to make financially viable or others are in a 
better position to deliver and develop strategies to mitigate risk (cease provision or partner). 
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4 Strategic Plans 

4.1 Key initiatives 

Urgent/Emergency Care and 7 day working  

Eliminating the variability of access to and outcomes from our acute services is a core part of our 

service strategy. The trust already has extended hours access to consultants in A+E and Acute 

Medicine with weekend cover for all specialties.  

The Trust is developing a clear understanding of what is needed to deliver against the 10 clinical 

standards identified by Sir Bruce Keogh as defining the challenge for the NHS in addressing this 

agenda which has been led by the Medical Managers forum.  Our gap analysis is identifying how we 

can use our current workforce more effectively by developing extended scope and alternative 

practitioners, and widening access to appropriate diagnostics. 

We are building upon a solid platform to consolidate and strengthen our position. 

Implementation of Better Together  

We are fully committed to the future described in Better Together, and to playing our part in 

delivering that future.  This will involve the Trust fundamentally re-shaping its business as the 

combined effects of reducing urgent/emergency care demand and better internal efficiency mean 

that there is lower demand upon our fixed infrastructure. 

As the impact feeds through, it will enable us to manage those patients who really need emergency 

admissions more effectively than the current pressures allow.  In particular, we will be able to 

contain acute care pathways within the beds available on the King’s Mill site and stop relying on 

beds at Mansfield Community Hospital and Newark Hospital.  This will enable these beds, if required, 

to form part of the intermediate care resource available across the county to support the 

community infrastructure.  These beds may be provided by the Trust, by another provider or 

through some form of partnership arrangement to be defined. 

Ambulatory Care proposition 

The Trust already compares very well with NHS norms in terms of the proportion of its operations 

performed as day cases.  However, we know that the way in which we use our resources to deliver 

this activity is inefficient.  The purpose-built King’s Treatment Centre offers an excellent 

configuration of outpatient, diagnostic and day case treatment facilities, and Newark Hospital is 

similarly well-equipped on a smaller scale. 

Our market analysis has identified two main geographic areas where we believe we have potential 

to grow market share: Newark &Sherwood and Hardwick.  In both areas, patients (and their GPs) 

have more than one provider within similar travel time, this presenting a genuine choice for 

patients.   The next stage of the work is to engage with the relevant GP practices to understand what 

drives their referral patterns (and the choices of their patients) and understand what opportunity 

exists to provide a greater share of NHS Hardwick’s activity. 
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We will combine KTC and Newark Hospital ambulatory care offerings, and manage them together to 

provide even higher quality and more cost-effective services.  We are confident that this will enable 

us to regain market share from surrounding providers and increase our income, whilst driving costs 

down. 

Strategic Partnership with NUH 

We will build upon strong existing clinical service links with our nearest neighbouring acute provider 

and the location of the majority of tertiary care for our communities.  Most significantly for the 

Trust, NUH sits at the hub of networked cardiovascular, cancer and children’s services, with SFH 

playing a strong role in local provision. 

Our immediate priority during the planning period is upon the balance of cancer service provision 

across the county.  There is significant pressure on the specialised tertiary cancer services in 

Nottingham to respond to growing demand, and at the same time new technological and 

pharmaceutical innovations are meaning that a greater range of treatment options can be offered to 

patients in DGH settings such as King’s Mill Hospital.  This establishes common ground in repatriating 

as much activity from NUH as possible and there is clinical alignment that this drives benefit for local 

communities and fits with the clinical service strategies of both organisations. 

Workforce productivity 

Our workforce transformation programme will include: 

 Restructuring of our workforce in order to improve both efficiency and quality care - 

Whilst there are many current workforce transformation initiatives, the most significant 

changes to our workforce will be in response to increased 24/7 working. Other priorities 

include: extending the working day in our pathology laboratories; planning for the 

implications of bed reductions across our hospitals as a consequence of care provided closer 

to home; ensuring the smallest possible administrative overhead. 

 Improving key workforce performance indicators - our sickness absence rate for 2013/14 

was significantly above sector average at 4.6%.  Partnership working with trade unions has 

led to the agreement of a new sickness absence policy which will support improved 

performance management. Combined with existing staff wellbeing activities, we are aiming 

to achieve the sickness absence target of 3.5% or lower.  We also have a significant reliance 

on high costs agencies and recognise the need to reduce expenditure in this area for both 

cost and quality reasons. 

 Realigning our pay strategy - Our pay strategy will be defined by three distinct phases: 

o Year 1 – 2014/15 will focus on improving key performance metrics and reducing our 

cost base; 

o Years 1-3 – will incorporate a comprehensive review of each service line in order to 

determine future service provision, pathways and associated workforce; 

o Years 4-5 - During years 4-5 it will be necessary to review local pay flexibilities in 

order to delivery further workforce efficiencies. 
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Integrated Improvement Programme 

The Trust developed its Integrated Improvement Programme (IIP) during Q3 2013/14 to agree and 

structure business change priorities in support of Trust and health economy wide objectives.  The 

programme has three main workstreams: Elective, Flow and 24/7.  

The ambitious aim of the programme is to give training at the appropriate level to all staff in the 

organisation and target that to relevant teams in advance of projects rolling out. The programme will 

provide a major vehicle for cultural change within the organisation. Engagement will break down 

professional silos, reinforce positive values and behaviours, empower staff to question the status 

quo, facilitate staff development, and open a review of core processes. The programme is the bridge 

to deliver a new way of working within Sherwood Forest Hospitals Trust.  

The programme will support the Trust in building its pipeline of cost and quality improvement 

schemes.  Staff will be involved in identifying problems in current processes and developing new 

ones and all projects include opportunities presented by implementation of new IT systems, 

improved costing information, workforce changes, and consideration of human factors which can 

help to minimise harm events. 

Interim workstream leads are in post scoping the programme working with the existing service 

improvement teams. The values and behaviours work, including medical engagement, is facilitating a 

better culture for sustainable quality improvement when the full programme launches by 

September. 

Cost reduction and zero based budgeting 

Over the next 18 months, we will put all areas of the trust through a ‘zero-based’ cost review, which 

will challenge teams to consider opportunities for cost reduction across a number of dimensions: 

 Lean operational model:  Minimal management layers, clearly defined roles and use of 

shared services to eliminate duplication of activities. 

 Clarity of service line profitability/contribution: A clear understanding of cost across service 

lines and across sites to enable prioritisation of improvement activity. 

 Optimised sourcing and procurement:  Consideration of utilisation of outsourcing to reduce 

fixed cost base, whilst maintaining service flexibility and tight control of expenditure. 

 Streamlined processes: Broader use of workflow technology to automate manual, paper-

based processes; minimisation of process duplication; strong culture of end-to-end process 

ownership; and continuous improvement. 

 Tactical cost reduction and cost control: Prioritised cost reduction strategy focussing on 

tactical cost controls.  

A carefully managed transformation road map will help to ensure that these changes are delivered 

without compromising operational stability or quality, and will position the Trust to meet challenging 

CIP targets by redesigning service delivery models over the period of the plan.   
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Identification and divestment of non-core non-viable services 

As we continue our detailed service line evaluations, there are a number of services that appear to 

be unsustainable in their current form.  We will continue to assess the extent to which they are core 

or complimentary to our major strategic ambitions and will divest ourselves of any services which do 

not contribute to clinical and financial sustainability. 

Clinical and non-clinical support services review 

We have begun a thorough scrutiny of all out clinical and non-clinical support services to assess their 

cost-effectiveness and contribution to long-term sustainability. 

We are pursuing a pathology alliance that will drive substantial cost reductions in the costs of 

laboratory services without compromising quality.  We are also embarking upon a substantial 

project to strengthen our radiology service. 

This will roll out to all aspects of support service and will yield very substantial cost reductions in the 

planning period. 

4.2 Financial plan 

Overview 

The Trust’s outturn position in 2013/14 was a substantial deficit of £21.7m and this deficit is forecast 

to increase to £26.4m in 2014/15 despite a challenging £8.7m CIP programme. During the planning 

period the Trust believes that it will be possible to drive efficiencies and improve productivity to the 

extent that we forecast that the deficit will reduce each year down to £15.8m by 2018/19. 

Key assumptions 

There are a number of key financial assumptions that underpin our 5-year plan. These are outlined 

below and their output is summarised in the tables below: 

 For the planning period we have assumed that PbR remains and is subject to a tariff deflator, 

QIPP and growth impacts; 

 Our commissioners recognise the need for some transitional support towards our fixed costs 

as we remove capacity (a key element of the Better Together programme) from the Trust 

whilst more substantive solutions are identified there will be a need; 

 We need to continue to invest in our nursing workforce in order to ensure that adequate 

numbers of staff are available on every shift to provide safe and effective care;   

 We continue to have pressures from medical vacancies in difficult to recruit areas.  There is 

particular pressure resulting from middle grade doctor shortages in ED; 

 Trust is planning for an increased level of CIPs from 2015/16 built on: 

o A base CIP of 4% of influencable spend each year, which will be driven by our service 

lines and will focus on managing our workforce, improving productivity, a thorough 

review on non-pay spend and review of our estate. 

o Opportunities to make substantial improvements over and above the base CIP.   

 PFI premium. The Trust has undertaken a lot of work to assess the distorting impact of the 

PFI on its trading position.  We will continue to work with Monitor on how this issue might 
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be addressed.  No central estate premium subsidy assumptions have been included in this 

plan; 

 We plan to increase capital expenditure to invest in new equipment, introducing new 

technology and maintaining the quality and utility of the estate, and therefore have a 

planned £6m pa base capital programme during the planning period; 

 An estates strategy is emerging which envisages that additional PDC funded capital will be 

required at some point in the future to replace the retained estate. No expenditure or 

external funding has been included in our plan, and any future investment proposals will be 

subject to a fully developed business case. 

Base case – I&E  

The following table summarises the income and expenditure projections for the 5-year planning 

period.   The figures show an improvement journey from 14/15 onwards which requires the full 

implementation of this strategic plan.  The Board recognises the responsibility it has to address as 

much of the performance challenge as is possible before any external funding provision will be 

available to support onerous PFI commitments.   The financial plan at this stage makes no 

assumption on PFI support being made available.  

 

This financial plan identifies an opportunity to significantly reduce the Trust’s overall deficit by 

almost £11m over the period to 2018/19. It should be noted that this plan assumes some high risk 

assumptions, including a challenging CIP programme.  These are sensitivity tested in the financial 

worse case scenario laid out below.  

Base case – capital plan 

The Trust adopted a bottom up risk based approach to capital planning for 14/15 and as a result 

increased its base capital programme from £5m to £6m in 2014/15 in recognition of the 

considerable clinical and financial risks that were identified. This increase of £1m per annum has 

been assumed in all future years to recognise this risk is on-going with some critical equipment 

replacements being required over the period, as well as the need for contingency for “invest to 

save” initiatives that will drive revenue cost reductions. 

Base Case 
          

           Summary I+E 
          

£m 
 

2014/15 

Plan 
 

2015/16 

Plan 
 

2016/17 

Plan 
 

2017/18 

Plan 
 

2018/19 

Plan 

           Clinical income 
 

216.9 
 

214.5 
 

209.6 
 

208.0 
 

206.7 

Non clinical income 
 

37.5   32.8   32.8   32.8   32.8 

  

254.4 

 

247.2 

 

242.4 

 

240.7 

 

239.5 

Operating expenditure 

 

(254.9)   (246.5)   (239.9)   (234.9)   (230.7) 

EBITDA 
 

(0.5) 
 

0.8 
 

2.5 
 

5.9 
 

8.8 

ITDA 
 

(25.9) 
 

(25.5) 
 

(25.3) 
 

(24.9) 
 

(24.6) 

Surplus / (Deficit) 
 

(26.4)   (24.8)   (22.8)   (19.0)   (15.8) 
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In terms of more substantive estate investment there are no assumptions made in this plan but this 

may change once the wider local health economy estate review reports its findings.   

The base capital programme is shown in the following table 

 

Base case - balance sheet, cash flow and liquidity support  

Over the planning period the Trust will continue to present a negative net relevant asset position on 

its balance sheet equating to -£113.5m at the end of the 5 year period.  The main driver for this 

being that the value of the PFI debt remains far higher than the associated asset capitalisation and 

this will continue for many years.   

Balance Sheet Statement  

 

The Trusts cash flow statement shows a closing cash balance at the end of each year of between 

£400k and £700k. It is a requirement of any Trust dependent on liquidity support that cash holdings 

at year-end are not excessive. 

Our cash flow statement is included overleaf and we also provide a subsequent table illustrating our 

likely liquidity requirements for the 5-year period assuming no PFI support is received. 

  

£m

2014/15 

Plan

2015/16 

Plan

2016/17 

Plan

2017/18 

Plan

2018/19 

Plan

Base Capital Programme 6.0 6.0 6.0 6.0 6.0

ICR / Vital Pac Deferred 2.0

Centrally Funded Bids 0.5

Total Owned 8.5 6.0 6.0 6.0 6.0

Charitable funding 0.3 0.3 0.3 0.3 0.3

Total Programme 8.8 6.3 6.3 6.3 6.3

£m

2014/15 

Plan

2015/16 

Plan

2016/17 

Plan

2017/18 

Plan

2018/19 

Plan

Non-current assets 226.3 224.6 222.9 221.3 219.6

Current assets (Exc Cash) 11.0 11.0 11.0 11.0 11.0

Cash 0.6 0.4 0.5 0.6 0.4

Total current assets 11.7 11.5 11.6 11.6 11.4

Current liabilities (32.6) (32.8) (33.2) (33.5) (33.8)

Non-current liabilities (336.9) (330.7) (324.4) (317.8) (310.9)

Total assets employed (131.5) (127.5) (123.1) (118.4) (113.7)

Financed by:

Public dividend capital 143.6 172.4 199.6 223.3 243.9

Retained earnings (289.9) (314.6) (337.4) (356.5) (372.3)

Revaluation reserve 14.7 14.7 14.7 14.7 14.7

Total taxpayers’ equity (131.5) (127.5) (123.1) (118.4) (113.7)
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Cashflow Statement  

 

 

Whilst the I&E plan shows an improvement trajectory in terms of the Trust cash position there will 

be a continuing liquidity requirement for the 5 year planning period and beyond.  The Trust is 

already on liquidity support as a result of the trading deficit, the need to invest in capital equipment 

and the annual PFI debt repayment obligations. 

On-going PDC working capital support will therefore continue to be required as outlined in the table 

below:  

 

Upside and downside scenarios  

In preparing the financial model a detailed assumption set has been compiled and validated through 

a series of confirm and challenge sessions.  Some key assumptions have been used to generate 

upside and downside scenarios which show the year 5 base case I&E deficit of -£15.8m having a 

potential worse case of -£33.4m and a best case of -£1m.  

Both these scenarios are shown in the following tables and require all upsides or downsides to apply 

at the same time.   

 

 

 

 

 

 

 

£m

2014/15 

Plan

2015/16 

Plan

2016/17 

Plan

2017/18 

Plan

2018/19 

Plan

Opening Cash and Cash Equivalents 0.9 0.6 0.4 0.5 0.6

Surplus/(deficit) (26.4) (24.8) (22.8) (19.0) (15.8)

Non-Cash Flows in Operating Surplus/(Deficit) 25.6 25.2 25.0 24.6 24.3

Operating Cash Flows before Movements in Working Capital (0.8) 0.5 2.2 5.6 8.5

Increase/(Decrease) in Working Capital 1.3 0.1 0.0 0.0 0.0

Net Cash Inflow/(Outflow) from Investing Activities (8.5) (6.0) (6.0) (6.0) (6.0)

Net Cash Inflow/(Outflow) from Financing Activities 7.7 5.3 3.9 0.4 (2.7)

Net Increase/(Decrease) in Cash and Cash Equivalents (0.3) (0.2) 0.1 0.0 (0.2)

Closing Cash and Cash Equivalents 0.6 0.4 0.5 0.6 0.4

£m

2014/15 

Plan

2015/16 

Plan

2016/17 

Plan

2017/18 

Plan

2018/19 

Plan

PDC Liquidity Support 31.2 28.8 27.2 23.7 20.6



Final Version 4 30/6/14  

22 
 

Best case scenario 

 

Worse case scenario 

 

 
  

£000 14/15 15/16 16/17 17/18 18/19

Upsides

Clinical income +2m pa year on year 2,000 4,000 6,000 8,000 10,000

Marginal cost at 36% (720) (1,440) (2,160) (2,880) (3,600)

Non clinical income 500 500 500 500 500

Marginal cost at 36% (180) (180) (180) (180) (180)

24/7 costs less 0 500 500 500 500

Premium rate pay reduced above CIP 500 1,000 2,000 2,000 2,000

Soft FM Market Test 0 100 200 500 500

Newark £2m over CIP 0 1,000 2,000 2,000 2,000

Mansfield Community Hospital 0 0 3,000 3,000 3,000

Total impact 2,100 5,480 11,860 13,440 14,720

Base case scenario (26,400) (24,800) (22,800) (19,000) (15,800)

Best case scenario (24,300) (19,320) (10,940) (5,560) (1,080)

£000 14/15 15/16 16/17 17/18 18/19

Downsides

Clinical income -3.7m each year (3,700) (3,700) (3,700) (3,700) (3,700)

Marginal cost at 36% 1,332 1,332 1,332 1,332 1,332

TCS Contract Renewal 0 0 (1,000) (1,000) (1,000)

Transitional Support 75% 0 (446) (671) (788) (788)

Non clinical income (1,000) (1,000) (1,000) (1,000) (1,000)

Marginal cost at 36% 360 360 360 360 360

Transformation costs (500) (500) (500) (500) (500)

24/7 costs more (1,600) (1,600) (1,600) (1,600) (1,600)

Soft FM Market Test 0 (200) (400) (1,000) (1,000)

CIP only 80% recurrent 0 (1,738) (3,710) (5,955) (7,661)

Transformation costs 0 (2,000) (2,000) (2,000) (2,000)

Total impact (5,108) (9,492) (12,889) (15,851) (17,557)

Base case scenario (26,400) (24,800) (22,800) (19,000) (15,800)

Worse case scenario (31,508) (34,292) (35,689) (34,851) (33,357)
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4.3 Communications plan 

Public and patient engagement 

We have engaged with our Board of Governors in formulating our key strategic themes and had 

wide public engagement in Quality for All through a series of engagement events.  These have 

helped us to focus upon what is most important for our communities, both in terms of the range of 

local services they require us to provide, and the intrinsic qualities of those services to give them 

confidence that they will receive safe and effective care from the Trust. 

Better Together has well-developed engagement activities that continue to shape the overall 

approach to sustainable health and social care delivery across Mid-Nottinghamshire. 

Our Newark Health and Social Care Reference Group is constituted from a wide range of local 

stakeholders and has enabled us to test our assumptions about the services that are required at 

Newark. 

We have a range of engagement activities planned as we implement our strategic plan.  They key 

focus of these activities is to continue to rebuild confidence in our services and serve the needs of 

our local communities. 

Staff engagement 

In conjunction with large numbers of staff, patients, carers and other stakeholders, we have 

developed four Trust values that will shape our organisation’s culture and underpin everything we 

do in the future.  Our Quality for All aspirations are that everything we do and every encounter we 

have in giving and receiving care will be characterised by: 

 Communicating and working together 

 Aspiring and improving 

 being Respectful and caring 

 being Efficient and safe. 

There is an extensive programme of work that has been developed around these principles – they 

are the key points of convergence for our Quality, Organisational Development and Workforce 

strategies, which were adopted by the Board of Directors in January 2014. 

Better Together 

The Better Together programme is now moving from joint working in a planning context to tangible 

delivery as a system.  Governance arrangements have recently been reviewed in order to reflect this. 

There are three main areas of focus: 

 Joint delivery and oversight of service changes / programme work streams  

 Provider-led changes and partnerships 

 Commissioning of new integrated services 

The Trust is represented on the Programme Board by the Chief Executive, Executive Medical Director 

and Director of Strategic Planning & Commercial Development.  



Final Version 4 30/6/14  

24 
 

4.4 Monitoring and managing delivery 

Delivery infrastructure 

We are making a substantial investment to support our transformation work, bringing in a 

Transformation Programme Director and a team to support the implementation methodology across 

the Trust.  We are also enhancing our service line management arrangements, and undertaking work 

to ensure our organisational shape is aligned to future service requirements.  Given the scale of the 

financial savings we are planning to deliver, we will continue to improve our quality governance and 

approach to quality impact assessments to ensure that the planned changes do not have a 

detrimental impact on the quality of our services.  

Risks to delivery 

We have identified a number of risks to delivery that we are actively mitigating:  

• Transformation capacity  - the scale and pace of change is extremely demanding, 

particularly when considered alongside the challenges of maintaining day-to-day operational 

delivery.  We are investing in transformational capacity through the Integrated Improvement 

Programme in terms of executive leadership, project capacity and organisational capabilities 

• Alignment with CCGs and pace of change of Better Together – the ambitions of Better 

Together are bold and require the build up of capacity to provide alternatives to acute 

hospital care.  There are risks associated with delivery and non-delivery that the programme 

board are managing.  We are also looking to develop our relationship with the CCGs in other 

areas and have shared principles and objectives for collaborative working 

• Ability to recruit and retain staff in key posts – as outlined in our workforce plans, the trust 

has similar challenges to other general hospitals in terms of recruiting to certain medical 

specialties which provide an essential part of our emergency care proposition.  We are 

mitigating this risk in part through developing enhanced scope practitioners. 

• Reputation and perception – we have made significant progress in reversing the damaging 

impact of the recent regulatory scrutiny and special measures.  There have also been 

reputational challenges related to service provision at Newark Hospital.  We will mitigate 

this risk through improved communications as well as ensuring we continue to improve 

patient experience and outcomes 

• Medical workforce engagement and clinical leadership – the role of our medical workforce 

in the trust’s transformation is critical.  As leaders of clinical services we will need them to be 

able to take difficult decisions, whilst as a collective group they will undergo significant 

change.  Without their support and involvement we will not realise our ambitions.  The 

outputs from the structured survey work currently underway will guide how we mitigate the 

risk of low engagement. 


