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DRAFT 



The options set out in this document are for discussion purposes. The involved NHS bodies 
understand and will comply with their statutory obligations when seeking to make 
decisions over estate owned strategies which impact on the provision of care to patients 
and the public. The options set out do not represent a mandate from NHS 
Improvement/NHS England or commitment to any particular course of action on the part 
of the organisations involved.  
 
In respect of any request for disclosure under the Freedom of Information Act 2000 
(“FoIA”): This is a confidential document for discussion purposes and any application for 
disclosure under the FoIA should be considered in accordance with your disclosure 
obligations under the Act, including against potential exemptions such as those contained 
in s.22 (Information intended for future publication), s.36 (Prejudice to effective conduct of 
public affairs) and s.43 (Commercial Interests). Prior to any disclosure under the FoIA the 
party which has received the request is invited to discuss the potential impact of releasing 
such information with NHS Improvement/NHS England and any other relevant parties.  

 

Disclaimer  
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SECTION ONE 



1. Foreword from Sir Andrew Cash, 
Chief Executive Lead, SYB ICS 
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“Over the last three years South Yorkshire and Bassetlaw Integrated Care System (SYB ICS) has 
evolved from a Sustainability and Transformation Partnership to becoming one of the first and most 
advanced integrated care systems in England. 
  
This interim refresh of the draft ICS Estate Strategy has provided us with the opportunity to further 
review our emerging priorities, our processes and our approach to the existing estate in a way that 
reflects the national limitations on capital investment and connects to our clinical service ambition, 
digital vision and primary care strategy. 
  
We have reviewed our prioritisation framework reflecting on best practice and taking a collaborative 
approach through our mature and well-established ICS Estate Board. We have also taken account of 
organisational and locality priorities which have been informed by the local knowledge and expertise 
of local clinicians, estates, finance and management professionals. 
  
Although this is not a capital resubmission round, we believe we have strengthened the foundations 
for future investment opportunities across the system.   This in turn will provide a stronger foundation 
for supporting our ambition to improve the lives and wellbeing for our population and modernise the 
service for our patients whilst reducing the risk profile across our ICS estate and continuing to deliver 
efficiency.” 
  
Sir Andrew Cash, Chief Executive Lead, South Yorkshire and Bassetlaw Integrated Care System  



1. Our Vision 

Our ambition is simple: 

We want everyone in South Yorkshire and Bassetlaw to 
have a great start in life, supporting them to stay healthy 
and live longer. 
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Our offer SYB is to: 

• Reduce inequalities for all and help people live well and stay well for longer 

• Join up health and care services so they are responsive to people's needs and accountable 

• Invest in and grow primary and community care with general practice at the centre 

• Treat care for the whole person, looking after their mental and physical health 

• Standardise acute hospital and specialised care – improving access for everyone, reducing 
inequalities and improving efficiencies 

• Simplify urgent and emergency care, making it easier for people to access the right services 
closer to home 

• Develop the right workforce, in the right place with the right skills  - for now and in the future 

• Use the best technology to keep people well at home, to support them to manage their own care 
and to connect out people so they care provide joined up care 

• Create a financially sustainable health and care system 

• Work with our populations to do this. 

 

 

 

 



Hospitals 
• £1bn of hospital assets 
• 44 separate acute and mental health sites 
• £160m of backlog maintenance categorised as 

critical and high 

Primary Care 
• 316 separate GP, third party, NHSPS and CHP 

assets 
• £44m of estate running costs 

Disposals 
• 17 different Disposal sites identified 
• £28m opportunity 
• (£24m fair share disposal target from Naylor 

Review) 

Finances 
• £20m of Wave 1 and Wave 2 schemes (YAS, 

BHFT, DBHT, STH) 
• £100m+ planned investment in 19/20 (incl £7m 

IMT and £19m equipment) 
• Over £400m planned investment through to 

2023/24 
• £60m annual depreciation  
• £150m working capital balances 

Acute and 
Mental Health 

 
High quality & 
fit for purpose, 

sustainable  
estate which 

reflects 
modern 

patient needs 
& experience 

 
Improved 
resilience 
through 
reduced 
backlog 

maintenance 
 

New facilities 
reflecting 

service 
developments 

 
No redundant 

estate 

Primary Care 
 

New facilities 
reflecting 

new models 
of care 

 
Support a 

left-shift in 
provision 

 
Reconfigured 

existing 
estate to 

enable 
changes in 

ways of 
working 

 
No redundant 

estate 
 

Asset 
Optimisation 

IMT 
 

Full 
connectivity 

 
Systems 

which support 
data sharing 

and 
collaboration 

 
Modern IT 

infrastructure 
 

To:  A System Estate Strategy From:  A functional approach to Estate Management 

1. Approach to the ICS Estates Strategy 
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1. DRAFT Dashboard 
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The ICS Estates Board has agreed to develop a series of high-level KPIs to inform progress on the 
Estates Strategy.   The detail of the metrics will be worked through to allow regular reporting. 

 

 

 

 



1. Estates Governance 

Sheffield City Region (SCR)/ 

One Public Estate (OPE) 
SYB ICS 

SCR Mayoral Combined 
Authority 

SCR Public Asset Delivery Group 
(PAD) 

Combined Officer Group (COG) ICS Estates Board 

Place-based Strategic Estates Groups (SEG) 
reporting into Locality Governance 

Locality 
Governance 

ICS Health and Care 
Management Team 
(nb ICS governance 

framework per previous 
page) 

The ICS Estates Board 
reports into the ICS 
Health and Care 
Management Team and 
sits within a well-
established Sheffield City 
Region (SCR) Estates 
framework. 

There are 5 established 
Strategic Estates Groups 
(SEG) bringing partners 
together at Place level. 

This arrangement 
provides opportunity to 
link localities directly to 
the Estate Strategy. 

SCR Housing Executive Board 

Barnsley 
SEG 

Bassetlaw 
SEG 

Doncaster 
SEG 

Rotherham 
SEG 

Sheffield 
SEG 
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1. System Governance 

  

S y s t e m  H e a l t h  a n d  C a r e  M a n a g e m e n t  T e a m    
  

Integrated 
Assurance  

Committee 
System Health Executive Group  

System Health Oversight 
Board    

Health & Care 
Partnership Board 

Working relationship  
Accountable to 
 Accountable / escalation  to  

Groups 

1. Finance, activity 
2. Performance 
3. Quality 
surveillance 
4. Transformation 
delivery  

 Report to / assurance to  
 Report to 

ICS System 
governance 
arrangements 
enable effective 
decision making 
and scrutiny 
across the Health 
and Care System. 

The Strategic 
Estates planning 
function forms a 
core component 
of the 
workstream 
priorities. 

The ICS Estates 
Board is chaired 
by a system 
Accountable 
Officer. 
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ICS Estates Board 
(as part of Workstream Priorities) 



1. ICS Capital Requirements 
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Primary and Community 

Mental Health 

Digital 

Acute Enhancements 

Hospital Services Review 

Doncaster & Bassetlaw 
Hospitals Reconfiguration 

ICS Cancer Reconfiguration 

• The scale of ambition for transformation in the ICS is 
potentially limited by the availability of capital.    

• Business-as-usual capital is focussed on maintaining current 
estate; particularly noting the high and increasing value of 
critical infrastructure risk backlog maintenance. 

• In anticipation of Wave 4 capital, the ICS identified £445m of 
capital investment requirements covering all aspects of 
primary, acute and mental health services. 

• This included material investment in the digital agenda, 
clinical strategy, removal of critical infrastructure risk and 
joined-up system-wide investment in cancer services. 

• The ICS investment requirements are currently being 
updated in the context of national constraints of capital 
availability; as well as dealing with critical investment in the 
intervening period.  

• The overall scale of investment is likely to be reduced in any 
Wave 5 process and – in line with feedback - the ICS is 
developing a revised prioritisation process. 

 

 

 

 



Estates Strategy Development, Investment Proposals and 
Prioritisation Framework (including Commercial Strategy 

development) 

 

12 

SECTION TWO 



2. Leadership Capacity and Capability 
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• Strategic Estates Groups in place at Place level (incl 
Primary Care) & social care 

• Sheffield City Region (SCR) governance providing 
ICS-wide coverage 

• Active engagement of Estates Directors 

• Close working with Hospital Services Model 

• Strong links to Digital Workstream 

Active 
Stakeholder 
Engagement 

• Embedded Strategic Estates Partner (NHSI) 

• CHP national utilisation pilot 

• Use of bid-writing support 

• Links to Community Ventures 

• Horizon scanning via Deloitte 

• “Shared Agenda” data management 

Use of 
Professional 

Expertise 

• Development of disposal strategy / feasibility and 
marketing 

• Access to thought-leadership 

• Estates transformation expertise 

• Commercial strategy development 

Areas of future 
transform-

ation  

The ICS Estates Board 
has Director level 
membership from all 
organisations across 
Health and Social 
Care.  It has 
representation from 
Sheffield City Region. 

It is a mature and well-
functioning group with 
neighbouring partners 
included as 
stakeholders. 

The expertise of the 
group is supplemented 
with additional 
specialist support and 
professional expertise 
where required. 
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2. Organisational Estate Strategies 

Trust Name 
Number of 

clinical sites 
(No.) 

Number of sites 
- Non inpatient 

(No.) 

Number of sites 
- Support 

facilities (No.) 

Number of sites 
- Unreported 

sites (No.) 

Estates Strategy 
Approval 

Total Backlog 
Maintenance Costs 

2017/18 Per/m2 

BARNSLEY HOSPITAL NHS 
FOUNDATION TRUST 

1 0 0 0 May 2017 £175m2 

DONCASTER AND BASSETLAW 
TEACHING HOSPITALS NHS 
FOUNDATION TRUST 

3 1 0 0 Nov 2017 £494m2  

ROTHERHAM DONCASTER AND 
SOUTH HUMBER NHS FOUNDATION 
TRUST 

17 23 5 27 Aug 2018 £55m2 

SHEFFIELD CHILDRENS NHS 
FOUNDATION TRUST 

3 5 9 1 Jun 2017 £297m2 

SHEFFIELD HEALTH AND SOCIAL 
CARE NHS FOUNDATION TRUST 

8 14 5 0 Mar 2017 £56m2 

SHEFFIELD TEACHING HOSPITALS 
NHS FOUNDATION TRUST 

10 12 7 7 Sep 2017 £311m2 

THE ROTHERHAM NHS 
FOUNDATION TRUST 

2 13 2 3 Jun 2017 £75m2 

   44 68 28 38     

• All acute and mental health providers within the ICS have current estates strategies.   

• All localities have Primary Care Estate Strategies which are provided separately in the Appendices. 

• In addition, the Sheffield City Region (SCR) Estates Transformation Strategy covers the wider 
estate planning aspects outside of acute trusts and is provided as an Appendix.   

 

 

NB – Unreported sites are reported for completeness but due to their size and dispersal are de-minimus for the purposes of strategy development 



2. ICS Capital - Wave 4 Investment Proposals 
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The Wave 4 investment proposals supported the service strategy through a series of inter-related 
business cases which described strategic alignment; supplemented with local business cases which 
provide organisational assurance over planning.  {NB Values represent Wave 4 capital bids}. 

 

 

 

 

• Modernised and reconfiguration of estate and development of Primary Care Hubs 
£58m  

Primary and Community 

• Consolidated services and modern facilities to support crisis, scheduled care, adult 
CMHT and MH liaison services 

£43m  

Mental Health 

• Deliver of shared care records, clinical analytics to support early intervention, care 
coordination and patient involvement 

£35m  

Digital 

• Variety of Trust specific reconfiguration to improve pathways, interdependencies, 
patient environment, clinical effectiveness, and enabling efficiencies and resilience in 
Pathology & Radiology 

£71m  

Acute Enhancements 

• Potential strategic reconfigurations of Children's, Maternity, Upper GI and Acute 
services (subject to consultation) 

£98m  

Hospital Services Review 

• Reconfiguration of DBHT sites to support planned and unplanned care , women's and 
children's services.  Also to reduce backlog by £38m and partner with DMBC 

£75m Gross  

DBHT(£59m net / £130m total) 

• Major expansion of centre at the WPH site & expansion of clinical research; creation 
of cancer hubs + investment in mobile endoscopy unit to increase access for patients 

£65m Gross  

Cancer (£53m net) 



Executive approval of 
process, framework and 
supporting governance 

 

Framework agreed 

Request to 
organisations and 

workstreams to refresh 
their capital priorities 
previously submitted 

 
Indicative scoring 
against the matrix 

Place based review of 
proposed schemes to 

ensure ownership 
 

 
Review of suggested 

scoring 

ICS Assessment Panel 
(sub group of ICS 

Estates Board) 
 

Moderate information 
and undertake detailed 

scoring as required 

ICS Estates Board 
 

 

 
Receive 

recommendations from 
Assessment Panel 

ICS Strategic Health 
Executive Group 

 
 
 

Shape and influence of 
emergent findings to 

finalise priorities 

2. Revised Prioritisation Approach 

16 

The ICS has reviewed best practice in prioritisation and redesigned its process; including a refreshed 
stakeholder engagement approach, a standardised approach to scoring, opportunities for moderation and 
influence and adoption of a multi-faceted framework.  Work is ongoing to refine the framework. 

 

 

 

 

1. Threshold criteria  
 

Including business 
case in place, ICS 

alignment and 
credible 

assumptions 

2a. Financial and 
Economic Viability 

 
Sources of Funding, 
Affordability, VFM 

and ROI 

2b. Leadership and 
Capacity measures 

 
Project 

management 
arrangements, 

stakeholder 
engagement and 

risk 

2c. Demand 
Management 

 
Management of 
service pressures 
improvements, 

growth 

2d. Transformation 
and Patient Benefit 

 
New models of care, 

service access, 
patient and staff 

environment 

2e.  Estates/ 
Infrastructure 

 
Condition, 
utilisation, 

compliance and 
disposals 

3. Overview and 
Alignment 

 
Review of emerging 
analysis as resonant 
of the priorities of 

the system as a 
whole 

Stakeholder engagement approach 

Facets of the framework 



• Utilisation Review (incl. shared public sector space) 

• Availability of Estates Technology Transformation 
Fund (ETTF) 

• One Public Estate 

• Local Authority financial flexibilities (e.g. access to 
loans/external finance) 

• Business-as-usual capital with Providers and BAU 
capital through NHS England for Primary Care 

• Disposals 

• Potential for extensions to existing PFIs 

• Charitable Funds 

Strategic 
Estate Groups 

(SEG) 
(Place-based) 

• a. LIFT 

• b. RHIC (or alternative) 

• c. CHP/NHSPS strategy 

• d. Managed Services 

• e. Other Public Capital 

• f.  Disposal Library 

• g. Coordination of Wave 5 

• h. New Commercial Models 

• i.  Coordination and Sharing 

ICS Estates 
Board  

(ICS Level) 

2. System Added Value (1) 

Place-based Strategic 
Estate Groups (SEG) 
lead on managing 
local portfolios.   

The ICS Estates Board 
has a role in providing 
system added value.    

This includes 
identifying where 
collaboration at scale 
can enable partners to 
work better together 
or faster together than 
could be achieved 
individually.   

Some examples are 
provided of areas of 
added-value. 
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• WATCHING BRIEF:  New LIFT schemes may be restricted due 
to the HM Treasury restriction on PFI/PF2 and PPPs 

a.  LIFT 

• WATCHING BRIEF:  Development of the RHIC route is paused 
by HM Treasury per the consultation from the Spring 
Statement 

b.  RHIC 

• OPEN:  ICS role to engage with CHP re: open book policy on 
reserve management including life cycle fund, dividend policy 
and void management 

c.  CHP/NHSPS 

• OPEN:  Engagement required with Procurement Leads 
especially for mature market areas inc IT provision and 
diagnostics; nb revenue based 

d.  Managed Services 

• OPEN:  ICS prioritisation role re: schemes for Winter Capital 
and Emergency Capital. Refresh exercise is forms part of the 
updated strategy. 

e.  Other Public 
Capital 

• OPEN:  Development of a transparent Disposals Library 
approach to ascertain system-wide opportunities cross-
referenced with SCR register of item approved for disposal 

f.  Disposals Library 

• WATCHING BRIEF:  Uncertainty re: Wave 5 capital no earlier 
than Autumn 2019.  Spending review may be delayed.  Also, a 
review of the capital regime is being undertaken nationally. 

g.  Wave 5  

• OPEN:  Emerging new commercial models include enhanced 
use of charitable sector to provide equity investment to lever 
debt funding.   

h.  Commercial 
Models 

• OPEN: Best practice from partnership models (e.g. Local 
Authority) to be supported and shared through ICS Estates 
Board 

i.  Coordination and 
Sharing 

The scale of ambition for 
transformation in the ICS is 
potentially limited by the 
availability of capital.    

Business-as-usual capital is 
focussed on maintaining 
current estate; particularly 
noting the high and 
increasing value of CIR 
backlog maintenance. 

The ICS Estates Board has 
recognised various 
potential initiatives which 
are at differing levels of 
maturity.  Development of 
the collective commercial 
strategy will provide 
greater leverage across the 
ICS 

2. System Added Value (2) 
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NHS Long Term Plan priorities Key ICS Clinical Service Strategies 
linked to national priorities  
 

Resources approved (Wave 1 & 2) Resources bid in unsuccessful Wave 4  

1. New 21st century service 
model (OOH care, ED pressure, 
personalised care population 
health, digital enablement) 

Integrated new models; 
including hospital services and 
primary & community services 

• £2.4m BHFT -  Children's’ 
Assessment and ED 

• £7m YAS – Doncaster 
Ambulance Hub 

• £71m - Acute Enhancements 

• £98m - Hospital Services Review 

• £75m - Gross DBHT(£59m net / £130m total) 

2. Prevention and health 
inequalities 

Primary and Community 
Services and 
Prevention/Population Health 

 • £58m - Primary and Community 

 

3. Progress care quality and 
outcomes (strong start in life, 
major health conditions)  

Clinical Priorities; including 
Mental Health & LD and 
Cancer, Workforce and Digital 

• £4.9m DBHT - CT capacity to 
support HASU 

• £4.7m STHT - HASU 
 

• £43m - Mental Health 

• £65m - Gross Cancer (£53m net) 

4. Supporting workforce Workforce as a system-enabler  • £445m - ICS Capital Requirements (overall) 
Workforce benefit arising from all schemes 

5. Digitally enabled care 
 

Digital as a system-enabler 
 

• £35m - Digital 

 

6. Taxpayers investment used 
to maximum effect 
 

The ICS Estates Strategy overall 
has been developed to ensure 
that taxpayers investment is 
used to the maximum effect.  

• £445m - ICS Capital Requirements (overall)  
Each case supported by detailed financial 
and economic analysis 
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The ICS has mapped its capital investment requirements against both ICS priorities and the NHS 
Long Term Plan.  This demonstrates synergy between national and local priorities and capital. The 
scale of ambition for transformation in the ICS is potentially limited by the availability of capital.    

2. Clinical Service Strategy & Capital Plan 
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2. Full alignment with Long Term Plan 

Integrated new 
models  

 System 
enablers 

 Major reviews 
Clinical 

priorities  

Hospital Services  

Primary & 
Community  

Services   

Mental Health & 
LD  

Workforce   Cancer  
Sustainable 

Whole system 
operating model 

Digital   

Population Health 
/ Prevention   

ICS Functions 

Population 
Health 

Management 

Strategy, 
Planning & 

Transformation 

Finance, 
Contracting, 

Capital Estates   

Integrated 
Assurance 

Delivery 
Improvment  

Leadership 
Development & 

OD  

 Innovation 

Patient & Public 
Involvement  

Commissioning 
/ Providing  

Development  

Long Term Plan 
priorities 

1. New 21st 
century service 
model (OOH care, 
ED pressure, 
personalised care 
population 
health, digital 
enablement) 

2. Prevention and 
health 
inequalities 

3. Progress care 
quality and 
outcomes (strong 
start in life, major 
health conditions)  

4. Supporting 
workforce 

5. Digitally 
enabled care 

6. Taxpayers 
investment used 
to maximum 
effect 

£58m  

Primary and Community 

£43m  

Mental Health 

£35m  

Digital 

£71m  

Acute Enhancements 

£98m  

Hospital Services Review 

£75m Gross  

DBHT(£59m net / £130m 
total) 

£65m Gross  

Cancer (£53m net) 

ICS Capital 
Requirements 

{NB Wave 4} 

• This analysis demonstrates full alignment 
between national and local service planning; 
as well as capital investment requirements 



Primary Care 
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SECTION THREE 



Theme 1 Development of primary care ‘at scale’ – including development of 

primary care organisations, neighbourhoods and networks that 

facilitate integration of the multi-disciplinary workforce working. 

Theme 2  Increasing the primary care and clinical workforce, making primary 

care an attractive career option  

Theme 3 Building sustainable and resilient general practice by utilising 

innovations in technology (supporting locally appropriate digital 

and technology solutions) and capital investment into Estates and 

infrastructure that promote integrated 

Theme 4  Extending access to primary care – integrated with out of hours and 

urgent care services, including reformed 111 and local clinical hubs.  

Theme 5  Increasing investment in primary care made available through 

GPFV and ACS Transformation funding streams, commissioning for 

‘left shift’ and increasing primary care workforce. 

Theme 6  Development of wider primary care - community pharmacy, eye 

care services, dental 

Theme 7 Addressing the wider determinants of health (prevention) – 

developing the local wrap around services (voluntary organisations 

alongside health and care support, social prescribing) so that 

people can access the right support in the right order and are more 

in control of their health and wellbeing 

Theme 8  Integrated out of hospital services (including health and social care) 

, whole systems approach to ensure that the whole health and care 

system at ‘place’ is able to respond to patient needs through seven 

day working and achieves a way of working that best suits the 

needs of the population it serves. 

3. SYB Primary Care Strategy 

Vision : 

• To transform Primary Care 

through the establishment of 

‘at scale’ primary care 

organisations capable of 

taking on population health 

responsibilities, which are 

accessible 7 days per week, are 

increasingly resilient and able 

to plan for and deliver 

outcomes described within the 

5YFV/GPFV.  

• To expand the clinical 

workforce which will be 

increasingly multidisciplinary 

and which facilitates 

improvements in recruitment 

and retention. 
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• Integrated working with partners in Dental, Pharmacy and Eye Health to ensure the best use of collective skills and knowledge, 
reduce duplication and maximise opportunities for early intervention to improve patient outcomes.  
 

• Primary Care Networks will require Integrated working based around populations of approximately 30-50,000. PCNs will see GP 
practices working with local community, social and voluntary services based on local population needs and delivered through a 
redesigned workforce; including new roles of clinical pharmacists, physician associates, first contact physios, first contact 
paramedics and social prescribing link workers. 
 

• Patient involvement in supporting future service development and quality improvements. Co-production through patient 
engagement and joint decision making between clinicians and patients will have the potential to enhance outcomes for the 
patient. A range of different consultation types will provide the opportunity to develop peer support networks, build capacity 
and encourage self-care in patients managing their condition. 
 

• Technology enabled care will support patients to remain independent for as long as possible and support their long term 
conditions through available aids and equipment. Increased use of technology will empower increasing numbers of patients to 
self-manage. Enhanced use of technology will also enable clinicians to create capacity and to work flexibly for example through 
remote consultations and the use of apps. 
 

• Population health is influenced by a range of social, economic and environmental factors and the importance of addressing 
wider determinants to improve the health and well-being of the population is key .The focus will include prevention and early 
identification with targeted interventions for ‘at risk’ groups and encouraging the uptake of vaccination and screening 
programmes in partnership with Public Health. 
 

• An asset based approach will be included within the Primary Care strategy building on the strengths of individuals, families and 
communities supporting individuals to make informed decisions about their health and well-being. This approach is designed to 
put Primary Care at the heart of establishing healthy communities with the aim of reducing demand in the longer term, this will 
be supported for example by the new social prescribing roles. 

3. SYB Primary Care Detailed Components 
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3. Primary Care Estates Strategies and 
Capital Plans (1 of 3) 

Ref Stage of primary care estates 
strategy development  

ICS commentary 

1 Ascertaining baseline position (where 
are we now) and existing / future 
pressures, risks and vulnerabilities 

• Baselining is achieved through the development of Primary Care Estate Strategies (PCES). Baseline example 
issues such as condition, functional suitability, capacity and space utilisation, and compliance. External baseline 
topics include current and forecast population growth, mainly as a result of housing developments that are either 
consented or planned. In SYB, there are particular examples in most of the CCG areas.  

2 Defining future plan for primary care 
estate (where do we want to be) 
 

• The ICS focus is on creating an infrastructure which supports the transformation, responds to the needs of new 
models of care and meets capacity needs through supporting for example the workforce agenda.  

• Delivery will be through the implementation of the PCES at a locality level; examples include enhanced 
utilisation of Lift buildings, supporting workforce/capacity growth, ensuring fitness for purpose and creating a 
flexible platform from which to serve patients. These strategies have identified and triggered a number of 
projects such as Newgate & Harworth in Bassetlaw, Bentley & Rossington in Doncaster; and Jordanthorpe & 
Darnall in Sheffield 

• PCES have taken into consideration residential development and consequential forecasted population growth. 
For example,  in Bassetlaw there are two new garden villages planned at Bevercotes and Gamston. Another 
example is in Doncaster where the planned development of approx. 6500 homes leads to an anticipated 
population growth of approx. 15,000.  

3 Determining methodology to enable 
future plan implementation (how are 
we going to get there) 

• One of the key components of the final or emerging PCES is the development of priorities and implementation 
planning; including collaboration and partner working with local partners/stakeholders. At the SEGs in every 
place there is good engagement across partners and through sharing  information, progress has been made on a 
number of issues. This has led to for example at Doncaster a specific pilot project around space utilisation. 

4 Definition of primary care capital 
investment pipeline & funding strategy  

• The ICS Wave 4 bid described the investment priorities at that time.  In addition, this will be supplemented with 
NHS England BAU funding and any available ETTF resources; as well as exploring alternative sources. 

Ref Clinical service strategy link  ICS commentary 

1 Link between the primary care service 
strategy and primary care estates 
strategy 

• Following national policy, Primary Care strategic thinking has led the development of the Primary Care Estates 
Strategy (PCES) development process. Alignment is demonstrated in the individual PCES for each place the and 
the ICS Estates Strategy. 

2 Link between primary care and other 
ICS priorities and how estates strategy 
enables 

• ICS priorities include investment into Primary and Community care, with general practice at the heart and a focus 
on engagement with local places. The estate strategies seek to support the development of PCNs and reflect the 
ambition to increase the capacity of the system through infrastructure transformation. 



 

 

 
 

 

 

 

STP/ICS Primary Care Capital Schemes Summary (Actual/Estimated Value of Schemes) 

Ref 
Primary Care 

Developments 

Scheme Completion/Operational Date (Enter combined actual/estimated £000k value per year of 

schemes from table on previous slide) 

STP comments (if required) 

 

2019/20 2020/21 2021-2024 

Approved 

and/or  

Build In 

Progress 

Name and 

Value 

(£000) 

Planning Stage 

(subject to Approvals) 

Name and Value 

(£000)  

Approved 

and/or  

Build In 

Progress 

Name and 

Value 

(£000k) 

Planning Stage (subject 

to Approvals) 

Name and value (£000) 

Approved 

and/or  

Build In 

Progress 

Name 

and value 

(£000) 

Planning Stage 

(subject to 

Approvals) 

Name and value 

(£000) 

1 

GP Premises 

Improvements £250k - 

£500k 

1. Brampton 

- £400k 

    1.Sheffield void space 

reconfiguration - £250k 

 

  

  1.Sheffield void 

space 

reconfiguration - 

£250k 

2. Rotherham 

community 

diagnostics - £480k 

These schemes require capital 

and have previously formed 

part of the STP Wave 4 Bid. 

 

Brampton is being funded 

through NHSE BAU. 

2 

GP Premises 

Developments (Major 

Improvements/New 

Development) £500K> 

1.Waverley - £1,475k 

2. Bentley - £589k 

  1. Sheffield mergers,  

relocations & urgent 

care - £1,180k 

2.Sheffield increase in 

training - £750k 

3. Sheffield BAU 

programme - £835k 

3.Rossington - £2,153k 

4. Rotherham mergers 

& relocations - £1,000k 

5. Rotherham increase 

in training - £500k 

 

  1. Sheffield  

mergers, 

relocations & urgent 

care - £1,080k 

2.Sheffield increase 

in training - £750k  

3. Sheffield BAU 

programme - £835k  

Waverley is s106 funded 

therefore no NHS capital 

requirement. 

 

Note the Bentley scheme and 

Sheffield relocations & mergers 

project values have reduced 

from Wave 4 bids. 

 

The mergers and relocations 

projects are programmes of 

works across buildings such a 

reconfiguration of LIFT 

buildings to facilitate better 

utilisation. 

Sub Total £400k £2,064k £0k £6,668k £0k £3,395k Sub Total - £12,527k 

3. Primary Care Estates Strategies and 
Capital Plans (2 of 3) 
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•  
 

 

 

 

STP/ICS Primary Care Capital Schemes Summary (Actual/Estimated Value of Schemes) 

Ref 
Primary Care 

Developments 

Scheme Completion/Operational Date (Enter combined actual/estimated £000k value per year of 

schemes from table on previous slide) 

STP comments (if required) 

 

2019/20 2020/21 2021-2024 

Approved and/or  

Build In Progress 

Name and Value 

(£000) 

Planning Stage 

(subject to 

Approvals) 

Name and Value 

(£000)  

Approved 

and/or  

Build In 

Progress 

Name and 

Value (£000) 

Planning 

Stage 

(subject to 

Approvals) 

Name and 

value (£000) 

Approved 

and/or  

Build In 

Progress 

Name and 

value (£000) 

Planning Stage 

(subject to 

Approvals) 

Name and 

value (£000) 

3 

Local Health Hubs  

(may include LA/other 

third-party 

components) 

 

 

 

    1.Sheffield 

Maternity 

hubs - £250k 

2.Newgate 

Medical 

Practice - 

£4,000k 

3.Sheffield 

City Practice - 

£3,640k 

  1. Sheffield 

SAPA 

Neighbourhood 

- £9,800k 

 

Extensive feasibility and option 

appraisal work is underway to 

determine to most effective funding 

route for these larger projects. 

4 

Area Health Hubs  

(may include LA/other 

third-party 

components) 

 

 

 

        1. Sheffield 

Neighbourhood 

North 2 - 

£21,600k 

 

  

 Sub Total £0k £0k £0k £7,890k £0 £31,400k Sub Total - £39,290k 

TOTAL £400k £2,064k £0k £14,558k £0 £34,795k 

Total - £51,817k (NB This shows a 

reduction against Wave 4 bids 

due to ongoing review) 

3. Primary Care Estates Strategies and 
Capital Plans (3 of 3) 
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Disposals 
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SECTION FOUR 



4. Disposals - Disposal plans for surplus land 
and buildings (July 2018 submission - REVISED) 
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Disposal Status  No. 
of 

Sites 

Land 
Area 
(Ha) 

GIA 
(m) 

Estimated 
disposal 
value £m 

Total 
Estimated 
Housing 

Units 

Housing 
Units for 
NHS Staff 

 

Gross Running 
Cost reduction 

£m 

Cost to Achieve 
Vacant Possession 

(where known ) £m 

1. Vacant and Declared Surplus and 
disposal transaction in progress 
[A1] 

2 0.2 
 

TBC 0.2 18 TBC TBC n/a 

2. Vacant and Declared  Surplus/ 
disposal subject to marketing [A1] 

1 TBC TBC 
 

0.1 9 TBC TBC n/a 

3. Vacant but not yet Declared 
surplus [A2] 

0 0 TBC 
 

0 0 N/a N/a n/a 

4. Site occupied but OBC approved 
to achieve vacant possession and 
dispose [B, C ,D] 

2 2.8 TBC 6.25 241 TBC TBC TBC 

5. Future opportunity subject to 
strategy/ feasibility [B, C ,D] 

15 12.2 TBC 20.4 1050 TBC TBC TBC 

Totals 20 15.3 TBC 26.95 1318 TBC TBC TBC 

Summary by Financial Year (estimated year of disposal completion) 

Deliverable / Financial Year 2017 – 18 2018 – 19 
 

2019 – 20  
 

2020 – 21 
 

Remaining 
Years 

Land Area (Ha) 0.3 2.8 5.6 3.3 3.3 

Estimated disposal value £m 0.3 6.25 3.5 4.2 12.7 

Estimated Housing Units 26 241 485 284 282 

Gross Running Cost reduction £m TBC TBC TBC TBC TBC 

Some elements have 
been revised from 
the July 2018 
submission.  These 
are not material. 
TBCs are being 
captured via ongoing 
Trust lead meetings 
during 2019.     



4. Disposals - Disposal plans for surplus land 
and buildings (as at 4 July 2019) 
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Disposal Status  No. 
of 

Sites 

Land 
Area 
(Ha) 

GIA 
(m) 

Estimated 
disposal 
value £m 

Total # 
Estimated 
Housing 

Units 

# Housing 
Units for 
NHS Staff 

 

Gross Running 
Cost reduction 

£m 

Approx Cost to 
Achieve 

Vacant Possession 
(where known) c£m 

1. Vacant and Declared Surplus and 
disposal transaction in progress 
[A1] 

2 0.2 TBC 0.2 26 0 0 0 

2. Vacant and Declared  Surplus/ 
disposal subject to marketing [A1] 

0 0 0 0 0 0 0 0 

3. Vacant but not yet Declared 
surplus [A2] 

0 0 0 0 0 0 0 
0 

4. Site occupied but OBC approved 
to achieve vacant possession and 
dispose [B, C ,D] 

2 2.8 TBC 6.25 241 0 £0.15 £0.012 

5. Future opportunity subject to 
strategy/ feasibility [B, C ,D] 

13 20.39 TBC 22.05 1163 0 £3.11 £0.445 

Totals 17 23.39 TBC 28.50 1430 0 £3.26 £0.457 

Deliverable / 
Financial Year 

17/18 18/19 19/20 20/21 21/22 22/23 23/24 24/25 25/26 Total 

Land Area (Ha) 0 0 0.2 0 2.8 7.34 13.05 0 0 23.39 

Estimated disposal 
value £m 

0 0 0.2 0 6.25 2.60 19.45 0 0 28.50 

Estimated Housing 
Units 

0 0 26 0 241 518 671 0 0 1430 

Gross Running Cost 
reduction £m 

0 0 0 0 £0.15 0 £3.11 0 0 £3.26m 

NB: All totals have been taken from the SY&B monthly 
disposals returns (4 July 19). The data gathering process is 
constantly evolving and improving, with the SY&B team 
achieving greater granularity & engagement monthly.   



A. SY&B has undertaken a validation and prioritisation process relating to the July 2018 disposal listing. 
Working with Trusts, a further iteration of sites has been undertaken to assess potential disposals 
opportunities.  

B. The 2019 position includes 17 disposal sites with an estimated value of £28.50m, offering 1430 
estimated housing units. This is above the 2018 Naylor Fair shares target of £24.28m and Department of 
Health 2018 disposals estimate of £21.83m.  The housing totals have been calculated based on ‘86 units 
per hectare’. This allows for direct comparison to against the 2018 submission except where 
professionally assessed units have been confirmed. 

C. The ICS is working with the individual organisations (and alongside the SCR Mayoral Combined Authority) 
to produce a robust and achievable delivery plan for the identified disposals pipeline over the next 5 
years.  This is being finessed through a  granular examination of the risks, issues and available reports 
(e.g. site surveys, transport assessments and master plans, ownership, demand, valuations etc) relating 
to the sites.  

D. The process will allow SYB to bring forward the sites in an orderly and coordinated manner, whilst aiming 
to maximise the returns (i.e. homes, capital receipts (£), hectares, clinical improvements and patient 
benefit) and should identify any potential barriers to achieving disposals.   

E. Clarity regarding timescales to achieve vacant possession (VP) will be the first milestone for prioritised 
sites.     

F. In addition, the system is undertaking a reconciliation against the NHS Digital Surplus Land Register to 
understand any additional areas of clarification and investigation required; and is cognisant of the policy 
on NHS Housing relating to NHS estate owners disposing of surplus land, where residential development 
is planned and the need for close working relationships with local planning authorities. 

G. A review will be undertaken of the opportunities linked to NHSPS Guidance for NHS Trusts and 
Foundation Trusts on requesting transfers of estate in the ownership of NHS property companies  

4. Disposals - Commentary on progress and 
the development of disposal plans  
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Efficiencies and Business Risk (including Backlog Maintenance) 
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SECTION FIVE 



5. Delivering Estate Efficiencies (1) 
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Data based on 2017/18 ERIC data for SYB Trusts.  Yorkshire Ambulance Service, South West Yorkshire Partnership FT and Nottinghamshire Healthcare 
FT are excluded from these numbers.  (Averages calculated on Trust totals rather than site level) 

2016/17 information has been re-baselined in line with the Model Hospital methodology 

Indicator Baseline 

2017/2018 position 

Forecast target position for 
2020/2021 (17/18 prices) 

Progress against targets 

Estate Running Costs 
(£/m2) 
 
 

Total = £236Million Pa 
£287 per m2 (Median) 
£272 per m2 (Mean) 

 

Target Total = £212Million Pa 
10% reduction on baseline = 

£24Million Pa 

SYB are committed to reduce the estates size (GIA 
m2) and cost by increasing utilisation, progressing 

an ambitious disposal pipeline and investing in 
reconfiguration to create high quality and efficient 

estate where it is most needed for patients. 

Non-Clinical Space (%) 
(Carter target 35%) 
 

39.89% of occupied 
floor area is non 

clinical = 343,397m2 
(GIA) 

Target 35% = 302,869m2 (GIA) 
Reducing or re-purposing our 

non clinical space by 
c.40,528m2 (GIA) 

The detailed analysis of non clinical space across 
Trusts is ongoing with efforts focused on working 

with STH & RFT who may have the most significant 
opportunities to reduce non-clinical space. 

Unoccupied Floor Space 
(%) 
(Carter target 2.5%) 

2.93% of floor space is 
unoccupied 

Target of achieving 2.5% 
unoccupied floor space 

The detailed analysis of occupation across Trusts is 
continuing with efforts focused working with RFT & 

SHSC to reduce their unoccupied space. 

Total Backlog maintenance 
(£) 
 

Total = £242Million 
£209 per m2 (Median) 
£279 per m2 (Mean) 

 

To reduce our total to 
£182Million by reducing our 

most challenging sites to a rate 
of £209 per m2 

DBTH & STH have the largest backlog challenges, 
therefore capital investment has been prioritized to 

reduce backlog at DBTH by c.£38m 

Critical Infrastructure Risk 
(CIR) Backlog Maintenance  
(£) 
(CIR = High + Significant 
BLM)  

Total = £159Million  
£118 per m2 (Median) 
£183 per m2 (Mean) 

 

To reduce our total to 
£102Million 

By reducing our most 
challenging sites to a rate of 

£118 per m2 

DBTH has the largest backlog maintenance 
challenge at the DRI site and therefore this has 

been prioritised for capital investment to reduce 
the CIR by c£38m. The national constraints on 
capital in 2019/20 present a significant risk to 

maintaining current estate 



5. Delivering Estate Efficiencies (2) 
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• Information at Trust level provides more granular detail of the variances and opportunities. Business-as-usual capital is focussed 
on maintaining current estate; particularly noting the high and increasing value of Critical Infrastructure Risk backlog 
maintenance. 

• The national constraints on capital in 2019/20 present a significant risk to both maintaining current estate and delivering scale of 
ambition for transformation in the ICS. 

TRUST NAME & 
METRIC 

SHEFFIELD 
CHILDRENS NHS 

FOUNDATION 
TRUST 

BARNSLEY 
HOSPITAL NHS 
FOUNDATION 

TRUST 

THE 
ROTHERHAM 

NHS 
FOUNDATION 

TRUST 

SHEFFIELD 
TEACHING 

HOSPITALS NHS 
FOUNDATION 

TRUST 

DONCASTER 
AND 

BASSETLAW 
TEACHING 

HOSPITALS NHS 
FOUNDATION 

TRUST 

ROTHERHAM 
DONCASTER 
AND SOUTH 

HUMBER NHS 
FOUNDATION 

TRUST 

SHEFFIELD 
HEALTH AND 
SOCIAL CARE 

NHS 
FOUNDATION 

TRUST 

Estate Running 
Costs (£/m2) 

£322 £307 £253 £269 £235 £330 £287 

Backlog 
Maintenance Total 
(High & significant) 

£2,551,000 £7,062,874 £4,812,486 £75,412,237 £69,371,855 £271,000 £22,904 

Clinical Space area 
(%) 

72.41% 69.50% 57.60% 52.24% 65.40% 77.20% 63.20% 

Non-Clinical Space 
(%) 

27.59% 30.50% 42.40% 47.76% 34.60% 22.80% 36.80% 

(Carter Metric Non-
Clinical max 35%) 

35% 35% 35% 35% 35% 35% 35% 

Unoccupied Floor 
Space (%) 

0.00% 0.02% 3.08% 1.08% 0% 2.02% 16.09% 

(Carter Metric 
Unoccupied Floor 
Space Max 2.5%) 

2.50% 2.50% 2.50% 2.50% 2.50% 2.50% 2.50% 

Not functionally 
suitable floor space  
(%) 

10.48% 0.53% 2.79% 0.00% 21.75% 0.00% 0.00% 

Estate Age over 35 
years % 

54.36% 99.27% 44.85% 48.61% 66.80% 28.58% 55.04% 

Estate age taken from the most recent ERIC return for this metric (2015/16) .    
Estate Running Costs - Appendix A definition ERIC 2017/18 listing & Occupied floor area.  
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5. Delivering Estate Efficiencies (3) 

Area of focus ICS commentary 

STP’s to describe how planned 
estates efficiencies will support 
reinvestment in frontline 
services and enable clinical 
service efficiencies. 
 

• In SYB, a system wide approach to estate efficiency is taken.  We continue to build on the success of our 
collaborative approach which has yielded beneficial outcomes to date. Examples include space and cost 
reductions through a shared service approach in Sheffield, cost reduction by relocating back office health 
sector services into a public sector building.  

• Further efficiencies are being driven through projects focussed on asset utilisation across the LIFT estate 
and space reduction in health and wider public sector through consolidation/co-location of 
function/activities, creating economies/efficiencies of scale and releasing revenue locally to reinvest in 
clinical services. 

• There is an opportunity to share best-practice through the ICS Estates Board by developing the 
dashboard metrics and understanding the site-by-site analysis in more detail. 

STP’s to describe how capital 
investment will lead to recurrent 
/ non-recurrent operational 
efficiencies (revenue cost 
savings).  

 

• The ICS Wave 4 business cases described the monetisable benefits associated with each proposed 
investment including reduction in backlog maintenance costs, estate efficiencies, reduced levels of 
activity (in outpatients and admissions), workforce, out-of-area patient reductions,  directorate 
efficiencies in Trusts,  and digital transformation supporting social prescribing , self-health and healthcare 
coordination. 

• Each scheme demonstrated an ROI as part of the process and was linked to the ICS Financial Strategy 
which describes the  overall financial challenge and long term mitigations.   A full detailed vfm analysis is 
available if required. 

STP’s to articulate how energy 
efficiency and environmental 
sustainability initiatives have 
been considered and are 
contributing to clinical and 
financial sustainability. 

• Across SYB there is a blend of Trusts with established Sustainability and Development Management Plans 
(SDMP). Energy and environmental sustainability is a key consideration in the business case process and 
the delivery of estate improvements which are mandated to high environmental standards. The estate 
efficiency initiatives are also supporting a more environmentally sustainable estate by reducing 
unoccupied space, increasing space utilisation and disposing of land & buildings that are no longer 
required. 

• Case studies are provided on the next page. 
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5. Delivering Estate Efficiencies (4) 

Area of focus ICS commentary 

SHSC Case Study 
 

• The Trust has undertaken and is continuing to undertake a range of estates and facilities related initiatives to improve 
energy efficiency and environmental sustainability.   

• In the last few years these have included: installation of small scale CHP; voltage optimisation units; replacement of 
non-efficient boiler plant; improving use of Building Management Systems (BMS) and 0-10volt control of boilers; 
introduction (working with IT colleagues) of a  system to power down PCs after a designated period of time; additional 
LED lighting; introduction (via new builds or refurbishments) of improved insulation; ground source and air source heat 
pumps; PV roof panels; green “walls” and “roofs”.  Also, introduced additional recycling and in particular taken up the 
WARP-it scheme for recycling of furniture, office equipment and similar items both internally and with other public 
sector partners.  

• The Trust’s transport fleet has been downsized and rationalised and we are looking at developing a business case for 
introduction of electric or hybrid vehicles.   The introduction of these measures has either enabled funds to be diverted 
into clinical care and/or “cost avoidance”. 

• In 2020/21, the Trust will be commencing work on its flagship capital project for re-development of the Longley Centre 
site and this will include the most up to date energy efficiency and sustainability measures compatible with planning 
consent. 

SCH Case Study • SCH have undertaken a material Carbon and Energy Infrastructure Upgrade; including: 
• A new Energy Centre:  A new heat network installed to link up the existing boiler houses. The existing boilers removed 

and all equipment supplied from the new energy centre.  
• Combined Heat and Power (CHP) Plant: Within the new energy centre a combined heat and power plant to generate 

about 30% of the Trust’s current electricity demand and also generate about 50% of the Trust’s hot water and heating. 
The CHP is the key to delivering savings as it is much more efficient than separate grid electricity and gas boilers. 

• LED Lighting:  Replacement of over 4000 light fittings for more efficient LED fittings, including improved lighting 
controls where this can generate further savings. 

• Heating System Improvements: Improvements made to the existing heating system to reduce consumption whilst 
delivering a more consistent and controllable temperature. This will include insulation improvements, local 
thermostatic controls and new control equipment. 

• This has generated significant benefits across quality improvement, engineering, environment and finance 



Financial year Total Backlog 
(£m) 

Total high and 
significant backlog 

(CIR) (£m) 

2015/2016 178.97 110.25 

2016/2017 257.36 121.07 

2017/2018 242.43 159.50 

2018/2019 Awaited Awaited 
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5. Business Continuity Risk 
Analysis of Backlog 

The backlog trend overall is increasing with high and 
significant backlog representing two-thirds of the 
overall backlog. 

 

 

 

 

 

DBHT and STH have the highest (High & Significant) 
Backlog Maintenance. DBHT has the largest Backlog 
Maintenance on a per m2 basis at £494m2 compared to 
STH at £311m2.  

Capital investment has been prioritised as part of Wave 
4 bids to reduce backlog at DBTH by c.£38m – in 
addition to planned access to Emergency Capital for 
short term measures in 2019/20. 

The national constraints on capital in 2019/20 present a 
significant risk to both maintaining current estate. 

 

 

 

 

 

 



Trust name  Size of estate. 
Figs below are 
total GIA from 
ERIC 2017/18 
(sq m) 

Age profile of the estate (%) ERIC 2015/16 (latest available 
information) 

Pre 1948 (%) 1948-1974 
(%) 

1975-1994 
(%) 

1995-
2019 (%) 

SCH 58,692 29.8 19.0 44.8 6.4 

RHFT 89,895 4.4 5.4 38.6 51.6 

BHFT 75,064 0.0 22.5 77.0 0.5 

SHSC 52,205 0.0 0.0 55.8 44.2 

DBHT 161,723 16.4 44.6 23.6 15.4 

RDASH 57,093 5.6 18.5 24.7 51.2 

STH 402,035 11.5 17.3 50.3 20.9 

TOTAL 896,707 9.6 18.2 45.0 27.2 

5. Business continuity risk 
     Size and Age of Estate 
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• Using 15/16 ERIC returns as latest 
intelligence on age of estate; 75%  
of ICS assets are over 25 years and 
more than 25% of assets over 45 
years old. 

• DBHT has the oldest estate within 
with c.60% pre-1974. 

• Capital investment has been 
prioritised as part of Wave 4 bids to 
reduce backlog at DBTH by c.£38m 
– in addition to planned access to 
Emergency Capital in 2019/20.  

• The scale of ambition for 
transformation in the ICS is 
potentially limited by the 
availability of capital.  

• Wave 4 bids planned to significantly 
enhance estate at DBHT, STH and 
SHSC (Mental Health); across all 
providers and primary care. 

• Investment has been made in some 
Trusts notably SCH in the 
intervening period which would 
affect this profile. 

 

 

 

 



Delivery of Wave 1-4 projects 
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SECTION SIX 



Project name:   Development of HASU at STH 

Project summary Development of a Regional Hyper Acute Stroke Unit (HASU) at the Royal Hallamshire Hospital (RHH) - Hyper Acute 
Stroke Reconfiguration  

Alignment with national 
and local priorities (long 
term plan and local 5 
year plans) 

Expansion of Hyper Acute Stroke Services to support the reconfiguration of stroke services across the ICS. Clinical 
Commissioning Groups (CCGs) and NHS England established a collaborative partnership of commissioners called 
Commissioner Working Together, to collectively plan and manage a change to improve the quality of services 

Patient benefits and 
clinical operational 
delivery benefits 

Include: 
• Access to specialist advice and sufficient staff working together in teams to ensure a responsive and flexible 

service 
• Increased patient safety is achieved due to stroke pathway based team working 
• Appropriate facilities are available to meet the urgent care needs of the Hyper Acute Stroke patients as 

designated by National stroke Standards 
• A ‘fit for purpose’ clinical environment to deliver evidence based care 

Alignment with Estates 
Strategy 

The proposed scheme is consistent with the sponsor organisations and ICS.  Further work is required to understand 
the organisations estate strategies and whether any estate disposals are envisaged.  At present there is no 
identified surplus estate. 

Financial benefits  As per business case 

Project value and 
programme  £4.7m.  2019/20 

Current project status FBC due to be finalised  and approved in Q1/Q2 2019 

Key issues / barriers / 
risks 

The current model of HASU provision in the South Yorkshire region is unsustainable given the lack of specialist medical and nursing workforce and some units having less than 
the best practice minimum activity levels. 
Three out of the five HASU centres admit less than the best practice minimum of 600 per unit 
SSNAP outcome measures are low and not all are achieved - Door to needle time of over 1 hour in most places; low thrombolysis rates; not achieving 1-hour scanning time and 
gaps in early supported discharge. 
Unsustainable medical rotas 

Next steps Approve FBC and commence works 
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6. Delivery of ICS Wave 1-4 projects 

Photo to 
follow 



Project name:  Children’s Assessment Unit and ED - BHFT 

Project summary Children’s Assessment Unit (CAU) & Emergency Department (ED) Refurbishment. Creation of a new CAU and 
adjacent paediatric ED, and refurb/ expansion of Adult ED (Majors) 

Alignment with national 
and local priorities (long 
term plan and local 5 
year plans) 

Reduced reliance on inpatient care setting, improved patient pathway and speed of discharge, improved delivery 
against 4hr ED target 

Patient benefits and 
clinical operational 
delivery benefits 

Age appropriate care settings, improved access to paediatric specialists, improved efficiency and effectiveness of 
staffing model and deployment of resources (consumables, equipment) 

Alignment with Estates 
Strategy 

Reduction in lifecycle costs of £0.45m, building  design incorporating sustainable technologies, improved space 
utilisation 

Financial benefits  £32.77m incremental benefits across the 60 year evaluation period. This is broken down by reduction in lifecycle 
costs of £0.45m, cash releasing benefits of £28.57m and non cash releasing benefits of £3.7m. 
This results in a net £19.49m improvement in cost / benefit across the asset life, giving a positive Value for Money 
ratio of 2.5. 

Project value and 
programme  

£3.2m. July 2019 – November 2020 (nb ICS capital funding £2.5m of scheme value) 

Current project status 
FBC approved and works being tendered 

Key issues / barriers / 
risks 

Potential disruption to operational flow of ED dept. during live construction works and deployment of appropriate 
risk mitigation,  VE of tender packages to deliver works within feasibility budget envelope 

Next steps 
Completion of design packages and procurement of main contract 
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Project name:  CT expansion - DBHT 

Project summary CT EXPANSION 
Redevelopment of an internal courtyard to provide accommodation for 2no CT scanners and associated recovery 
and administration space serving day case and emergency streams independently. 

Alignment with national 
and local priorities (long 
term plan and local 5 
year plans) 

Increase in demand for CT at DRI, arising from: trauma; stroke; emergency care; orthopaedics and cancer services.  
Equates to a 70% increase in activity over five years. Additional demand will result from the proposed ICS changes in 
service models, including stroke.  The SYB ICS proposes changes to the provision of HASU pathways which proposes 
to increase the number of stroke patients being treated at DRI, reducing the number of HASUs in the region from 5 
to 3.  

Patient benefits and 
clinical operational 
delivery benefits 

Mitigation of the clinical risks associated with insufficient capacity providing the required level of business 
resilience.  Gives the capacity required to meet national guidelines for stroke and cancer care and also improve the 
patient experience by providing timely diagnostics in an improved environment. Currently inpatients, outpatients 
and emergency patients share a waiting area, which can sometimes be distressing for patients, the proposed plans 
will address this by separating patient waiting areas to improve the patient experience.   

Alignment with Estates 
Strategy 

Commensurate with the Trust development and expansion for Urgent and Emergency care and Diagnostics. 

Financial benefits  The expansion of CT capacity within DRI will assist in reducing the cost of rental on temporary mobile scanner, while 
improving turnaround time and best practise. 

Project value and 
programme  

Overall project cost of £4.9m  
Including 1 no CT scanner funded through the project and additional scanner funded through the Doncaster Cancer 
Detection Trust. Site set up – 18.2.19 – completion 13.2.20. 

Current project status 
On site, demolition and substructure commencement. 

Key issues / barriers / 
risks 

Access to the site,  final choice of CT scanner, adjacencies (Histopathology) general operational risk associated with 
the expansion of a service including recruitment etc but mitigated by a project plan and review mechanism 

Next steps 
Substructure and superstructure development, ordering of the CT scanners and operational planning for the staffing 
and recruitment of the new expanded facility 
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6. Delivery of ICS Wave 1-4 projects 



Project name:  Doncaster Ambulance Hub - YAS 

Project summary Doncaster Ambulance Hub – New Hub building incorporating AVP – Vehicle Preparation and development of 
Spoke facilities 

Alignment with national 
and local priorities (long 
term plan and local 5 
year plans) 

Transformation of Urgent Care and supporting ARP Quality Standards 

Patient benefits and 
clinical operational 
delivery benefits 

Increased operational performance / improved quality and outcomes 

Alignment with Estates 
Strategy 

Yes – YAS Strategy 

Financial benefits  As per business case 

Project value and 
programme  

£7.1m 
Construction from 18 March 2019 to 28 November 2019 

Current project status 
On site 

Key issues / barriers / 
risks 

Identification and acquisition of the spoke sites, obtaining  planning permission, and connect utilities by end of 
March 2020, in line with funding. 

Next steps 
Fully operational Q4 2019 
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6. Delivery of ICS Wave 1-4 projects 



Wave, Project Name, Lead 
Organisation, Ref number 

 

Business case progress – SOC/OBC/FBC 
(submission date to NHSI) 

 

Construction 
period and 

site 
handover 

Cost / cashflow 
projection 

issues 
 

RAG 
Rating 

Comments/risks/ 
issues/barriers  

SOC OBC FBC 

Wave 1 
Development of HASU at STH 
Ref:  STP9.3 

N/A 2017 2019 2020 None assumed G None at present 

Wave 2 
Children’s Assessment Unit (CAU) & 
Emergency Department (ED) 
Refurbishment.  
Ref:  STP9.2d 
 

SOC  Combined OBC/FBC 
November 2018 

Combined 
OBC/FBC 

November 2018 
*MOU received, 
awaiting formal 
written approval 

August 2019 – 
November 2020 

No issues at present 
other than elongated 
programme drawing 

spend out. 

G Programme currently under 
review due to delayed 

funding approval decision 

Wave 1 
CT Expansion – Doncaster and Bassetlaw 
Hospital Teaching Hospitals NHSFT Ref 
No RP5 
Ref:  STP9.1 
 

Late 2016 – 
Management Board 
Approval to move to 

FBC 

N/A 25.06.18 18.2.19 – 
completion 13.2.20 

No issues identified 
with regards to 
cost/cashflow 

Green 
rating 

Scheme 
approved,  

on site 
and on 
prog-

ramme 

Access to constricted 
 & land locked site 

Final choice of CT scanner 
TBA 

Wave 2 
YAS Doncaster Ambulance Hub 
Ref:  STP9.2c 
 

n/a n/a May 2018 18 March 2019 to 
28 November 

2019 
Site handover – 

mid Jan 2020 

Ability to  Identify and 
acquire the spoke 

sites, 
obtaining  planning 

permission, and 
connect utilities by 

end of March 2020, in 
line with funding. 

G Operational practices being 
reviewed 

43 

6. Delivery of ICS Wave 1-4 projects 



Links between Estates Strategy and Workforce, Clinical and 
Digital Strategies 
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SECTION SEVEN 



SYB  has a population of 1.5 million. Health and care needs are met by many partners working 
together; health and care commissioners and providers, including,  primary , community care , acute 
services and the voluntary sector.   Meeting the needs of the total populations requires  close working 
at a very local level in communities and networks across our five places and across SYB. Our strategy 
will set a vision for a sustainable whole system following the principles of the LTP.  

Key  
priorities  

IAC 

Groups 

IAC 

HCMT 

Groups 

Key principle from the System Operating Plan are that 2019/20 sets both the baseline 
for the system strategic plan and is  implementation year 1 of the ICS five year plan. 

Building  
on   

Whole 
system 
model  

Engaging 
with  

partners 

We will continue to  build on SYBs implementation of the Five Year Forward View and the 2019/20 
system operating plan informs us of the progress made across SYB; setting both a revised  baseline 
and refresh of priorities for transformation delivery in year one of the strategic plan, including activity, 
finance, delivery improvement requirements. We have established both a system planning mechanism 
to develop our system operating plan and  also strategic plan, engaging key partners. 

SYB has established priorities and delivery mechanisms covering the full range of national priorities 
within the LTP  and key local priorities.  These are being reviewed in light of the LTP,  objectives 
refreshed and re-focused and delivery strengthened to ensure year 1 continues our journey of  
sustainability through transformation and improvement delivery including: plans and trajectories  for 
further integration,  implementing  new models  for example Primary Care  Networks across the ICS 
and  improvements in key constitutional standards. 

Building on the strong relationships  and leadership within each Place and across the whole of the ICS 
together with our experience of planning together, transforming together,  delivering  together and  
sharing  risk  together,  within a mutual accountability  framework  we have begun  the next of this  
journey, starting to engage with all partner organisations, patients and the public  in  the context of 
the long term plan. We have also  strengthened our framework for how we do this with renewed 
governance, with a clear focus on delivery and transformation.  

7. Links between both estates, workforce 
and digital strategies and clinical strategy  
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7. Links to the ICS Clinical Strategy (1 of 2) 
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Whilst developing options for changing the clinical model, we consulted a number of groups, before discussions took place with 
AOs & CEOs over the past couple of weeks 

Summit with AOs & CEOs XXXXXXX 

21st March 2019  

Discussed: 

• Challenges associated with 

consistent quality of care and 

workforce shortages 

• Changes to clinical models for Paeds 

and Maternity  

• Workforce transformation 

• Implications of changing the clinical 

model(s) 

• Site specific issues 

AO & CEO discussion 

XXXXXXX 

1st April 2019 

Discussed: 

• Current challenges including the 

gap to sustainable workforce 

• The implications to specific sites of 

changing the clinical model 

• Whether Hosted Networks and 

Transformation will go far enough 

to solve challenges 

 

Developed assumptions and built 

model 

October 2018 – April 2019 

Worked with: 

• Clinical working groups 

• Model owners group 

• Modelling steering group 

• Directors of Finance steering group 

• Transport advisory group 

• Public group on Travel and 

Transport 

• HR Directors group 

1 2 3 



7. Links to the ICS Clinical Strategy (2 of 2) 
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The sessions with AOs and CEOs raised the following key points, which we will test with the Clinical Working Groups 

Case for change 
There are no immediate safety issues in paediatrics or maternity but there are sustainability 
challenges  

Workforce 
CEOs challenged whether there are currently workforce challenges in paediatrics but 
recognised long term challenges to sustainability based on national and international trends 

Transformation 

The focus going forward needs to be on a cross system approach to transformation. This 
includes the shift out of hospital, digital, etc. Collaborative working will be key to delivering this, 
with the Hosted Networks playing a key role in facilitating shared working between the acute 
trusts. The Networks will need stronger powers and levers to make this a reality and there will 
need to be close monitoring of progress against key indicators and milestones 

Changes to the clinical 

model 

The group discussed the benefits and risks of changing vs not changing the clinical model. The 
risk of not changing is that services become unsustainable going forward. The risk of changing 
is that uncertainty for staff could make already fragile services more fragile. The group 
discussed an evolutionary approach around developing the out of hospital shift and PAU 
services to gradually reduce reliance on inpatient beds, rather than a change up front. For 
Bassetlaw, advice to Governing Bodies will need to test whether the trust can be made 
sustainable through transformation alone. If not, capital investment would be required to 
improve women and children’s facilities at Doncaster 



• MyNHS 

• Accessible digital mat. records 

• Apps for specific conditions 

• Interoperability of data, 
mobile monitoring devices, 
use of connected home tech 

• Patients’ personal health 
records incl. care Plans 

Empowering the 
Person 

• Better staff tech 

• Mobile digital services, for all 
community HCPs 

• Digital leadership 

Supporting Health 
and Care 
Professionals 

• Relationship management 

• Co-designed technology  

• Service users have options for 
interacting digitally with 
healthcare services & prof’s 

• Catalysing  pathways redesign 

• Improve the safety reduce the 
health risks  

Supporting Clinical 
Care 

• Population health 
management solutions 

• Information governance 
safeguards 

Improving Population 
Health  

• Pathology; diagnostic 
imaging, clinical decision-
making  

• Environments for Innovation  

Improving Clinical 
Efficiency And Safety  

48 

7. Links to ICS Digital Framework (1 of 2) 

The ICS Digital 
Framework links 
system priorities to 
national priorities in 
the long term plan 



7. Links to ICS Digital Framework (2 of 2) – 
Delivery Approach 
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A citizen in South Yorkshire and Bassetlaw will be able to access and use digital technology and 
information to improve or maintain their own health and wellbeing and expect any person or 
organisation involved in their healthcare to do the same.  

• Enabling People and Patient Empowerment 

• Supporting  Clinical and Strategic Decisions 

• Delivering System Integration and Operational Efficiency 

• Developing Local Health Tech Skills & Innovation  

49 

Digital Infrastructure and Efficiencies  

Pathology and Imaging 

Anytime, anywhere connectivity  

Shared Solutions and Standardisation  

Digitally Integrated Health and Care  

Longitudinal Health Care Record 

System of Systems (SoS) 

Care Flow 

Digitally Empowering the Person 

NHS App : SYB HealthCare App 

111 and Online Triage 

Platform for self management and 
wellbeing Apps 

Digital Health and Care Information  

Data Sharing agreements incl. for 
secondary use 

Population Health data structure and 
definition 

MI for Workforce co-ordination 

Priorities 



Addressing feedback and implementation strategy 
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SECTION EIGHT 



NHSE/I Feedback July 
2018 

Summer 2019 ICS Update 

Develop a strong 
consensus around a 
strategy to drive 
transformation 
reflecting emerging 
service and clinical 
strategies 

• Since 2018, the ICS has continued t0 strengthen its governance and engagement with all stakeholders.  
There is a mature ICS Estates Board which is attended by Health and Social Care representatives at 
Director level.  It is focused on jointly driving transformation across the system in line with the ICS service 
models and developing clinical strategy. There are clear reporting lines from the ICS Estates Board to the 
ICS’s System Health Oversight Board as well direct representation into the governance supporting the 
Sheffield City Region Mayoral Combined Authority.    

• At place level, each CCG has a Local Estates Forum that feeds into the ICS Estates Board. There is 
therefore a strong consensus across the ICS geography and through the individual commissioner and 
provider organisations on the Strategy and the transformation priorities with a clearer understanding of 
the capital process.   

• A good example of cross-border/cross-partner working in primary care is the asset optimisation project 
which has a clear goal of ensuring that quality and potentially strategically important assets are 
optimized. Partners in this project include  the local authority, CHP, the LiftCo, the CCG, and providers. 

• Other examples include the cross party collaboration in Doncaster, driving the best outcome for the wider 
public sector in connection with a disposal of a Council owned site and, across Rotherham, multi-partner 
working on the efficiency of all components of each partners estates deployed for storage and archiving 
purposes. In Barnsley a wide range of partners have collaborated for the greater good on the realignment 
of space allocation across different estates (Council, BHFT, SWYFT and CCG) 

• There is connectivity between the ICS Estates workstream and the clinical and transformation 
workstreams of the ICS which is described in detail in the ICS Estate Strategy.  This has led to strong 
connectivity between the Long Term Plan, ICS objectives and capital priorities which is described later in 
the strategy. 
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8. Addressing NHSI/E ICS specific feedback 
on July 2018 estates strategies (1 of 4) 



NHSE/I Feedback July 
2018 

Summer 2019 ICS Update 

Disposals – more 
comprehensive and 
granular information 
 

• An increased level of engagement with Directors of Estates has resulted in better quality information. 
This has enabled improved data collection and the collation of the disposals library set out in the 
appendix to the Estates Strategy.    

• Since July 2018 the ICS has developed a Commercial Strategy relating to Disposals – this seeks to balance 
the key issues – such as time, risk, cost, value and deliverability to ensure that we deploy taxpayers 
money to optimum advantage. A good example of this approach in action relates to Ryegate in Sheffield. 
Here, planning complexity and potentiality high asset value had to be evaluated against operational 
potential. Through the Strategic Estates Group in Sheffield (with links into Sheffield City Region One 
Public Estate Partnership) opportunities for utilisation of public sector assets were reviewed and as a 
result Ryegate’s opportunity at a maximised value is being identified. Partners include SCR/OPE, SCH, 
SCC and the Lift Co.) 
 

Prioritisation – develop 
and undertake a more 
searching process 

• Following a review of best practice we have developed a new approach from researching best practice 
case studies from July 2018. This identified areas of improvement that we felt could be applied 
productively to SYB. This approach has been adapted to suit our local circumstances and is now the 
model deployed in the ICS for prioritising schemes.  We have formed a prioritisation sub-group of the ICS 
Estates Board to develop the scoring and weighting regime.   

Funding – consider 
alternative sources of 
funding 

• Each proposed project has been individually reviewed in order to identify all the potential alternative 
funding channels that could apply to its delivery. The estates workstream continues to work with other 
stakeholders to understand latest intelligence on funding opportunities.    

• As a system the ICS takes an innovative approach to funding through partnership working where 
appropriate. A good example of this is the work and focus of our Strategic Estates Groups and the links 
we have with Mayoral Sheffield City Region Authority. Funding opportunities have become a more 
significant component in our collaboration across public sector organisations. 
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8. Addressing NHSI/E ICS specific feedback 
on July 2018 estates strategies (2 of 4) 



NHSE/I Feedback July 
2018 

Summer 2019 ICS Update 

Review potential Wave 5 
pipeline 
 

• The ICS is revisiting the list of schemes that were unsuccessful at Wave 4 to see how these should be 
packaged and presented for wave 5 and future national capital bidding rounds or whether they can be 
delivered in a different way using our own local resources or alternative funding routes.  As set above, 
the ICS has developed a robust process for prioritising competing projects which follows national 
practice.  This will be used to rank schemes in future bidding rounds. 
 

Strengthened 
Governance – referring 
to the transfer of funds 
 

• A series of workshops is planned to focus on application of receipts, as part of the ICS application of 
funds which is also key criteria in the proposed revised scoring mechanism. 

• ICS Estates Board has played a key role in the development of a more system wide and strategic 
approach to alternative sources of funds.   

• A system wide approach to value sharing/prioritisation is being explored  both within the ICS and with 
wider partners such as the Sheffield City Region Mayoral Authority.  
 

Review of themes from 
service strategy and 
complete clinical model 
to allow detailed 
timeline to be added 

• There is close alignment between the ICS Estates Workstream and the ICS workstreams as illustrated in 
the ICS Estates Strategy.   By example, the review of Hospital Services (HSR) has been linked to the ICS 
Estates Board through (a) estates leads being actively engaged in the development and (b)  the 
evaluation of potential options as they emerge from the HSR process.   This will lead to more detailed 
analysis / implementation plans as the process develops. 
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8. Addressing NHSI/E ICS specific feedback 
on July 2018 estates strategies (3 of 4) 



NHSE/I Feedback July 
2018 

Summer 2019 ICS Update 

Ensure Primary and 
Community care estate 
strategies and 
infrastructure are 
developed to enable 
transformation 

• All CCGs have had a clear focus on developing up to date  Primary Care (PC) Estates strategies.  The 
Primary Care Estate Strategies have been appended to the ICS Estate Strategy.  Primary and 
Community investment formed a key element of the ICS Wave 4 bids. 

• Across SYB collaborative work is underway to bring these and other strategies across the public sector 
together at place level. For example, in Sheffield, the SEG (with the support of the CCG) is planned to 
initiate a project to review multi-party strategies and to create an implementation plan built on shared 
thinking, funding and prioritisation. 

• A key part of this work in the near future will be to reflect the estate impact and need arising from the 
Primary Care Networks (PCNs) in SYB. The plan for this work will have at its heart the collaboration 
between service delivery and the SEGs, at a local level. 
 

Continue to reduce non-
clinical and unoccupied 
space, including a clear 
delivery plan. 

• The ICS Estates Board has reviewed recent and detailed data on space allocations and categorisations 
and each provider organization has been able to interrogate this information.   The Board has developed 
a dashboard to track performance against established targets based on the Carter metrics and 
supplemented by other target reductions e.g. Model Hospital mean for each category.  

• In this way the Board has plans to set a new level of ambition which requires continuous improvement 
and has developed a mechanism for doing so. 
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8. Addressing NHSI/E ICS specific feedback 
on July 2018 estates strategies (4 of 4) 
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8. Implementation Timeline (1): 
Key Components 

SYB ICS is committed to optimising the 
use of capital from all sources including 
the taxpayer. 

In order to ensure that patients are at the 
centre of the implementation strategy, an 
in-depth understanding of clinical 
strategies will continue to be linked to the 
future estate requirements. 

This will include workforce and digital 
innovation aimed at maximising clinical 
capacity, asset optimisation and estate 
performance. 

Current estate condition (including 
backlog maintenance) will be tracked as a 
estate supply assessment through the 
dashboard. 

Commercial strategy development will 
supplement Wave 5 preparation  
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8. Implementation Timeline (2) 

To edit 

Component Focus Priorities Next Steps 

Strategic Alignment Aligning with clinical strategies and 
supporting workstreams 

Hospital Services and Primary & Community Services Review of strategies to reflect 
future developments eg PCNs 

Data/Diagnostics Data driven insights Disposals as a priority area + support to Primary Care Disposals Library completion 
and awareness 

Engagement – 
Primary Care 

Estate strategies and their implementation Funding and resourcing to support transformation. 
Sharing good practice across PC/CCGs. 

Piloting best practice  and 
then roll out across SYB 

Engagement - Acute Delivery of developments/reconfiguration 
Backlog Approach 

Aligning of Hospital Services programme 
ICS wide prioritisation process. 

Work through the 
prioritisation programme 

Project Delivery Optimising the investment into Waves 1-4 Sharing good practice. 
Optimising supply chain 

ICS delivery workshop 

Funding Sources Developing an implementable range of 
options 

Alternatives to enable SYB to ‘live within our means’ 
Expanding options through partner collaboration. 
Optimising leverage of receipts. 

ICS delivery workshop 

Business case 
readiness 

Preparing for next funding allocation Early development/sharing of good practice 
Exploring peer review 

Application of Better 
Business Case training 

Disposals Optimising value, risk, time Developing a shared view on good practice 
Exploring alternatives to current piecemeal approach. 
Optimisation of impact of receipts across the system 

ICS delivery workshop 

Optimisation of 
retained assets 

Reducing overall cost through use of ‘sunk 
cost’ 

Lift and Property services estate 
Utilisation review output 

Utilisation report 

Resourcing the 
Delivery Plan 

Understanding ICS transformation resources 
in order to support workstreams and places 

Making best use of available resources to build on the 
collaborative approach of the ICS Estates Board 

Understand NHSI/E SEA offer 
in next phase 

Leadership and 
Governance 

Ensuring Estates workstream provides 
insight into potential future service model 

Hospital Services and Primary & Community Services 
 

Estates Strategy completion 
as part of LTP response. 


