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1. BACKGROUND 
 

STH is a large multi-site organisation which, since 2002, has comprised of 
two major campuses containing clinical and non clinical accommodation 
which varies considerably in terms of both age and quality. 
 
STH has a clearly stated strategic aim to reduce the overall size of the 
estate and improve space utilisation, thereby delivering real financial 
savings and creating a more sustainable organisation for the years ahead. 
 
In April 2011, Sheffield Community Services merged with STH, meaning 
that the Trust now has responsibility for the buildings owned or leased by 
these services. These are spread across various locations within 
Sheffield. Rationalisation of the STH estate must include a review of the 
accommodation used by Primary & Community Services to identify 
options for a) vacating properties and b) relocating hospital based 
services into the community setting. 
 
As part of the Central Campus, the Trust owns or leases a significant 
number of properties which are located on the roads adjacent to the main 
hospital buildings. The quality of accommodation offered by these 
properties is variable. 26 Northumberland Road will become vacant in 
September 2011. 
 
The major reconfiguration of clinical services undertaken in 2010, followed 
closely by the implementation of various directorate P&E plans, has had a 
major impact on the physical estate and the utilisation of both clinical and 
non clinical accommodation at both campuses. There is now very 
significant pressure on all accommodation at NGH but, conversely, the 
utilisation of the RHH estate has reduced and in particular, there are a 
number of  RHH wards no longer in use. 
 
The accommodation within CCDH and the Jessop Wing is generally well 
used but a recent survey of WPH accommodation carried out by Estates 
has highlighted that substantial areas of WPH appear poorly utilised. 
Rationalisation of the off site properties could be achieved by relocating 
occupants into vacant accommodation within WPH. 
 
There are major pressures at the NGH campus, with high levels of non 
elective activity continuing to disrupt the delivery of the elective workload. 



As a consequence, plans are being developed to transfer one ward of 
elective orthopaedic activity from NGH to RHH in November 2011. If this 
proves successful, there is sufficient ward accommodation at RHH to 
consider the transfer of further elective work, although operating theatre 
constraints would need to be addressed. 
 
Operational pressures, particularly at NGH, are compounded by the high 
incidence of  C.Difficile and the urgent need to implement an ongoing 
ward deep cleaning programme. In addition, essential ward maintenance 
is a necessity and therefore two wards are required on each campus in 
order to provide sufficient ward decanting accommodation without loss of  
operational capacity. A further requirement is ensuring the availability of 
additional ward capacity at NGH to meet winter pressures. 
 
Office accommodation occupies a significant proportion of the STH 
estate, with an increasing proportion of the staff with cross site 
responsibilities having more than one office base. Meeting the ever 
increasing demand for office accommodation is very challenging and is 
expensive in terms of providing additional/duplicate IT supporting 
infrastructure. Improved hot desk facilities on both campuses could 
remove the need to provide duplicate office accommodation. 
Consideration should also be given to IT initiatives which could improve 
space utilisation. 
 
Sheffield Children’s Hospital (SCH) are planning a major redevelopment 
of their main hospital site. Discussions have taken place between SCH 
and STH personnel, both at Executive Director and Senior Manager level, 
to determine whether opportunities exist for collaboration which would 
result in mutual benefit to both organisations. From an STH perspective, 
the outcome of these discussions was to conclude that reconfiguration of 
the central campus could probably release a number of the STH 
owned/leased peripheral properties which may then be of benefit to SCH. 
Other opportunities could be explored to consider the possibility of 
merging some clinical and non clinical support functions. 
 
Against this backdrop, Estates are continually dealing with short term 
accommodation requests on both campuses. In addition there are a large 
number of services with accommodation issues and associated capital 
schemes which need to be considered and prioritised. Some of these 
have already been acknowledged by CIT but there are many more which 
need to be addressed. Estate options are often complex due to physical 
constraints and it is often the case that a solution for one service removes 
an option for another. 
 
CIT will shortly be reviewing the current 5 year capital plan and refreshing 
it for the period 2012/13 – 2016/17. Capital is increasingly constrained 
and therefore maximising the use of available resources becomes an 
even higher priority. Coherent capital planning, particularly for the medium 
to longer term, has historically been difficult given the understandable 
focus on addressing immediate operational pressures. As a consequence, 
the planning and delivery of a well managed capital plan, closely aligned 
to the service strategy of the Trust, can become frustrated. Addressing 
the issues described above will be capital intensive and provision will 
need to be made within the 5 year capital plan for agreed priorities. 

 



2. AIM  
 

To develop a coherent estate strategy for 2012/13 – 2016/17 which is 
closely aligned to the service strategy of the Trust and is supported by the 
5 year capital plan. 
 

3. OBJECTIVES 
 

To identify, evaluate and agree key service/estate priorities that will form 
the basis of the 5 year capital plan. 
 
To produce an estate strategy that is aligned to clinical priorities and 
operational requirements. 
 
To reduce the overall footprint of the STH estate and generate real 
financial savings. 
 
To improve space utilisation at both RHH and WPH in a way which makes 
appropriate use of the accommodation available. 
 
To review the accommodation currently used by Primary & Community 
Services and consider options for contributing to overall estate 
rationalisation and relocating hospital based services into a community 
setting. 
 

4. ASSUMPTIONS/CONSTRAINTS 
 

The single point of access for all unselected medical & surgical 
emergencies will continue to be at NGH. 
 
The Central Campus will continue as a major provider of clinical services. 
Specialties currently centralised there will remain. 

 
Many of the estate issues are complex and inter related and it is likely that 
a physical solution for one service may remove an option for another. 
 
Estate options and potential capital schemes will be limited by physical 
constraints and the need to maintain service continuity. 
 
Capital availability is limited therefore careful prioritisation will be needed 
within a tightly managed 5 year capital plan 
 
Medium/longer term planning will inevitably be frustrated as new issues 
and complexities emerge and immediate pressures have to be addressed. 
 
To progress, decisions will have to be taken and action implemented with 
incomplete knowledge and lack of certainty regarding all actual and/or 
potential influencing factors. 

 
5. RISKS 

 
Focus on immediate operational pressures diverts attention from the 
development of and commitment to a medium/longer term estate strategy 
 



The number and complexity of the issues to be addressed, together with 
the inevitable lack of complete knowledge and ever changing environment 
will result in “planning blight” 
 
Service aspirations may not be matched by physical capability and/or 
capital affordability. 
 
Insufficient capacity within the estates directorate to support  the workload 
generated 
 

6. PROJECT TEAM 
 

Chair/Executive Director Lead – Kirsten Major 
Deputy Chief Operating Officer - Richard Parker 
Director of Estates - Phil Brennan 
Deputy Director of Estates – Stuart Hindmarch 
Capital Investment Director – Sarah Anderson 
Deputy Medical Director – David Throssell 
Director of Informatics – Raied Abdul-Karim 
Clinical Director for Primary & Community Services – Penny Brooks 
 
Individual directorate involvement will be sought as appropriate 
 

7. ACCOUNTABILITY 
 

The project team will be accountable to the Capital Investment Team on 
behalf of the Trust Executive Group and will report progress monthly. 

 
     8.       MILESTONES 
 

TEG support – August 2011 
Establishment of project team – September 2011 
Draft Estate Strategy – January 2012 
Final Estate Strategy – March 2012 
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