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Introduction: Steve Banks, Acting Chair
Itis a privilege to introduce this annualreport for Sherwood Forest Hospitals NHS
Foundation Trust at a time of both challengeand opportunity for the NHS. 

This report reflects a year in which our organisation has continued to serve the people
ofMid-Nottinghamshire with commitment, professionalism and compassion, while also
looking ahead with determination and ambition. Across our hospitals and services,
colleagues have responded to sustained demand with resilience and care, supported by
volunteers, governors, members and partners who all play an important part in the life of
our Trust. 

This has also been a year of transition and renewal. Our Board has remained focused
on providing clear oversight, strong governance and constructive challenge, while
supporting the organisation to deliver against its responsibilities to patients, staff and
the wider public. As a Foundation Trust, accountability to our communities remains
integral to our work, supported by our Council of Governors who represent the views of
our Trust membership. 

Our strategy, Improving Lives, sets a clear long-term direction for Sherwood Forest
Hospitals: to deliver outstanding care, provided by compassionate people, enabling
healthier communities. During the year, that ambition has continued to guide our
work— not only in how we respond to immediate pressures, but in how we invest in
improvement, strengthen partnerships, and create the conditions for future success.
We know that excellent care depends on more than clinical outcomes alone. It also
depends on culture, on listening, on learning, and on ensuring our people feel
valued, supported and able to thrive. 

The pages that follow set out the Trust’s performance, priorities and stewardship over
the past year. They show where progress has been made, where further work is
needed, and how we are responding with openness and purpose. They also reflect the
values that underpin our organisation and the collective effort required to improve lives
in the communities we serve. On behalf of the Board, I would like to thank every
colleague, volunteer, governor, member and partner for their contribution during the
year, and to thank our patients and local communities for the trust they place in us. We
remain committed to continuous improvement and to building a Trust that our
communities can rely on with confidence. 

Steve Banks 
Acting Chair 
Sherwood Forest Hospitals NHS Foundation Trus
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Statement from the Chief Executive

Chief Executive Officer 
Sherwood Forest Hospitals NHS Foundation Trust

I am pleasedtopresenttheannualreportforSherwoodForestHospitals NHS Foundation
Trust for 2025/26.
 
Providing safe,timelyandeffectivecareandagreatexperienceforourpatients is at the core of
whatwestrivefor–andoureffortsfromoverthepastyear,reflected in report, show our
commitmenttothis.
 
Those effortsalignwithourImprovingLivesstrategyandourvisionofOutstanding Care,
CompassionatePeople,HealthierCommunities.Wepresentourkeypriorities for the coming
yearthatreflectourambitiontoprovideconsistentlyhigh-quality care for the communities we
serve.
 
We recognisethatourstaffandcolleagueshaveworkedinincreasingly challenging conditions
overthepastyear,withrisingdemandforservicesandgrowing financial pressures.
Despitethis,wecontinuetoseeexceptionaldedicationandprofessionalism, and we
remainambitiousaboutwhatwecanachievetogether.
 
We are proudtoworkforSherwoodForestHospitals,forourcommunities, and we will be open
andhonestinourpursuittocontinuallyimprove.
 
Patients, carers,familiesandcommunitiesareattheheartofallthatwe do, and their voices are
soimportanttous.Wewillcontinuetolistenandtotakeaction to improve. We
continuetoplayakeyroleinreducinghealthinequalitieswhichweknow persist in our
communitiesandtheNHS.
 
We recognisethatthereareareasthatweneedtoimprovethroughchange, that we need to
drivebestpracticeacrossourservicesandwealsowanttobea great place to work. As
partofourpursuitofhighqualityandsafeservices,itisessential that we have a culture
thatenablesthis–supportingcolleaguestobethebesttheycan be, and to allow us
tosharebestpractice,andtolearnlessonsfrommistakes to drive improvement.
 
Thank youtocolleagues,patients,communitiesandpartnersforyoursupport. We look forward
toworkingwithyouintheyearsaheadtodrivefurtherimprovement and to deliver
caretobeproudof.



Overview of Performance
 

 

The Trust’s purpose and activities
 

 
History and Structure of the Trust
 
Sherwood Forest Hospitalswasformedin2001andgainedFoundationTruststatus in 2007.
The Trust provideshighqualityhealthcareacrossthecommunityto500,000 people in
Mansfield, Ashfield,Newark,andSherwoodandpartsofDerbyshireand Lincolnshire. The
Trust employsmorethan6,000people.Itoperatesfromthreekey hospital sites: King’s Mill,
NewarkandMansfieldCommunity.ItalsorunsaCommunity Diagnostics Centre at
MansfieldCommunityHospital,providesservicesatAshfield Health and Wellbeing
Centreandhascommunity-basedteamsacrossitspatch.
 
There are five clinical divisions:UrgentandEmergencyCare;Medicine;Surgery,
Anaesthetics and CriticalCare;WomenandChildren’s;andClinicalSupport, Therapies and
Outpatients.Eachofwhichhasamedical,nursingandmanagerial lead, a triumvirate,
andtheyaresupportedbyacorporatedivision.
 
The Trust is managedbytheBoardofDirectors,whichisresponsibleforthe management
and performanceoftheorganisationandforsettingthefuturestrategy. The Board ensures
thequalityandsafetyofhealthcareservices,education,training and research
deliveredbytheTrustandappliestheprinciplesandstandardsofclinical governance set out
bytheDepartmentofHealthandSocialCare,theCareQuality Commission, and
otherrelevantNHSbodies.ItalsomakessurethattheTrust exercises its
functionseffectively,efficientlyandeconomically.
 
As a Foundation Trust,ithasaCouncilofGovernors,whichworkswiththeBoardof Directors
and representstheinterestsofmembersintheplanningofservices.The Governors play an
importantroleinthedeliveryofsafe,high-qualitycare.Theyare elected by public
andstaffmembersorappointedtorepresentcommunitypartners, such as the local
councilsandcommissioners.

 

 

Improving Lives Strategy 

This section summarisestheTrustspurpose,history,objectivesandkeyrisks.
 

This year was the secondofthe Trust’s
the Trust achieved thefollowing: 

.Duringtheyear 

Provide The Trust has continued to strengthen the safety, 
outstanding care effectiveness and consistency of care. Progress has been

in the best place made in governance, patient safety, digital support and 
at the right time service resilience. 

Patient safety capability has improved through stronger
investigation processes, investment in human factors training
and dedicated senior clinical input to more complex reviews. 

4 
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The Trust has strengthened its approach to fostering an 

This is improving the quality of analysis and strengthening the
Trust’s ability to learn from serious incidents and coronial
cases. Continued work is underway to make sure learning is
applied consistently in day-to-day practice and that variation in
care is reduced further. 

Digital transformation is supporting a practical difference to
frontline care. The first area of rollout of Nervecentre
electronic patient record commenced in Urgent and
Emergency Care which is improving access to clinical
information and documentation, with early benefits for
visibility of patient pathways and decision-making. 

Patient Safety Partners are making a meaningful contribution
to improvement, governance, recruitment and policy
development. At ward and service level, assurance has also 
become more structured through improvements to 
accreditation and peer review processes. 

The Trust has progressed service developments that support
access and pathway resilience. Outpatient transformation,
including advice and guidance and patient-initiated follow-up,
is helping to reduce unnecessary appointments. 

Newark Hospital continues to play an important role in
delivery of care for local residents, with steps taken to
progress work towards an accredited surgical hub model
which will be delivered later in 2026. 

The Community Diagnostics Centre, based at Mansfield
Community Hospital, has continued to be made ready for its
planned opening date of April 2026. The centre will improve
access to diagnostics for all patients; the programme has also
included an expansion of the range of diagnostics available at
Newark Hospital. 

The Trust installed a replacement modular aseptic dispensing
unit at King’s Mill Hospital, improving the resilience of this essential clinical support service and addressing a 
longstanding infrastructure risk. 
Looking after our People 
The Trust has maintained a strong focus on the health and
wellbeing of its workforce. This includes the expansion and
enhancement of wellbeing spaces, the continued rollout of the
No Hate Here violence prevention campaign, and the provision 
of increased support and tools to address stress, 
musculoskeletal (MSK) conditions, and sexual harassment. 

Empower 
and 
people to be the
best they can be 

support our 

Belonging in the NHS
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Arefreshed and actively promoted talent management
approach has been implemented, alongside enhanced
visibility and uptake of Trust development opportunities. This
includes the expansion of in-house coaching provision and
continued partnership working with SFH and VWNC to
strengthen apprenticeship pathways and work experience
opportunities. 

 
The Trust is progressing an intelligence-informed five-year
strategy, supported by clear workforce plans targeting hard-
to-recruit professions and specialties. This is complemented
by the adoption of new technologies, including automation,
self-service solutions, and appropriate use of AI, such as ESR
Go and Power BI dashboards, to improve efficiency and
support service delivery. 
The Trust has strengthened its approach to addressing health
inequalities, embedding routine use of data to inform decision-
making across services. 

An equity index has been developed to identify variation in
access, experience and outcomes across pathways.
Insights, including links between non-attendance, age and
deprivation, informing targeted service improvements. 

In respiratory care, population health analysis has enabled the
development of neighbourhood multidisciplinary models,
proactively supporting high-risk patients—particularly in more
deprived communities—through coordinated, community-
based care. 

The Trust continues to embed a culture of continuous
improvement through training, delivery of a second
Improvement Week, and recognition of staff contributions via
the Improvement Ambassador Awards. 

A Quality Improvement Network has been established,
alongside targeted improvement support across key
programmes, including diagnostics, theatres and outpatient
services. 

The Improvement Insights Explorer tool has been launched to
strengthen use of benchmarking data, including GIRFT 

inclusive and supportive working environment. This includes
the use of exit interviews to inform improvement, wider
promotion of flexible working opportunities, enhancement of
Equality, Diversity and Inclusion (EDI) policies, and a
continued focus on staff recognition through initiatives such
as long service awards. 

Continuously
learn and improve 

Improve health and
wellbeing within
our communities 

Growing for the Future

New ways of working and delivering care
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Since the Trust’s strategy, Improving Lives, was launched in 2024 there has been
significant national and local change across the NHS including: 

•
• 

New Secretary of State for Health 
Health 10 year plan: Fit for the Future 

• Medium term planning framework 
• Integrated Care Board clustering across Derbyshire, Lincolnshire and

Nottinghamshire and transitioning into a strategic commissioning function
known as DLN 
DLN Integrated Care Board Cluster population health strategy and
commissioning plan 

• 

The strategy has been reviewed as continuing to be fit for purpose across its vision
and 6 strategic objectives and overall direction of travel despite these changes. 
After engagement with colleagues, patients and local residents delivery priorities have 

metrics, to identify opportunities for transformation. 

Quality and consistency have been further supported through
the Ward Accreditation Process and stronger integration of
patient safety learning into improvement priorities. 

The Trust has strengthened financial sustainability through a
multi-year financial plan, supported by a refreshed five-year
capital strategy and enhanced governance. 

Planning now aligns activity, workforce and finance, improving
budget control and delivery against national requirements. 

Investment in finance capability has continued, alongside
delivery of £36.3m efficiencies in 2025/26 and 6.0%
productivity growth. Real-terms resource growth of -3.1%
represents one of the strongest performances regionally and
nationally. 

Partnership working remains central to delivery of the Trust’s
strategy. A comprehensive review has enabled clearer
prioritisation of partnerships with the greatest strategic value. 

Strengthened collaboration with Nottingham University
Hospitals NHS Trust is supporting delivery of shared
programmes, including development of a joint business case
for aseptic dispensing and sterile services. 

The Trust has also enhanced its leadership role within North
Nottinghamshire, supporting neighbourhood delivery, leading
system bids, and working with partners to design and deliver
integrated respiratory services. 

Work
collaboratively
with partners 
in the community 

Sustainable use of
resources and
estate 

Improving Lives refresh 2026 
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been identified for the remainder of the strategy (until 2029) which ensure the strategic
objectives continue to be delivered. 
The three priority focus areas are: 

1. Improving through change
2. Driving best practice 
3. Being a great place to work 

 
The Trust’s vision, values and strategic objectives express its ambition for outstanding
care provided by compassionate people leading to healthier communities. In the next
five years we want to be known as an outstanding local hospital that consistently
delivers quality services for its patients and improves lives. The Trust will achieve this
by delivering consistently outstanding care by compassionate people who feel enabled
and supported to do their best. If our people recommend us as the provider of choice
for their family and friends and as a place to work, we will have gone a long way to
meet this ambition. 

Through the Trust’s risk and control framework the Board of Directors regularly scans
the horizon for emergent opportunities or threats and considers the nature and timing of
the response required to ensure risk is always kept under prudent control. 

The most significant strategic risks facing the Trust continue to be: (i) a significant
deterioration in standards of safety and care; (ii) demand that overwhelms the
Trust’s capacity to deliver care effectively; (iii) critical shortage of workforce
capacity and capability; (iv) failure to achieve the Trust’s financial strategy and (v)
failure to improve lives through partnerships. 

These risks are interrelated and incorporated into the Board Assurance Framework
(BAF) and each has a lead executive director and a lead subcommittee. It is not
envisaged these risks will change over the coming year. The Internal Audit Plan and
Counter Fraud Plan are approved by Board members and are aligned, where
appropriate, with the principal risks in the BAF. 

Working in partnership through the integrated care system, the Trusts place-based
partnership and provider collaborations are a fundamental mitigation to the Trust’s risks.
Its continued focus is on improving internal working processes and practice to ensure
patients receive high quality care in a timely manner, while also using its size, scale and
reach to influence the health and wellbeing of its communities, particularly targeting
those that are typically underserved and underrepresented.

Risks to delivery of objectives 
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 Further details about the Trusts risk management approach is included in the Annual 
Governance Statement, later in this report. 

The Trust is dedicated to realising its vision of improving lives through outstanding care,
provided by compassionate people, enabling healthier communities. This vision
statement includes the commitment and ambition to excel and continually improve the
quality of Trust services. Its four core “CARE” values underpin this and describe the way
in which we will operate: 

• Communicating and working together,
• Aspiring and improving, 
•
• 

Respectful and caring, 
Efficient and safe. 

The Trust develops its services and improves patient care based on evidence. It
proactively seeks and uses feedback from patients and staff, as well as analysing data
that benchmarks the performance of its services against other Trusts. It is vital that its
culture engenders a desire to improve and innovate. That is why it trains colleagues in
the Trust’s improvement methodology. This supports them to take a systematic
approach to improvement, empowering colleagues to turn good ideas into sustainable
reality. 

The Trust is committed to moving from its current foundation trust status to become a
new advancedtrust and is developing a plan and roadmap for achievement. As
guidance is published theTrust will finalise these plans. 
 
Going concern
 
The going concern concept is further covered in IAS 1 – ‘Presentation of Financial
Statements’. IAS 1 requires management to assess, as part of the account’s preparation
process, the Trust’s ability to continue as a going concern. Foundation Trusts therefore
need to pay particular attention to going concern issues. In the event that a Foundation
Trust is dissolved by NHS England (NHSE) any property or liabilities of the Trust may be
transferred to another Foundation Trust, an NHS Trust or the Secretary of State. 

The majority of the Trust’s funding for 2025/26 came through the Nottingham &
Nottinghamshire ICB (N&NICB) via an Aligned Payment Incentive (API) contract, which
includes both fixed and variable elements. The API variable element means trusts are
paid 100% of NHS Payment Scheme (NHSPS) unit prices for elective activity, which
covers most elective ordinary and day case outpatient procedures with an NHSPS unit
price, outpatient first attendances, unbundled diagnostic imaging and nuclear medicine,
and chemotherapy delivery. The fixed element includes funding for all expected activity
other than the variable elements. Similar contracts are in place with Derbyshire and
Lincolnshire ICBs. 

How the Trust is using its FT status to develop services and improve patient care 
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Due to the original break-even plan no revenue support was requested and received
in 2025/26. 

Due to the Private Finance Initiative (PFI) liabilities and associated repayment of
borrowing, depreciation does not self-fund the Trust’s capital expenditure, therefore a
Public Dividend Capital (PDC) request for £15.23m was submitted and agreed to
support the capital programme. 

 

As part of the 2025/26 plan an efficiency target of £45.83m was built in to meet the
planned surplus position of £6.37m, before technical adjustments. The plan also
assumed in year additional non recurrent deficit support of £9.83m to offset the
planned deficit and technical adjustments, resulting in an adjusted break-even
financial plan. This includes centrally managed cost savings and income generation
schemes, as well as a Financial Improvement Programme which is managed by
divisions with the support of the Trust’s Improvement Faculty. The reported financial
efficiency delivery for the year is £36.28m, of which £21.19m is recurrent and
£15.09m non-recurrent. 

Throughout the year the trust has continued to review pay, non-pay and income in order
to agree the efficiency target/plan for 2026/27. This has been set at £34.89m which
represents 6.1% of operating expenses. 

For the year ending 2025/26 the Trust is reporting a deficit of £24.63m which includes
the impact of impairments/gains on the valuation of buildings. Removing this
impairment gain and adjusting the PFI charge to a UK GAAP basis we are reporting a
deficit of £28.998m. This is in line with our adjusted target outturn for 2025/26, agreed
with NHSE inquarter 4 2026. 

Abreakdown of the adjusted financial position is detailed below: 

Surplus / (deficit) for the year 

Other comprehensive income 

Will not be reclassified to income and expenditure: 

Total comprehensive income / (expense) for the period 

(24,629) 

(23,201) 

(28,998) 10

(4,777) 

(3,651) 

Impairments 8

 
Adjusted financial performance (control total basis): 
Surplus / (deficit) for the period 
Remove net impairments not scoring to the Departmental expenditure limit
Remove I&E impact of capital grants and donations 
Remove I&E impact of IFRIC 12 schemes on an IFRS 16 basis 
Add back I&E impact of IFRIC 12 schemes on former UK GAAP 
basis 
Adjusted financial performance surplus / (deficit) 

(24,629)
926

(129)
60,572

(65,738)

1,126

(4,777)
3,557

107
64,000

(62,877)

- 
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During the year a range of additional National capital funding was made available by
NHSE, and the Trust was successful in obtaining funding. This has resulted in the
Trust being awarded additional PDC of £2.96m above the agreed ICB base capital
funding for 2025/26. PDC funding was also received in respect of National capital
programmes of £11.44m relating to EPR, return to constitutional standards (RTCS)
and estates safety. 

In year the Trust did not pay any PDC, based on 3.5% of the net average value of
assets due to the impact of IFRS 16 re-measurement in 2023/24, which has
resulted in negative net assets. 

The financial framework for 2026/27 has been issued and in line with this guidance a 3
year financial plan, which includes capital, was submitted on the 12 February 2026. A
final submission was made on the 28 March. The final plan submitted was agreed with
the ICS partners and indicates a financial break-even position and a capital programme
of (£21.73m). As detailed above the plan includes forecast efficiencies of (£34.89m) 

The 2026/27 plan assumes the continuation of funding mechanisms in place throughout
the 2025/26 financial year. 

In applying the Trust’s accountingpolicies, management is required to make
judgements, estimates and assumptionsconcerning the carrying of amounts of assets
and liabilities that are not readilyapparent from other sources. Estimates and
assumptions are based on historicalexperience and any other factors that are deemed
relevant. Actual results may differfromthese estimates and are continually reviewed to
ensure validity remains appropriate.These revisions are recognised in the period in
which they occur or the current andfutureperiods, as appropriate. 
Operational Performance Overview

At Sherwood Forest Hospitals NHS Foundation Trust, we set out to deliver ‘outstanding
care, provided by compassionate people, enabling heathier communities’. Together, this
will improve lives of our local population. 

The NHS Oversight Framework 2025/26 describes an approach to assessing and
measuring performance for NHS trusts and foundation trusts. It lays the foundations for
the delivery of the 10 Year Health Plan. A focused set of metrics across six domains
contribute to a segment score for each organisation with supporting contextual metrics in
place aligned with the Insightful Board approach. Throughout 2025/26, we remained in
segment three overall, benchmarking between 48  and 60  from 134 trusts nationally.
Within the patient safety and people and workforce domains, we were assessed as being
in segment one. Within the access to services, finance and productivity and effectiveness
and experience domains, we were in segment three during 2025/26 quarter three (latest
published data at the time of writing). 

th th

In terms of access to services, the key areas of focus in 2025/26 included improving
cancer diagnostic and treatment times, speeding up access to key diagnostic tests,
reducing the number of long waiting elective patients, and speeding up access to Urgent
and Emergency Care (UEC) by reducing the number of patients waiting over four and
twelve hours within Accident and Emergency (A&E) departments. 
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The national position for both UEC and planned care (diagnostics, cancer, and elective
care) remained challenged in 2025/26 due to three key reasons: 

1. The NHS has continued to deal with repercussions of the significant planned 
care patient backlogs that developed during the Covid-19 pandemic. 

2. Instances of Industrial Action in recent years resulted in curtailments in planned
care activity (hindering backlog reduction/recovery) across the NHS with staff
working hard to maintain access to services for those patients presenting with urgent
clinical needs. 
3. Demand for UEC hospital services has remained high, with attendance and
admission surges, and challenges in discharging patients with ongoing health and
care needs into community services in a timely manner. 

Key initiatives that we delivered in 2025/26 included: 

• Completed building works, on our Mansfield Community Diagnostic Centre which
opened fully in mid-April 2026 with new pathways, such as lung health tests,
commencing at Mansfield Community Hospital in advance of the new building
opening. 
• Opened a new modular Aseptic Dispensing Unit at King’s Mill Hospital to remove 

one of our significant estates risks without our clinical divisions. 
• Relocated our Stroke Rehabilitation services from our King’s Mill Hospital to our
Mansfield Community Hospital site to consolidate rehabilitation services in our
community settings and release acute beds on our King’s Mill site. This was enabled
through joint working with a local care provider that supports looking after patients
that have completed their acute spell, have no criteria to reside in hospital and are
awaiting packages of care in the community. 
• Completed capital works across several King’s Mill hospital base ward bays to
create flexible bed spaces that can maintain patient privacy and dignity during times
of surge and escalation, ensuring that ‘corridor care’ is not provided across our
general and acute bed base. 
• Our Clinical Decisions Unit was expanded into an area collocated with our
Emergency Department (ED) after learning lessons over the winter period around the
effectiveness of transitional care arrangements and following the collocation of Same
Day Emergency Care and Medical Day Case facilities on the King’s Mill Hospital site. 

• Commenced the building works to redesign our majors area of our ED, which will
continue into 2026/27, providing staff and patients with expanded and more clinically
appropriate space for winter 2026/27. 

The challenges we faced entering and during the year, which are common across the
whole NHS, meant that performance against some of our key targets fell short despite
our best efforts. However, there are also several areas of success against key access
targets to celebrate. 
We have: 

• Delivered strong cancer 28-day faster diagnostic standard performance often 



13 

 
The Trust’s Performance ManagementFramework (PMF) specifies the structures,
systems, processes, and responsibilitiesrequired to embed a culture of performance
management and accountability. Effectiveimplementation supports the delivery of 
national standards and our quality,financial and operational objectives. Our
performance management and oversightmechanisms support people to excel, whilst
managing, understanding, and rectifyingperformance issues. 
This performance management approachisaligned to the NHS Oversight Framework,
reporting in an integrated approach againstquality care, timely care, best value care and
people and culture with key performanceindicators supporting the delivery of the Trust’s
annual strategic priorities. 

 
As detailed in the performance overviewsection, we set out to deliver ‘outstanding care,
provided by compassionate people, enablingheathier communities. Together, this will
improve lives of our local population. To achievethis, we have a Performance
Management Framework (PMF) that tracks and evaluatesprogress with routine
performance reporting to the Trust Board and sub-committees.
 
Performance Management Framework
 

outperforming the national ambition and exceeding our operational plan trajectory
throughout 2025/26. Unfortunately, our cancer 62-day treatment performance has
been variable in-year and not at the level we aspire to deliver for patients. We
have some key challenged tumour sites where we have focused recovery plans
in place that we will continue to work on in 2026/27 

• Reduced the size of our elective referral to treatment incomplete waiting list to close
2025/26 at the lowest level for several years. The progress from additional focus on
elective recovery in 2025/26 quarter four supported some recovery against the 18-
week referral to treatment standard which had been on a declining trend during
quarters one, two and three. 
• Reduced the number of patients waiting over 52 weeks from referral to treatment 

over the course of the year. 
• Delivered significant improvements in the number of echocardiography patients
receiving their diagnostic test within 6-weeks with our March 2026 position being our
strongest for several years. 
• In March 2026 delivered significant improvements against the national four-hour
emergency access standard delivering performance of 77.6% against our nationally
compliant plan of 78%. Our four-hour performance was very strong in 2025/26
quarter one; however, deteriorated alongside an increase in hospital flow challenges
as discharge delays increased from summer 2025. In the peak of winter, our
performance was better than the equivalent period in the previous year and we were
able to deliver rapid improvement in February and March 2026. 

In common with previous years, throughout 2025/26 patients in most need of clinical
attention were prioritised for treatment. 

Operational Performance Analysis 
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In the sections below a summary of operational performancefor each patient care
pathway is described. 
Urgent and Emergency Care (UEC) 
 

Once again, demand for UEC services has been high throughout 2025/2026. The
pressure on services from high patient demand has been sustained, much like many
acute Trusts across the country. The combination of high attendance and admission
demand, length of stay pressures and mismatches in admission and discharge times
meant that, at times, patient demand exceeded the capacity of our hospitals preventing
patients being admitted in a timely basis. 

We experienced a strong 2025/2026 quarter one across our UEC pathway; however,
during the summer period we saw unseasonally high levels of discharge delays which
constrained flow into and through our bed base, resulting in patients staying in our
Emergency Department for longer than we would have wished. The elevated discharge
delays from summer 2025 continued into and over the winter period, easing in February
and March 2026. The combination of our challenges discharging patients in a timely way
together with typical increases in acuity and infections that we see over the winter
months, resulted in a very difficult winter compared to recent years. 

We enacted our Board-approved winter plan and subsequently had to take additional
actions to cope with the level of patient demand on our services. At times during
winter, it was necessary to open additional bed spaces across our wards to balance
risk across our organisation and in January we had to take more formal action and
move into a critical incident to support de-escalation. 

While performance across the UEC pathway has not always been where the Trust would
like it to be, staff continued to work relentlessly to care for patients in as timely and
dignified a manner as possible in, at times, very challenging circumstances. 

Our four-hour emergency access performance has varied in-year with strong
performance in 2025/2026 quarter one, deterioration during the summer months and into
winter, and a very strong recovery in February and March 2026 to close the year
marginally below our operational plan (which was aligned to the national ambition). In 

Performance issues are escalated through service-line reporting to bi-monthly divisional
performance reviews, which inform performance escalation and assurance reporting to
Trust Board and sub-committees. 

We review our key performance indicators and performance report on at least an annual
basis to remain aligned to both external and local strategic priorities. We also consider
our performance against local Trusts and nationally with benchmark reports and data
sitting alongside our local data in many of our Trust Board and sub-committee reports.
Performance against key operational standards in 2025/2026
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every month over winter four-hour performance was better than the same period last
year. 

We havesixdailycapacityandflowmeetingstoprovideoversightandtoagreeactions
to mitigatepotentialflowissuesthatmightdelaytimelypatienttransferinto,throughand
out of ourhospitals.Wecontinuetodevelopandimprovethewaysinwhichweuseour
informationsystemstogainreal-timeoversightofkeyperformanceindicatorstosupport
decision-makingtoprovidethebestpossiblecaretopatients.TheTrustisexcitedabout 
the futuredigitallandscapeasweprogressonourElectronicPatientRecordjourney.
 

DeliveringconsistentlybetteraccesstoemergencycareremainsoneoftheTrust’stop
prioritiesfor2026/2027,makingsurethereissufficientsystemcapacitytocarefor
emergencypatientsalongsidedeliveringplannedcaretothosereferredorwhohave
been waiting.
 
PlannedCare
 

 

We continuetodealwithheightenedbacklogsofelectivepatientsthatdevelopedover
the course ofthepandemic.Electiverecoverycontinuedin2025/26withsomekey 
successes detailedintheperformanceoverviewsectionabove.
 

Planned care activitylevelsforoutpatientproceduresandelectiveinpatientswerestrong
in 2025/2026. We havefurtherworktodoin2026/2027tofocuseffortsonreducingthe
volume of outpatientfollowupsandallocatemoreresourcestoseeingfirstoutpatient
attendances which will,inturn,supportimprovementin18-weekreferraltotreatment
performance. We havecontinuedtoworktogetherwithsystempartnersandlocal
providers to offer support(mutualaid)tohelpprovideequitableaccesstoplannedcare 
services and equalisepatientwaitingtimesacrossthehealthandcaresystem.
 

In 2025/2026 we sawfurtherinstancesofIndustrialActionwherestaffworkingon
planned care pathwayswereneededtosupportpatientspresentingatourhospitals 
requiring immediate clinicalattention.
 

Within outpatients, we havecontinuedstrongperformanceinthedeliveryofAdvice
and Guidance to patientsaswellasmakingexcellentuseofPatientInitiatedFollowUp
(PIFU) pathways ensuringpatientsonlyreturntohospitalwhenneeded.Wehave
sustained the gains wemadein2024/2025fromouroutpatientimprovement
programme in maintainingareducedlevelofdidnotattends(DNAs).Aswelookahead
to 2026/2027 our focusisonreducingunnecessaryfollow-upattendances,further
increasing our ‘one-stop’offerwherepatientsreceiveproceduresatthesametimeas
their first appointment, andembeddingGettingItRightFirstTime(GIRFT)bestpractice. 

We have delivered significantimprovementsinthenumberofechocardiography
patients receiving their diagnostictestwithinsixweekswithourMarch2026position 
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being our strongest for several years in this modality.

 
Improving people’s lives and experience of care is at the heart of what matters to us and
helps to drive the change we want to see. The Fit for the Future: The 10-Year Health
Plan for England seeks to improve patient outcomes, enhance productivity, and reduce
the burden on hospitals. We are committed to supporting this plan and the associated
three key pillars which include: from hospital to community, from analogue to digital; and 

 

For our cancer patients, we consistently delivered against our plans for the 28-day faster
diagnosis standard during 2025/2026. Our performance against the 31-day and 62-day
treatment standards has not always been at a level that we aspire to deliver for patients;
although we have concluded the year with our strongest performance against the 31-day
standard for several years. We have some issues affecting multiple tumour sites that we
have (and in some instances continue to work) to resolve that include histopathology and
radiology capacity constraints and theatre capacity challenges, in part, driven by
constrained anaesthetic capacity. Alongside these overarching challenges, the Trust has
some specific service-related issues, for example, some service-level mismatches in
capacity and demand in services such as Urology and Lower and Upper Gastrointestinal. 

We remain focused on progressing actions to mitigate the risks to our cancer standards
on a month-by-month basis, while addressing the underlying challenges. Recovery plans
are in place with regular performance reporting taking place via Integrated Performance
Reports to the Trust Board. 

Echocardiography improvements supported gains in our overall diagnostic DM01
performance (national standard for a bundle of 15 diagnostic tests) during 2025/2026. We
have experienced a surge in early 2026 in ultrasound referral demand which has caused
a DM01 performance challenge in March 2026 and we are working closely with system
partners as we head into 2026/2027 to understand and resolve this area of challenge. As
we enter 2026/2027 we look forward to enhancing our diagnostic offer following the
opening of our Community Diagnostic Centre at Mansfield Community Hospital in mid-
April 2026. 

During 2025/2026 we have successfully reduced the number of patients on our elective
waiting list including those with long waits (over 52-weeks). In 2025/2026 quarter four we
successfully reversed a deteriorating trend in the proportion of patients on a referral to
treatment pathway treated within 18-weeks alongside a national drive to improve elective
care performance; a position we hope to be able to build on during 2026/2027. 

 
Forward look 

Cancer standards 
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from sickness to prevention.

As we look forward to 2026/2027 and beyond, we have further exciting developments
including: 

• CompletingthebuildandopeningournewMRIfacilityatKing’s Mill Hospital that will
delivertwonewMRIscannersandbringallourMRIscanners under one roof removing our
reliance on relocatable scanners.
• EnhancingthespaceandenvironmentinourEmergencyDepartment creating a
biggerfootprintinourmajorsareatohelpreduceovercrowding and improve
patientandstaffexperiencefollowingsupportwithnationalfunding.
Nationalfundingsecuredwithworkstotakeplaceinquarters one and two to
improve our sterile services department.
• 

• Deliveringkeyimprovementprogrammesforoutpatients,theatres and to support 
optimisedpatientlengthofstayandimproveefficiencyandproductivity.
TakingfurtherstepstowardsthefullrolloutofourElectronic Patient Record
system.

• 

• ContinuetoinvestinourcommunityhospitalsatNewarkandMansfield to support the
provisionofcareclosetopeople’shomesandeasepressure on our King’s Mill Hospitalsite.

• Secure accreditationasanelectivehubtoprovideavisible marker of high standards
thatcanbecommunicatedtopatientsandstafftoenable strong take up of hub
treatmentoffersandtorecogniseandrewardexcellence in operational
management,clinical standardandpatientexperience.

 
Emergency PlanningResilience&Response(EPRR)
 
We have an Accountable Emergency Officer (our ChiefOperatingOfficer) with Board
level responsibility for Emergency Preparedness. 

As a category one responder under the Civil Contingencies Act 2004 we have several
obligations: 

Assess the risk of emergencies occurring and use this to inform contingency planning 
• Put in place Emergency Plans 
• Put in place Business Continuity management arrangements 

Put in place arrangements to make information available to the public about civil
protection matters and maintain arrangements to warn, inform and advise the public in
the event of an emergency 

• Share information with other local responders to enhance co-ordination 
• Co-operate with other local responders to enhance co-ordination and efficiency 

Annually, we are assessed against the EPRR Core Standards. This involves raising
evidence against 62 standards. We are currently rated as ‘Substantial’ in compliance,
with a 97% compliance, meaning the organisation is fully compliant against 89-99% of 
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The risk of a major incident is captured as Principal Risk 7 within the Trust’s Board
Assurance Framework. 

the relevant NHS EPRR Core Standards. 

We engage with our partners to assess risk and plan for system-wide incidents and
emergencies and respond to any business continuity, critical or major incidents using
robust plans and policies. 

The Board of Directors is the team responsible for the management and performance
of the organisation and for setting the future strategy. Our Board has overall

responsibility for the preparation and submission of the Annual Report and Accounts; 

 
Reporting to the Accountable Emergency Officer (AEO) via the Associate Director of
Operations - Urgent and Emergency Care, the Emergency Planning and Business
Continuity Officer operates within an annual work plan. This includes regular
exercising of emergency plans and the training of relevant staff within the Command-
and-Control sector. 

 
Figure 1 – EPRR Core Standards compliance rating 

Accountability Report 

Directors’ Report 

Board of Directors 
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Graham Ward 

Barbara Brady 

Manjeet Gill

Steve Banks 

Dr Andy Haynes 

Andrew Rose-
Britton 

Neil McDonald 

Richard Cotton 

Non-Executive
Director 

Acting Chair
Substantive

Chair 
Non -Executive

Director 
Senior

Independent
Director

Non-Executive
Director

Non-Executive
Director

Specialist
Advisor

Non-Executive
Director

Non-Executive
Director 

Non-Executive
Director 

01/12/2015 

25/05/2024

11/02/2025

01/10/2018 
01/11/2021 

01/11/2018

01/12/2021

18/04/2021 

01/04/2022 

07/12/2023 

01/02/2025 

25/05/2026 

18/04/2025 

the Board considers the Annual Report and Accounts, taken to be fair, balanced, and
understandable, and provides the information necessary for patients, regulators, and
other stakeholders to assess the Trust’s performance, business model, and strategy. 

The primary responsibility of our Board of Directors is to promote the long-term success
of the organisation by creating and delivering high quality services within the funding
streams available. Our Board seeks to achieve this through setting strategy, monitoring
strategic priorities, and providing oversight of implementation by the Executive
Management Team. In establishing and monitoring its strategy, our Board considers,
where relevant, the impact of its decisions on wider stakeholders including staff,
partners, and the environment, so far as the Directors are aware, there is no relevant
audit information of which the NHS Foundation Trust’s auditor is unaware, and the
Directors have taken all the steps that they ought to have taken as Directors to make
themselves aware of any relevant audit information and to ensure the NHS Foundation
Trust’s auditor is aware of that information. 

The individuals who served at any time during the financial year as directors were as
follows: 

Name Job Title Commenced
in post 

Seconded to
another role 

Termination
date 
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Philip Bolton

Rachel Eddie 

Lisa Maclean 

Sir Jonathan
Nguyen-Van Tam 

Dr David Selwyn 

Non-Executive
Director

Associate Non-
Executive
Director

Executive
Medical Director

Acting Chief
Executive 

Chief Nurse 

Chief Operating
Officer 

Interim Chief
Finance Officer 
Chief Finance

Officer 

Director of
People 

Director of
Corporate Affairs 

Acting Medical
Director 

Chief Medical
Officer 

01/02/2025 

01/02/2025 

09/12/2019 

20/05/2024 

30/05/2022

25/07/2022 09/06/2025 

 
The balance, completeness and appropriateness of the Board membership is reviewed
periodically and upon any vacancies arising among either the Executive or Non-
Executive Directors. The balance of skills is appropriate to the requirements of the
organisation. Board Directors are required to declare any interests that are relevant and
material on appointment, or should a conflict arise during their term. A register of Board
members’ interests is maintained by the Director of Corporate Affairs and is published
annually as covered later in this Annual Report. Board Directors are also required to
meet the Fit and Proper Persons Test which is evidenced in their individual personal
files. 

Graham Ward, who was appointed substantive Chair with effect from 25  May 2024,
declared an interest as a Non-Executive Director and Interim Vice Chair at Queen
Elizabeth Hospital (QEH), King’s Lynn NHS Foundation Trust that ended on 31
October 2025. 

th

st

19/05/2024 

26/10/2025 

Richard Mills 

Rob Simcox 

Sally Brook
Shanahan 

Dr Simon Roe 

01/10/2021 

10/06/2022 

10/06/2022 

15/05/2023 

20/05/2024 

03/02/2025 
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Register of Interests 

Attendance at Board meetings 
Public Private 

The Register of 

Name 

Jon Melbourne 

Dr David Selwyn 

Dr Simon Roe 

Sally Brook Shanahan 

Richard Mills 

Rob Simcox 

Philip Bolton 

Simon Illingworth 

Rachel Eddie 

Graham Ward 

Barbara Brady 

Manjeet Gill 

Steve Banks 

Dr Andy Haynes 

Andrew Rose-Britton 

Neil McDonald 

Richard Cotton 

Lisa Maclean 

Sir Jonathan Nguyen Van-Tam 

Actual 

2

4

5

6

6

6

5

3

1

6

4 

5 

5

1

6

6

6

6

2 

Possible 

2

4

6

6

6

6

6

4

1

6

6

6

6

1

6

6

6

6

6 

Actual 

2

5

6

7

7

7

5

3

1

6

5

6

5

1

7

7

7

7

2 

Possible 

2

5

7

7

7

7

7

4

1

7

7

7

7

1

7

7

7

7

7 

Interests for all membersof our Board is reviewed regularly and 
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In accordance withhistorical andintended future practice, no political donations were
made during the yearended 31stMarch 2026. 

The Trust has complied with the cost allocation and charging requirements as set out in
HM Treasury and Office of Public Sector Information guidance. 

published annually on our website Register of Interest 2025 - 2026 The register is
maintained by the Director of Corporate Affairs, who is based at Sherwood Forest 

Hospitals NHS Foundation Trust, Trust Headquarters, Level 1, King’s Mill Hospital,
Mansfield Road, Sutton-in-Ashfield, Nottinghamshire, HG17 4JL. 

All members of our Board and Council of Governors must disclose details of company
directorships or any other positions held, in general and more specifically with
organisations who may trade with the organisation. 

The Trust maintains NHS Litigation Authority insurance, which gives appropriate cover for
any legal actionbrought against our directors to the extent permitted by law. 

Unless other terms are agreed,TheTrust is required to pay its creditors within 30 days of
the receipt of goods or a validinvoice, whichever is the later. This is to ensure that it
complies with the Better PaymentPractice Code. 

The Trust compliance fell in yearagainst the 95% in year target. This has been reported
to and is being monitored by theAudit and Assurance committee. 

Trust performance against thismetric is shown as follows: 

Cost allocation

Political donations

Better Payment Practice Code

2025/26 2024/25
Number £000s

320,083
253,161
79% 

Number £000s
324,46
6
235,85
6 73%

68,055
35,241
52% 

66,694
17,790
27% 

 
 

1,759
833
47% 

 28,059  
20,494

 
 

2,250
632
28% 

 30,258  
24,196

73% 80%

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

Total NHS trade invoices paid in the year 

Total NHS trade invoices paid within target

Percentage of NHS trade invoices paid within target

https://www.sfh-tr.nhs.uk/media/ypwmhxea/register-of-interest-2025-2026.pdf
https://www.sfh-tr.nhs.uk/media/ypwmhxea/register-of-interest-2025-2026.pdf
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Income Disclosures
 
The Trust has metthe requirement under Section 43(2A) of the NHS Act 2006 (as
amended by the Health and Social Care Act 2012) that the income from the provision of
goods and servicesfor the purposes of the health service in England must be greater than
its income fromthe provision of goods and services for any other purpose. Other income
generated bythe Trust was used to support the provision of its health services.

Late Payment Interest 
Legislation is in force which requires Trusts to pay interest to small companies if
payment is not made within 30 days, known as the Late Payment of Commercial Debts
(Interest) Act 1998. The Trust paid £1k in claims under this legislation. The total
potential liability to pay interest on invoices paid after their due date during 2025/26
would be £ 266.49k. (2024/25 £295.68k). There have been minimal claims under this
legislation, therefore the liability is only included within the accounts when a claim is
received. 

All of this relates to non-NHS invoices; none relates to NHS healthcare contracts. 
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Well-Led Framework 

 

Care Quality Commission
The CQCundertookanunannouncedinspectionofEndofLife(EoL)servicesand

 

nd 

th th pathwaysatNewarkHospitalon25 and26 November2026.Inspectorsconfirmedthat
this wasaplannedvisitandnotpromptedbyanyconcernsabouttheservice.Two inspectors
attended: our CQC relationship owner and a specialist advisor in palliative care. 
During theinspection,theteamvisitedSconceWardandCastleWard,speakingwith staff
acrossalldisciplines,aswellaspatientsandfamilies.Theyreviewedthenewly refurbished End
of Life rooms and received extremely positive feedback fromthe family ofa
patientreceivingEoLcareonSconceWard.

Grant ThorntonUKLLPwascommissionedtoundertakeadevelopmentalWell-Led 
GovernanceReviewinthecontextoftheCQC’supdatedassessmentframework,that
delivereditsfinalreportinJanuary2025andbuiltonthepreviousexternalWell-Led review
oftheorganisation,thatreportedinMarch2022.
 
The Well-LedreviewisanimportantassessmentfortheTrust,becausetrustsare
expectedtoadviseNHSEofanymaterialgovernanceconcernsthathavearisenfrom the
reviewandtheactionplaninresponsetothoseconcerns.Importantlyitalsoprovides the
opportunityfortheTrusttofullyunderstandthestrengthsandweaknessesofits current
governancearrangementsandimplementactionsatanappropriatepace.
 
The Review’soverallconclusionisthattheTrustisawell-ledtrust.Itreportedthat
comparedtotheinitialdevelopmentalreview,theTrusthasmaintainedstrong
assessmentsinthemajorityoftheareascoveredbytheWell-LedKeyLinesofEnquiries
(KLOEs)andhasdeliveredonmostoftheactionsagreedaspartofthatpreviousreview. It went
ontoconfirmtheTrusthasstronggovernanceprocesseswhichcontainmany
elementsofgoodpracticeandwithnosignificantdevelopmentareas,andforthose
developmentareasthatwereidentified,theTrustwasawareofthemandalreadyinthe process of
discussing and implementing actions to address them.
 
Given thecontextualchangesandchallengescomparedwiththepreviousreview, narrative in
the final report acknowledged it was a testament to the Trust’s strong
processesandleadershipthatithadbeenabletomaintaintheassessmentswhenmany

other trustswouldhavestruggledwiththeirimpact. Thesechallengesincludedthe
transitional period for leadership, challenges within the wider system and financial

pressures and enhanced scrutiny. A total of 33 recommendations were made in five
areas for development: Leadership, Improvement, Strategy, Partnerships and

Freedom to Speak Up. The Board received regular progress updates with the final
responses to the Action Plan signed off at its meeting held in public on 2 April 2026.
On-going development and collation of supporting evidence continues to ensure action
outcomes are embedded.
The Boardagreedtoconsiderthecommissioningofafollow-onreviewin2027/28.
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We continue to receive positive feedback for our prompt responses to CQC queries, the
clarity and quality of the information we provide, and the timely actions taken as a result.
Monthly good-news updates are routinely shared with the relationship owner to ensure
the CQC remains sighted on our achievements and areas of progress. 
The Trust maintains an excellent and constructive relationship with the CQC. Regular
engagement meetings are held, with agendas developed collaboratively to support open
discussion and shared understanding. The CQC continues to be invited to the Patient
Safety Incident Review Panels, the Patient Safety Committee, and the Patient Safety
Incident Response Oversight Group. 
We also actively encourage colleagues from both the CQC and the Integrated Care
Board to visit wards and departments, supporting transparency, partnership working, and
continuous improvement. 

Inspectors also undertook a detailed review of the environment and equipment, including
resuscitation trolleys and emergency equipment checks. Case note reviews focused on
ReSPECT forms, MCA/DoLS, consent and care planning. 
The final report, published on 7 April, confirms that Newark Hospital has retained its
overall CQC rating of Good, with all five domains, Safe, Effective, Caring, Responsive,
and Well-led remaining stable and rated as good. The findings highlight the hospital’s
continued strong performance, characterised by consistent quality of care, positive patient
experience, dependable access to services, and solid leadership and governance. 

Notably, the CQC identified significant progress in End of Life Care, which has improved
from Requires Improvement to Good, reflecting meaningful enhancements in service
delivery and patient support. 

Inspectors also awarded the service a rare Outstanding rating in one area (Caring),
recognising exemplary practice and the impact of sustained quality improvement
efforts The CQC also conducted an onsite inspection on 9  & 10  March which
formed part of their winter pressures programme. A team of eight inspectors focused
on the Emergency Department (including paediatrics), Medicine wards and Medicines
management. Following the onsite inspection the CQC submitted a comprehensive
information request for both the Urgent & Emergency Care and Medicine divisions.
The draft report is awaited. 

th th

During 2025/26 we received 39 enquiries from the CQC relating to: 

1) Potential section 42 requests 
2) Whistleblowing 
3) Requests in relation to incident investigations and inquests. 
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Aims

Vision 

Patient Care
 
 
The vision tosupport local people to be healthier is supported by our values of:
 
Communicating and working together 
Aspiring and improving 
Respectful and caring 
Efficient and safe. 

 
Patient Safety & Quality Strategy 2025-2029 
The Trust’s Patient Safety & Quality Strategy 2025-2029 sets out the direction, delivery
model, and ambitions to ensure safe, effective and high-quality care for all patients. The
strategy is informed by national policy, Integrated Care System (ICS) priorities,
organisational learning and extensive engagement with patients, carers, staff and system
partners. It prioritises continuous quality improvement, reduction of health inequalities and
strengthened integration across services. Progress will be monitored through regular
reporting to the Quality Committee and Board-level oversight, bi-monthly through a safety
and quality report presented to the Quality Committee, Board sub-committee chaired by
one of the Non-Executive Directors. 

Vision, Aims and Priorities 

Deliver outstanding care 
Support compassionate people 
Improve the population health outcomes 

Outstanding care, delivered by compassionate people,
communities 

The Trust has robust systems and processes in place to enable colleagues to celebrate
where excellent, safe, high-quality care is provided, and also to identify quickly areas of
focus for further improvement. 

Patients at King’s Mill Hospitals’ Emergency Department have reported that they are
some of the most respected patients in the region and are receiving some of the best
care and treatment, according to the latest independent Care Quality Commission
Urgent and Emergency Care patient survey. Sherwood Forest Hospitals has scored
well for the way that following a first assessment, the nurses/doctors kept patients
informed of next steps (9.5 out of 10), information provided by hospital staff enabled
them to care for their condition at home (9 out of 10) and the respect and dignity
patients received (8.3 out of 10). 

resulting in healthier •

•
•
•
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Align systems across the trust/refocus on fundamentals 
The Trust is continually expanding and enhancing the rollout of the EPR across the digital
platform, with implementation progressing in phases as part of an ongoing transformation
programme.
Focus on aworkplace culture that values teamwork, communication, safety, and
job satisfaction 

Priorities 

•
• 

Insight: 
Involve: 

• Improve: 

Part 1 

Insight: Develop robust systems for understanding patient safety 
Focuses on strengthening how the organisation understands, identifies and responds to
patient safety risks through improved systems, data and learning approaches. 
Strategy Measure and Delivery 

We will continue to understand patient safety by enhancing current systems and
implementing new systems and processes to draw upon multiple sources of
patient safety information 

•

•

Developrobustsystemsforunderstandingpatientsafety 
Strengthenpatientand communityengagement
Deliver sustainable quality improvement programmes

All divisions attend twice weekly PSIRG meetings and deliver a quarterly PSIRF
Oversight report detailing of incidents, investigations and engagement at a
divisional level. 
Level 1 Patient Safety Training is available on the E-learning platform for all staff 

Datix training has been delivered to specialty governance teams and preceptorship
nurses, supported by an e-learning package for all staff. This has strengthened
staff confidence and helped embed a positive reporting culture. 

Incident themes and actions are now consistently recorded within Datix, enabling
effective monitoring and shared learning across all divisions. 

Rapid review processes are fully embedded, ensuring divisions take ownership of
learning responses and escalate cases to PSIRG in line with PSIRF. Divisions also
provide assurance through PSIRF oversight meetings, demonstrating themes,
trends and cross-divisional collaboration. 

Patient safety capability has been strengthened with the appointment of five
clinical patient safety investigators (Histopathology, Emergency Medicine, Trauma
& Orthopaedics, Anaesthetics and Gynaecology). A further 14 staff from a range of
areas have completed PSIRF training. 

•

•

•

•
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to undertake 

 
The aim is to embed meaningful patient, family and community involvement in all aspects
of care design, delivery and evaluation 

Preceptorship and leadership training: Training is delivered through preceptorship and
leadership programmes to strengthen staff awareness and confidence in resolving
concerns. 
Friends and Family feedback: Friends and Family feedback is embedded across the
Trust, with rising response rates. Staff can access ward- and unit-level feedback via the
Envoy platform to support continuous improvement. 
Patient Experience engagement: The Patient Experience team hosts monthly Coffee
and Connect sessions, inviting the public to discuss quality improvement and service
design. These sessions generate new ideas and attract volunteers for emerging
projects. Two Patient Safety Partners also attend key meetings, including PSIRG and
the Patient Experience Committee, ensuring the patient voice is central to all
discussions. 

 
Ward accreditation — The ward accreditation programme is now fully embedded across
the Trust. Wards and units deliver targeted quality-improvement projects informed by
themes and data packs generated through audit. 
Integrated Care System collaboration — The ICS continues to drive its vision to improve
population health, reduce inequalities, enhance productivity and support wider socio-
economic outcomes. 
A key example is the East Midlands Acute Provider (EMAP) digital quality-improvement
project, which is standardising falls-risk assessments across the region. 
MNVP engagement — Ongoing engagement with the Maternity and Neonatal Voices
Partnership (MNVP) ensures service users remain central to shaping maternity and
neonatal care. 

 
The PSOG, established in June 2025, meets bi-monthly and is co-chaired by the Lead
Advocate and Head of Midwifery. It brings together representatives from all perinatal
services to review feedback themes from women and birthing people and agree actions
for improvement. Its core aim is to strengthen safety, equity and quality across perinatal
care, enhancing both service-user and staff experience. 
Patient Stories: Patient Stories are presented bi-monthly to the Nursing Midwifery &
AHP Committee and Trust Board to support learning, reflection and continuous
improvement. 

Provide Welcomingand EnvironmentSafecare

Involve: Elevating Care through Compassionate Communication

Patient centered culture of improvement with an expectation of codesign with 
patients andcolleagues 

Patients and the wider community are partners co-designing services and
improvements 
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Next Steps 
The Trust will strengthen its approach to measuring and delivering improvement by
translating strategic priorities into clear, defined metrics and targets. Progress will be
routinely monitored and reported, ensuring actual performance is consistently
benchmarked against planned trajectories. Feedback from patients, governors and staff
will be actively sought to inform evaluation of performance, with a responsive approach
taken to refine measures as required. This will enable the organisation to remain agile,
ensuring that its priorities continue to reflect achievement, learning and any emerging
challenges. 

The Improvement Faculty has continued to sustain a broad programme of improvement
activity, providing targeted support across a range of clinical services and strategic
priorities. Key areas of delivery include: 

Improve: Design and support programmes that deliver effective and sustainable
change 
Senior leaders continue to champion a culture of continuous improvement by modelling
expected behaviours and supporting teams to develop solutions. Staff are encouraged
to identify opportunities for improvement, supported by access to coaching, training and
mentorship within a psychologically safe environment. 

Care is informed by consistent, high-quality training, guidelines and evidence. Regular
contact with the Care Quality Commission and ongoing peer reviews ensure divisions
remain prepared for regulatory assessment. The introduction of PSIRF has
strengthened the Trust’s learning response, with actions now systematically captured
and tracked through Datix. 

Continuous improvement is further supported through research, benchmarking and
clinical audit, with findings routinely discussed through governance structures.
Improvement initiatives are showcased across organisational forums, and annual
appraisals provide structured feedback and clear objectives for staff development. 

The Trust remains committed to tackling inequalities in outcomes, experience and
access. The Improvement Faculty provides a space for sharing project ideas, while
Friends and Family feedback and Coffee and Connect sessions promote an open,
inclusive culture. Engagement with local universities, Step into the NHS events and
school-based interview support help widen participation and strengthen future workforce
pipelines. Themes and trends from Patient Experience surveys, including dementia and
carer feedback, continue to inform targeted improvements. 

• Training – Full programme of Improvement and Project Management training has
been delivered, including contributing to the delivery of the system-wide QSIR
practitioner course. 

• Quality Improvement Network – Formally launched the Network in February
2026, with the inaugural network meeting having taken place. The network aims 

to sustain and refresh improvementcapability, while supporting the sharing of 
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learning and best practice. 
• Programme Support – Continued to provide improvement support to the Emergency
Care, Diagnostics, Theatres and Outpatients Programmes. Support will continue
through the revised 2026/27 programme structure, including the refreshed
Emergency Care Programme and a redesigned Planned Care Programme. 

• Mansfield Community Diagnostic Centre (CDC) – Provided Programme and Project
support for the CDC Programme, which successfully opened in April 2026. 

• Working to Achieve Value and Excellence (WAVE) – Completed the second WAVE
review with the Rheumatology Service. Multiple improvement opportunities identified. 

• Data and Analytics – Continued to socialise and develop the Improvement
Insights Explorer Tool and roll-out the Healthcare Evaluation Data (HED) system. 

• Bespoke Project Support – Responded to more than 20 requests for bespoke
improvement support, including process mapping and experience-based design

projects. 
• Patient Safety Learning – Continued to translate learning from patient safety
incidents into future improvement priorities, while providing improvement expertise
and support to the Patient Safety Incident Response Group (PSIRG). 
• Clinical Audit – Continue to utilise audit outcomes to identify new improvement 

opportunities and to provide targeted improvement support. 
• Codesign and Coproduction – Strengthened engagement with the Council of
Governors to support patient and public involvement across all aspects of
improvement activity. 

 
The Trust has established a comprehensive and leadership framework that ensures the
quality and safety of care are consistently monitored across all services. The Board
remains committed to maintaining strong governance arrangements and ensures that
robust structures and processes, both at Board level and throughout the organisation, 

support the continuous oversight of quality performance. The effectiveness of these
arrangements is routinely reviewed through internal and external audit processes. 

The Trust maintains well-developed and effective governance systems and reporting
mechanisms to ensure that quality objectives are clearly defined, regularly monitored,
and that timely action is taken where performance falls below expected standards. The
Patient Safety Committee provides oversight of the Trust’s quality governance,
supported by clear ‘ward to board’ reporting structure that offers assurance that
patients receive high-quality, safe care. 

The Patient Safety Committee operates under the oversight of the Executive team and
meets regularly, providing assurance to the Trust Board’s Quality Committee. Quality
and patient safety performance metrics are routinely reviewed and triangulated with
additional sources of intelligence prior to the inclusion in Trust wide reporting. This work
provides assurance regarding compliance for the Care Quality Commission (CQC)
standards and NICE guidance. Risks to clinical quality are actively identified, prioritized
and managed, and learning is embedded through patient safety investigations, divisional
responses, Duty of Candour processes, inquests, claims, complaints and patient
feedback. 

 
Quality Governance 
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Involvement of Governors

 
Patient Care: Improvements in patient/carer information 
The patient information service continues to provide evidence-based, clinically accurate,
easily understandable and up-to-date information that aims to improve patient
satisfaction, experience and safety by helping patients and their families/carers to better
understand their care and treatment. 

Over 800 patient information leaflets are stored in an easily accessible patient
information library on the Trust’s public-facing website. Following the May 2025 launch
of the Trust’s new public-facing website to ensure we meet EU accessibility standards,
provide up-to-date content and improve security, further improvements to the patient
information leaflet library are planned. This includes plans to convert leaflets from PDF 

The Council of Governorshas continued to play an important role in the delivery of
safe, high-quality care, working in partnership with the Board of Directors, giving it
support and advice to helpshape the Trust’s plans and ensure high quality services
are delivered. During 2025/26 members of the Governing Body have taken an active
role in formal and informalvisits to wards and departments, and have provided an
invaluable, impartial, andobservational perspective on how the Trust conducts its
business. 
The Council of Governorscontinues to support the Quality Committee acting as
representatives of patients,the public and staff and providing a direct link between the
Trust and the communitiesthey represent. 

format into individual HTML webpages to make them even easier for patients to
access. 

On the Trust intranet, the patient information leaflet section has information to help 
colleagues to produce patient information leaflets for their respective
specialties/services. There is a policy and guides on how to create a new leaflet or
review and update an existing leaflet, and advice on writing a leaflet in line with the
average reading age of local communities. 

As a signatory to the Patient Information Forum (PIF) Health and Digital Literacy
Charter, the Trust is committed to tackling health equalities, mainly poor health, and
digital literacy among the local population. Aspiring to become health and digital
literacy friendly, training is in place for Trust staff to learn how to support people with
low levels of health and digital literacy. 

To improve further, effective patient communication, an increasing number of QR code
posters are in use across the Trust linking to relevant Trust-approved patient
information leaflets or official sources such as the NHS website. The aim is for patients
to access the information they need more quickly and easily on digital devices, while 
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Communication issues are the most 

also reducing the useofprintandpaperinlinewiththeTrust’sGreenPlanambitions. While
these postersdonotcompletelyreplacedirectwebsitedownloadsorpaper copies (due to
poordigitalliteracy)theyaimtoenhancepatientandstaffexperience.

SFH is committedtoresolvinganyconcernsattheearliestopportunityandthisisoften
achieved throughthepatient,relativeorcarerdiscussingtheirconcernsdirectlywith the
team.  ThePatientExperienceTeam(PET)providesconfidentialadviceand support to
anypatient,relativeorcarerwhomaynotfeelcomfortableraisingtheir concern with
thedepartmentorservicedirectly,or,wheretheyhavedonesobuttheir concern
remainsunresolved.ThePETaimstoresolveanyconcernsthatareraised with them
quicklyandinformally.

SFH operatesacentralisedcomplaintsserviceensuringthatapatient-centred approach is
taken to the management of complaints. All complaints received are thoroughly
investigated and responded to within a timely manner, within an agreed timescale
ranging from 25 to 60 working days dependent on complexity. This means that
complainantswillbeadvisedofamorerealisticexpectedresponsedateand therefore
reducing the frustration often felt by complainants when responses are overdue.

Learningandimprovementsthatresultfromindividualconcernsorcomplaintsarealso
analysed to identify any themes and the intelligence generated is shared across the
organisation to drive the necessary improvements.
 
During 2025/26wehavereceived375complaints,a395%increasecomparedto 2024/25.  Of
thecomplaintsclosedin2025/2644%werecompletedinagreed timescales
demonstratinga6%increasefromthepreviousyear.
 
Whilst performance againstthetimeframesstandardwasnotedtobereduced,all
complainants were kept updatedontheprogressoftheircomplaintandanapology was
provided to all complainants.

The top five themes for complaints2025/26arehighlightedbelow.

 

 

 

 

frequently reported sources of dissatisfaction.

Complaint Handling

Communication - Nurse/Midwife
Communication - Doctor
Care & Treatment - Nursing
Clinical - Assessment
Clinical - Treatment
To t al

 

Clinical Support, 
Urgent and Women and 

Therapies and Corporate Division Medicine DivisionSurgery Division
Emergency Care Children's Division

Outpatients Total
3
0
2
0
0
5 

1
0
0
0
0
1 

13
6
6

13
1

13
11

8
6
7

1
5
2
0
6

9
3
6
4
4

26

40
25
24
23
18

13039 45 14 
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In its PartnershipStrategy,theTrustcommittedtoacting as a strong system leader and
partner, deliveringmeaningfulbenefitsforitscommunities. Success in this role will directly
supportanumberofnationalprioritiesandpolicy objectives, including improving the quality of
andaccesstocare,securingvulnerableservices, establishing an effective
neighbourhoodhealthframework,supportingthedevelopment and training of the future NHS
workforce,andachievingadvancedfoundationtrust status. 
During 2025/26,theTrusthastakensignificantand tangible steps to realise this
ambition. Thisincludesleadershipofseveralkeyprogrammes: 

• Conveningandleadingmulti-agencybidteams comprising healthcare
providers,localauthorities,andcommunityand voluntary sector partners. These
partnershipssuccessfullysubmittedapplications in summer 2025 to
participateintheNeighbourhoodHealthImprovement Programme, and again in
March2026forIntegratedCareBoard(ICB)transformation funding. Both
initiativesaredesignedtoacceleratetheimplementation of neighbourhood health
modelsacrossNorthNottinghamshire.
• DevelopingtheNorthNottinghamshireTargetOperating Model, which sets out 

Concerns surrounding clinical assessment have increased whilst nursing care and 

treatment and clinical treatment remain in the top 5 reported themes. 

Of the complaints responded to within 2025/26, 66% were upheld or partially upheld,
showing an increase of 16% when compared to the previous year. This has provided an
opportunity for learning and service improvements. 

A total of 22 complaints were re-opened in 2025/26 because the complainant had
raised additional concerns to the original complaint. This demonstrates a 16% increase
in re-opened complaints from 2024/25. All requests are formally responded to, reiterating
the options relating to the next steps, which include Public Health Service Ombudsman
(PHSO), independent advocate and access to medical records procedures. 

In 2025/26, the PHSO initiated 6 new complaints reviews, closing 2 without further
investigation. The Trust are awaiting a decision from the PHSO on whether a formal
investigation will be undertaken for 2 of these cases, 1 case remains under investigation
and 1 was closed after financial redress was awarded. 2 historic cases were also closed
in 2025/26 with no further action. 

The Trust is taking action to improve these percentages, including sharing data with all
divisions, enabling learning in all areas, and triangulating with other data collection
sources to improve patient feedback. 

Action plans continue to be developed, to outline learning and improvements from the
complaints received, and the data is collated and analysed for any themes and trends
enabling service improvements. 
Working in partnershipandstakeholderrelations
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a clear framework through which local providers will integrate to deliver
coordinated, community-based care. 

• Establishing a Respiratory Integrated Neighbourhood Team, a consultant-led
model working collaboratively with general practice, community services, and the
voluntary sector to deliver joined-up care for patients. 

These three interdependent programmes are central to the Trust’s strategic ambitions
and will play a critical role in supporting the wider health and care system to improve
population health outcomes. 

Through this work, the Trust has strengthened its contribution to the Mid
Nottinghamshire Place-Based Partnership, covering Ashfield, Mansfield, Newark, and
Sherwood. This partnership brings together six Primary Care Networks, community and
voluntary services, district councils, NHS trusts, other healthcare providers, and public
health teams. Over the past year, the partnership has established integrated
neighbourhood teams across the locality, expanded access to social support, and
enhanced prevention initiatives such as the Best Years Hubs and smoking cessation
services. 

The Trust continues to play a leading role within the Nottingham and Nottinghamshire
Integrated Care System (ICS), which unites NHS organisations, local authorities, and
the voluntary sector with a shared ambition to enable people to live longer, healthier,
happier, and more independent lives. During the year, the Trust has contributed to
delivery of the ICS Joint Forward Plan, outlining how partners will collectively implement
the system strategy. In due course, this will transition into the Cluster Integrated Care
Board’s five-year commissioning plan. 

In 2025/26, the Trust prioritised its strategic partnership with Nottingham University
Hospitals NHS Trust. This collaboration has progressed at pace, with governance
arrangements established early, including a Committee in Common, a Non-
Executive- led committee, and an Executive-led Acute Services Oversight Group. A
clear programme of work is now in place, encompassing both clinical and non-clinical
workstreams. 

The Trust is also an active member of the East Midlands Acute Provider Network, a
collaboration of acute trusts focused on sustaining and strengthening fragile and
specialist services. Over the past year, the network has made progress in developing a
long-term approach to pharmacy and PET-CT procurement. It has also secured national
funding to invest in diagnostic services, improving access and reducing waiting times for
Mid Nottinghamshire patients, while strengthening networks for shared learning, best
practice and service improvement. 

Strong and effective relationships with general practice remain a priority. The Trust
maintains a well-established primary–secondary care interface partnership, which 
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focuses on ensuring patients are treated in the most appropriate setting, improving
transitions between care settings, and reducing inappropriate transfer of workload
between sectors. 
During the year, this partnership has further embedded and promoted the “Five
Asks” framework, clarifying key workload principles. It has expanded its feedback
mechanisms to include acute colleagues, supported operational delivery challenges,
facilitated integrated working, and strengthened relationships between senior clinical
leaders across primary and secondary care. 

The Trust also benefits from positive and productive partnerships with local public
sector organisations, including the four north Nottinghamshire district councils and
Nottinghamshire County Council. These relationships enable the Trust to contribute
to the wider determinants of health and wellbeing through initiatives such as
neighbourhood health development, the Pride in Place programme, and the Shared
Prosperity agenda. 

In addition, the Trust continues to deliver broader social value through its educational
partnerships. It has a strategic partnership with Vision West Nottinghamshire College
and Nottingham Trent University, supporting local employment opportunities and
contributing to economic development. 

The partnership with Vision West Nottinghamshire College, in particular, plays a key
role in supporting priority projects through enhanced apprenticeship and work
experience opportunities. For example, in collaboration with Kier, the Trust and the
College delivered a design competition for the memorial garden at the Community
Diagnostic Centre in Mansfield, providing students with a meaningful opportunity to
shape a facility that will serve patients and communities for years to come. 

 
Engagement with local groups and organisationshas continued over the past year,
following the introduction of the Trust's new five-yearImproving Lives Strategy. Through
those conversations, our communities stressed theneed for: 

1.
2.
3.
4. 

Shorter waiting times 
Better communication 
Joined-up care; and 
Personalised care 

Maintaining that engagement has been more important than ever over recent years
following the pandemic and over the past year, the Trust has invested in its
partnerships work to better engage with local organisations who share our commitment
to deliver ‘healthier communities’ together. 

Through the #TeamSFH website, social media accounts and close working with local
digital, print, and broadcast media, we have continued to keep patients and the wider 

Consultation with local groups and organisations
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public informed about what is happening at our hospital sites and supporting everyone to
keep safe. This has been broadened to include our Trust’s social media, which continues
to reach tens of thousands of local people each week. We have continued to use these
same channels to celebrate our successes and to share important information at all of our
sites. 

The Trust continues to focus on engaging and recruiting more young members to the
membership, establishing links with local further education colleges, and developing a
communications and engagement strategy. 

The Patient Experience Team is often the first point of call for patients with both negative
and positive experiences of the Trust’s services. The team works closely with the
divisions to ensure individuals receive appropriate and timely responses. The service has
a clear governance process for reporting themes or concerns for oversight and action via
the Patient Safety Committee. The team responds to comments made via care
opinion,and regularly shares both positive and negative comments on social media,
encouraging patients to share their feedback to help the Trust to improve. 

The Trust continues to encourage patients to share their experiences through Patient
Story videos and presentations which are presented to each public meeting of its Board
of Directors. 

The Trust continues to meet with MPs, local politicians and other partners and
stakeholders, including district council leaders and Healthwatch representatives. 

The Trust is the largest employer in its area by a significant margin and knows that by
engaging effectively with its staff it is, by extension, also communicating effectively with
its service users and community. 

The Trust communicates and engages with #TeamSFH colleagues using a range of
channels, including staff briefings across all sites, blogs, a weekly e-newsletter,
WhatsApp and a closed Facebook group with more than 3,200 members. Specific
networks for ethnic minority, disabled and LGBTQ+ colleagues have also all been
strengthened. 

Jon Melbourne 
Chief Executive Officer 18  June 20th
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Statement of Health Inequalities 2025-26 

Introduction and Statutory Context 
Sherwood Forest Hospitals NHS Foundation Trust (SFH) recognises that health
inequalities are avoidable and unfair differences in health outcomes, access to healthcare
and experience of services between different groups of people. These inequalities are
influenced by wider determinants of health including deprivation, housing instability,
social isolation, financial hardship, digital exclusion and barriers to accessing services. 
Addressing health inequalities is central to the Trust’s strategic objective of improving
health and wellbeing within our communities, as set out in the Improving Lives Strategy
2024–2029. Addressing inequalities also supports improved patient outcomes, more
equitable access to services and the sustainability of hospital services. 
This statement outlines how the Trust has exercised its functions in line with NHS
England’s statement on information on health inequalities, demonstrating how data has
been used to understand need, inform action and begin to evidence impact. 

Understanding Population Health Needs 
The Trust serves a core population of 349,000 people across Ashfield, Mansfield and
Newark & Sherwood, across six primary care networks (PCNs) with a broadly balanced
gender distribution. Map showing the geographical coverage of the six PCNs 
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Ethnicity 
The population served by the Trust is predominantly White British. Across the PCN areas
analysed, between 86% and 92% of patients identify as White, with smaller proportions
from Asian, Black, Mixed and other ethnic groups.
Figure1.AnalysisofethnicityacrossthesixPCNsinMidNottinghamshire 

Age Profile 
The Trust population includes a significant proportion of older residents. This has
important implications for healthcare demand, including increased prevalence of long-
term conditions, frailty and complex care needs. 

Deprivation and wider determinants of health 
1

 
While ethnic diversity is lower than in many urban areas, the Trust recognises that
patients from minority ethnic communities may still experience barriers to accessing
healthcare. It works with partners to ensure services are inclusive and accessible. 

Analysis of the indices of multiple deprivation (IMD) demonstrates that a significant 
proportion of the population lives in areas experiencing high levels of deprivation.
Approximately 34% of residents live within the most deprived deciles nationally for health
and disability, with similar patterns observed across income, education and housing
domains. 
This insight is derived from IMD datasets and local authority intelligence and has been
used to prioritise specific geographies, particularly Ashfield and Mansfield, within
neighbourhood model development and targeted service redesign. 

 
1 The Index of Multiple Deprivation score measures the level of deprivation in a specific area based on various factors such as 
income, employment, education, health, crime, and living environment. It ranks areas from most to least deprived, helping to
identify and understand social inequalities. 
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Frailty 
The population served by the Trust includes a growing proportion of older adults with
increasingly complex health needs. Analysis of frailty scores, from primary and secondary
care datasets, demonstrates a clear escalation in frailty with age: over 60% of individuals
aged 85 years and over are recorded as moderately to severely frail.
Figure2.Analysisofdistributionof frailty scoresacrossagegroups

Long-term conditions and multi morbidity 
The Trust has used local and system-level data to understand the prevalence and
distribution of long-term conditions across the population. 
Figure 3.Long term conditions prevalence across mid Nottinghamshire PCNs 

This analysis demonstrates that long-term conditions are both more prevalent and more
complex within more deprived communities. 

The high prevalence of frailty within the population is a key driver of demand for urgent
care and hospital admission. It has been central to the Trust’s focus on proactive and
preventative models of care. 
This has informed strategic and operational decision-making, including: 

• prioritisation of frailty within urgent and emergency care pathways
• development of proactive, community-based models of care 
• alignment with intermediate care and admission avoidance services 
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For example, PCNs in Mid Nottinghamshire with higher levels of deprivation show: 
•
•
• 

higher proportions of patients with multiple long-term conditions 
increased rates of emergency hospital admission 
greater complexity of care needs 

This intelligence has been used to identify high-risk populations and to prioritise areas
for targeted intervention, particularly within respiratory, cardiovascular and diabetes
pathways. 
Behavioural Risk Factors 
Analysis of key behavioural risk factors further reinforces the link between deprivation
and health outcomes. Local data demonstrates higher than national prevalence of: 

Taken together, these population characteristics highlight the importance of addressing
health inequalities across the communities served by the Trust. 
Higher levels of deprivation, an ageing population and the prevalence of long-term
conditions contribute to increased demand for healthcare and greater risk of poorer
health outcomes. 
Understanding these population characteristics supports the Trust and its partners in
identifying communities who may benefit from targeted support and developing
approaches that improve equitable access to care. 

As a major local employer and healthcare provider, the Trust also recognises its role as
an anchor institution within the communities it serves and works with partners to address
the wider determinants of health that influence population wellbeing. 

• obesity (up to approximately 26% in some PCNs) compared to 22.6% nationally
• smoking (up to approximately 15%), compared to 10.4% nationally 
• hypertension (approaching 20%) compared to 15.2% nationally 

These risk factors are not evenly distributed across the population and are significantly
more prevalent within more deprived communities. This contributes to earlier onset of
long-term conditions and increased risk of acute deterioration. 
The Trust has used this intelligence to: 

• target prevention activity through the making every contact count (MECC)
programme 
inform prioritisation of clinical pathways 
support neighbourhood-based interventions focused on high-risk populations 

•
• 

As part of its approach to addressing health inequalities, the Trust and its partners have
moved beyond a purely nationally defined Core20PLUS5 approach. The Trust also
recognises the importance of intersectionality in understanding health inequalities.

Individuals may experience multiple, overlapping forms of disadvantage, for example 

PLUS Groups and Inclusion Health 

Implications for Health Inequalities 
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where deprivation, ethnicity, disability and social exclusion intersect. Increasingly,
analysis is being developed to better understand these combined effects, supporting
more targeted and personalised approaches to care. 
The partnership has developed a locally informed understanding of priority PLUS groups
through detailed analysis of local population data, system intelligence and structured
engagement with clinical leaders. 
In the Trust it has been facilitated through the newly formed Health Inequalities Learning
and Best Practice Forum. Using this approach, a set of inclusion health groups have
been identified where inequalities are both pronounced and actionable within Mid-
Nottinghamshire. These include: 

• individuals with learning disabilities 
• people with severe mental illness 
• individuals experiencing severe and multiple disadvantage  2

• looked after children 
• Gypsy, Roma and Traveller communities
• victims of modern slavery 

Data analysis demonstrates that these groups experience significantly higher levels of
urgent and emergency care utilisation, reflecting both unmet need and barriers to
accessing planned and preventative care. Importantly, this work has not been limited to
identifying variation. The Trust has used this intelligence to inform decision-making and
prioritisation. 
As a result, the Trust is increasingly working with system partners to ensure that care
models incorporate support beyond clinical intervention, including care navigation and
links to community and voluntary sector services. 
Through engagement with clinical leaders and system partners, the Trust has
developed its priority actions, which are woven into the health inequalities plan 2026-
2029. 

During 2025/26, the Trust has significantly strengthened its approach to understanding
and addressing health inequalities through the development and active use of a Health
Inequalities Equity Index. This brings together data across outpatient, elective, urgent
and emergency care and cancer pathways, enabling systematic identification of variation
in access, experience and outcomes across population groups. 
The introduction of the Equity Index represents a shift from isolated, retrospective
analysis to a more structured and routine use of disaggregated data within clinical and
operational decision-making. Rather than describing inequalities at a single point in time, 

Data, Intelligence and Analytical Approach 

 
2

health issues, homelessness, offending and substance misuse. 
 Severe Multiple Disadvantage (SMD) refers to people with two or more of the following issues: mental 



42 

 
Younger adults and patients living in more deprived communities are more likely to miss
appointments. 

the Trust is increasingly using this intelligence to identify priority areas, challenge
variation and inform service change. 
The Trust recognises that the quality and completeness of data is fundamental to this
approach. While there has been progress in the use of deprivation, age and geographic
data, ethnicity recording remains variable and there are gaps in capturing wider
determinants such as housing and social factors. These limitations have been explicitly
identified and are being addressed through collaboration with system partners, including
the alignment with system population health intelligence. 
Through this work, the Trust is moving towards a more mature analytical model, where
information on health inequalities is routinely generated, interpreted and used to inform
decision-making at all levels of the organisation. 

Analysis of outpatient data in the equity index identified consistent variation in non-
attendance rates across age and deprivation. 
Figure4.Illustrationofequityindex –did notattends

The Trust’s intelligence-informed approach and the associated insights is enabling it to
target resources on the greatest inequalities and improve access, experience and,
ultimately, outcomes. 
The Trust has used its growing understanding of population health needs and
inequalities to inform targeted changes to service design and delivery. This represents a
shift from describing variation to actively intervening to address it, with a focus on
proactive, coordinated and community-based models of care. 
Access to planned care 

Using information to inform actions to reduce inequalities in Access, Experience
and Outcomes 
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Figure 5.Did not attends analysed by social deprivation and age 

Analysis of urgent and emergency care data through the equity index has identified
variation in patterns such as patients leaving the Emergency Department without
being seen (LWBS) and differential admission rates among older adults. 

This insight has been used to reframe did not attend (DNA) as an indicator of inequality
rather than operational inefficiency and has informed targeted work with clinical
services. 

The Trust has also applied data-driven insight to improve access and experience within
planned care pathways. For example, recognising that some patient groups experience
barriers due to additional needs, the Trust has developed a digital flagging system within
cancer pathways to proactively identify patients requiring reasonable adjustments. This
system enables earlier identification of needs such as learning disability, dementia,
mental health conditions or social complexity, allowing tailored support to be
implemented at the earliest stage of the pathway. 

This has resulted in more consistent provision of reasonable adjustments, earlier
involvement of specialist teams and improved coordination of care, reducing delays and
improving patient experience for vulnerable groups. 

Access to and experience of urgent and emergency care 
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Figure 7.DKA emergency admissions by appointment attendance 

Figure 6.No of patients who left the Emergency Department without being seen analysed 
by deprivation 

Findings showed that patients who had previously missed outpatient appointments
experienced higher rates of emergency admission for DKA, with an average of 1.54 DKA 

This has informed ongoing work to strengthen alternative pathways to hospital care,
including the development of neighbourhood-based models, and improve integration
with community and urgent care services. The aim is to reduce reliance on
Emergency Department attendance for populations who may face barriers to
accessing appropriate care. 
Impact on outcomes 
The equity index has also been used in conjunction with pathway-specific analysis to
inform targeted clinical interventions. Diabetes pathway analysis undertaken indicated
a relationship between engagement with planned care and risk of acute deterioration.
Outpatient non-attendance from the DNA dataset was mapped against emergency
admission data for diabetic ketoacidosis (DKA) and highlighted an increased risk of
emergency admission. 
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emergency spells compared to 1.17 among patients who had attended appointments.
Further stratification identified that over 50% of these admissions occurred among
patients living in the most deprived quintiles, with the highest rates observed in young
adults aged 17–25. 

This prompted a targeted focus on improving engagement with planned care among
high-risk cohorts, particularly younger adults and those living in more deprived
communities. The department is now taking a more proactive approach to outpatient
appointments. 

In respiratory care, population-level analysis of disease burden and emergency
admissions has been used to risk stratify patients and localities, directly informing the
design of neighbourhood multidisciplinary team (MDT) models. Using PCN data and tools
such as eHealthScope the Trust has been able to identify cohorts of patients at highest
risk of deterioration and provide coordinated, community-based support.
Figure8.OutcomesofneighbourhoodMDTsbydeprivation 

Analysis of MDT activity by deprivation demonstrates that patients from the most
deprived communities (IMD 1–3) are more likely to require both clinical optimisation and
referral for wider determinant support. 
These models have been implemented initially within respiratory pathways and are now
informing wider specialty development and the neighbourhood model. They bring
together primary care, community services and acute clinical expertise to support
proactive management of high-risk patients, with a clear focus on reducing avoidable
hospital utilisation and improving patient outcomes. 
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Across these examples, the Trust is increasingly applying a consistent approach: using
disaggregated data to identify variation, combining this with clinical and qualitative insight
to understand drivers, and using this intelligence to inform targeted service redesign. 

While this work is more mature within specific pathways such as respiratory and
diabetes, it is now being expanded across elective care, urgent and emergency care and
cancer services. 

This includes the routine breakdown of performance and activity data by deprivation,
age, ethnicity and sex, and the continued development of the equity index enabling a
more consistent and granular understanding of variation in access, experience and
outcomes. 

This approach is now supported by emerging pathway-specific insight, including detailed
analysis of cancer pathway access, which is enabling more targeted identification of
inequalities at key stages of the pathway.
Figure9.Exampleanalysisofcancerpathwayaccess 

Importantly, the Trust has also recognised that its workforce reflects the communities it
serves, and therefore experiences many of the same health inequalities. While the
drivers mirror those seen in the population the mechanisms for impact and intervention
differ. 
Further analysis highlights that: 

• staff in lower pay bands (Bands 1–4) experience 1.5–2 times higher sickness 
absence rates 

• colleagues from ethnic minority backgrounds report lower confidence in 
accessing wellbeing support 

• shift-working staff face structural barriers to accessing primary and preventative 
care 

Reducing inequalities in our people 
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Through triangulation of quantitative data, clinical insight and local population feedback,
the Trust has developed a clearer understanding of the key drivers of health inequalities
across the communities it serves. 
Analysis consistently demonstrates that deprivation is the primary driver of variation in
access, experience and outcomes. This is closely associated with wider determinants of
health. These factors directly influence both an individual’s ability to engage with planned
care and their risk of acute deterioration, resulting in higher reliance on urgent and
emergency care. 
This is clearly reflected within clinical pathways. For example, within the respiratory
cohorts discussed in section 5. In response, the Trust has developed targeted, proactive
models of care, most notably through integrated neighbourhood working. These models
use risk stratification to identify high-risk patients and provide coordinated, community-
based support through multidisciplinary teams, reducing avoidable deterioration and
hospital utilisation. This approach is strengthened through close partnership working with 

These insights have informed the development of a targeted workforce health inequalities
response. The Trust is working in partnership with local authority-funded services to
implement the Your Health Notts Workplace Health Offer, a fully funded programme
providing: 

• on-site health checks and targeted screening 
• smoking cessation and weight management support 
• mental health and wellbeing interventions 
• physical activity programmes and lifestyle support 
• structured campaigns and workplace health promotion 

This offer is being designed to specifically target high-risk staff groups, including those
living in more deprived areas, shift workers, lower-banded roles and those aged over 40,
ensuring that support is accessible, equitable and aligned to need. 

The programme also enables delivery of interventions in a way that overcomes access
barriers, including provision across different shift patterns and integration with workplace
settings, ensuring that those who need support most are able to access it. 

Alongside this, the Trust continues to expand its prevention approach through a tiered
MECC model, supporting staff to engage both patients and colleagues in behaviour
change conversations and connect them to local support services. 

Through these combined approaches, the Trust is demonstrating how data-driven insight
can be translated into targeted, practical interventions that address inequalities across
both patient pathways and the workforce. This reflects a broader shift towards a
population health management model, where interventions are focused on those most at
risk and delivered through coordinated, system-wide approaches. 

Drivers of Inequalities 
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The Trust is increasingly able to demonstrate the impact of its health inequalities
approach through the development of improved data, evaluation frameworks and early
outcome measures. While recognising that much of this work remains at an early stage,
there is clear evidence that targeted, insight-led interventions are beginning to influence
both service delivery and patient outcomes. 
The development of the Health Inequalities Equity Index has enabled the Trust to
objectively identify variation in access, experience and outcomes across key pathways,
including outpatient services, elective care, urgent and emergency care and cancer. This
has supported more informed clinical and operational decision-making and enabled the
targeting of interventions towards those most at risk. 
The Trust recognises that further work is required to strengthen evaluation, including the
development of more consistent outcome measures, improved linkage between datasets
and a clearer articulation of return on investment. This will be a key focus over the next
year as models move from pilot to scale. 

To strengthen the measurement of impact, the Trust is increasingly moving towards a
more quantified assessment of change over time. Early evaluation of targeted
interventions demonstrates emerging improvements in both service utilisation and
patient outcomes, particularly within high-risk cohorts. 
Within respiratory pathways, initial analysis indicates a reduction in emergency
admissions among patients supported through neighbourhood MDT models, alongside
an increase in the proportion of patients managed within community settings. Similarly, 

primary care, community services and the voluntary and community sector, ensuring that
both clinical and non-clinical needs are addressed. 
As an anchor institution, the Trust is also working through Place-based partnerships to
address the wider determinants of health at a system level, contributing to coordinated
approaches focused on prevention, community resilience and improved access to
services. This is complemented by the expansion of the Trust’s prevention offer through a
tiered MECC model, supporting staff to engage patients in behaviour change
conversations and connect them to local support services. 
Alongside quantitative analysis, the Trust recognises the importance of qualitative insight
in understanding health inequalities. 

Patient experience, engagement and co-production activity provide valuable context in
identifying barriers to access and shaping service improvement. This approach will
continue to be strengthened through the more systematic use of patient-reported
outcome and experience measures, ensuring that patient voice is embedded within
decision-making and supports a more comprehensive understanding of inequalities.
Through this combined approach, the Trust is moving from identifying inequalities to
addressing them through targeted, coordinated and system-wide interventions. 

Impact and Measurement 
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Robust governance arrangements are in place to ensure sustained oversight,
accountability and system-wide alignment of the health inequalities programme. The
Health Inequalities Steering Group provides strategic leadership, with clear reporting
through Trust governance structures and alignment to Place and system priorities. 
This governance framework is reinforced by progress in embedding health inequalities
into frontline delivery and service design. Across clinical services there is improved
capture of protected characteristics, use of translation and communication tools, and
adaptation of pathways to better meet the needs of underserved populations. 
For example, maternity and perinatal services have implemented culturally competent
training, extended appointment models for patients requiring additional support, and co-
produced service improvements with local communities. More broadly, services are
embedding personalised care approaches, strengthening partnerships with community
and voluntary organisations, and integrating health inequalities considerations into
pathway redesign. 

targeted work to address outpatient non-attendance has begun to stabilise DNA rates
within high-risk groups, particularly younger adults and those living in more deprived
communities. 

More broadly, there is early evidence of a shift from reactive to proactive care, with a
growing proportion of high-risk patients identified and managed through planned,
coordinated interventions rather than urgent and emergency pathways. While
recognising that this work remains at an early stage, these trends provide a clear
indication that targeted, data-driven approaches are beginning to deliver measurable
system value. 

Health inequalities are increasingly embedded within routine performance reporting and
the next phase of delivery will focus on accelerating this across all aspects of care. It will
be supported by the development of dedicated dashboards and enhanced data capture
and aligned to the Trust’s strategic shifts from hospital to community and from treatment
to prevention. A key priority will be the integration of health inequalities within the
outpatient transformation programme. This includes expanding advice and guidance,
reducing unnecessary follow-up, and designing pathways that are responsive to the
needs of underserved populations. service planning and transformation programmes. In
parallel, the development and implementation of the neighbourhood health framework will
provide a critical vehicle for addressing inequalities at a population level. This will enable
more proactive identification and management of high-risk cohorts, strengthened
multidisciplinary working within neighbourhood teams, and improved coordination of care. 

Future Priorities 

Governance and Embedding 



50 

 
The RemunerationReportsummarises the Trust’s remuneration policy and, particularly, its
applicationtotheexecutivedirectors. The report also describes how the Trust applies the
principlesofgoodcorporategovernance in relation to directors’ remuneration as defined in
theNHSFTCodeofGovernance, in sections 420 to 422 of the Companies Act 2006
andtheDirectors’Remuneration Report Regulation 11 and Parts 3 and 5 of Schedule 8
oftheLargeandMedium sized Companies and Groups (Accounts and Reports)
Regulations2008(SI2008/410) (‘the Regulations’) as interpreted for the context of
NHSFoundationTrusts, Parts 2 and 4 of Schedule 8 of the Regulations and elements of
theFoundationTrustCode of Governance. 

Specialty transformation programmes, including respiratory, cardiology and diabetes,
will be aligned to this model, supporting a shift toward community-based delivery,
earlier intervention and prevention, and more equitable access to specialist expertise. 

A further priority is the continued development and utilisation of the Trust’s electronic
patient record to enhance the identification and monitoring of health inequalities at an
individual patient level. This includes improving the completeness and quality of
demographic data, embedding prompts and decision-support tools to support
personalised care, and enabling more sophisticated analytics to identify variation in
outcomes, access and experience. Over time, this will support a more intelligence-led
approach, enabling services to proactively target interventions and monitor impact in real
time. 
Finally, there will be a continued focus on strengthening organisational capability and
culture, ensuring that health inequalities are consistently considered within all decision-
making processes. This includes embedding expectations within business cases,
service redesign and performance management, alongside ongoing workforce
development to support culturally competent, personalised care. Collectively, these
priorities will support a transition from discrete initiatives to a fully embedded, system-
wide approach. 

 

The RemunerationCommittee met five times during the yearwithkeyupdates and
decisionsmadeincluding: The appointment of a Committee ViceChair,regularprogress
reports ontheappointment of a Chief Executive Officer, a progressreportontheplanned
appointmentofanExecutive Director of Improvement andChange,theVSM Pay
Frameworkandannual pay award, oversight of the previousyear’sExecutive team
appraisalsandperformance, implementation of the revisedBoardMemberAppraisal 
Framework,regularupdates on progress with the CEO recruitment,approval of the VSM PayPolicy,the 2025/26 VSM Pay Award and
approvalofaVSMRetrospective Pay Award.

RemunerationReport

Scope of thereport

Annual Statementon Remuneration from the Chair of theRemuneration
Committee
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 Senior managers’ remuneration policy

 
Executive appointments to the Board of Directors continue under permanent
contracts
Executiveappointments to the Board of Directors are made on a substantive basis,
with remuneration determined in accordance with the Trust’s remuneration policy and 

 

The Trust must attract, develop and retainexecutive directors and senior managers of a
high calibre to ensure the organisationis well led and able to deliver its strategy,
objectives and statutory responsibilities.
Executive directors and senior managersreceive an annual appraisal in accordance with
the Trust’s performance managementframework. This ensures that performance is
assessed against delivery of agreedobjectives aligned to the Trust’s annual plan and
longer-term strategy. 

There are no contractual provisions for performance-related pay for executive directors
and senior managers and, accordingly, no performance-related payments were made in
respect of the 2025/26 financial year. 

The Trust’s approach to remuneration is consistent with the principles set out in the
NHS Foundation Trust Code of Governance and is aligned with national guidance,
including the NHS England and Department of Health and Social Care Very Senior
Managers (VSM) Pay Framework, which applies from 2025/26. The Trust confirms
that it has complied with the requirements of the VSM Pay Framework during the
reporting period. 

The key principles underpinning the Trust’s approach to pay and reward are: 

• ensuring remuneration is appropriate and proportionate within the context of 
the Trust’s financial position and performance 

• aligning pay with national benchmarks, including NHS England published pay 
ranges and sector comparators 

• maintaining fairness and consistency with wider NHS pay policies. 

In accordance with the VSM Pay Framework, national approval is required for certain
very senior manager pay decisions. During 2025/26, the Trust sought and received the
necessary approvals for relevant pay arrangements. In some cases, approval
processes were initiated under the previous framework and concluded following
implementation of the new framework, reflecting the time required for national
consideration and approval of VSM cases. 

The Trust has ensured that all remuneration decisions remain compliant with the
applicable national framework and that no departures from the VSM Pay Framework
have occurred during the reporting period. 
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Through the work of the Remuneration Committee, the Board gains assurance that
executive salaries are appropriate and proportionate, benchmarked against
comparable organisations of similar sizes and complexity within the NHS.
Consideration is also given to the nature of the operational, patient, quality and
safety challenges faced by the Trust, ensuring that remuneration appropriately
reflects the level of responsibility and accountability associated with each role. 

Set out below are the components of the senior managers’ remuneration package. All
substantive senior managers receive basic pay and business expenses. They also
receive the employer’s contribution to the NHS pension scheme where they are eligible
to join it. 

Relocation expenses are paid in accordance with the Trust’s general relocation policy,
where an appointee is required to maintain two properties or move their primary
residence to take up their position.

the NHS England and Department of Health and Social Care Very Senior Managers
(VSM) Pay Framework. 

Governance arrangements for the approval of remuneration packages are established
through the Remuneration Committee. The Committee considers pay on an individual
basis, taking into account the scope, scale and complexity of the role, as well as the
skills and experience required. 

In line with the VSM Pay Framework, the Remuneration Committee ensures that all
relevant pay decisions are subject to appropriate national approval processes where
required. The Committee also ensures that remuneration is consistent with national
guidance and reflects the Trust’sfinancial position. 

Senior manager remuneration
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Basic pay Pension Business
expenses 

Relocation
Expenses 

Clinical
Excellence
Awards 

Personal
Responsibility
Payments 

 How the All senior 
managers receive employer 

The Trust pays Reimbursement of Up to £5,000 is 
business mileage available to newly applicable to the 

Payment is only 
component 
supports short a basic pay 
term and long- element to their 
term objectives remuneration, 

contributions for 
all senior 
managers who are on official duties 

and subsistence 
expenses incurred managers in 

appointed senior Medical Director 
and is in 
accordance with 
the local and 
national scheme 

accordance with 
the terms of the 
Trust’s general 

of the Trust which is pro-rata enrolled in the 
for part time staff NHS pension 

in line with 
Agenda for 

scheme. This is a Change: National relocation scheme 
% of pay set by
NHS Pensions
Authority 

NHS terms 

 TheTrustpays 
remuneration to
senior managers
who have
additional system
or duties above
the expressed
duties in the
contract of
employment. The
Chief Executive,
Acting Chief
Executive and
Medical Director
receive a
responsibility
allowance
associated with
additional duties
which are
undertaken. 
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Set at point of 
recruitment,
reviewed using
pay
benchmarking 
and other 
relevant 
information.
Recruiting high-
calibre senior
managers is
crucial to the
delivery of the
Trusts
objectives.
Benchmarking
takes into
consideration
other similar
large-sized acute
district general
hospitals to
ensure salary
levels are
competitive, but
also represent
value for money 

Ensure the 
recruitment / 
retention of 
directors of 

Ensure the 
recruitment / 
retention of 
directors of 
sufficient calibre 

sufficient calibre to to deliver the 
deliver the Trusts 
objectives Trusts 

objectives 

 Ensure the 
recruitment /
retention of
directors of
sufficient calibre
to deliver the
Trusts
objectives 

 Ensure the 
recruitment /
retention of
directors of
sufficient calibre
to deliver the
Trusts
objectives 

 Ensure the 
recruitment /
retention of
directors of
sufficient calibre
to deliver the
Trusts
objectives 
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Basic pay Pension Business
expenses 

Relocation
Expenses 

Clinical
Excellence
Awards 

Personal
Responsibility
Payments 

 How the 
Component
operates 

 Standard monthly 
pay 

 Contributions paid
by both employee
and employer,
except for any
employee who has
opted out of the
scheme 

 Reimbursed as 
incurred, paid via
monthly payroll 

 Reimbursed as 
incurred on
appointment 

 Determined by local Determined by
 and national policy guidance for

approval of senior
pay 
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Basic pay Pension Business
expenses 

Relocation
Expenses 

Clinical
Excellence
Awards 

Personal
Responsibility
Payments 

 Performance 
Period 
Amount paid
for minimum
level of
performance
and any further
levels of
performance
Explanation of
whether there
are any
provisions for
recovery of
sums paid to 

 Any sums paid in 
error may be
recovered in
accordance with
Trust Policy. 

 N/A  N/A 

 Maximum Basic pay Contributions are 
made in accordance on official duties 

Expenses incurred 
payment 

with the NHS
Pension Scheme 

reimbursed 

Framework used Trust appraisal N/A N/A 
to assess
performance 

Performance
measures 

system 

Individual 
objectives agreed
as part of appraisal
process 
Annual Appraisal 

N/A N/A 

N/A N/A 

No performance-
related payment
arrangements 

N/A N/A 

 N/A 

 N/A 

 N/A 

 N/A 

N/A 

 £5,000 

 N/A 

 N/A 

 N/A 

N/A 

 N/A 

 Determinedby 
local and national
policy 

 N/A 

 N/A 

 N/A 

N/A 

 N/A 

£17,500
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Basic pay Pension Business
expenses 

Relocation
Expenses 

Clinical
Excellence
Awards 

Personal
Responsibility
Payments 

directors, or
provisions for
withholding
payments

 A performance- 
related claw back
of up to 10%
arrangement is in
place 
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Where a senior manager is paid more than the applicable national approval threshold,
the Remuneration Committee has taken robust steps to ensure that such remuneration
is appropriate, proportionate and represents value for money. 

For the period 1 April 2025 to 15 May 2025, the Trust operated in line with the previous
Very Senior Managers (VSM) pay framework, under which national approval was
required for remuneration above £150,000. Following publication of the updated NHS 

The senior managers’ remuneration policy does not provide for automatic annual
inflation-related increases. Any such increase is subject to explicit approval by the
Remuneration Committee. 

The Trust does not have any executive directors or senior managers who are members
of alternative pension arrangements. 

During 2025/26, the Trust appointed three Executive Directors: 

• a Chief Medical Officer, who commenced on 1 May 2025 
• a Chief Operating Officer, who commenced on 14 July 2025
• a Chief Executive, who commenced on 27 October 2025 

Remuneration for these roles was determined by the Remuneration Committee, taking
into account the scope, scale and complexity of each position, relevant market
benchmarks and the requirements of the applicable national Very Senior Managers
(VSM) pay framework. 

For the period 1 April 2025 to 15 May 2025, remuneration decisions were made in
accordance with the previous national VSM pay framework. Following publication of
the revised NHS England and Department of Health and Social Care VSM Pay
Framework on 15 May 2025, all subsequent remuneration decisions have been
made in line with the updated framework, including compliance with national
approval requirements where applicable. 

The Remuneration Committee continues to ensure that all executive pay arrangements
are fair, proportionate and aligned with the Trust’s financial position, while enabling the
recruitment and retention of high-calibre leaders. 

During the year, non-pensionable additional responsibility payments were made to
Executive Directors where they undertook duties beyond the scope of their
substantive roles. These arrangements were subject to Remuneration Committee
oversight, applied on a time-limited basis and aligned with the requirements of the
relevant VSM pay framework. 

Senior managers paid more than £170,000 per annum (2025/26) 
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AllNon- 
Executive 
Directors 
received a fee 

Not 
applicable

Not 
applicable 

Refund of
businessmileage 
and subsistence 
expenses
incurred on
official dutiesin
line withAgenda
for Change:
National NHS
terms 

Not applicable 

The remuneration for Non-Executive Directors has been determined by the Council of
Governors and is set at a level to recognise the significant responsibilities of Non-
Executive Directors in NHS Foundation Trusts, and to attract individuals with the
necessary experience and ability to make an important contribution to the Trust's
affairs. 

Non-Executive Directors each have terms of no more than three years and can serve
two concurrent terms (no more than six years), dependent on formal assessment and
confirmation of satisfactory on-going performance. Non-executive directors may be
able to serve for a maximum total of nine years, with years seven to nine requiring
annual approval by the Council of Governors and subject to NHSE scrutiny and
agreement. 

England and Department of Health and Social Care VSM Pay Framework on 15 May
2025, the approval threshold increased to £170,000, and the Trust has applied this
revised threshold for all subsequent decisions. 

In respect of remuneration proposals developed prior to the introduction of the updated
framework, the Trust submitted cases in accordance with the requirements in place at
the time. Approvals were subsequently received through the national process following
the implementation of the revised framework. The Trust is satisfied that all remuneration
decisions have been appropriately approved and are compliant with the applicable
national requirements. 

The Remuneration Committee applies the principles of good corporate governance as
described in the NHS Foundation Trust Code of Governance, relevant provisions of the
Companies Act 2006, and associated regulations governing directors’ remuneration
reporting. In addition, the Committee takes account of relevant benchmark information,
including NHS-specific data such as remuneration surveys and NHS England published
pay ranges, to ensure that salaries are aligned with organisations of comparable size
and complexity. 

Non-Executive Directors’ remuneration 

FeeCar Pension 
allowance

Business
expenses

Relocation
Expenses 
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Their remuneration framework, as agreed previously by the Council of Governors, is
consistent with best practice and external benchmarking, and remuneration during
2024/25 has been consistent with that framework. Benchmarking is provided via the
NHS provider annual remuneration survey. There were no cost-of-living increases
applied for non-executive directors during 2025/26. 

None of the Non-Executive Directors are employees of the Trust; they receive no
benefits or entitlements other than fees and expenses incurred while on Trust business
and are not entitled to any termination payments. The Council of Governors determines
the terms and conditions of the Non-Executive Directors. 

The Trust does not make any contribution to the pension arrangements of Non-
Executive Directors. Fees reflect individual responsibilities, including chairing the
committees of the Board, with all Non-Executive Directors otherwise subject to the
same terms and conditions. 

The balance of the Board complies with the Code of Governance, which requires that
at least half the Board of Directors, excluding the Chair, should comprise Non- 
Executive Directors determined by the Board to be independent. To meet that requirement the Trust’s Constitution states that at all times the composition
of the Board of Directors shall be such that the number of voting Executive Directors is
less than the number of Non- Executive Directors. As of 31  March 2026 there are eight
voting Non-Executive Directors, including the Chair, and six voting Executive Directors
including the Chief Executive. 

st

 

Termination payments for senior managers are contained in the contract of employment
regarding notice periods. Notice periods set out under senior managers’ substantive
employment contracts are in line with statutory requirements. Interim contractors and
fixed- term senior managers have a notice period of one month. 

Entitlements to severance payments are in line with those of other employees within
the Trust, namely those provisions contained in section 16 of Agenda for Change:
National NHS terms. This is based on length of continuous and reckonable NHS
service and basic pay. The basic pay element had a salary cap of £80,000 during
2025/26. 

Termination payments for senior managers and policy on payment for loss of
office 
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Statement of consideration of employment conditions elsewhere in the 
Foundation Trust

 

The Trust doesnotconsultwithemployees when setting its senior manager remuneration
policy.Thepayandconditions of other Trust employees, however, were considered.
AllothernationalNHSterms are mirrored for Trust senior managers, 
including annualleaveandsickpay.

 

In accordancewiththepolicyondiversity and inclusion, the Remuneration Committee
ensures thatintermsoftheconstitution of the board and with regards to pay and
remuneration,decisionsaremadeinaccordance with the principles of this policy. This links
to the Trust’sstrategyintermsof recruiting and retaining the right people. 
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Non-Executive Directors’ remuneration 

Service Contracts

Senior managers’service contracts do not contain any obligation on the Trust. 

Annual Report on Remuneration (not subject to audit)

Senior manager remuneration 

Name

RachelEddie 

Dr David Selwyn 

Title
ChiefOperating
Officer
ActingChief
Executive 

Start Date

25/07/2022

20/05/2024

09/12/2019

17/01/2025

20/05/2024

1/05/2025

15/05/2023

10/06/2022

30/05/2022

10/06/2022

Simon Illingworth Chief Operating Officer 14/07/2025

Expiry

08/06/2025 

26/10/2025 

Notice
Period 
6 months 

6 months

6 months

6 months

6 months

6 months

6 months

6 months

6 months

6 months

6 months

6 months 

Dr David Selwyn MedicalDirector 16/01/2025

26/01/2026

30/04/2025 

Dr David Selwyn

Dr Simon Roe Dr

Simon Roe Sally

Brook Shanahan

Robert Simcox

Philip Bolton

Richard Mills 

DeputyChief
Executive
ActingMedical
Director
ChiefMedical Officer 

Directorof Corporate
Affairs

Directorof People 

Chief Nurse 

Chief Finance Officer 

Jonathan
Melbourne 

Chief Executive 27/10/2025

Name 

Graham Ward 

Graham Ward 

Graham Ward 

Barbara Brady 

Manjeet Gill 

Title 

Chair 

Non-Executive Director

(Acting Chair) Non-

Executive Director Non-

Executive Director Non-

Executive Director 

Start Date

25/05/2024

01/12/2015

25/05/2024

01/10/2018

01/11/2018 

Expiry Notice
Period 

26/06/2026 1 month

24/05/2024 1 month

31/03/2026 1 month 

30/09/2026

31/10/2026 

1 month

1 month 
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Steven Banks 

Andrew Rose
Britton 

Neil McDonald 

Richard Cotton 

Lisa MacLean 

Professor Sir 

Non-Executive Director Non-Executive

Director Non-Executive Director Non-

Executive Director Non-Executive

Director 

Associate Non-Executive 01/02/2025 

01/12/2021

01/04/2022 

07/12/2023 

01/02/2025 

01/02/2025 

Jonathan Van Tam Director 

30/11/2027 1 month

31/03/2026 1 month

06/12/2026 1 month

31/01/2028 1 month

31/01/2028 1 month

31/01/2028 1 month 

 
Executive Directors’ remuneration is determined andapproved by the Remuneration
Committee. Pay and reward are considered in the context of the Trust’s overall
financial position and performance, and with reference to appropriate external
benchmarks, including NHS Providers data, NHS England published pay ranges and
wider NHS pay policy. 

During 2025/26, a key focus for the Remuneration Committee has been the
implementation of the updated NHS England and Department of Health and Social Care
Very Senior Managers (VSM) Pay Framework, published on 15 May 2025. The
Committee undertook a comprehensive review of Executive Director remuneration to
ensure alignment with the requirements of the new framework, including confirmation of
the Trust’s banding and consideration of relevant benchmarking data. 

Based on turnover and organisational complexity, the Trust is appropriately positioned
within Band C of the VSM Pay Framework. Benchmarking against comparable acute
organisations of similar scale confirmed that Executive Director salaries are broadly
aligned with the expected range for equivalent roles. No material changes to Executive
Director base salaries were implemented during 2025/26. 

Following this review, the Remuneration Committee concluded that Executive Director
base salaries were appropriately positioned and, with one exception, no changes to
base pay were required during 2025/26. One role was subject to specific consideration
in light of benchmarking, role scope and alignment with the updated framework, with
any changes being managed in line with established governance and, where applicable,
national approval requirements. 

The Committee also oversaw remuneration arrangements for newly appointed
Executive Directors during the year, ensuring compliance with national approval
requirements where applicable. 

 
 
Major decisions on senior managers’ remuneration
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During the year 2025/2026, one senior manager left the organisationunder a mutually
agreed resignation arrangement. One payment was made in line withthe Trust’s policy
and national guidance. The payment has been included within the exit packages
disclosure table. 

In addition, the Remuneration Committee considered the impact of additional and
extended duties undertaken by Executive Directors. Where appropriate, non-
pensionable additional responsibility payments were approved, informed by
benchmarking data and subject to robust governance arrangements. 

All remuneration decisions during the year were made in accordance with the applicable
Very Senior Managers (VSM) pay framework. For the period 1 April 2025 to 15 May
2025, decisions were taken in line with the previous framework, with subsequent
decisions aligned to the updated framework. The Committee has ensured that all
required approvals have been obtained in line with national requirements. 

Payments for loss of office/ Payments to past senior managers
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Name
 
Graham Ward (Chair)
Liz Barrett (Lead Governor)
Nabil Khan (Public Governor)
Ann Gray (Public Governor)
Kevin Stewart (AppointedGovernor)
Samantha Musson (StaffGovernor)
Dean Wilson (AppointedGovernor)
 

 
Name 
Barbara Brady (Committee Chair)
Manjeet Gill 
Steve Banks 
Richard Cotton 

Remuneration and Nomination Committees
The Trust has two remuneration andnomination committees: one which serves as a
committee of the Board and is responsibleforrecruiting and appointing the Chief Executive
and executive directors; and the otherwhichserves as a committee of the Council of
Governors and is responsible for recruitingandappointing the Chair and Non-Executive
Directors and approving the appointmentoftheChief Executive. 

Meetings attended out of possible total 

Meetings attended out of possible total

5/5
3/5
5/5
5/5 

4/4 
4/4 
3/4
1/4 
2/4
3/4 
3/4 

 
The committee also invited the assistance of the Trust’s Chair, Chief Executive, Acting
Chief Executive, Chief People Officer, Director of Corporate Affairs and Deputy Chief
People Officer. None of these individuals, nor any other executive or senior manager,
participated in any decision relating to their own appointment or remuneration. 

The Council of Governors appoints the Governor Remuneration and Nomination Committee
membership of which comprises of the Chair and public, staff and appointed governors. The
Committee meets to determine, on behalf of the Council of Governors, the remuneration for
the Chair and Non-Executive Directors, the composition of the Board regarding skills and
experience, and to agree the recruitment process for the Chair and Non-Executive
Directors. 

During the year, the following served on the Committee, which met four times:

The Board appoints the RemunerationandNomination Committee membership which
comprises exclusively Non-ExecutiveDirectors.The committee meets to determine, on
behalf of the Board, the remunerationstrategyfor the Trust, including the framework of
executive and senior manager remuneration.
 
The following Non-Executive Directorshaveserved on the committee, which has met five
times during the year: 
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Graham Ward
Barbara Brady

Manjeet Gill
Steve Banks 

Chair 
Non-Executive Director
Non-Executive Director
Non-Executive Director 

 
0 

0.69 
0
0 

0
3.76

0
0

During the year the total number ofDirectors who served on the Board was17 and the
number of Governors serving on theCouncil of Governors totaled 22 duringthe year.
We reimbursed expenses incurredinrespect of Trust business as follows:
 

 
The Committee also invited the assistance of the Director of Corporate Affairs (Sally Brook
Shanahan) and the Trust’s Senior Independent Director (Barbara Brady) who chaired the
meeting at which the Chair’s appraisal was considered. Neither they, nor any other
executive or senior manager, participated in any decision relating to their own
remuneration. 

The Committee successfully recommended the following to the Council of 

Governors for approval: 
•
• 

• 

the Chair’s Appraisal 
the Chair recruitment process including the job description, person 
specification and remuneration and the preferred candidate for appointment
the approach to re-appointment of three Non-Executive Directors who had
reached the end of their tenure and their subsequent re-appointments. 

• appointment of a Vice Chair 

Directors 

Disclosures required by Health and Social Care Act

Governor and Director Expenses

Total paid
2025/26

£’00

Total paid
2024/25 

£’00
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Governors 

Directors 

Constituency 

TOTAL 

Area 

24.12 

Total paid
2025/26

£’00
0

Total
2025/26

£’00
No

13.88 

Total paid
2024/25

£’00
0

Total
2024/25

£’00
Ann Gray Angie

Jackson David

Walters Dean

Wilson Iain Peel 

Jane Stubbings

John Doddy

John Dove Julie

Kirkby Julie

Scarle 

Andrew Rose-
Britton 

Neil McDonald 
Dr Andrew Haynes

Richard Cotton
Lisa Maclean 
Sir Jonathan

Nguyen Van-Tam
Dr David Selwyn

Richard Mills 
Rob Simcox 
Philip Bolton

Rachel Eddie 
Sally Brook
Shanahan 

Public
Governor
Appointed
Governor
Appointed
Governor
Public
Governor
Public
Governor
Public
Governor
Appointed
Governor
Public
Governor
Public
Governor
Appointed
Governor 

Non-Executive Director 

Non-Executive Director 
Specialist Adviser to the Board

Non-Executive Director
Non-Executive Director 

Associate Non-Executive Director 

Acting Chief Executive Officer
Chief Finance Officer 

Director of People 
Chief Nurse 

Chief Operating Officer
Director of Corporate Affairs 

Newark, Sherwood &
surrounding wards
Mansfield District Council 

Ashfield District Council
Rest of England
Mansfield, Ashfield and
surrounding wards
Mansfield, Ashfield and
surrounding wards
Nottinghamshire County
Council 

Mansfield, Ashfield and
surrounding wards
Mansfield, Ashfield and
surrounding wards
Sherwood Forest
Hospitals Volunteers 

0
0
0

16.13
2.59

2.43
0

2.28
0
0
0

claim
No

claim
No

claim
No

claim
No

claim
7.65

No
claim

No
claim

No
claim

No
claim
 

0
0
0
0
0

2.81
0

2.36
0

0.98
3.97*

N/A

No
claim

No
claim

No
claim
N/A

1.32

No
claim
No

claim
N/A

N/A

*Comprises SRA Practising Certificate and Compensation Fund contribution enabling previously outsourced
legal work to be carried out in-house. 
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T OT AL

Governors Constituency Area 

7.65 

Total
2025/26

£’00
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim

1.32 

Total
2024/25

£’00
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim
No

claim

Justin Wyatt

Kevin Stewart

Linda Dales

Liz Barrett

Mitchel Speed

Nabeel Khan

Neal Cooper

Nikki Slack

Pam Kirby

Peter Gregory

Samantha

Musson

Shane O’Neill

Tracy Burton

Staff Governor 

Appointed
Governor
Appointed
Governor

Public
Governor 

Staff Governor 

Public
Governor

Public
Governor
Appointed
Governor

Public
Governor

Public
Governor 

Staff Governor 

Public
Governor

Public
Governor 

Staff 

Sherwood Forest
Hospitals Volunteers

Newark and Sherwood
District Council 

Mansfield, Ashfield and
surrounding wards 

Staff 

Mansfield, Ashfield and
surrounding wards

Mansfield, Ashfield and
surrounding wards 

Vision West Notts College 

Mansfield, Ashfield and
surrounding wards

Newark, Sherwood &
surrounding wards 

Staff 

Newark, Sherwood &
surrounding wards

Mansfield, Ashfield and
surrounding wards 



Annual Report on Remuneration (subject to audit) Senior Managers’ Disclosure 
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Expenses relate to travel/subsistence claims which may be taxable dependent on
value/type. 

Pensions-related benefit is disclosed for each senior manager based on their time in post
as Director. 

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

A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the
pension scheme benefits accrued by a member at a particular point in time. The benefits
valued are the members accrued benefits and any contingent spouse’s pension payable
from the scheme. 

A CETV is a payment made by a pension scheme or arrangement to secure pension
benefits in another pension scheme or arrangement when the member leaves a scheme
and chooses to transfer the benefits accrued in their former scheme. 
The pension figures shown relate to the benefits that the individual has accrued as a
consequence of their total membership of the pension scheme, not just their service in
a senior capacity to which disclosure applies. The CETV figures and the other pension
details include the value of any pension benefits in another scheme or arrangement
which the individual has transferred to the NHS pension scheme. They also include any
additional pension benefit accrued to the member as a result of their purchasing
additional years of pension service in the scheme at their own cost. CETVs are calculated
within the guidelines and framework prescribed by the Institute and Faculty of
Actuaries. 

Real Increase in CETV reflects the increase in CETV effectively funded by the employer.
This calculation does not take account of any increase due to inflation or contributions
paid by the employee. 

On 1st April 2015, the government made changes to public service pension schemes
which treated members differently based on their age. The public service pensions
remedy puts this right and removes the age discrimination for the remedy period, 
between 1st April 2015 and 31st March 2022. Part 1 of the remedy closed the 
1995/2008 Scheme on 31 March 2022, with active members becoming members of the
2015 Scheme on 1st April 2022. For Part 2 of the remedy, eligible members had their
membership during the remedy period in the 2015 Scheme moved back into the
1995/2008 Scheme on 1st October 2023. This is called ‘rollback’. Where a member is
affected by rollback, the benefits in respect of their rolled back pensionable service
during the remedy period are valued as being in the 1995/2008 Scheme. 



Pensions Disclosure 
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Name and Title

Executive Directors

Mr P Robinson **
Mr P Bolton **
Ms R Eddie
Dr D Selwyn **
Mr R Simcox *
Mr R Mills *
Mrs S Brook Shanahan
Dr S Roe
Mr S Illingworth
Mr J Melbourne **

Remuneration report – pensions (audited)

Chief Executive
Chief Nurse
Chief Operating Officer
 Medical Director and Deputy Chief Executive
Director of People (HR)
Chief Financial Officer
Director of Corporate Affairs
Deputy Medical Director
Chief Operating Officer
Chief Executive

2. 5- 5. 0
2. 5- 5. 0

0- 2. 5
10. 0- 12. 5
2. 5- 5. 0

Real increase in
pension at pension age 

(bands of £2,500)

£' 000

-

Real increase in
pension lump sum at 

pension age
(bands of £2,500)

0- 2.
5 0-
2. 5

25. 0- 27. 5
0- 2. 5

Mr P Robinson **
Mr P Bolton **
Ms R Eddie
Dr D Selwyn **
Mr R Simcox *
Mr R Mills *
Mrs S Brook Shanahan
Ms C Hinchley
Dr S Roe

Chief Executive
Chief Nurse
Chief Operating Officer
 Medical Director and Deputy Chief Executive
Director of People (HR)
Chief Financial Officer
Director of Corporate Affairs
Interim Director of Strategy and Partnerships 
Deputy Medical Director

 
 

-
-

 
 

-
-

0-2.5
 -  -

0-2.5

0-2.5  -

2.5-5.0 5-7.5

N ote s
* These members' pension entitlements relate to the total values under two different NHS schemes
** chose not to be covered by the pension arrangements during the reporting year. Involvement in the NHS pension scheme terminatedfrom Feb 20

£' 000

-

-
-

50- 55.
-

35- 40.
35- 40.
5- 10.
30- 35.
75- 80.

£' 000

-
-

45- 50.

40- 45.
35- 40.
5- 10.
85- 90.
35- 40

2024/25
-
-

135- 140
-

85-
90.
80-
85.

0-5
85- 90.

200- 205

£' 000

-

130- 135

85-
90.
85-
90.230- 235

100- 105.

-
-

1, 142
-
612
617

62
717

1, 590

£' 000

-
-

1, 264
-
688
638
107

1, 820
782
754

-
-
27

-
16

-
27

-
82

£' 000

-
-
-
-
3
7
3
9

-
278

35
-

-
-

1, 264
-
688
638
107
688

1, 820

£' 000

-
-
-
-
75
4
70
6
-

2, 150
859
-

2025/26

Total accrued pension Lump sum at pension 
Cash Equivalent Real increase in Cash Equivalent Employer’s 

contribution to at pension age at 31 
March 2026 (bands of 

age related to accrued 
pension at 31 March Transfer Value at 1 Cash Equivalent Transfer Value at 31 

April 2025 Transfer Value March 2026 stakeholder pension
£5,000) 2026 (bands of £5,000)

£' 000

-
-
-
-
-
-
-
-
-
-

 -
-
-
-
-
-
-
-
-
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The value of pension benefits accrued during the year is calculated as the real increase in
pension multiplied by 20, less the contributions made by the individual. The real increase
excludes increases due to inflation or any increase or decrease due to a transfer of
pension rights. 

This value derived does not represent an amount that will be received by the individual. It
is a calculation that is intended to provide an estimation of the benefit being a member of
the pension scheme could provide. 

The pension benefit table provides further information on the pension benefits accruing to
the individual. 
Fair Pay Multiple

NHS foundation trusts are required to disclose the relationship betweenthe
remunerationofthehighestpaiddirectorintheirorganisationandthemedian 
remunerationoftheorganisation’sworkforce.
 

ThebandedremunerationofthehighestpaiddirectorintheFoundationTrustinthe
financialyear2025-26was£215,000-£220,000asat31March2026(2024-25was
£265,000-£270,000).Thisisachangeinsalarybetweenyearsof-18.94%.(2024-25
22.99%).Excluding5agencyandbankstaffwhoworkedonthe31March2026,where
theirsalaryhasbeenextrapolatedtofullyearequivalentcosts,noemployees(2024-25,
0) received remuneration more than the highest-paid director.
 
For all employees of the Trust as whole the remuneration ranged from £14,763 to
£215,000,(2024-25,£12,514to£268,297).Thisexcludestheagencyandbanksalaries
morethanthehighestpaiddirector,whichhavebeenextrapolatedtoyearlycost.The
percentagechangeinaverageemployeeremuneration(basedontotalforallemployees
onanannualisedbasisdividedbyfull-timeequivalentnumberofemployees)between 
yearsis4.64%(2024-255.21%.).
 

Total
remuneration includes salary, non-consolidated performance-relatedpay,

benefits-in-kind,butnotseverancepayments.Itdoesnotincludeemployerpension 
contributionsandthecashequivalenttransfervalueofpensions.
 

Themedianremunerationisbasedonannualised,full-timeequivalentremunerationof 

allemployeesasatthereportingdate.
enhancementsor overtimepayments.
StaffbenefitsinkindarenotincludedastheinformationisnotavailableuntilJuly.There
were no agencyBoardmembers asof31 March 2026.
 
Theremunerationoftheemployeeatthe25thpercentile,medianand75thpercentileis
set out below. The pay ratio shows the relationship between the total pay and
benefitsofthehighestpaiddirector(excludingpensionbenefits)andeachpointinthe
remunerationrange fortheorganisation’sworkforce.

Thishasbeencalculatedexcludingany 
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Prior year comparators include Non-Executive Directors. 

 
No related party transactions have been identified from a review of 
interests. 
Compliance statement
In compliance with theUK Directors Remuneration Report Regulations 2002, the
auditable part of the remuneration report comprises executive Director’s remuneration
and Non-Executive Director’s fees. 

the register of 

Jon Melbourne 
Chief Executive Officer

Related party transactions 

22  June 2026nd
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Staff Report
The largestgroup employed by the Trust is nursing, midwifery, and health visiting staff,
followed byadministration and estates staff, then healthcare assistants and other support
staff, and medical and dental staff. The smallest group is those employed as healthcare
science staff.

The Trust’s average workforce numbers from1April 2025 to 31 March 2026 are: 

Total 
961

2
1,323

1,288
1,764

2

479
158

45
6,022

2025/26
Permanent Other

73 

2024/25
Total

919
3

1,364

1,301
1,758

7

476
159

39
6,026

 

1 

Average number of persons employed (WholeTime Equivalent) Subject to Audit 

Medical and dental 
Ambulance 
Administration and estates 
Healthcare assistants and other
support staff 
Nursing, midwifery and health visiting
staff 
Nursing, midwifery and health visiting
learners 
Scientific, therapeutic and technical
staff 
Healthcare science staff 
Other 
Total average numbers 
Of which: 
Number of employees (WTE) engaged
on capital projects 

888 
2 

1,303 

1,153 

1,618 

2 

452 

156 

45 

5,619 

20 

135 

146 

27 
2 
0 

403 

1 1 

While only one full-time member of staff was employed to permanently manage capital,
other staff costs have been incurred and capitalised relating to specific 2025/26 capital
projects. 

The permanent WTEs numbers disclosed are based on the average number of monthly
employees. This is different to the methodology set out in the FT ARM which is
calculated based on weekly numbers. 
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Breakdown of staff (actual headcount at 31 March 2026) 

Male Female Total 

Director 

Other Senior Manager 

Employee 

Grand Total 

11 4 15 

190 110 

4833 

4943 

300 

6006 

6306 

1173

1363 

Information regarding the Trust’s sickness absence data is published by NHS Digital at:
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness- absence-rates 

Sickness absence 

Staff Costs - Subject to audit

https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdigital.nhs.uk%2Fdata-and-information%2Fpublications%2Fstatistical%2Fnhs-sickness-absence-rates&amp;data=05%7C02%7Csally.brookshanahan%40nhs.net%7Cdd71102af4e943b0b2e108dd939a093b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638829011966981817%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&amp;sdata=GpHzjniDG92pbztxZyXU9QTBY4T3VRTE32zg1qmV7Pg%3D&amp;reserved=0
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-sickness-
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdigital.nhs.uk%2Fdata-and-information%2Fpublications%2Fstatistical%2Fnhs-sickness-absence-rates&amp;data=05%7C02%7Csally.brookshanahan%40nhs.net%7Cdd71102af4e943b0b2e108dd939a093b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638829011966981817%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&amp;sdata=GpHzjniDG92pbztxZyXU9QTBY4T3VRTE32zg1qmV7Pg%3D&amp;reserved=0
https://gbr01.safelinks.protection.outlook.com/?url=https%3A%2F%2Fdigital.nhs.uk%2Fdata-and-information%2Fpublications%2Fstatistical%2Fnhs-sickness-absence-rates&amp;data=05%7C02%7Csally.brookshanahan%40nhs.net%7Cdd71102af4e943b0b2e108dd939a093b%7C37c354b285b047f5b22207b48d774ee3%7C0%7C0%7C638829011966981817%7CUnknown%7CTWFpbGZsb3d8eyJFbXB0eU1hcGkiOnRydWUsIlYiOiIwLjAuMDAwMCIsIlAiOiJXaW4zMiIsIkFOIjoiTWFpbCIsIldUIjoyfQ%3D%3D%7C0%7C%7C%7C&amp;sdata=GpHzjniDG92pbztxZyXU9QTBY4T3VRTE32zg1qmV7Pg%3D&amp;reserved=0
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5,607.3 65,391.9 11.6 1,962,541.0 

The sickness absence data for the Trust is outlined below. Please note the figures given
are in calendar years (January 2025 to December 2026). 

90,391.9 

Sherwood
Forest
Hospitals
NHS
Foundation
Trust 

Average
FTEfor
2025 

Figures converted by DH to Best
Estimates of Required Data Items 

Adjusted FTE 

days lost to 

Cabinet 

Office 

Average 
Sick Days 
per FTE 

Statistics Published by NHS
Digital from ESR Data

Warehouse 

FTE-Days 
Available 

FTE-Days 
Lost to

Sickness 
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Health and Safety at Work 2025/26 
The Trust is committed to protecting the health, safety and wellbeing of everyone who
works in, receives care from, or visits our services. This commitment is rooted in the NHS
Constitution and our People Strategy 2025-2029, and it means doing everything
reasonably practicable to prevent avoidable harm and to provide safe, healthy
workplaces. 

Our Health and Safety Team works alongside managers, staff, trade union safety
representatives, specialist clinical and corporate teams, and external partners to identify
hazards, assess and control risks, and learn from events when things go wrong. This
reflects the Health and Safety at Work etc. Act 1974 principle that keeping people safe is
a shared responsibility across the organisation. 

We encourage divisional management teams, staff representatives and key stakeholders
to work together on health and safety, including acting on concerns raised by staff and
sharing good practice. This helps us build a positive safety culture where risks are
managed early and improvements are sustained. 

The Health and Safety Committee is our main forum for consultation on work-related
health and safety. It meets every two months, reviews performance and key risks, and
agrees actions to reduce harm. The Committee reports into the Trust’s governance
arrangements via the Risk Committee, ensuring senior oversight and clear
accountability. It also works closely with the People Wellbeing Cabinet, the Estates
Governance Group and the Infection Prevention and Control Committee so that safety
risks are managed in a coordinated way across the organisation. 

We monitor health and safety performance using proactive indicators (such as risk
assessments, audits, training compliance and workplace inspections) and reactive
indicators (such as incident reporting and investigation). One key external benchmark is
the number and rate of non-fatal injuries that meet the reporting threshold to the Health
and Safety Executive under RIDDOR (2013). In 2025/26, the Trust reported 11 RIDDOR
injuries, the same number as the previous year, with a staff headcount of 6,398
(compared to 6,253 in the previous year). 

This means our RIDDOR injury rate for 2025/26 is 172 per 100,000 employees. This is
lower than the Health and Safety Executive’s published national average of 260 per
100,000 workers for the human health activities sector, demonstrating that our controls
are effective and that we continue to reduce avoidable harm. 

Our serious injury rate in 2025/26 is also an improvement on last year’s rate of 179 per
100,000 workers. 
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Importantly, there has been no increase in the Trust’s rate of serious injuries since
2017/18, achieved alongside an increase in headcount over the past six years. We
will continue to use incident investigations, learning reviews and action tracking to
prevent recurrence. 

Looking ahead, our health and safety priorities will align with our People Strategy and
will focus on continuous improvement in areas where we can reduce harm further:
preventing and reducing workplace ill-health, improving staff wellbeing, and reducing
work-related violence and aggression. We will track progress through our governance
arrangements and use data, staff feedback and learning from incidents to target
improvements. 

Together, these arrangements and improvement initiatives support excellent patient care
by providing a safe environment for staff, patients, visitors and contractors, and by
reducing the likelihood of avoidable harm.
Peoplepoliciesandactionsappliedduringthefinancialyear
 

The Trustoperatesaclearandrobustgovernanceframeworkforthedevelopment,
approvalandratificationofpoliciesandproceduresrelatingtoitsworkforce.This
frameworkensuresthatallpeoplepoliciesaresubjecttoappropriatescrutinyand
oversight,supportingfairness,consistencyandcompliancewithstatutoryrequirements. 

All peoplepoliciesaresubjecttoanEqualityImpactAssessment(EIA)aspartofthe
approvalprocess.Thisensuresthatpotentialimpactsacrossallprotectedcharacteristics
are consideredandthatanyrisksofdirectorindirectdiscriminationorinequityare
identifiedandmitigated.During2025/26,theTruststrengtheneditsEIAapproach
throughupdatedguidanceforpolicyauthorsandarevisedassessmentframework.This
includesenhancedclarityongovernancerequirementsandthesystematicreviewof
EIAs bythePeopleEquality,DiversityandInclusion(EDI)teamtoprovideadditional
assurance.
 
The Trust’speoplepoliciessupportthefullemploymentlifecycle,includingrecruitment,
onboarding,statutoryandmandatorytraining,andongoingprofessionaldevelopment.
They set clearexpectationsinrelationtoconduct,behaviourandperformance,whilealso
providing mechanismsforstafftoraiseconcernssafelyandconfidently,inlinewiththe
Trust’s commitmenttoajustandinclusiveculture.
 
The Trust continuestopromotefairandinclusiverecruitmentpracticestoensure
equitable access to employmentopportunitiesforallcandidates.
 
The Trust holds ‘Disability ConfidentEmployer’status(validuntilMarch2026),reflecting
its commitment to supporting disabledpeopleintheworkplace.Thisincludes
guaranteeing interviews for applicantswithdisabilitieswhomeettheessentialcriteria,
making reasonable adjustments throughouttherecruitmentprocessandinemployment,
supporting staff to disclose disabilitiesthroughwell-beingconversations,andpromoting 
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Of which... 

No. that have existed for less than one year at
time of reporting 
No. that have existed for between one and two
years at time of reporting. 
No. that have existed for between two and three
years at time of reporting. 
No. that have existed for between three and four
years at time of reporting. 

 
Number of existing engagements as of 31 March 2026

 
0

0

0

0

0 

Consultants have been used where specific expertise is required which is not available in-
house or where the capacity to complete a time limited exercise does not exist. No
consultancy has been used for Executive level appointments. The Trust spent £0.14m on
consultancy during the year, (2024/25 £0.59m). 
 
Off-payroll engagements 
 

The following tables disclose the number of staff with a significant influence over the
management of the organisation where payment has been made directly to these staff
or their companies, rather than via the Trust payroll. 

disability awareness across the workforce. Progress against these commitments is
reviewed annually to support continuous improvement. 

The Trust is also a signatory to the Mindful Employer charter (valid until July 2026),
demonstrating its commitment to supporting staff experiencing mental ill-health. This
includes providing non-judgmental and proactive support, ensuring fair recruitment
practices in line with the Equality Act 2010, equipping line managers to support
mental health in the workplace, and fostering a culture where staff feel safe to
disclose mental health conditions and access appropriate support and adjustments. 

Supporting staff wellbeing remains a key priority for the Trust. During 2025/26, the Trust
has continued to strengthen its wellbeing offer, embedding a holistic approach that
includes mental health, financial wellbeing and overall employee wellbeing. This includes
creating opportunities for staff to engage in well-being conversations, access support
services and develop resilience, contributing to a healthier, more engaged workforce.
Expenditure on consultancy 

Table 1: For all off-payroll engagements as of 31 March 2026, for more
than £245 per day and that last for longer than six months 
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Table 3: For any off-payroll engagements of board members, and/or, senior officials
with significant financial responsibility, between 1 April 2025 and 31 March 2026
 

No. that have existed for four or more years at
time of reporting. 0

Of which: 

Number assessed as within the scope of IR35 

Number assessed as not within the scope of IR35 

Number engaged directly (via PSC contracted to trust) and are on the trust’s
payroll 

Number of engagements reassessed for consistency/assurance purposes
during the year 

Number of engagements that saw a change to IR35 status following the
consistency review 

 
Number of new engagements, or those that reached six months in duration,
between 1 April 2025 and 31 March 2026 0

0 

0 

0 

0 

0

Number of off-payroll engagements of board members, and/or,
senior 
officials with significant financial responsibility during the financial
year. 

Number of individuals that have been deemed ‘board members
and/or senior officials with significant financial responsibility’ during
the financial year. This figure must include both off-payroll and on-
payroll 

engagements. 

0 

 
0

The following tables disclose the number of staff with a significant influence over the
management of the organisation where payment has been made directly to these staff
or their companies, rather than via the Trust payroll. 

 
Table 2: For all new off-payroll engagements, or those that reached six months in duration, between 1 April 2025
and 31 March 2026, for more than £245 per day and that last for longer than six months 
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Exit packages (subject to audit) 

Process for off-payroll arrangements 
The Trust’s Temporary Worker Engagement Policy has a section covering the
Engagement of Self-Employed Contractors wherein it is stated that Self Employed
Contractors must never be engaged to cover business as usual operational resourcing
requirements, staff vacancies and/or rota gaps. The engagement of Self-Employed
Contractors would only ever be considered for specific project work and then only when
an output-based and/or staged payment mechanism is possible. 

Any manager considering the engagement of a Self-Employed Contractor is required to
first seek the approval of the Trust’s External Engagement Group. If the engagement is
deemed appropriate and is approved by the External Engagement Group, then the
requesting manager must refer to the Trust’s Procurement Department for the specialist
procurement and contracting advice and support that will be required to enable the
engagement. 

<£10, 000
£10,001 - £25,0000
£25,001 - £50,000
£50,001 - £100,000
£100,001 - £150,000
£150,001 - £200,000
>£200, 000
Total number of packages by
type Total resource used

2025/26 2024/25

Number of 
Other 

Number of 
Other 

Departures 

Total Number 
of exit 

Packages by 
Number of 

Compulsory 
Total Number of Number of 

Departures exit Packages by Compulsory 
Redundancies agreed Cost Band Redundancies agreed Cost Band

0
0
0
0
0
0
0
0
0 

28
20
14
6
0
0
0
68

28
20
14
6
0
0
0
68

0
0
0
0
0
0
0
0
0 

1
4
0
2
1
0
0
8

1
4
0

2
1
0
0

8
3631363 1363 363  

Voluntary redundancies including early retirement
Mutually agreed resignations (MARS) contractual costs
Early retirement in the efficiency of the service contractual costs
Contractual payments in lieu of notice
Exit payments following Employment Tribunals or court orders
Non contractual payments requiring HMT approval
To t al
Of which:
non-contractual payments requiring HMT approval made to
individuals where the payment value was more than 12 months of
their annual salary 0 0 0

2025/26 2024/25
Total Value of Total Value of 

Agreements Agreements Agreements Agreements 
Number Number £000 £000

0 0 0
0 
0
8 
0
0
8 

0
0

0
363
0
0
363

62 1170 
0
6 
0
0

0
193 

0
0

68 1363 

0
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NHS Staff Survey
 
The NHS staffsurvey is conducted annually with the survey questions aligning with the
seven elementsofthe NHS ‘People Promise’ along two previous themes of engagement
and morale. Allindicators are based on a score out of 10 for specific questions, with the
indicator scorebeing the average of those. 

The responserateto the 2025/26 survey among Trust staff was 58% (compared to 63% in
2024/25),which is higher than the national average of 47%. This is the second- highest
numberofcolleagues completing the survey over the last five years. 

 

Staff Survey 

National Staff Survey 

Staff Experience and Engagement
 
An essentialvehicleforhearingthevoicesofTrust colleagues is through the annual National
StaffSurvey.Eachyear,theTrust'sculture improvement priorities are reviewed and
refreshedinlinewiththeresultsfromtheannual Staff Survey along with feedback from
quarterlypulsesurveys,theFreedomtoSpeak Up Guardian reports, HR workforce
information,andDivisionalfeedback.Evidencefrom these sources suggests Sherwood
maintainsahigh-quality,positivecultureandwhen challenges arise, teams and individuals
receive support in resolving them.
 
EngagementwithcolleaguesremainsaTrustpriority, with the People Directorate 
working closely
communicationchannelsand

with the Trust Communications team to maximise internal 
opportunities for two-way communication provide

wherever possiblethrougha“YourVoice”countsapproach. 
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2025/26, 2024/25 and 2023/24 
Scores for each indicator, together with those of the survey benchmarking group
(Acute and Acute community trusts) are presented below: 

 
For 2025/26 the Trust’s benchmarking position nationally, regionally and East
Midlands is as follows: 
Theme National Position 

(Out of 124 
Acute/Acute
Community Trusts) 

Regional 
Position 

East 
Midlands 

(Out of 21) (Out of 9) 

We are compassionate and 
inclusive 

We are recognised and rewarded

We each have a voice that counts

We are safe and healthy 

37th 5th 2nd 

63rd

49th

65th 

6th

7th

8th 

3rd

3rd

4th 

Indicators 

(‘People 

2025/26 2024/25 2023/24 

Promise’ Trust Benchmarking Trust Benchmarking Trust Benchmarking 
elements and themes) Score Group Score Score Group Score Score Group Score
People Promise 

We are compassionate
and inclusive 

We are recognised and
rewarded 

We each have a voice
that counts 

7.4 7.3 7.6 7.3 7.7 7.3 

5.9 5.9 6.2 5.9 6.3 6.0 

6.7 6.6 7.0 6.7 7.1 6.7 

We are safe and 6.0 6.1 6.3 6.1 6.5 6.1 
healthy

We are always 5.7 5.6 6.0 5.6 6.1 5.6 
learning 

We work flexibly 

We are a team 

Staff Engagement 

Morale 

6.2

6.8

6.7

5.9 

6.2

6.8

6.7

5.8 

6.5

7.0

7.1

6.3 

6.2

6.7

6.8

5.9 

6.6

7.1

7.3

6.5 

6.2

6.8

6.9

6.0 
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We are always learning

We work flexibly 

We are a team 

Staff Engagement

Morale 

43rd

75th

39th

66th

53rd 

6th

13th

5th

8th

7th 

3rd

6th

3rd

3rd

3rd 

 
The graphs below summarises the Trust 2025 National Staff Survey results for
three key questions: 



89 

 

It should be noted that scores across all questions declined in 2025. This mirrors the national picture where scores have seen either
no improvement or a decline in results. 
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2025/26, 2024/25 and 2023/24 
Scores for each indicator together with that of the survey benchmarking group (acute
and acute community trusts) are presented below. 

2025/26 2024/25 2023/24 

Benchmark Benchmark Benchmark 
Group Trust Trust Trust Group Group 

We are compassionate and inclusive

Compassionate Culture

Compassionate 

Leadership 

Diversity and Equality 

Inclusion 

We have a voice that counts

Autonomy and Control 

Raising Concern 

We are safe and healthy 

Health and Safety Climate 

Burnout 

Negative Experience 

We are always learning

Development 

Appraisals 

We Work Flexibly 

Support for work-life 

balance 

Flexible Working 

We are a team 

7.02 6.97 7.45 7.05 7.64 7.06 

7.13 6.99 7.29 6.98 7.32 6.96 

8.49

6.80 

8.37

6.80 

8.41

6.95 

8.08

6.81 

8.69

7.08 

8.41

6.86 

6.91

6.40 

6.92

6.30 

7.14

6.81 

6.96

6.38 

7.26

6.94 

6.99

6.41 

5.46

4.83

7.85 

5.39

4.94

7.90 

5.89

5.10

7.91 

5.49

5.01

7.79 

6.11

5.22

8.02 

5.45

4.99

7.91 

6.31

5.11 

6.29

4.89 

6.67

5.35 

6.40

4.86 

6.83

5.29 

6.45

4.75 

6.31 6.28 6.58 6.30 6.75 6.25 

6.00 6.15 6.36 6.17 6.53 6.15 
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Team Working 

Line Management Staff

Engagement

Motivation Involvement 

Advocacy 

Morale 

Thinking about leaving

Work Pressure

Stressors 

6.67

6.98 

6.72

6.76

6.69 

6.01

5.30

6.35 

6.64

6.82 

6.87

6.77

6.63 

6.00

5.20

6.35 

6.84

7.12 

7.12

7.02

7.25 

6.47

5.91

6.55 

6.67

6.82 

6.98

6.83

6.70 

6.04

5.36

6.38 

6.96

7.15 

7.28

7.18

7.50 

6.74

6.17

6.65 

6.68

6.80 

7.05

6.86

6.74 

6.06

5.30

6.38 

In response to the Trust results,the Trust has committed to the following priority areas
for 2026 under “Together We Will”. 

 
The benchmarking data from 2023 to 2025/26 shows that scores have deteriorated at
Sherwood Forest Hospitals NHS Foundation Trust. 

The 2025 NHS Staff Survey National picture highlights a workforce facing growing
pressure, with clear signs of declining wellbeing, reduced morale and confidence,
increasing operational strain, and a continuing rise in negative behaviours from
patients and the public, outlining an overall picture of a system struggling to
maintain a positive and supportive working environment. 

Future Priorities and Targets:
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The Trust aims to continue improving workforce experience and the quality of its services
by focusing on these key areas led by an Executive colleague. 

The Trust commitments are also underpinned by Divisional commitments 

 

The Trust also continues to ensure that it engages with colleagues more meaningfully
through one-to-one interactions with its teams, ensuring that everyone's voice is heard,
including those who choose not to participate in the survey. The Trust wants to ensure
that for the National Staff Survey in 2026, its response rates improve by reaching those
voices. 
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Equality Reporting 
During 2025/26, the Trust has continued to deliver against its Equality, Diversity and
Inclusion (EDI) Improvement Plan, aligned to the NHS EDI Improvement Plan published
in June 2023. This three-year programme set out targeted actions to address inequalities,
discrimination and structural barriers affecting staff across the NHS workforce, with a
focus on improving culture, behaviours, policies and practices. 

Actions and Monitoring
 
The resultshavebeencommunicatedtocolleaguesinanumberofwaysincluding
electronicandface-to-facebriefings.Someofthepositiveresultsalsofeatureinthe
Trust’srecruitmentcampaigns.
 

The reportsareanalysed,includingareviewoftheanonymouscommentsthatwere
capturedinthefreetext,astheseprovidefurtherimportantcontext.Analysisisalso
undertakenbystaffgroups,divisions,departments,andsites.ThePeopleCabinetwill
considerthethemesandcommentsindetailandmaintainoversightofTrustcultural
improvements, with regular updates to the Trust’s People Committee.
 

DivisionalandDepartmentalleadsaresentacopyoftheTrustreport,theirdivisional
resultsandthefree-textanonymouscomments.Theythenactivelyexplorethethemes
furtherwiththeirteamsanddevelopimprovementinitiativespertinenttotheirdivisionto
addressareasofconcern.Thisalsoappliestocorporateareas.TheTrustwillundertake
engagementsessionswithdivisionaltriumvirateleadershipteamsforthemtopresent their
reflectionsontheirfindingsandtoidentifywhatsupporttheyneedtoimprovethe culture
withintheirdivisions.
 

The resultsaretriangulatedwithotherdatasourcessuchasthequarterlypulsesurveys,
workforceKeyPerformanceIndicators(KPIs)andSpeakingUpconcerns.Thisenables more
targetedactionsandinterventionstobeidentifiedandsupportedbyPeople
Directorateteams.Thisyearwehavedesignedanin-houseBusinessIntelligence
dashboardhostedontheintranettoallowanyleaderorindividualintheorganisationto review
their own area’s results which has again been updated with 2025/26 results.
 

The diversityandinclusivityresultswillbeexploredbytheTruststaffnetworksand
appropriateactionsincorporatedintotheirworkprogrammes.Theperformanceofthe
programmeisreportedthroughtothePeopleCommittee.Suchperformanceandactivity is
alsoreviewedinlinewithkeyprioritiesassociatedwiththeTrust’srequirementsunder the
WorkforceRaceEqualityStandard(WRES)andWorkforceDisabilityEquality
Standard(WDES)forexample.

The Trust has maintained a strong focus on embedding an inclusive culture and ensuring
that EDI considerations are integral to workforce planning, leadership and organisational
development. Progress against the national High Impact Actions has been monitored
throughout the year, with a formal self-assessment completed in January 2025 and
externally assured by NHS England (Midlands) in March 2025. 
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The Trust has met its statutory and national reporting obligations in relation to workforce
equality, including: 

• Gender Pay Gap reporting 
• Workforce Race Equality Standard (WRES) 
• Workforce Disability Equality Standard (WDES). 

The data from these reports is reviewed regularly to identify areas of disparity and inform
targeted action plans. Progress against these plans is monitored through established
governance structures to support continuous improvement. 

The Trust has fulfilled its obligations under the Equality Act 2010 (Gender Pay Gap
Information) Regulations, with the 2025/26 Gender Pay Gap report providing
transparency on pay differentials between male and female employees. Gender Pay
Gap Report 2026 

The annual WRES and WDES reports provide detailed analysis of workforce
representation, experience and progression, supporting the Trust to identify and address
inequalities across the workforce. 

WRES: Workforce Race Equality Standard(WRES) Report 2025-2026 

 
The Trust received a positive assurance outcome, being recognised as a high-performing
organisation within the Nottingham and Nottinghamshire Integrated Care System and
among the stronger performing trusts across the Midlands region. The assurance review
highlighted: 

• strong and consistent progress across all High Impact Actions 
• an effective and well-evidenced approach to recruitment and talent management, 

including meaningful community engagement 
• a clear and embedded commitment to anti-racism, supported by a zero-tolerance 

approach to discrimination. 

The Trust received particular recognition for its delivery of High Impact Action 2
(recruitment and talent management). As a result, the Trust was invited to share its
approach at a regional NHS England EDI Improvement Plan webinar in July 2025,
providing an opportunity to contribute to system-wide learning and improvement. 

During 2025/26, the Trust has also contributed to the national development of future EDI
priorities. In February 2026, representatives attended a national workshop hosted by NHS
England to inform the next phase of the EDI Improvement Plan. The Trust will continue to
build on progress to date and remains committed to advancing equality, diversity and
inclusion across the organisation. 

Mandatory equality reporting (2025/26) 

https://www.sfh-tr.nhs.uk/media/lo3dtblj/workforce-race-equality-standard-wres-report-2025-2026.pdf
https://www.sfh-tr.nhs.uk/media/nsofccik/gender-pay-gap-report-2026.pdf
https://www.sfh-tr.nhs.uk/media/nsofccik/gender-pay-gap-report-2026.pdf
https://www.sfh-tr.nhs.uk/media/nsofccik/gender-pay-gap-report-2026.pdf
https://www.sfh-tr.nhs.uk/media/lo3dtblj/workforce-race-equality-standard-wres-report-2025-2026.pdf
https://www.sfh-tr.nhs.uk/media/lo3dtblj/workforce-race-equality-standard-wres-report-2025-2026.pdf
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WDES: Workforce Disability Equality Standard (WDES) Report 2025-2026 

The Trust has also met its obligations under the Public Sector Equality Duty through the
publication of its annual Equality, Diversity and Inclusion (EDI) Activity Report, which
outlines progress against equality objectives and actions taken to eliminate discrimination,
advance equality of opportunity and foster good relations. People Equality, Diversity, and
Inclusion Annual Report 2024-2025 

All reports are published on the Trust’s website in line with national requirements and
inform ongoing improvement activity and governance oversight of equality, diversity
and inclusion. 

 
The Trust is committed to creating a safe, inclusive and respectful working environment
for all colleagues. During 2025/26, significant progress has been made in strengthening
the Trust’s approach to tackling discrimination, promoting inclusion and preventing
unacceptable behaviours. 

 
During the year, the Trust undertook a review of its Anti-Racism Strategy, originally
launched in 2022. This review drew on a range of data sources, including National Staff
Survey results, local staff experience surveys, incident reporting data and the lived
experiences of colleagues shared through Freedom to Speak Up and staff networks.
While improvements were identified in some areas, the review confirmed that racism and
other forms of discrimination continue to impact colleagues. It also highlighted the
disproportionate experiences of some groups, including colleagues from ethnic minority
backgrounds, the LGBTQ+ community and those with disabilities. 

In response, the Trust has broadened its focus from a singular anti-racism strategy to a
more inclusive and action-oriented approach addressing all forms of discrimination. This
has led to the development of the #NoHateHere initiative, building on the Trust’s existing
Expect Respect Not Abuse programme. 

The initiative was developed collaboratively with staff networks, the People Wellbeing
and Belonging sub-cabinet and the Violence Prevention and Reduction Working Group.
It focuses on: 

•providing appropriate wellbeing and practical support for colleagues who 
experience discrimination 

•ensuring consistent and proportionate responses to unacceptable behaviour
•equipping staff with the skills and confidence to respond to incidents. 

Culture, inclusion and respect (2025/26) 

Broadening our approach to inclusion: #NoHateHere 

https://www.sfh-tr.nhs.uk/media/dhyk3ley/workforce-disability-equality-standard-wdes-report-2025-2026.pdf
https://www.sfh-tr.nhs.uk/media/dhyk3ley/workforce-disability-equality-standard-wdes-report-2025-2026.pdf
https://www.sfh-tr.nhs.uk/media/qbokjzr3/people-equality-diversity-and-inclusion-annual-report-2024-2025.pdf
https://www.sfh-tr.nhs.uk/media/qbokjzr3/people-equality-diversity-and-inclusion-annual-report-2024-2025.pdf
https://www.sfh-tr.nhs.uk/media/qbokjzr3/people-equality-diversity-and-inclusion-annual-report-2024-2025.pdf
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#NoHateHere was launched internally during National Hate Crime Awareness Week in
October 2025 and externally in December 2025, supporting increased awareness and
engagement across the organisation and wider community. 

 
The Trust has also continued to develop an active bystander culture, empowering staff to
challenge inappropriate behaviours safely and constructively. 
Active Bystander training was introduced during 2025/26, with 326 staff participating
between June and November 2025. The programme has supported increased
awareness, confidence and capability among staff to respond to discrimination and
unacceptable behaviour, contributing to a more inclusive and respectful workplace. 

Staff networks continue to play a key role in supporting inclusion, engagement and the
co-production of EDI initiatives. During the year, new Chairs and co-Chairs were
appointed across several networks, strengthening leadership and representation.
Executive sponsorship arrangements have also been refreshed to ensure continued
alignment with organisational priorities. 

 
Aligned to this broader cultural approach, the Trust has continued to strengthen its work 
to prevent violence, aggression and inappropriate behaviour, including sexual 
misconduct. 

Building on the introduction of the Expect Respect Not Abuse campaign and the Trust’s
commitment to the NHS Sexual Safety Charter, activity during 2025/26 has focused on
prevention, reporting and support. This has included the development of a Violence
Prevention Plan, delivery of targeted training (including Sexual Safety Investigation
Training), and the promotion of a culture where staff feel safe to speak up about their
experiences. 

Additional support has been introduced for colleagues affected by incidents, alongside
initiatives to improve awareness and engagement. These have included a Sexual Safety
Schwartz Round in February 2025, providing a safe space for colleagues to share lived
experiences, and a Trust-wide Sexual Safety and Violence Prevention conference in
May 2025. Feedback from these events highlighted the value of open dialogue and
shared learning in supporting cultural change. 

During the latter part of the year, governance arrangements for this work were reviewed.
Following a pilot combined approach, it was agreed that dedicated working groups for
violence prevention and sexual safety would provide greater focus and support more
effective delivery of priorities. 

Active bystander culture 

Staff networks and engagement 

Violence prevention and sexual safety 
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During 2026/27, the Trust will continue to build on this work through: 

• delivery of the #NoHateHere action plan 
• continued implementation of the Violence Prevention Plan and Sexual Safety Work 

plan 
• further expansion of Active Bystander training, including targeted delivery informed 

by workforce data. 

This integrated approach supports the Trust’s ongoing commitment to fostering a culture
where all colleagues feel safe, valued and respected. 

 
During 2025/26, the Trust has continued to strengthen its EDI infrastructure and
capability. This has included the introduction of a revised Equality Impact Assessment
process and supporting guidance, alongside training and assurance arrangements to
support consistent application across the organisation. 

The Trust has also delivered a programme of awareness and engagement activities
throughout the year, supporting greater understanding of equality, diversity and
inclusion across the workforce. There has been a continued focus on improving
workforce data quality, including an increase in disability declaration rates, supporting
better insight and targeted action. 

Recognition of individual and organisational contributions to EDI has continued through
internal awards and external engagement, reinforcing the importance of inclusive
behaviours and leadership. 

 
The Trust has continued to support a range of staff-led initiatives and engagement
activities, including awareness events and campaigns to promote inclusion, celebrate
diversity and support staff wellbeing. 

Looking ahead 

Wider EDI progress 
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Staff Networks
In May 2024,theTrust relaunched its Staff Networks with a new structure including
individual networkSafe Spaces, an all-networks support group and an all-networks action
group.
The new structureenables members to use their protected time for the network activity
that mattersmosttothem. 

Policies on Slavery and Human Trafficking 

Ethical Standards and Supply Chain Responsibilities 
TheTrustrecognisesits obligations to patients, caregivers, employees, and the wider
community, and expects all suppliers to uphold the same ethical standards. The Trust’s
supply chain includes agency staffing, medical services, consumables, facilities
maintenance, utilities, and waste management. The Trust is committed to ensuring that
modern slavery and human trafficking are absent from all aspects of its operations and
supply chain. Internal policies reflect this commitment to ethical conduct and integrity. 

 
Modern Slavery 
Trust Responsibilities Under the Modern Slavery Act 2015 
This sectionsetsoutthe Trust’s responsibilities and actions under Section 54 of the
Modern SlaveryAct2015, detailing the measures in place to prevent modern slavery and
humantraffickingacross all Trust operations and within its supply chain. 
Modern slaveryincludes slavery, servitude, human trafficking, and forced labour. SFHFT
recognisesthecriticalrole the NHS plays in identifying, preventing, and responding to
these crimes,aswellas supporting those affected. The Trust remains fully committed to the
government’sobjective of eradicating modern slavery and upholding the highest
standards ofethicalconduct, integrity, and transparency. To support this commitment, the
Trust maintainsrobust systems and controls designed to prevent exploitation in any form. 
The Trust also provides assurance on its public website that it does not commission
services associated with modern slavery and actively participates in local and national
reviews involving individuals who may have experienced exploitation. 
Every member of staff has a personal responsibility to help prevent modern slavery and
human trafficking. The Procurement Department holds lead responsibility for ensuring
compliance and due diligence within the supply chain. 
Throughout 2025/26, the Procurement Team and the Trust Safeguarding Team continued
to work collaboratively to ensure all procurement staff understand the risks associated
with modern slavery and the actions required when concerns arise. 

By bringingallthenetworks together for the support and action groups the Trust is
achieving greaterallyship across all networks and has been able to consolidate actions
from all networksintoone action plan. 

Throughouttheyear,the Trust has recruited to vacant Chair and Co-Chair positions, so
all networksnowhaveboth a Chair and Co-Chair. 
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The Trust is committed to identifying and addressing risks of slavery and human
trafficking within its supply chain. Contractual provisions ensure that suppliers uphold the
same standards as the Trust. 

 
The Trust maintains a comprehensive recruitment policy and undertakes due diligence
to identify and mitigate risks of modern slavery and human trafficking by: 

•
• 

•

• 

Pre-employment checks to verify identity and right to work in the UK. 
Ensuring recruitment agencies are part of NHS England’s approved frameworks
and subject to audits confirming all required clearances for agency personnel.
Adhering to NHS Agenda for Change Terms and Conditions to ensure fair pay
and contractual arrangements. 
Engaging with Trade Unions on any proposed changes to employment terms and
conditions. 

All contracted suppliers must agree to the Trust’s terms and conditions, which include
explicit provisions requiring them to prevent slavery and human trafficking within their
own supply chains and to operate in accordance with Trust policies. 
To ensure ethical and transparent business practices, the Trust has implemented a
range of internal policies, including: 

 
The Trust implements measures to protect employees from exploitation and ensure
compliance with legal and regulatory standards. These include fair employment terms,
mandatory Equality, Diversity and Inclusion training, and access to further training and
professional development. 

 
Employment policies - including those covering DBS checks, employment records,
professional registration, and induction - set out the Trust’s procedures for vetting and
barring. These include verifying eligibility to work in the UK and ensuring compliance with
national NHS employment standards. These standards include guidance on identifying
and supporting potential victims of modern slavery and the requirement to notify the
Home Office where appropriate. 
Working With Suppliers 

 
The Trust follows the principles set out in its Think Family, Safeguarding Adults, and
Safeguarding Children policies. These align with Nottinghamshire’s multi-agency
safeguarding arrangements and provide clear guidance for staff on responding to
concerns about the treatment of colleagues, service users, or practices within the
Trust or its supply chain. 

Speaking Up Policy: The Trust operates a Speaking Up Policy to empower all
employees to voice their concerns regarding the treatment of colleagues or individuals
utilising its services, as well as any practices within its organisation or supply chain,
without the fear of retaliation. 

RecruitmentPolicy

Equal Opportunities

EmploymentPolicies

Safeguarding Policies (Including Managing Allegations Policy)
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Key measures include: 

•

•

• 

Vetting all suppliers through a Selection Questionnaire before appointment to a
framework agreement. 
Issuing all contracts under NHS Terms and Conditions, which allow termination for
breaches of labour laws. 
Applying NHS Terms and Conditions for non-clinical purchases and the NHS
Standard Contract for clinical services, both of which require compliance with
relevant legislation. 
Requiring staff to engage with the Procurement Department before establishing
relationships with new suppliers to ensure appropriate checks are completed. 

• 

If a subcontractor is found to have breached child labour laws or engaged in human
trafficking, they will be excluded under Regulation 57 of the Public Contracts
Regulations 2015, and the main contractor will be required to replace them with a
compliant subcontractor. 
The Procurement Team adheres to the CIPS (Chartered Institute of Procurement &
Supply) Code of Professional Conduct, ensuring professional, ethical, and
transparent procurement practices. 

 
The Trust ensures that staff receive clear guidance and training on modern slavery and
human trafficking through its mandatory safeguarding programmes for adults and
children. This training is supported by the Trust Safeguarding Team and reinforced
through safeguarding policies and procedures. The topic is also covered during the
mandatory safeguarding induction day for all new employees, ensuring that awareness
begins at the point of entry into the organisation. 
The Trust remains committed to increasing organisational awareness and strengthening
understanding of the risks associated with modern slavery and human trafficking within
both its supply chains and wider business operations. Ongoing education helps ensure
that staff are equipped to identify concerns and take appropriate action in line with Trust
procedures. 

 
The Trust evaluates theeffectiveness of its actions to prevent modern slavery and human
trafficking withinitsoperations and supply chain through the following indicators: 

• Absence of internalor external reports — no concerns raised by employees,
members of the public, or law enforcement indicating that modern slavery may be
occurring within theTrust. 
• Monitoring referralsto Social Care — tracking referrals and proactively reporting any
cases identifiedduring service delivery where service users may be victims of modern
slaverywithin the community. 

In addition, the Trust produces quarterly and annual safeguarding reports that detail any
concerns raised, along with emerging trends and themes. 

Training

Performance Indicators



103 

These reportssupport continuous improvement and help ensure that the Trust maintains
strong oversightof safeguarding risks, including those related to modern slavery. 
Sustainability
 

Task force on climate-related financial disclosures (TCFD)
 

During 2025/26, Sherwood Forest Hospitals NHS FoundationTrust (SFH) progressed to 

 
Operational responsibility for delivering climate-related actions sits with the Sustainable
Development Operational Group (SDOG). This group coordinates activity across the
Trust’s Greener People, Greener Estates and Greener Care programmes and ensures
alignment between estates, procurement, clinical services and corporate functions.
Named leads within sustainability, estates and clinical services support delivery at
divisional level. These arrangements ensure climate considerations are embedded within
day-to-day operational management and support consistent implementation across the
organisation. The Trust considers its governance and management structures tobe fully
aligned with TCFD Governance requirements. 

 
Oversight of climate-related risks and opportunities is embedded within the Trust’s formal
governance framework. Climate change is recorded on the Board Assurance
Framework as Principal Risk 8 (PR8): Failure to deliver sustainable reductions in
the Trust’s impact on climate change. This designation reflects the potential for
climate-related impacts to affect service delivery, financial performance, regulatory
compliance and organisational reputation. 
The Finance and Performance Committee holds delegated responsibility for oversight
of PR8. Progress against this principal risk is reviewed on a monthly basis, with formal
updates provided to the Trust Board three times per year. This ensures that climate-
related matters are subject to the same level of scrutiny and assurance as other
significant organisational risks. 

Strategic oversight is provided by the Sustainable Development Strategy Group
(SDSG), chaired by the Chief Financial Officer. The SDSG provides assurance that
sustainability considerations are appropriately reflected in corporate strategy, capital
planning and major investment decisions. 

Management responsibilities 

of the NHS England Task Force on Climate-relatedFinancial Disclosures
pillar, completing
the four mandatory areas of disclosure set out by TCFD:Governance, Strategy, Risk
Management, and Metrics and Targets. 
The Trust successfully met Phase 2 requirements in earlieryears, which focused on
Governance, Risk Management and Metrics and Targets.This report therefore
represents a transition from compliance-led reporting towards a more strategic
integration of climate-related risks and opportunities into long-term planning, financial
decision-making and organisational resilience. 
Trust Board oversight of climate-related issues 

(TCFD) implementation framework. Phase 3 introduces the
Phase 3

Strategy
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3.1.3 Opportunities 
TheTrusthasactively pursued opportunities associated with the transition to a low-
carbon healthcare system. 

 
3.1.1 Physical risks
The primary physicalclimate risks identified for the Trust include increased frequency and
intensity of extreme heat, flooding, storms and unseasonal weather events. These risks
have the potential to disrupt service delivery, damage infrastructure and affect patient and
staff safety. 
Mitigation measures include the Trust-wide Adverse Weather Plan, local business
continuity plans across all divisions and the Business Continuity Management System.
These arrangements are reviewed regularly to ensure they remain effective as climate
risks evolve. 
 
3.1.2 Transition risks
Transition risks arisefrom changes in regulation, national NHS policy, technological
developments and market expectations linked to decarbonisation. These risks are
managed through theTrust’s Green Plan, Procurement Strategy and estates investment
programmes. 
Environmental and social value considerations now account for 10 per cent of quality
scoring within procurement processes, supporting reductions in supply chain emissions.
Digital transformation initiatives, including electronic patient records, ambient artificial
intelligence technologies and reductions in paper use, also contribute to emissions
reduction while improving service efficiency. 

 
4. Strategy 

3.1 Climate-related risks and opportunities across time horizons
 As partofPhase 3 implementation, SFH has assessedclimate-related risks and 

opportunities across the short, medium and long term, aligned toestablished planning
and investment cycles. 
In the short term, climate considerations are addressed throughannual operational
planning, divisional and service-level business continuity arrangements and the Trust-
wide Adverse Weather Plan. These measures ensure preparedness for immediate
climate-related disruptions, including extreme weather events and associated impacts on
staff, patients and infrastructure. 
Over the medium term, climate risk and opportunity assessment informs financial
planning, estates strategy development, infrastructure investment programmes and
digital transformation. Key priorities within this timeframe include delivery of the Trust’s
Green Plan, development of heat decarbonisation measures, infrastructure resilience
and adaptation planning. 
In the long term, climate considerations are embedded within the delivery of the Estates
Strategy and long-term financial planning, with a focus on resilience, decarbonisation
and alignment with NHS Net Zero targets for 2040 (direct emissions) and 2045 (supply
chain emissions). 



105 

Recent estates investment, including a Trust-wide LED lighting upgrade, is expected to
reduce energy consumption from 2025/26 onwards. 

 
The Trust monitors a defined set of sustainability metrics, including total energy
consumption, energy use per square metre, cost trends, progress against Green Plan
actions and carbon emissions reported through the NHS England Greener NHS
Dashboard usinga2020/21 baseline. 
5.2 Performance

 
Climate considerations influence a range of strategic and financial decisions, including
estates upgrades, energy efficiency investments,emergency preparedness and long-
term resilience planning. The Trust maintains acomprehensive Business Continuity Plan,
supported by service-level continuity arrangements and oversight through the Resilience
Assurance Committee. External engagement through the Integrated Care Board
Emergency Preparedness, Resilience and Response arrangements further strengthens
system-wide coordination. 

External funding has been secured to support energy efficiency and decarbonisation
initiatives, including £3 million from the NHS Energy Efficiency Fund (NEEF3) in 2024
and additional funding for enhanced energy sub-metering in 2025. 
Technical support from Midlands Net Zero is supporting the development of a Heat
Decarbonisation Plan, scheduled for completion in 2026. These initiatives are
expected to reduce energy consumption, strengthen estate resilience and mitigate
long-term financial exposure to energyand carbon costs. 

 
Climate-related risksare identified through routine risk reporting, analysis of incident
trends, service-levelintelligence and engagement with national and regional intelligence.
The Trust aligns itsassessment with the National Risk Register and Community Risk
Register via the LocalResilience Forum. 
Once identified, climate risks are assessed and managed using the same processes as
all other organisational risks. They are reviewed quarterly by the Risk Management
Committee and escalated through SDOG, SDSG and relevant Board committees as
required. The Trust recognises that climate-related risks are likely to increase in severity
over time and continuesto review controls and mitigation measures accordingly. 

 
Climate-related risks are assessed in line with the Trust’s Risk Management and 
, which sets out criteria for determining significance and prioritisation. Given its
designation as a principal risk, climate change receives Board-level oversight rather than
being managed solely at an operationallevel. 

4. Risk Management

5. Metrics and Targets
5.1 Metrics 

3.2 Determining materiality

Assurance Policy

3.3 Impact on strategy and financial planning
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The Trustdoes not currentlyapply internal carbon pricing. This position will be reviewed as
nationalpolicy, regulatoryexpectations and NHS guidance continue to develop.
Conclusion
SherwoodForest Hospitals NHS Foundation Trust has established mature governance,
strategy,riskmanagement and performance monitoring arrangements for climate- related
risksand opportunities. Completion of Phase 3 of the TCFD framework confirms that
climatechange is now fully embedded within strategic planning, financial oversight and
operational delivery. 
The Trust remains committed to investing in sustainable infrastructure, strengthening
resilience to climate impacts and supporting the NHS ambition to achieve Net Zero, while
continuing to work collaboratively with system and regional partners.

However, planned estate expansion, including the Kings Mill MRI building and Mansfield
Community Diagnostics Centre opening in 2026, is expected to influence overall energy
demand. 

Substantial reductions in nitrous oxide emissions have been achieved following the
transition to local cylinder supply on anaesthetic trolleys and the decommissioning of
manifold systems in 2025. These changes have significantly reduced associated carbon
emissions. 

5.3 Internal carbon pricing
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Valuing our Members 

Changes to the Trust's membership in 2025/26
 
Changes in the Trust's Constitution during the yearhave better aligned its constituency
boundaries to the core communities the Trustserves, with existing constituencies
renamed to make them more meaningful to localcommunities and encourage better
engagement from Trust members and governors.
 
The changes to the Constitution also created anew'Rest of England' constituency to
represent the views of patients from outside ofthelocal area, with the introduction of that
constituency also supporting the Trust to recruitthe highest calibre of Non-Executive
Directors, Associate Non-ExecutiveDirectors and Governors from outside the
communities nearest to the Trust's hospitals.
 
The changes in the Constitution have also created a 'digital only' election model which
has supported the Trust in its efforts to improve its financial position by significantly
reducing the cost of running Council of Governor elections. 

The changes resulted in all nine vacancies on the Trust's Council of Governors being
filled at its latest Council of Governor elections in April 2025. 

Further elections will commence in May 2026 for eight seats on the Trust’s Council of
Governors. 
 
Membership information following the most recent election in April 2025 

Public breakdown by constituency 

2,829 Mansfield, Ashfield
and surrounding
wards 
Newark, Sherwood
and surrounding 

Rest of England 

474 

353 9.66% 

77.38% 

12.96% 
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0-16

17-21

22-29

30-39

40-49

50-59

60-74 

75+ 

Not stated

Ethnicity

White

Mixed

Asian

Black

Other 

Not stated

Gender

Male

Female 

Transgender

Not stated 

0.00%

2.05%

3.17%

8.62%

8.42%

12.25%

27.13%

28.01%

10.34% 

80.17%

0.66%

2.16%

1.50%

0.16%

15.34% 

38.40%

58.75%

0.03%

2.82% 

Public membership breakdown 

19.59%

6.04%

9.90%

12.50%

11.81%

13.91%

16.69%

9.56%

N/A 

82.06%

1.75%

5.93%

1.65%

0.52%

8.09% 

49.51%

50.49%

Unknown

N/A 

Age (years) 

Membership Population 
profile profile 
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Valuing our Governors
As an NHS Foundation Trust, the Trust is accountable to the Council of Governors, which
represents the views of members. The two key statutory duties of the Council of
Governors are: 

Membership activity, events, and communication
 
As in previous years, the Governors’ MembershipandEngagement Committee has
continued to focus on how best to engage with members.The Trust has continued to issue
a regular e-newsletter, Trust Matters, to maintaincommunication with its members. 

A refreshed approach to how governors engagewiththemembers they serve has also
seen the introduction of new 'hot topics' totheexisting programme of 'Meet your governor'
activities, helping to provide greaterfocustomembership engagement and generating more
specific, actionable insights totheTrust.

Annual General Meeting / Annual Members’ Meeting 
The AGM was heldattheKing's Mill Hospital site on 16th September 2025. 

The Trust continuestowork closely with its members to help it to be truly accountable for
the quality of theservices it provides to the local communities. 

Members can contacttheirgovernors either through the Trust website or by contacting the
Director of CorporateAffairs, Sherwood Forest Hospitals NHS Foundation Trust, Trust
Headquarters, Level1,King’s Mill Hospital, Mansfield Road, Sutton in Ashfield,
Nottinghamshire, NG174JL or by emailing sfh-tr.governors@nhs.net. 

• To hold the non-executive directors individually and collectively to account for the 
performance of the Board of Directors. 
To represent the interests of Trust members and of the public. • 

In addition, the Council of Governors, among other matters, is responsible for making
decisions regarding the appointment or removal of the Chair, the Non-Executive
Directors, and the Trust’s External Auditors. 

The Trust’s Constitution makes clear the process to appoint or remove the Chair and the
other Non-Executive Directors, including the Governors’ role in deciding the remuneration
and allowances and other terms and conditions of office of the Non- Executive Directors. 

The full Council of Governors met four times during the year (see table). The meetings
were well attended, with debate across areas of interest. 

mailto:sfh-tr.governors@nhs.net
mailto:sfh-tr.governors@nhs.net
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There have been four full general Council ofGovernorsmeetingsandthreeextraordinary meetings
during the year. The following tablesdetailstheGovernors,theconstituencythey represent, their
attendance, the date they wereelected/appointedandthedatetheircurrentterm ofoffice ends. 

One of the key roles oftheGovernorsisengagementwiththeirconstituenciestogainfeedback
and report to the Council and subsequently the Board ofDirectors.Governors

achieve this by holdingregular‘MeetYourGovernor’eventsacrossallthreehospitalsitesand
in the community. Attheseeventsnewmembersarerecruitedandpatients,visitorsandstaff

can discuss their viewsoftheservicesprovided.
governors throughouttheyear.
 
The Governors continuetoobserveBoardCommitteestofulfiltheirstatutorydutyofholdingthe Non-
Executive Directorstoaccount.Thisenablesthegovernorstogainassuranceregarding how the Non-
ExecutiveDirectorsholdtheexecutivetoaccountandhowstrategicobjectivesare progressed and
implemented.Theobserversthenreporttheirfindingsfromthemeetingsback to the quarterly
CouncilofGovernorsmeetings.
 

The results of the latestgovernorelectionswereannouncedon29 April2025forsixseatsin the
Mansfield, AshfieldandsurroundingWardspublicconstituency,twointheNewarkand Sherwood public
constituencyandoneintheRestofEngland,plustwostaffgovernors.Thenext governor election
processcommencedinMay2026withatimetablethatwillseetheresults 

th

Theseeventshavebeenwellsupportedby

declared in July 2026.Atotalofeightseatsareupforelection:threeinboththeMansfield,
Ashfield and surroundingWardspublicconstituencyandtheNewarkandSherwoodpublic
constituency, one in theRestofEnglandandonestaffgovernor.
 
External developmentisofferedtoGovernorsandundertakenbythemthroughanexpressionof
interest process wheretheGovernorswhoattendsharetheirlearningwithotherGovernors.
Further regular internaldevelopmentisundertakenthroughquarterlyworkshops,thetopicsof
which are suggested andagreedbytheGovernors.

Attendance at CouncilofGovernormeetings
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NAME AREA COVERED 

 Attendance at Full COG (scheduled meetings) 

P 

P 

P 

P 

P 

P

P

P 

P 

P

P 

A 

A

P 

A 

P 

P 

P 

P

P 

P 

P 

P 

P

P

P 

P 

P

P 

A 

A 

A 

P 

A

P 

P 

X 

P 

A

P

P 

P 

P

P 

FULL COG
MEETING
DATES 

A 

A

A

A 

A

A 

P 

P 

P

P 

P 

X 

P 

P 

P 

C
O

N
ST

IT
U

EN
C

Y 

13
/0

5/
20

25
 

12
/0

8/
20

25
 

11
/1

1/
20

25
 

10
/0

2/
20

26
 

TE
R
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S 

O
F 

O
FF

IC
E 

D
A

TE
 E

LE
C

TE
D

TE
R

M
 E

N
D

S

Ann Gray 

Liz Barrett 

John Dove 

Julie Kirkby 

John Doddy 

Dean Wilson

Iain Peel 

David Walters 

Mitchel Speed

Nabeel Khan 

Angie Jackson 

Justin Wyatt

Kevin Stewart

Linda Dales 

Jane Stubbings 

Mansfield District
Council 

Newark &
Sherwood 

Ashfield District
Council 

Rest of England 

Mansfield &
Ashfield 

Mansfield &
Ashfield 

Nottinghamshire
County Council 

Mansfield &
Ashfield 

Mansfield &
Ashfield 

Staff 

Volunteers
Newark &
Sherwood District
Council 

Mansfield &
Ashfield 

Staff 

Mansfield &
Ashfield 

Public 

Public

Public 

Public 

Public 

Public 

Staff

Public 

Public 

Appointed 

Appointed 

Appointed 

Staff

Appointed

Appointed 

4 

3 

1 

3

3 

3 

4 

3 

3 

3

3

1 

3 

3

3 

23/05/23 

01/05/25 

23/04/20 

06/07/23

01/05/25 

01/05/25 

11/07/25 

07/07/23 

01/05/25 

01/05/25

28/02/23

15/07/21 

01/05/25 

01/05/25

01/05/25 

31/05/27 

30/04/28 

31/05/25 

31/10/26

30/04/28 

30/04/28 

31/05/29 

06/07/26 

30/04/28 

30/04/28

28/02/26

31/05/25 

30/04/28 

30/04/28

30/04/28 
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Pam Kirby 

John Dove 

Nikki Slack 

Neal Cooper 

Tracy Burton 

P= Present
A= Apologies
X= Absent 

Ann Gray

David Walters 

Peter Gregory 

Angie Jackson 

Sam Musson

Shane O’Neill 

Dean Wilson

Iain Peel 

Jane Stubbings

John Doddy 

Mansfield &
Ashfield 

Vision West Notts
College 

Mansfield &
Ashfield 

Newark &
Sherwood 

Staff 

Newark &
Sherwood 

Mansfield &
Ashfield 

Mansfield District
Council 

Newark & Sherwood 

Ashfield District
Council 

Rest of England

Mansfield & Ashfield

Mansfield & Ashfield

Nottinghamshire

County Council

Mansfield & Ashfield 

Public 

Public 

Public 

Staff

Public 

Public 

Public 

Appointed 

Appointed 

Public

Appointed 

Public

Public

Public

Appointed 

4 

3

1 

3

3

3

4 

3 

3 

3 

3 

3

3 

3 

01/05/25 

17/07/19 

07/07/23 

07/07/23 

07/07/23

07/07/23 

07/07/23 

23/05/23 

01/05/25

23/04/20 

06/07/23

01/05/25

01/05/25

11/07/25 

07/07/23 

30/04/28 

06/07/26 

06/07/26 

06/07/26

06/07/26 

06/07/26 

31/05/27 

30/04/28

31/05/25 

31/10/26

30/04/28

30/04/28

31/05/29 

06/07/26 

NAME AREA COVERED 

Attendance at Extraordinary COG meetings 

A 

P 

P 

P 

P 

P

A 

A 

P 

P

A 

P

A

P

P 
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P 

P
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A 

A 

P

P 

P

P

P

X 

P 

P 

P 

P 

P

A 

P 
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A 

P 

A

X 

P

P

X
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A 
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P 
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TE
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 E
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S

N/A N/A 
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P = Present 
A = Apologies
X = Absent 

Julie Kirkby

Julie Scarle

Justin Wyatt

Kevin Stewart

Linda Dales 

Liz Barrett

Mitchel Speed

Nabeel Khan

Neal Cooper

Nikki Slack

Pam Kirby

Peter Gregory

Sam Musson

Shane O’Neill

Tracy Burton 

Mansfield & Ashfield

Volunteers 

Staff 

Volunteers 

Newark & Sherwood

District Council

Mansfield & Ashfield

Staff 

Mansfield & Ashfield

Mansfield & Ashfield

Vision West Notts

Mansfield & Ashfield

Newark & Sherwood

Staff 

Newark & Sherwood

Mansfield & Ashfield 

Public

Appointed

Staff

Appointed

Appointed 

Public

Staff

Public

Public

Appointed

Public

Public

Staff

Public

Public 

3

3

3

3

1 

3

3

3

3 

3

3

3

3

3

01/05/25

01/03/26

01/05/25

28/02/23

15/07/21 

01/05/25

01/05/25

01/05/25

01/05/25

17/07/19

07/07/23

07/07/23

07/07/23

07/07/23

07/07/23 

30/04/28

28/02/29

30/04/28

28/02/26

31/05/25 

30/04/28

30/04/28

30/04/28

30/04/28 

N/A 

06/07/26

06/07/26

06/07/26

06/07/26

06/07/26 

P

A

P

P

A

P

A

A

P

A

P

A

X 

P

P

P

P

P

A

P 

X 

P

P

P

X

A 

A

P

A

P

P

P

P 

P 

P

P

P

P

A 

P A  

A 

N/A

P
A
P
P
P 

P 

P
P
A
A
A 

A 

P
A
P
P
A 

P 

P
A
A
P
P 

P 

Non-Executive Director Attendance at Council of Governors 

FULL COG MEETING 

DATES 
NAME 

Graham Ward
Barbara Brady
Manjeet Gill
Steve Banks
Andrew Rose-
Britton 
Neil McDonald 

13
/0

5/
20

25
 

12
/0

8/
20

25
 

11
/1

1/
20

25
 

10
/0

2/
20

26
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Lisa Maclean
Richard Cotton 

P = Present 
A = Apologies
X = Absent 

A
A 

A
P 

A
P 

A
A 
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Lead Governor annual report 2025/26 
It has been another busy year for the governors at Sherwood Forest Hospitals, as efforts
have continued to improve how we engage with the members we serve across the Mid-
Nottinghamshire area and beyond year-on-year. 

The Trust’s Council of Governors remain well-engaged and passionate about making the
patient voice well-heard in the running of their local hospitals – a commitment that has
been reflected in their work throughout the past year. 

As a team of governors, we have continued to routinely engage in the fabulous ‘15 Steps’
initiative which enables us to work alongside the executive team to ‘temperature check’
different wards and areas across the Trust’s hospitals. 

The 15 Steps process also enables us to learn more about the Trust and to spend time
with patients and staff to understand what matters most to them. It also allows us to
triangulate information presented in meetings by the Trust, as well as to relay positives
and identify areas for improvement to the Trust’s leadership team. 

Governors also actively participate in ‘Meet your governor’ engagement sessions on a
regular basis, which is another important way for patients and members to feedback
issues, concerns and praise. 

One of the biggest developments over the past year has been observing the changing
NHS landscape unfold, with a number of changes signaled by the publication of The 10
Year Health Plan for England in July 2025. 

That plan will see a change in the future role of governors under proposals to introduce
new ‘Advanced Foundation Trusts’ and we look forward to learning more about what this
change will mean in practice – including to re-imagine how trusts remain accountable to
the local communities they serve. 

One of the primary ways that governors have helped to shape the direction of the Trust
over the past year has been through their involvement in a number of key recruitment
drives. That activity has helped to bring further stability to the Trust’s leadership in
welcoming the appointment of a substantive Chief Executive, Jon Melbourne, and a new
substantive Trust Chair, Rukshana Kapasi OBE, to Sherwood. 
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Their leadership will be vital in preparing the Trust for those national changes – and we
look forward to seeing what the next 12 months bring under their guidance. 

 
Liz Barrett OBE, Lead Governor 



117 

 
Part of
Schedule
A
Disclose

Code of Governance for NHS Provider Trusts 

Summary of requirement Reference
Page numbers 

Disclose 

Disclose 

A.2.1 

A.2.3 

A.2.8 

Sherwood Forest Hospitals NHS Foundation Trust has applied the principles of The
Code of Governance for NHS Provider Trusts on a comply or explain basis. 

The board of directors should assess the
basis on which the trust ensures its
effectiveness, efficiency and economy, as
well as the quality of its healthcare
delivery over the long term, and
contribution to the objectives of the ICP
and ICB, and place- based partnerships.
The board of directors should ensure the
trust actively addresses opportunities to
work with other providers to tackle shared
challenges through entering into
partnership arrangements such as
provider collaboratives. The trust should 

Pages 24 - 31 

describe 
opportunities 

in its annual report how 
future 
sustainability have been considered and 
addressed, and how its governance is 
contributing to the delivery of its strategy. 
The board of directors should assess and 
monitor culture. Where it is not satisfied that Pages 32 – 56
policy, practices or behaviour throughout the 
business are aligned with the trust’s vision, 

and risks to 

values and strategy, it should seek 
assurance that management has taken
corrective action. The annual report should
explain the board’s activities and any action
taken, and the trust’s approach to investing
in, rewarding and promoting the wellbeing of
its workforce. 

The board of directors should describe in the 

Pages 78 - 86 

annual report how the interests of 
stakeholders, including system and place- 
based partners, have been considered in 
their discussions and decision-making, and 
set out the key partnerships for collaboration Pages 107 - 115
with other providers into which the trust has 
entered. The board of directors should keep 
engagement mechanisms under review so 
that they remain effective. The board should 

Pages 6 – 16 

Code
section 
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Disclose 

Disclose 

Disclose 

B.2.6 

B.2.13 

B.2.17 

set out how the organisation’s governance
processes oversee its collaboration with
other organisations and any associated risk
management arrangements. 
The board of directors should identify in the
annual report each non-executive director, it
considers to be independent. Circumstances
which are likely to impair, or could appear to 

Pages 24 - 31 

impair a non-executive director’s
independence include, but are not limited to,
whether a director: 
• has been an employee of the Trust within
the last two years 
• has, or has had within the last two years, a
material business relationship 
with the trust either directly or as a partner,
shareholder, director or senior 
employee of a body that has such a
relationship with the Trust 
• has received or receives remuneration
from the trust apart from a director’s 
fee, participates in the Trust’s performance-
related pay scheme or is a 
member of the Trust’s pension scheme 
• has close family ties with any of the trust’s
advisers, directors or senior 
employees 
• holds cross-directorships or has significant
links with other directors through involvement
with other companies or bodies 
• has served on the trust board for more
than six years from the date of their 
first appointment 
• is an appointed representative of the trust’s
university medical or dental 
school. 
Where any of these or other relevant
circumstances apply, and the board of
directors nonetheless considers that the
non-executive director is independent, it
needs to be clearly explained why. 
The annual report should give the number of
times the board and its committees met, and
individual director attendance. 
For foundation Trusts, this schedule should
include a clear statement detailing the roles 

Pages 24 – 31 

Pages 107 - 115 
and responsibilities of the council of 
governors. This statement should also 
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Disclose 

Disclose 

Disclose 

Disclose 

Disclose 

C.2.5 

C.2.8 

C.4.2 

C.4.7 

C.4.13 

describe how any disagreements between the
council of governors and the board of directors
will be resolved. The annual report should
include this schedule of matters or a summary
statement of how the board of 
directors and the council of governors operate, including a summary of the
types of decisions to be taken by the board,
the council of governors, board committees
and the types of decisions which are
delegated 
to the executive management of the board of
directors. 
If an external consultancy is engaged, it
should be identified in the annual report
alongside a statement about any other
connection it has with the trust or individual
directors. 
The annual report should describe the 

process followed by the council of governors 
to appoint the chair and non-executive
directors. The main role and responsibilities
of the nominations committee should be set
out in publicly available written terms of
reference. 
The board of directors should include in the
annual report a description of each director’s
skills, expertise and experience. 
All trusts are strongly encouraged to carry out
externally facilitated developmental reviews
of their leadership and governance using the
Well-led framework every three to five years,
according to their circumstances. The
external reviewer should be identified in the
annual report and a statement made about
any connection it has with the trust or
individual directors. 
The annual report should describe the work
of the nominations committee(s), 
including: 

• the process used in relation to
appointments, its approach to succession
planning and how both support the
development of a diverse pipeline 
• how the board has been evaluated, the
nature and extent of an external evaluator’s
contact with the board of directors and
individual directors, the outcomes and
actions taken, and how these have or will
influence board composition 

Pages24 - 31 

Pages24 - 31 

Pages24 - 31 

Pages 24 - 31 

Pages 24 - 31 
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Disclose 

Disclose 

Disclose 

D.2.4 

D.2.6 

C.5.15 

• the policy on diversity and inclusion 
including in relation to disability, its
objectives and linkage to trust vision, how it
has been implemented and progress on
achieving the objectives 
• the ethnic diversity of the board and senior
managers, with reference to indicator nine of
the NHS Workforce Race Equality Standard
and how far the board reflects the ethnic 
diversity of the Trust’s workforce and 
communities served 
• the gender balance of senior management
and their direct reports. 
Foundation Trust governors should canvas
the opinion of the trust’s members and the
public, and for appointed governors the 
body they represent, on the NHS Foundation
Trust’s forward plan, including its objectives,
priorities and strategy, and their views should
be communicated to the board of directors.
The annual report should contain 
a statement as to how this requirement has
been undertaken and satisfied. 
The annual report should include: 
• the significant issues relating to the financial
statements that the audit committee
considered, and how these issues were
addressed 
• an explanation of how the audit committee
(and/or auditor panel for an NHS Trust) has 

Pages 107 - 115 

Page 13 
Onwards 

assessed the independence and
effectiveness of the external audit process
and its approach to the appointment or
reappointment of the external auditor; length
of tenure of the current audit firm, when a
tender was last 
conducted and advance notice of any
retendering plans 
• where there is no internal audit function, an
explanation for the absence, how internal
assurance is achieved and how this affects
the external audit 
• 
independence 

an explanation of how auditor 
are
safeguarded if the external auditor provides
non-audit services. 

The directors should explain in the annual
report their responsibility for preparing the
annual report and accounts, and state that 

and objectivity 

Pages 134 - 136 
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Disclose 

Disclose 

Disclose 

Disclose 

Disclose 

E.2.3 

D.2.7 

D.2.8 

D.2.9 

Appendix
B, para
2.3 (not
in
Schedule
A) 

They consider the annual report and 
accounts, taken as a whole, is fair, balanced 

and understandable, and provides the 
information necessary for stakeholders to 
assess the trust’s performance, business 
model and strategy. 
The board of directors should carry out a 
robust assessment of the trust’s emerging Pages 136 - 163
and principal risks. The relevant reporting 
manuals will prescribe associated disclosure 
requirements for the annual report. 

The board of directors should monitor the 

Trust’s risk management and internal control Pages 136 - 163
systems and, at least annually, review their 

effectiveness and report on that review in the 

annual report. The monitoring and review 

should cover all material controls, including 
financial, operational and compliance 
controls. The board should 
report on internal control through the annual
governance statement 
in the annual report. 
In the annual accounts, the board of
directors should state whether it considered
it appropriate to adopt the going concern
basis of accounting when preparing them
and identify any material uncertainties
regarding going concern. Trusts should refer
to the DHSC group accounting manual and
NHS foundation trust 
annual reporting manual which explains that
this assessment should be based on
whether a Trust anticipates it will continue to
provide its services in the public sector. As a
result, material uncertainties over going
concern are expected to be rare. 
Where a Trust releases an executive
director, e.g. to serve as a non-executive 

Pages 17 - 23 

director elsewhere, the remuneration disclosures in the annual report
should include a statement as to whether or
not the director will retain such earnings. 

Pages 57 - 77 

The annual report should identify the 
members of the council of governors, 
including a description of the constituency or Pages 107 - 115
organisation that they represent, whether 
they were elected or appointed, and the 
duration of their appointments. The annual 
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Disclose 

Disclose 

Disclose Additional
requirement
of FT ARM
resulting
from
legislation 

Appendix 
B, 
para 2.14
(not in
Schedule A) 

Appendix 
B, 
para 2.15
(not in
Schedule A) 

report should also identify the 
nominated lead governor. 

The board of directors should ensure that 
the NHS Foundation Trust provides 
effective mechanisms for communication 
between governors and members from its Pages 107 - 115
constituencies. Contact procedures for 
members who wish to communicate with 
governors and/or directors should be clear 
and made available to members on the 
NHS Foundation Trust’s website and in the 
annual report. 
The board of directors should state in the 
annual report the steps it has taken to 
ensure that the members of the board, and 
in particular the non-executive directors, 
develop an understanding of the views of 
governors and members about the NHS 
Foundation Trust, e.g. through attendance 
at meetings of the council of governors, 
direct face-to-face contact, surveys of 
members’ opinions and consultations. 
If, during the financial year, the Governors 

Pages 6 – 16 

Pages 107 - 115 

have exercised their power* under
paragraph 10C** of schedule 7 of the
NHS Act 2006, then information on this
must be included in the annual report.
This is required by paragraph 26(2)(aa)
of schedule 7 to the NHS Act 2006, as
amended by section 151 (8) of the Health
and Social Care Act 2012. 
* Power to require one or more of the
directors to attend a governors’ meeting
for the purpose of obtaining information
about the Foundation Trust’s performance 

Pages 107 - 115 

of its functions or the directors’ 
performance of their duties (and deciding

whether to propose a vote on the 
foundation 
performance). 
** As inserted by section 151 (6) of the 

trust’s or directors’ 

The Trust’s Board of Directors is focused on achieving long-term success for the
organisation and its vision of becoming an outstanding organisation, through the application
of sound business strategies and the maintenance of high standards in corporate
governance and corporate responsibility. 
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The Trust commissioned Grant Thornton UK LLP to undertake a Developmental Well
Led Governance Review in the context of the CQC’s updated assessment framework,
that delivered its final report in January 2025 and built on the initial external Well led
review of the organisation, that reported in March 2022. 

The final report made a total of 33 recommendations for development across five areas:
Leadership, Improvement, Strategy, Partnerships and Freedom to Speak Up. The Board
received regular progress updates with the final responses to the Action Plan signed off at
its meeting held in public on 2  April 2026. On-going development and collation of
supporting evidence continues to ensure action outcomes are embedded. 

nd

The Board agreed to consider the commissioning of a follow-on review in 2027/28. 

The following statements explain the Trust’s governance policies and practices and
provide insight into how the Board and management run the Trust for the benefit of
patients, carers, the community, and its membership. 

The Trust’s Board of Directors brings a range of experience and expertise to its
stewardship of the organisation and continues to demonstrate the vision, oversight and
encouragement required to enable the organisation to thrive and improve on a continuous
basis. During the past year a new executive member has been welcomed to the Board,
bringing excellent skills and expertise to the organisation and providing crucial stable
leadership. 

At the end of the reporting year the Board comprised eight Non-Executive Directors
including the Chair (holding majority voting rights), six Executive Directors (voting),
including the Chief Executive, one corporate Executive Director (non-voting), and one
Associate Non-Executive Director (non-voting). 

The Chair is responsible for the effective working of the Board, for the balance of its
membership subject to Board and Governor approval, and for making certain all
Directors play their full part in setting and delivering the Trust’s strategic direction and
ensuring effective and efficient performance. The Chair conducts annual appraisals of
the Non- Executive Directors as well as the Chief Executive. 

The Chief Executive is responsible for all aspects of the management of the organisation.
This includes developing appropriate business strategies agreed by the Board, ensuring
related objectives and policies are adopted throughout, the effective setting of budgets,
and monitoring performance. The Chief Executive is also responsible for conducting the
annual appraisals of the executive and corporate Directors of the Board. 

The Chair, with the support of the Director of Corporate Affairs, ensures the Directors
and Governors receive accurate, timely and clear information. 
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Directors are encouraged to update their skills, knowledge, and familiarity with the Trust’s
business 
through their induction, on-going participation at Board and committee meetings,
attendance and participation at development events and through meetings with
Governors. 

There is an understanding that any Non-Executive Director, wishing to do so in the
furtherance of their duties, may take independent professional advice through the
Director of Corporate Affairs at the organisation’s expense. 

The Non-Executive Directors offer a wide range of skills and experience and bring an
independent perspective on issues of strategy, performance, and risk through their
contribution at Board and committee meetings. The Board considers that, throughout
the year, each Non-Executive Director has been independent in character and
judgement and met the independence criteria set out within the Code of Governance
for NHS Provider Trusts. Non-Executive Directors have ensured they have sufficient
time to carry out their duties. During the year, time has been spent with Governors to
help understand external views of the Trust and its strategies, and all Non-Executive
Directors and the Chief Executive attend the Council of Governors meetings. 

Several key decisions and matters are reserved for the Board’s approval and are not
delegated to management. The Trust Board delegates certain responsibilities to its
committees, to assist it in carrying out its function of ensuring independent oversight.
The Board of Directors has a formal schedule of matters reserved for its decisions and
has in- date and relevant terms of reference for all Board committees. Monthly updates
on the Trust’s performance are discussed at the Board of Directors meetings. The
Board delegates the management of overall performance to the Chief Executive who
leads the setting of clear priorities so that the Trust is managed efficiently to the
highest quality standards and in keeping with its values. 

The Board committees report annually on their effectiveness and review their terms of
references and work plans to ensure alignment with the Trust’s priorities and the Board
work schedule. 

An engagement policy outlines the mechanisms by which the Council of Governors and
Board of Directors communicate with each other to support engagement, ensure
compliance with the regulatory framework, and specifically provide for any circumstances
where the Council of Governors may raise concerns about the performance of the Board
of Directors, compliance with the Trust’s Provider Licence, or other matters related to the
overall wellbeing of the Trust. 
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Counter fraud
The BoardofDirectors attaches significant importance to the issue of fraud and
corruption.Reported concerns have been investigated by the local counter fraud
specialistsinliaison with NHS Counter Fraud Authority (NHSCFA). All investigations are
reported totheAudit and Assurance Committee. 
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Functional Standard Summary: 
The Trust is required to self-assess against the 13 requirements of the Counter Fraud
Functional Standard (CFFS) annually by completing and submitting the Trust’s Counter
Fraud Functional Standard Return (CFFSR). The assessment for 2025/26 is expected to
be a ‘Green’ rating in all 13 requirements. 

The table below shows how the Trust scored itself for each component as part of the
2025/26 CFFSR, and the projection for the 2026/27 CFFSR. 

Functional Standard 
Requirement 

Completed 
2025/26 
CFFSR 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Projected 
2626/27 
CFFSR 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Green 

Component 1A: Accountable individual 

Component 1B: Accountable individual 

Component 2: Counter fraud, bribery and
corruption strategy 

Component 3: Fraud, bribery and
corruption risk assessment 

Component 4: Policy and response plan 

Component 5: Annual action plan Component 6: Outcome-based metrics 

Component 7: Reporting routes for staff,
contractors and public 

Component 8: Report identified loss 
Component 9: Access to trained 
investigators 
Component 10: Undertake detection 
activity 
Component 11: Access to and completion of
training 
Component 12: Policies and registers for gifts
and hospitality and COI 

The Trust has a nominated Counter Fraud Specialist (CFS) in place. The CFS is
responsible for carrying out a range of activities in compliance with the above standards
that are overseen by the Chief Finance Officer and the Audit and Assurance Committee. 

Colleagues have access to counter fraud awareness training which forms part of
employee induction training, and several bulletins were issued during the year to 
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The Trust’s ClinicalNegligence Scheme for Trusts (CNST) premium decreased by
£1.19m in 2025/26(£15.77mto £14.58m). 

highlight how colleagues should raise concerns and suspicions. 

The CFS has also developed a range of role specific training sides which are available
to all staff. 

The Trust continuestowork to maintain an anti-fraud culture and has a range of policies
and proceduresinplace to minimise risk in this area. This includes the Fraud, Bribery and
CorruptionPolicy,most recently updated in February 2026, that is designed to make all
staff awareoftheirresponsibilities, should they suspect offences are being committed. NHS
Resolution

 
All committees of the Boardare chaired by a Non-Executive Director. In 2025/26 these
committees included: 

• The Audit and Assurance Committee, the principal purpose of which is to enhance
confidence in the integrity of the Trust’s processes and procedures relating to internal
control and corporate reporting. 
• The Quality Committee, which enables the Board to obtain assurance regarding
standards of care and to ensure that adequate and appropriate clinical governance
structures, processes and controls are in place. 
• The Finance and Performance Committee, which oversees the development and
implementation of the strategic financial plan and the management of the principal
risks to achieving that plan. 
• The People Committee whose principal purpose is to provide scrutiny and assurance
of the development, delivery and impact of the Trust’s workforce strategy and plan,
together with providing assurance concerning organisational development activity
undertaken to promote and embed an effective organisational culture. 

• The Remuneration and Nomination Committee ensures the remuneration packages
are sufficient to attract, retain and motivate Executives and senior officers (Directors)
of the highest quality. 
• The Partnerships and Communities Committee, which reports on System wide
activities in order to give assurance to the Board that the Trust is fulfilling its role as an
anchor organisation and to assess the priorities and benefits from strategic
partnerships. 

Committees of the Board
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Principal review areas
 
 
The five key duties of theCommittee as set out in the terms of reference. 

Audit and Assurance Committee 
 
The Audit and Assurance Committee has been chaired by Non-Executive Director
Manjeet Gill throughout the reporting year. Manjeet has extensive experience from both
the NHS and other sectors, especially in relation to wider system working. Andrew Rose-
Britton is the Vice Chair and also meets the requirement in the Committee’s terms of
reference that one or other of the Chair and Vice Chair should have recent relevant
financial experience. The terms of Reference also make it clear that the membership
exclusively comprises Non-Executive Directors, with executives and others considered
being ‘in attendance’. 

Attendance of non-executive members at meetings is detailed below: 

Manjeet Gill 
Steve Banks 
Andrew Rose-Britton 
Neil McDonald 
Richard Cotton 

5/7
6/7
7/7
1/1
1/1 

In assessing the quality of the control environment, the Committee received reports
during the year from the external auditors, KPMG, and the internal auditors, 360
Assurance, on the work they had undertaken in reviewing and auditing the control
environment. 

The Committee works with the Local Counter Fraud Service and Trust colleagues to
actively promote, raise awareness, and encourage people to raise concerns about
possible improprieties in matters of financial reporting and control, clinical quality,
patient safety or other matters. The Local Counter Fraud Service has a standing
invitation to all meetings, with relevant policies readily available on the intranet. The
Audit and Assurance Committee routinely receives financial information, including
cash and liquidity and the ongoing concern status of the organisation, as well as
operational information. 

1. Governance andinternal control 

The Committee has reviewed relevant disclosure statements, in particular the Annual
Governance Statement (AGS) together with the Head of Internal Audit Opinion,
External Audit opinions (Financial and Quality Accounts) and other appropriate
independent assurances and consider that the AGS is consistent with the Committee’s
view on the Trust’s system of internal control. 
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The Committee has received update reports on Information Governance including the
Data Security Protection Toolkit. The internal auditors provided their overall
assessment on compliance with the toolkit as low risk assurance rating and a high
confidence level in the veracity of the Trust’s self-assessment. 

2. Internal audit 

Through the year the Committee has worked effectively with internal audit to strengthen
the Trust’s internal control processes. The Committee has also in year: 

• Reviewed and approved the internal audit operational plan and more 
detailed programme of work initially and then on an on-going basis, while
ensuring the provision of the internal audit service continued to be sufficient
in supporting the Committee to fulfil its role 

• Considered the major findings of internal audit and are assured that the Head
of Internal Audit Opinion and AGS reflect any significant internal control issues. 

• Invited the lead directors of the three internal audit reports issued with Limited
Assurance to attend Committee meetings, present the report, and provide
assurance actions will be implemented within agreed timescales. 

• Worked with colleagues internally and externally to maintain and improve
performance regarding the provision of evidence and the achievement of internal audit
actions. 

• Held regular review of outstanding audit actions and are assured a robust progress
monitoring process is in place. 

3. Counter Fraud Service 

The Committee received regular progress reports on activity conducted as part of the
agreed Counter Fraud Work Plan, including: 

•
•
• 

Annual Report 
Updates on investigations 
Conflicts of Interest Policy and Declarations of Interest Register review 

• Risk assessment in line with Counter Fraud Functional Standards 

4. External audit 

The Committee reviewed and agreed the external audit annual plan, noting that the
Trust’s significant risks remain: Fraud risk – expenditure recognition and 
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Management override of controls, with a higher assessed risk relating to the Valuation
of Land & Buildings. 

The Committee reviews and comments on reports prepared by external audit and
welcomes their advice on areas of specific expertise. 

5. Management 

The Committee has continually challenged the assurance process when appropriate and
has requested and received assurance reports from Trust management and various other
sources both internally andexternally throughout the year. This process included calling
managers to account whenconsidered necessary to obtain relevant assurance. 

The Board of Directors recognises the importance of adopting the organisation’s
Standards of Business Conduct. These standards provide information, education, and
resources to help colleagues make well-informed business decisions and to act on them
with integrity. 
Internal audit(360Assurance)
 
The InternalAuditPlanfor2025/26wasdevelopedinline with the mandatory
requirementsofthePublicSectorInternalAuditStandards.360 Assurance, an external
service, hasworkedwiththeTrusttoensuretheplanwasaligned to the risk environment. In
accordancewiththeinternalauditworkplan,fullscopeaudits of the adequacy and
effectivenessofthecontrolframeworkinplaceareeithercomplete or under way. All audits
withLimitedorModerateAssurancearereporteddirectly to the Audit and
AssuranceCommitteeandtheleaddirectorisaskedtopresent the findings and confirm
agreementoftheactionsandtimescales.AuditswithSignificant Assurance are reported
directly tothemostappropriateBoardcommitteewiththe Audit and Assurance
Committeethenreceivingareportstatingwhichreportshave been reported to other
committees.Outstandingrecommendationsfrominternalaudit are reported to the Risk
CommitteeandthentotheAuditandAssuranceCommittee. This ensures all
recommendationsaresustainablyimplementedwithintheTrust. Where owners of
recommendationshavenotcompletedtheactionsbytheimplementation date they are invited
to Audit andAssuranceCommitteetoreportonprogress. 
External AuditService

The Trust spent £194k net of VAT for audit service fees in relation to the statutory audit of
the accounts for the 12-month period to 31 March 2026 (£190k net of VAT for the period
to 31 March 2025). Non-audit services amounted to £Nil net of VAT (£Nil net of VAT for
the period to 31 March 2025) in respect of the Quality Report.

Standards of business conduct
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KMPG has not provided any non-audit services to the Trust during the year, and this is
the second year of their re-appointment. 
Remuneration and Nomination Committee 

The Council of Governors’ Remuneration and Nomination Committee comprises Graham
Ward as Chair and representatives from the public, staff, and appointed Governor
constituencies. The role of this Committee is to ensure appropriate procedures are in
place for the nomination, selection, training, and evaluation of Non- Executive Directors
and for succession plans. The Committee is also responsible for setting the remuneration
of Non-Executive Directors, including the Chair. It considers Board structure, size, and
composition, thereby keeping under review the balance of membership and the required
blend of skills, knowledge, and experience of the Board. 

As of 31 March 2026, membership of the Remuneration and Nominations Committee
comprises Barbara Brady as Chair, Manjeet Gill, Steve Banks and Richard Cotton, all
Non-Executive Directors who have served throughout the reporting year. The
attendance of Non- Executive Directors is detailed within the Remuneration Report. 

The primary role of the Committee is to recommend to the Board the remuneration
strategy and framework, giving due regard to the financial health of the organisation and
to ensure the executives are fairly rewarded for their individual contributions to the
organisation’s overall performance. The Remuneration Report is set out in its own section
of this report. 

Remuneration and Nomination Committee of the Council of Governors 
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Compliance with the Code of Governance for NHS Provider Trusts

The purposeoftheCodeofGovernance(thatreplacedtheformerNHSfoundationtrust code of
governanceon1stApril2023)istosetoutacommonoverarchingframework for the
corporategovernanceoftrusts,reflectingdevelopmentsinUKcorporate
governanceandthedevelopmentofintegratedcaresystems.Trustsmustcomplywith each of
theprovisionsoftheCodeor,whereappropriate,explainineachcasewhythe trust has
departedfromthecode.
 

The BoardofDirectorsiscommittedtohighstandardsofcorporategovernance.
Throughouttheyearending31March2026,theBoardconsidersthatitwascompliant with
theCodeofGovernanceforNHSProviderTrusts.
 

In commonwiththehealthserviceandpublicsector,theTrustoperatesinafast-
changinganddemandingexternalenvironment.Itrecognisestheneedtodeliver
significantincreasesinefficiencywhilstmaintaininghighqualitycareatatimewhen
budgetsaretight,anddemandishigh.TheTrustwillcontinuetobuildonthe
improvementsmadetodateinrespondingtothesechallenges,workingthroughits
exceptionaland dedicatedmembers of#TeamSFH.
 

The rolesandresponsibilitiesoftheCouncilofGovernorsaredescribedinthe
Constitution,togetherwithdetailsofhowanydisagreementsbetweentheBoardand
CouncilofGovernorswouldberesolved.ThetypesofdecisionstakenbytheCouncilof
GovernorsandtheBoard,includingthosedelegatedtocommittees,aredescribedinthe
approved termsofreference.
 

The Trusthasacomprehensiveschemeofdelegationwhichisregularlyreviewed.This sets
out,explicitly,thosedecisionsreservedtotheBoard,thosewhichmaybe determined by
standing committeesand those whicharedelegatedtomanagers.
 

The Chair,theChairsofallBoardCommitteesandtheChiefExecutiveareinvitedto attend
allpublicmeetingsoftheCouncilofGovernorswithotherExecutiveDirectors 
invited toattendasappropriatetospecificagendaitems.Internalassurancevisits
(called “15steps”)forallGovernorsandNon-ExecutiveDirectorstookplaceregularly
during theyear.Thesevisitstoclinicalandnon-clinicalareasprovidetriangulationof
assurance fortheparticipants.
 

As SherwoodForestHospitalsisanNHSFoundationTrust,theauthorityforappointing
and dismissingtheChairrestswiththeCouncilofGovernors.TheappraisaloftheChair
is thereforecarriedoutforandonbehalfoftheCouncilofGovernorsbytheSenior
IndependentDirector,supportedbytheleadGovernor.TogethertheyreviewtheChair’s
performanceagainstagreedobjectivesanddiscussanydevelopmentneedsbefore
reporting theoutcomeof the appraisal to theRemuneration and
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TherearenoadditionalconditionsontheTrust’sFoundation Trust Licence. 

ThelatestinformationpublishedontheNHSEngland’s website places Sherwood
ForestHospitalsFoundationTrustinsegment3whichisdriven by the financial override asthe
Trust was in receipt of deficit support.

CurrentsegmentationinformationforNHStrustsandfoundation trusts is published on
theNHSEnglandwebsite:NOFAcuteDashboard-NHSEngland public data gateway 

Thissegmentationinformationisthetrust’spositionasat29  May 2026. th

NHS England’s NHS OversightFramework2025/26 isthe framework for assessing 
health systems includingproviders.Itpromotestransparency, improvement, and helps
identify potential supportorinterventionneeds.NHSorganisations are allocated to one of
five ‘segments’.
 
Segmentationindicatesperformanceandwhetherimprovement is required, from high-
performingacrossalldomains(segment1)tolowperformance across a range of
domains(segment4).Anorganisationassessedassegment 4 combined with a low
capabilityto improveisallocated to segment5.

NHSEngland’soversightresponsetoanorganisationisbased on:
a)Itssegmentderivedfromscoredmetricsunderfiveperformance domains 

(beingaccesstoservices,effectivenessandexperience of care, patient safety,
people and workforce, and finance and productivity)

b)consideringfinancialoverridewhichmaylimitasegment to be no better than 3
c)contextualmetricswhicharenotscored(forexamplethose under sixth domain of 

improving health and reducing inequality) and
d)capabilityassessmentswhichconsidertheorganisation’s leadership and 

governance.

Nominations Committee of the Council of Governors. This Committee in turn reports to
the Council of Governors. 

The directors of the Board are appraised by the Chief Executive who, in turn, is appraised
by the Chair. The Council of Governors does not routinely consult external professional
advisers to market test the remuneration levels of the Chair and other Non-Executive
Directors. The recommendations made to the Council of Governors are based on
independent advice and benchmarking as issued from time to time by NHS Alliance. NHS
England’s Oversight Framework 2025/26 

 

Segmentation 

Foundation Trust Licence 

https://data.england.nhs.uk/dashboard/nofacute
https://data.england.nhs.uk/dashboard/nofacute
https://data.england.nhs.uk/dashboard/nofacute
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Statement of the Chief Executive’s responsibilities as the Accounting Officer of
Sherwood Forest Hospitals NHS Foundation Trust 

The NHS Act 2006 states that the chief executive is the accounting officer of the NHS
foundation trust. The relevant responsibilities of the accounting officer, including their
responsibility for the propriety and regularity of public finances for which they are
answerable, and for the keeping of proper accounts, are set out in the NHS Foundation
Trust Accounting Officer Memorandum issued by NHS England. 
NHS England has given Accounts Directions which require Sherwood Forest Hospitals
NHS Foundation Trust to prepare for each financial year a statement of accounts in the
form and on the basis required by those Directions. The accounts are prepared on an
accruals basis and must give a true and fair view of the state of affairs of Sherwood
Forest Hospitals NHS Foundation Trust and of its income and expenditure, other items
of comprehensive income and cash flows for the financial year. 
In preparing the accounts and overseeing the use of public funds, the Accounting
Officer is required to comply with the requirements of the Department of Health and
Social Care Group Accounting Manual and in particular to: 

• observe the Accounts Direction issued by NHS England, including the relevant
accounting and disclosure requirements, and apply suitable accounting policies on a
consistent basis 
make judgements and estimates on a reasonable basis •

• state whether applicable accounting standards as set out in the NHS Foundation
Trust Annual Reporting Manual (and the Department of Health and Social Care
Group Accounting Manual) have been followed, and disclose and explain any
material departures in the financial statements 
ensure that the use of public funds complies with the relevant legislation, delegated
authorities and guidance 
confirm that the annual report and accounts, taken as a whole, is fair, balanced and
understandable and provides the information necessary for patients, regulators and
stakeholders to assess the NHS foundation trust’s performance, business model
and strategy and 
prepare the financial statements on a going concern basis and disclose any material
uncertainties over going concern. 

• 

• 

• 

The accounting officer is responsible for keeping proper accounting records which disclose
with reasonable accuracy at any time the financial position of the NHS foundation trust and
to enable them to ensure that the accounts comply with requirements outlined in the above
mentioned Act. The Accounting Officer is also responsible for safeguarding the assets of
the NHS foundation trust and hence for taking reasonable steps for the prevention and
detection of fraud and other irregularities. 

As far as I am aware, there is no relevant audit information of which the foundation trust’s
auditors are unaware, and I have taken all the steps that I ought to have taken to make
myself aware of any relevant audit information and to establish that the entity’s auditors 
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are aware of that information. 

To the best of my knowledge and belief, I have properly discharged the responsibilities set
out in the NHS Foundation Trust Accounting Officer Memorandum. 

Jon Melbourne 
Chief Executive Officer 22  June 2026 nd
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Annual Governance Statement 

Scope of responsibility 
AsAccounting Officer, I have responsibility for maintaining a sound system of internal
control that supports the achievement of the NHS foundation trust’s policies, aims and
objectives, whilst safeguarding the public funds and departmental assets for which I am
personally responsible, in accordance with the responsibilities assigned to me. I am also
responsible for ensuring that the NHS foundation trust is administered prudently and
economically and that resources are applied efficiently and effectively. I also acknowledge
my responsibilities as set out in the NHS Foundation Trust Accounting Officer
Memorandum. 

The purpose of the system of internal control
 

Capacity to handle risk & prepare for emergencies
The Board of Directorsprovidesleadershipontheoverallgovernance agenda. On the Board’s
behalf the RiskCommitteehasmaintainedandkeptunder review a policy for the management
of risk.TheBoardofDirectorsissupportedbyarange of Committees that scrutinise and
reviewassurancesoninternalcontrol;suchCommittees include the Resilience
AssuranceCommittee(chairedbytheTrust’sAccountable Emergency Officer), Audit &
Assurance Committee,FinanceandPerformanceCommittee, Quality Committee, People
Committee andthePartnerships&CommunitiesCommittee. The Risk Committee is an
executive committeefocusingonallhighorsignificantriskexposures and oversees risk
treatment to ensure:(a)thecorrectstrategyisadoptedformanaging risk; (b) controls are
present and effective;and(c)actionplansarerobustforthose risks that remain intolerant. The
Risk CommitteeischairedbytheChiefExecutive Officer (CEO) and comprises the
ExecutiveTeamandselectedmembersoftheSenior Leadership Team. Senior managers, an
InternalAuditrepresentativeandspecialistadvisers routinely attend each meeting. Risk
managementpolicieshavebeenkeptunder review and updated during the year. The
outputoftheRiskCommittee’sworkisreported to the Board and the CEO also ensures the
RiskCommitteeworkscloselywithfrontline divisional teams and all Committees of the
Boardtoanticipate,triangulateandprioritiserisk, working collectively 

Thesystem of internal control is designed to manage risk to a reasonable level rather than 
to eliminate all risk of failure to achieve policies, aims and objectives; it can therefore only
provide reasonable and not absolute assurance of effectiveness. The system of internal
control is based on an ongoing process designed to identify and prioritise the risks to the
achievement of the policies, aims and objectives of Sherwood Forest Hospitals NHS
Foundation Trust, to evaluate the likelihood of those risks being realised and the impact
should they be realised, and to manage them efficiently, effectively and economically. The
system of internal control has been in place in Sherwood Forest Hospitals NHS Foundation
Trust for the year ended 31 March 2026 and up to the date of approval of the annual report
and accounts. 
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The risk management process is set out in six key steps as follows: 

 
The Board of Directorsdetermines corporate objectives annually and these establish the
priorities for ExecutiveDirectors and clinical services. 

 
Risk is identified inmany ways. We identify risk proactively by assessing corporate
objectives, work-relatedactivities, analysing adverse event trends and outcomes, and
anticipating externalpossibilities or scenarios that may require mitigation. 

 
Risk assessment involves the analysis of individual risks, including any plausible risk
aggregation (the combined effect of different risks) where relevant. The assessment
evaluates the severity and likelihood of each risk and determines the priority based on the
overall level of risk exposure. 

to continuously balance and enhance risk treatment. The Resilience Assurance Committee
oversees the resilience against disruptive incidents and ensures there are plans in place to
deal with emergencies. Its work is regularly reviewed by the Risk Committee. 

The Trust also prepares an annual submission relating to its level of compliance with the
sixty plus NHSE Core Standards for Emergency Preparedness. Its current rating is
“Substantial” compliance of 97% against the standards (91% in 2024/2025). 

Training is provided to relevant colleagues on risk assessment, incident reporting and
incident investigation. In addition, the Board has set out the minimum requirements for
employee training required to control key risks as part of the requirements for essential
training. 

Incidents, complaints, claims, patient feedback and audit findings are routinely analysed
to identify risks and single points of failure and learn from them. Lessons for learning are
disseminated to colleagues using a variety of methods including customised briefings,
bulletins, and personal feedback where necessary. 

All significant risk exposures are reported to the Board of Directors and at each Risk
Committee meeting. All new significant risks are subject to validation by the Risk Committee
and are escalated to the Executive Team. The residual risk score determines the escalation
of risk, and this is clearly established and embedded. 

The Board of Directors regularly scans the horizon for emergent opportunities or threats
and considers the nature and timing of the response required to ensure risk is always kept
under prudent control. 

3. Risk Assessment

2. Risk Identification

1. Determine priorities

The risk and control framework
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6. Risk Review
Those responsibleformanagingriskregularlyreviewtheoutputfromlocal,communityand system
risk registerstoensuretheyremainvalid,reflectchangesandsupportdecision- making. In
addition,riskprofilesforallDivisionsremainsubjecttodetailedscrutinyaspart of a rolling
programmebytheRiskCommittee.Thepurposeoftherollingprogrammeof review is to
trackhowtheriskprofileischangingovertime;evaluatetheprogressofactions to treat risk;
ensurecontrolsarealignedtotherisk;ensureriskismanagedinaccordance with the
Board’sappetite;checkresourcesarereprioritisedwherenecessary;andensure risk is
escalatedappropriately.
 
Incident reportingandinvestigationisrecognisedasavitalcomponentofriskand safety
managementandiscriticaltothesuccessofalearningorganisation.Anelectronic incident
reportingsystemisoperationalthroughouttheorganisationandisaccessibleto all
colleagues.Incidentreportingispromotedthroughinductionandroutinemandatory training
programmes,regularcommunications,patientsafetywalkroundsorothervisits and
inspectionsthattakeplace.Inaddition,arrangementsareinplacetoraiseany concerns at
workconfidentiallyandanonymouslyifnecessary.
 
The most significantstrategicrisksfacingtheTrustare:(i)Significantdeteriorationin standards of
safetyandcare(ii)Demandthatoverwhelmscapacity(iii)Criticalshortage of workforce
capacityandcapability;(iv)Insufficientfinancialresourcesavailableto support the
deliveryofservices;(v)Majordisruptiveincident.Theserisksareinter-related and
incorporatedintotheBoardAssuranceFramework(BAF).Shouldoneormoreofthese risks
materialise,oranyotherriskcapturedintheBAF,itmaytriggeracompoundeffect upon the
safety/qualityofcareand/orfinancialsustainability.TheBoardofDirectorshas focused
throughouttheyearondeliveringsustainableimprovementsinthequalityand safety of
clinicalservices,andstrengtheningtheTrust’sabilitytomeetdemand,supported by refreshed
recruitmentandretentionstrategiesandprudentfinancialmanagement.

5. Risk Reporting
SignificantrisksarereportedatformalmeetingsoftheBoardofDirectorsandRisk
Committee.Inaddition,intheeventofasignificantriskarising,arrangementsareinplace to
escalatearisktotheExecutiveTeam.Thelevelatwhichriskmustbeescalatedis
clearlysetoutintheRiskManagementandAssurancePolicy.TheAuditandAssurance
CommitteeandBoardofDirectorsleadtheacquisitionandreviewofassurances,inline with
theBoardAssuranceFramework,tokeepriskunderprudentcontrol.TheBoardof
Directorshasinplaceanup-to-dateandcontinuallyreviewedBoardAssurance Framework.

4. Risk Response (Risk Treatment)
For eachrisk,controlsareestablished,documented,andunderstood.Controlsare
implementedtoavoidrisk;seekrisk(takeopportunity);modifyrisk;transferriskoraccept risk.
Gapsincontrolaresubjecttoactionplanswhichareimplementedtoreduceresidual risk.
TheBoardofDirectorshasconsidereditsappetitefortakingriskandexpressedits appetite in the
form of target risk ratings in the Board Assurance Framework.
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Potential Risk How the risk might
arise 

Significant 
deterioration in 
standards of 
safety and 
care. 

This may arise if 
safety-critical 
controls are not 
complied with, 
there are shortfalls
in staffing to meet
patient need,
demand exceeds
capacity for a
prolonged period,
or there is a loss of
organisational
focus on safety
and quality in the
governance of
Sherwood Forest
Hospitals. 

Standards of safety and care are perpetual risks, as are financial sustainability, working
closely with local health and care partners and the potential for major disruptive incidents.
Capacity and demand for care, and workforce capacity are expected to remain for the
foreseeable future, and strategic partnerships will further develop over the coming
months and years. 

A breakdown of the risks addressed in the BAF, and how those risks are being mitigated,
is captured in the table below. 

How the risk is being 
mitigated 

How are the outcomes 
assessed 
Progress and outcomes are 
monitored through the 
Quality Committee, 
supported by the Patient 
Safety Committee and other 
sub-groups. This includes 
safety and quality indicators, 
incident investigations and 

Maintaining a strong 
emphasis and focus on 
safety, clinical outcomes 
and patient experience as 
part of the Trust’s 
governance and 
performance management 
framework; striving for 
excellence and challenging key performance indicators.
unsatisfactory performance 
regarding organisational 
control; delivering training, 
complying with safety- 
critical organisation 
policies and procedures 
and learning from adverse 
events are ways we are 
currently mitigating this 
risk. 

 
Clinical, Operational and Financial Sustainability Risks 
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A critical
shortage of
workforce
capacity and
capability. 

Demand that
overwhelms
capacity. 

This risk may arise 
if growth in 
demand for care 
exceeds planning 
assumptions and 
capacity in 
secondary care; 
primary care is 
unable to provide 
the service 

Managing patient flow, 
developing and 
maintaining effective 
working relationships with 
primary and social care 
teams, working 
collaboratively across the 
wider health system to 
reduce avoidable 
admissions to hospital are 

Progress and outcomes are 
monitored through the 
Quality Committee, 
supported by the Patient 
Safety Committee. This 
includes safety and quality 
indicators, incident 
investigations and key 
performance indicators. 

required or there is some of the risk treatment 
a significant failure 
of a neighbouring 
acute provider.
The risk may also
arise if there are
unexpected surges
in demand, such
as those created 

Due to workforce 

gaps across key 

areas such as 

Medical, Nursing, 

AHP and 

Maternity, the 

availability of 

newly qualified 

practitioners, and 

increasing 

competition for the 

clinical workforce, 

we anticipate the 

staffing challenges
continue to be
significant. 

strategies that will feature 
in how we mitigate this 
risk going forward. 

The People Strategy is 
specifically designed to 
help mitigate this risk. By 
focusing on attracting and 
retaining high calibre 
practitioners, building and 
sustaining high-performing 
teams, by engaging and 
developing clinical teams, 
and adapting to meet the 
needs of a changing 
workforce, we aim to make 
Sherwood Forest Hospitals 
the employer of choice. 

Progress and outcomes are 
monitored through the 
People Committee, 
supported by the People 
Cabinet. This includes 
vacancy levels, training and 
development progress. 
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Insufficient
financial
resources
available to
support the
delivery of
services. 

Financial funding 
allocated to and 
generated by the 
Trust does not 
cover the costs of 
services provided. 
This risk may arise 
if the trust is not 
able to secure 
sufficient funds to 
meet planned 
expenditure, 

Local and system-wide 
Financial Plans are 
specifically designed to 
address the financial 
challenge and deliver 
financial outturn in 
accordance with agreed 
control totals, gradually 
progressing towards 
break-even (no surplus or 
deficit at the year-end). To 
safeguard quality, 

maintain or replace proposals to reduce 
vital assets, and/or 
is not able to 
reduce 
expenditure in line 
with system wide
control totals. 

expenditure are subject to 
Quality Impact 
Assessment – overseen by 
the Chief Medical Officer 
and Chief Nurse. 

Frequent assessment of
performance and forecast
trajectories is monitored
through the Finance and
Performance Committee. 
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A major
disruptive
incident. 

 

Inability to
initiate and
implement
evidence-
based
improvement
and
innovation. 

Working more
closely with
local health
and care
partners does
not fully
deliver the
Improving
Lives strategic
objectives. 

This risk may arise 
if there is a lack of 
capacity, capability safety, clinical outcomes 

Maintaining a strong 
emphasis and focus on 

and agility to
optimise strategic
and operational
opportunities to
improve patient
care. 

and patient experience as 
part of the Trust’s 
improvement agenda; 
striving for excellence and 
challenging unsatisfactory 
performance regarding
organisational
development; delivering
training, complying with
safety-critical organisation
policies and procedures,
and learning from adverse
events are ways we are
currently mitigating this
risk. 
Active participation and 
engagement with all ICS 
stakeholders to ensure 
effective planning, 
implementation and 
governance at a system 

This risk, which is 
currently being 
mitigated, may 
arise where 
strategic partners 
are unable to 
balance competing level. 
demands and/or 
work 
collaboratively 
across the whole 
health and social 
care system. 
This risk may arise 
where there is an 
expected or 
unexpected event 
which could lead to regular testing of business 

We continue to play a 
leading role in the 
Integrated Care System. 

This risk is mitigated 
through planned 
preventative maintenance, 
proactive inspection, 

rapid operational 
instability and put
safety and quality
at risk. Such
events include fire,
cyber security and
prolonged loss of
utility (water, gas,
electricity
supplies). 

continuity arrangements 
and horizon scanning. 

Frequent review of progress
through ICS and Place
Based Partnership
engagement to monitor the
effectiveness of system
planning and 
project implementation. 

In addition to the Trust's
Improvement Strategy,
frequent correspondence
and discussions with
partners and commissioners
to ensure focus is
maintained on quality and
systems improvement,
whilst maintaining
compliance with regulatory
requirements. 

This is monitored through the
Risk Committee, supported
by various sub-groups.
Includes reporting of
emerging risks and events 
to ensure effective
management and 
mitigation. 
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Failure to
deliver
sustainable
reductions in
the Trust’s
impact on
climate
change. 

 
The People Strategy is structured around four core delivery pillars: 

•
•
•
• 

Looking after our people 
Belonging at Sherwood and in the NHS 
Growing for the future 
Improving ways of working and delivering care 

These priorities are underpinned by workforce planning, organisational development and
wellbeing initiatives, with delivery monitored through defined performance indicators and
programme management arrangements. 

 
The Trust’s People Strategy for 2025–2029 was refreshed and launched in May 2025,
aligning with the NHS People Plan and People Promise. The strategy sets out the Trust’s
ambition to develop an engaged, healthy, skilled and inclusive workforce capable of
delivering high-quality patient care. 
Delivery of the People Strategy is supported through the Strategic People Plan and
annual priorities, ensuring that long-term objectives are translated into measurable
actions. Workforce performance, progress against delivery plans and key workforce
metrics are monitored through the Integrated Performance Report (IPR) and reported
regularly to the Board and People Committee. 
The Trust’s vision for its people remains: 
“Empower and support our people to be the best they can be.” 

This risk may arise
if the Trust’s vision
to further embed
sustainability,
through actions
outlined in its
Green Plan, are not
achieved. 

This risk is mitigated 
through management of 
the action plan, 
engagement and 
awareness campaigns 
(internal/external 
stakeholders) and 
Environmental
Sustainability Impact
Assessments built into
project implementation
processes. 

This is monitored through 
the Finance and 
Performance Committee, 
supported by various sub- 
groups. It includes reporting 
of progress and emerging 
risks to ensure effective 
management. 

It is not envisaged these risks will change over the coming year. The Internal Audit Plan
and Counter Fraud Plan are approved by Board members and are aligned, where
appropriate, with the principal risks in the BAF. The Audit and Assurance Committee uses
the reports of management and internal audit to provide assurance to the Board as to the
effectiveness of the BAF as a component of the internal control framework. 

Strategic priorities and workforce delivery

Workforce and Supporting Strategies 
People Strategy, workforce performance and assurance (2025/26) 
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Staff experience and engagement 
Staff experience remains a key performance measure within the IPR and a central
component of the Trusts approach to workforce improvement. 

In the 2025 NHS Staff Survey, the Trust achieved a response rate of 58%, which remains
above the national average and reflects continued strong engagement from colleagues,
although slightly reduced from the previous year. 

The Trust’s results indicate some deterioration across a number of indicators compared
to 2024, consistent with the wider national picture of increasing operational pressures
impacting staff wellbeing, morale and experience across the NHS. 

Despite this, the Trust continues to demonstrate areas of strength, including positive
levels of staff engagement and advocacy. Survey findings, alongside other workforce
intelligence such as pulse surveys, Freedom to Speak Up data and workforce metrics,
are triangulated to provide a comprehensive understanding of staff experience. 

These insights are used to inform targeted improvement plans at Trust, divisional and
departmental level. Progress against these plans is monitored through the IPR and
overseen by the People Committee, providing assurance to the Board on delivery and
impact. 

Delivery and key workforce initiatives 

During 2025/26, deliveryof thePeopleStrategy has supported improvements across a
number of areas, including: 

Workforce performance and planning 
Workforce planning is undertaken in partnership between People, Operational and
Finance teams to ensure that workforce capacity is aligned to activity levels and remains
affordable and sustainable over the short, medium and longer term. This includes a
“bottom-up” approach to establishment setting, supported by executive oversight through
the People Cabinet. 

Performance is monitored through key workforce indicators reported via the IPR, including
staffing levels, vacancy rates, turnover, sickness absence and temporary staffing usage.
The Trust continues to focus on improving workforce efficiency, reducing agency
expenditure and ensuring staffing models are aligned to patient acuity and service
demand. 

Digital workforce systems, including e-rostering, e-job planning and clinical activity
management tools, support improved workforce deployment and productivity. 

•
•
•
•
•
• 

workforce wellbeing and occupational health provision 
recruitment and workforce supply through careers engagement and partnerships 
appraisal, performance development and leadership capability 
flexible working and workforce modernisation 
staff safety, including violence prevention and sexual safety initiatives 
inclusive workforce practices supported through staff networks and EDI
programmes 
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Progress against these initiatives is monitored through the People Directorate delivery
programme and reported through established governance routes, including the People
Committee. 
Governance, riskandassurance

 
To ensure responsiveness to the evolving healthcare environment, the Trust has
established annual People Strategy priorities for 2026/27, informed by workforce data,
national policy and colleague feedback. 
Key areas of focus include: 

• 

•
•
• 

strengthening staff health, safety and wellbeing, including targeted support and
reduction in sickness absence 
enhancing inclusive culture, leadership and staff engagement 
developing leadership capability, talent management and career pathways 
improving workforce productivity and efficiency through workforce planning and
digital innovation 

Progress against these priorities will be measured through a combination of workforce
metrics, NHS Staff Survey outcomes and operational indicators, with quarterly reporting
to the People Committee. 
The foundation trust is fully compliant with the registration requirements of the Care
Quality Commission. During 2025/26 the Trust was registered to provide healthcare on
the following hospital sites – King’s Mill Hospital, Newark Hospital, Mansfield
Community Hospital, Sherwood Community Unit and Ashfield Health Village. 

NHS foundation trusts are no longer required to self-certify under the General Condition 6
(G6) and Corporate Governance Statement (FT4) conditions, following recent NHS
Provider Licence updates. However, as a provider providing Commissioner Requested
Services Sherwood Forest Hospitals NHS Foundation must continue to self- certify
against the Continuity of Services Condition 7 (CoS7) regarding availability of resources. 

 
Workforce risks are monitored through the Board Assurance Framework (BAF), with
Principal Risk 3: Workforce capacity and capability providing the primary mechanism
for Board-level oversight. This risk captures the potential impact of workforce
shortages, retention challenges and reduced workforce productivity on the Trust’s
ability to deliver safe and effective care. 
The People Committee receives regular updates on workforce performance, delivery
of the People Strategy and progress against risk mitigation actions. Workforce metrics
reported through the IPR provide supporting evidence to demonstrate progress and
inform decision-making. 
Operational workforce risks are managed through the Trust’s risk management
systems and recorded on the DATIX risk register, with regular review by the People
Directorate and escalation through the Risk Committee where appropriate. 
The Trust also maintains compliance with statutory and regulatory requirements,
including NHS Pension Scheme regulations, equality legislation and NHS England
Workforce Safeguards. Assurance is provided through established governance
structures, including the People Committee. 

People Strategy priorities for 2026/27
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The Board of Directors performs an integral role in maintaining the system of internal
control, supported by the Board Committees and internal and external audit. 

The internal audit plan is agreed by the Audit and Assurance Committee and is focused
on key risk areas, identified through the Board Assurance Framework and via escalation
processes from other board committees. Follow-up audits are also included in the plan
to ensure that actions are implemented, and improvements sustained. 

The Board receives regular updates and assurance on the economic, efficient and
effective use of resources, including: 

Finance and Performance Committee - the Finance and Performance Committee
receives detailed financial operating and outturn information, including historical and
forecast pay and non-pay spending analysis, monitoring of the underlying financial
position and assurance about financial control. A regular update on the financial position
of the ICS is presented to the Finance and Performance Committee. 

At its meeting on 2  April 2026 the Board agreed to make a self-certification as to the
availability of the Required Resources for the period of 12 months commencing on the
date of the certificate in version (a) of the prescribed form of this certification that
states: 

nd

• After making enquiries the Directors of the Licensee have a reasonable
expectation that the Licensee will have the Required Resources available to it after
taking account distributions which might reasonably be expected to be declared or
paid for the period of 12 months referred to in this certificate. 

In making its certification the Board described the main factors it considered that were
recorded in the April 2026 public Board paper. 
The foundation trust has published on its website an up-to-date register of interests,
including gifts and hospitality, for decision-making staff (as defined by the trust with
reference to the guidance) within the past twelve months as required by the ‘Managing
Conflicts of Interest in the NHS’ guidance. 
As an employer with staff entitled to membership of the NHS Pension Scheme, control
measures are in place to ensure all employer obligations contained within the Scheme
regulations are complied with. This includes ensuring that deductions from salary,
employer’s contributions and payments into the Scheme are in accordance with the
Scheme rules, and that member Pension Scheme records are accurately updated in
accordance with the timescales detailed in the Regulations. 
Control measures are in place to ensure that all the organisation’s obligations under
equality, diversity and human rights legislation are complied with. 
The Trust has undertaken risk assessments on the effects of climate change and severe
weather and has developed a Green Plan following the guidance of the Greener NHS
programme. The Trust ensures that its obligations under the Climate Change Act and
the Adaptation Reporting requirements are complied with. 

 Review of economy, efficiency and effectiveness of the use of resources 
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The Finance and Performance Committee is supported by two key financial groups: 

Financial Recovery Cabinet meets monthly to receive assurance and provide appropriate
support on the delivery of all aspects of the Trusts Financial position, including the
Financial Efficiency Programme whilst ensuring quality and patient safety considerations
underpin all decisions taken. 

To Review, where appropriate, action plans, risk logs and issue logs (including
the assumptions and dependencies that are detailed in each) and help to
resolve and/or ‘unblock’ issues which are impacting on delivery and also
consider, and where required, approve new saving opportunities, determine
viability, and approve resourcing recommendations. 

Finance Resource Oversight Group meets monthly to review each of the three key areas
of Finance; Financial Services (Financial Risk, Cash, Capital, Accounts Receivable,
Accounts Payable, Payroll and Charity), Financial Management (Divisional Financial
Performance and Trust wide forecast outturn reporting) and Financial Business
Intelligence (Costing, Income & Contracts, Systems and Financial Strategy). 

Capital Resources Oversight Group meets monthly to provide governance to the delivery
of the Trusts capital programme; capital leads present on the progress against achieving
the objectives of the annual capital plan and prioritisation of capital resources are agreed. 

Risk Committee - this Committee receives assurance regarding the risks on the Board
Assurance Framework, with divisional risks reviewed on a cyclical basis. The risks
reviewed include those relating to workforce recruitment and retention, organisational
sustainability and financial performance. 

Trust Board - the Board receives assurance from its committees mentioned above. The
main element of performance reporting is the Integrated Performance Report which
provides the Trust Board provides the Board with assurance regarding the performance
of the Trust in respect of the indicators allocated under the following domains: Quality of
Care, People and Culture, Timely Care and Best Value Care. Key activity metrics are
provided as context to support all domains. 

Financial Recovery Cabinet - the Cabinet leads on the delivery of Financial Improvement
and Productivity on behalf of the Trust Board with a nominated executive lead supporting
respective programme leads. The cabinet meets monthly to review the Trust’s Financial
Efficiency Programme and is chaired by the Chief Executive. 

People Cabinet - the People Cabinet provides scrutiny and assurance of the
development, delivery and impact of the Trust’s People Strategy and plan. 



This includes the review of associated BAF risks, to provide assurance that those risks
are being effectively mitigated or managed in a controlled way, and to provide assurance
that suitable structures, systems and processes are in place and functioning to support
colleagues to deliver high-quality patient care. 

PFI contract management is overseen by a contract management team, who ensure the
outputs in the PFI specifications are met. Due to the contribution of the scheme to the
wider underlying deficit the Trust has engaged with PFI specialists to review the nature of
the contract. A quarterly report is taken to Trust Board to update on PFI- related issues. 

Throughout the financial year 2025/26, income and expenditure has been received on an
actuals basis and changes to run rate are reviewed and explained as part of the monthly
reporting process. 

The Trust ended the year with an adjusted financial performance deficit of £28.99m after
adjusting for reversal of asset impairments, donations and the impact of the PFI on a UK
GAAP basis. This value is aligned with the forecast outturn agreed between the
Nottinghamshire ICS and NHSE for the financial year 2025/26. Details relating to this
position are included elsewhere in this report. Although the financial outturn is consistent
with the agreed position, the Trust remains in a financially challenged position with a
significant underlying deficit. 

During 2025/26 the Trust has accessed capital support of £32.30m which was agreed
with NHSE and drawn down in the form of Public Dividend Capital. 

The Trust continues to work on its planned reduction in agency expenditure but incurred
costs of £8.95m in 2025/26 against a plan of £9.67m. There is a target reduction for
2026/27 with a planned spend of £5.41m. The Trust has also reduced its bank spend in
year but incurred costs of £23.47m against a plan of £27.31m which has in part mitigated
the need and cost of agency expenditure. Both agency and bank outturn was in line with
the target set by NHSE. The Trust remains committed to reductions in all variable pay
including bank workers in line with NHSE targets. 

In 2025/26, the Trust delivered £36.28m of efficiencies against a target of £45.83m.
Delivery was achieved through the Financial Improvement Programme (FIP), drawing
on a combination of divisional and corporate actions, supported by strengthened
financial controls and portfolio‑level oversight during the year. 

In‑year efficiency delivery was generated from: 

• Divisional delivery, primarily through pay and service‑level cost control actions
across portfolios. Divisional pay efficiencies delivered £14.03m in‑year against a
full‑year target of £18.75m. 

Corporate delivery, including trust‑wide financial controls, central oversight of 
discretionary expenditure and centra1l4ly8 managed cost actions, which formed a 

• 
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material component of overall efficiency delivery 

• Non‑pay controls and portfolio actions, including procurement activity, medicines
optimisation, management of high‑cost spend areas and continued grip on discretionary
non‑pay expenditure. 

Efficiency delivery across the year therefore reflects the combined impact of divisional
schemes and corporate‑led controls, supported by progressively strengthened
governance and reporting arrangements. 
During 2025/26, there has been an increased internal and external focus, including from
NHS England, on implied productivity as a measure of the Trust’s underlying efficiency
and sustainability. This approach complements traditional efficiency reporting by
assessing how effectively the Trust converts its cost base into patient activity. 
Implied productivity growth is calculated by comparing output growth (measured as
cost‑weighted activity) with input growth (based on adjusted operating expenditure)
against a baseline period. 
The latest Model Hospital productivity analysis, based on data to November 2025,
indicates that: 

• Implied productivity has increased by 6% year‑to‑date compared with the prior year •

Real‑terms operating costs have reduced by 3.1% year‑to‑date, reflecting tighter 
control of expenditure 

• Cost‑weighted activity has increased by 2.7% year‑to‑date, demonstrating higher 
levels of output delivered from the Trust’s cost base. 

Taken together, these measures demonstrate that alongside formal efficiency delivery,
the Trust is making progress in improving productivity, delivering increased activity while
reducing costs in real terms. 
During 2025/26, the Trust maintained a focus on supporting system financial
sustainability through its participation in system-level DLN cluster arrangements,
including engagement with the System Financial Recovery Group (FRG) and the DLN
System Provider Recovery Assurance Group (PRAG). 

 
Information Governance (IG) is the responsibility of both the Director of Corporate Affairs,
who is also the Senior Information Risk Owner (SIRO) and the Chief Medical Officer who
is the Caldicott Guardian. The SIRO is supported by the Chief Digital Information Officer
together with a network of information asset owners, who ensure the integrity of, and
monitor access to, the systems for which they are responsible. The Director of Corporate
Affairs chaired the IG Committee during the reporting year during which the committee’s
remit was expanded under updated terms of reference as the Data Protection and Cyber
Security Committee. A working group also operates as part of the IG governance
structure. 

Information governance
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The reporting and management of risks relating to data and security are safeguarded by
ensuring all employees are reminded of their data security responsibilities through
education, at induction and through mandatory training requirements. More than 4,000
colleagues received mandatory IG training in 2025/26, and regular reminders are shared
via internal communications. Near misses and lessons learned are used to inform the
training programme, ensuring the programme remains dynamic and reflects current and
meaningful issues to facilitate greater employee engagement and ownership of IG
processes. 

Work continues to raise the profile of IG using a variety of mediums to ensure incidents
and lessons learned are brought to the attention of all employees. 
Reports are shared at appropriate divisional and corporate meetings and colleagues are
notified about updates to policies and guidelines via the Trust Bulletin as soon as they
are published on the intranet. 

 
As part of ensuring continued compliance with the IG agenda, the Data Protection and
Cyber Security Committee will review its terms of reference on at least an annual basis.
The Committee ensures effective policies, processes and management arrangements
are in place covering all aspects of information governance, including: 

• Information security 
•
• 

Data quality 
Digital continuity 

• Records management 
• Information disclosure 
• Information sharing 
• Legal and regulatory compliance. 

The strategically focused Committee meets on a bi-monthly basis and is supported by
the IG Working Group, which reviews Data Impact Assessments, as part of the wider
stakeholder engagement. This is to assess the level of risk and consider both the
likelihood and the severity of any impact on individuals’ rights and freedoms. The
working group also reviews national guidance to inform both strategy and policy
development together with implementation plans and processes. 

The Data Protection and Cyber Security Committee monitors the completion of the Data
Security and Protection Toolkit (DSPT) submission, data flow mapping, and information
asset registers. We submitted a DSPT as standards met. 
The SIRO and Caldicott Guardian received formal training on their statutory
responsibilities during 2025/26 to refresh skills and ensure awareness of legislative
changes. 

Risk ManagementandAssurance
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Total
668 

Data Flow Mapping 

 
Information Sharing

 

 
Freedom of Information (FOI)

 

 
Serious Incidents Requiring Investigation (SIRI)

 

Breached timeframe of
20 days 

Escalated to ICO
0 214

The breaches in the 20-working day statutory response timeframe are due to complex
requests that require input from multiple teams. The high volume of FOIs consistently
being received within the department along with the impact of operational pressures
continues to affect compliance rates; several of the FOIs are assigned to departments
who are inundated with work within these areas, such as the finance team and
information services. 

During 2025/26 theTrustprocessed a total of 668 FOI requests. This function is 
managed by the Data ProtectionTeam, and the activity is demonstrated in the table
below. 

Aspart of theAnnualGovernance Statement,theTrustisrequired to report on any 
Serious Incidents (SIRIs)or Cyber Incidentswhicharenotified on the DSPT, reported
through to either theInformation Commissioner’sOffice(ICO)or NHS Digital. 
There have been no(0)incidents reportedtotheICOin2025/26. 

Data from and to SFH is mapped andreviewedonanannual basis. The data flow mapping
template has been updatedinlinewithGDPRlegal basis Article 6 and Article 9, which now
includes categoriesofdatasubject/personal data, categories of recipients, information
transferred overseas,whetherdataisretained or disposed of in line with polices, if not why,
and whetherthereisadatasharing agreement in place. 

The SIRO is responsible for the developmentandimplementation of the organisation’s
Information Risk agenda. During 2025/26anannualreviewofinformation flow mapping has
been carried out to ensure the Trustcanbeassuredinformation flows into and out of the
organisation are identified, risk assessedandaddressed. This is then expanded to ensure
there is assurance that all informationisstoredsecurely and appropriately and any partners
in delivery of either sharedcareorinformationstorage achieve the same high levels of
information governance assurance.

The IGdepartment isactively involved in developing meaningful partnership working with 
neighboring healthcareproviders.
The intention being toensure thesharing of patient data is protected in line with national
guidance in a seamless,robust,and effective way across partner organisations. 



Patient records 4589 

Staff employment 61 
records 

4201

48 

388

13 

 
Of the requests, 478 are completed, 11 are on hold awaiting further information, 28 have
been rejected due to details not being provided or were duplicate requests, 69 have
ceased due to either clarification not being received or from our task of contacting the
requesters of overdue requests to seek closure, and 82 are still in progress. 

Of the requests completed 263 have been completed within 20 days which show a
compliance rate of 55% (263/478). 

 
The Trust has received 4,589 requests for access to patient records. Cases are
processed in line with national guidance. Some of these cases represent hundreds of
pages of information and require methodical attention to detail to ensure information is
released appropriately. 

There have been no complaints to the Information Commissioner. Any requests for
review of content of records by patients have been handled locally and achieved
satisfactory resolutions for patients. 

The Trust has also received 61 requests for access to staff employment records. 
The table below shows the requests processed by the Access to Health Record Team in
2025/26: 

 
During the year, theTrust has continued to undertake horizon scanning activities as part of
its Information Governance (IG) arrangements. This work supports early identification of
emerging risks,legislative change and developments in digital and data-driven
technologies that may impact the Trust’s handling of information. 

The Trust has monitored relevant national developments in data protection legislation,
including the introduction of The Data (Use and Access) Act (DUAA) which received
Royal Assent in June 2025. Changes place greater scrutiny on IT suppliers and to the
lawful basis around public task and data sharing with public bodies. 

National guidance regarding the use of AI in health and care has been developed
collaboratively with the Information Commissioner's Office (ICO) and the National Data
Guardian and is continually updated in response to the rapid advancement of artificial
intelligence (AI) adoption. 152 

HorizonScanning

April 2025 to March 2026 

SubjectAccess Requests(SARs)

Completed
in 30 days 

Completed in
morethan 30
days
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As part of wider digital transformation, the Trust has recognised the growing use of
advanced digital technologies, including automation and AI, within healthcare.
Therefore, there will be a greater focus on the information governance implications of
such technologies, including data protection, transparency, human oversight, and
patient trust. 

Horizon scanning will continue to form part of the Trust’s Information Governance
approach, supporting compliance, risk management and Board-level assurance 

Data quality and governance 

 
In accordancewiththeNHSStandardContract,theTrustisrequiredtoparticipateina range of
nationalauditsandclinicaloutcomereviews.Inaddition,theTrustisrequired to make
routineinformationsubmissionstoNHSDigital,NHSE,UnifyandtheIntegrated Care Board.
Thesesubmissionsarequalityassuredandsignedoffbeforesubmission for the
followingreasons:

• Quality assurance of data pre-submission –toensurethedatahasintegrity
and can beusedinconfidencetoinformdecisionmakingandservicedevelopment. 

• Sign off data pre-submission –toensurethatdataareatrueandaccurate 
reflection oftheTrust’sposition.

 
A comprehensivelistofroutineexternalsubmissions,togetherwiththerelevant
operationalandExecutiveDirectorleadsismaintained.QualityassuranceofNational
AuditsisprovidedbyclinicalleadandheadofservicebeforesigningoffbytheClinical
ChairandExecutiveMedicalDirector.Informationrequirements,forexampleelective
waitingtimedata,isqualityassuredpresubmissionbytheDivisionalGeneralManager before
signing off by the relevant Executive Director.
 
The relevantExecutiveDirectormaydelegateresponsibilityforfrequent,routine submissions,
such as the daily situation report, but the Executive Director will remain the
accountableofficerforthe submission.
 
The Trust assuresthequalityandaccuracyofitsAuditandInformationrequirements(for
example electivewaitingtimedata),andmitigatesriskstothequalityandaccuracyofthis data
through thequalityassuranceandsignoffprocedureaboveandtheworkofthe Data Quality
Teamwhichcoversthefollowingareas:
 • Validation – inresponsetoknownareasofdataqualityconcern(asidentified

through reportingoroperationalprocesses),wewill:
 

• Actively validatedatasetstoensuredecisionmakingisbasedonaccurate 
information. 

• Ensure operational/clinicalteamsareinformedtoenablenecessaryactiontobe 
taken in cases where patientcareisaffected.

 

SOP –QualityAssuranceand signoffprocess
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•

•
•
•
• 

• 

• 

•
•
• 

 

•

•

• 

• 

•
•
• 

• 

•
•
•
• 

Process improvements – where necessary, we systematically change 
operational processes to maximise data quality. Any such process changes
are: 

Clinically and operationally owned, designed and supported.
Underpinned by procedural documents. 
Not be to the detriment of patient care. 
Reviewed once implemented. 

 Addressing errors – where data errors are identified, in addition to informing
operational/clinical teams to enable the patient impact to be understood and
addressed, we will: 

Identify the root cause 
Correct the information, as necessary. 
Ensure feedback is provided to the originator of the root cause (for example
user, system provider, etc.) 
Ensure action is taken to reduce or prevent repetition of the issue. 

Reporting – use of key performance indicators (KPIs) to: 

Monitor levels of data quality 

Identify improvements or deterioration in data quality. 

Identify areas for validation, corrections, training, process improvements or ad hoc
audits. 

Auditing – delivery of an audit programme to: Systematically check for data quality issues across the Trust, through sampling of
records and providing appropriate feedback 
Allow for adhoc audits in response to suspected Data Quality weaknesses. 

Training – delivery of Data Quality training for relevant members of staff. In addition,
we provide targeted training in response to themes or repeated errors, as identified
through: 

Audit 
Reporting
Operational issues 
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Freedom to Speak Up 

Reporting Category 

 
Themain themes raised in 2025/2026 were: 

Number
of

Concerns
81 

19 

18 

15 

1 

134

concerns 

Percentage of
total concerns 

Worker Safety or Wellbeing 

Patient Safety and/or Quality 

Other Inappropriate Attitudes or Behaviours 

Bullying and/or Harassment 

Detriment - as a result of speaking up 

61% 

14% 

13% 

11% 

0.7% 

During 2025/2026 there was an increase in concerns relating to Patient Safety & Quality,
from previous years. Worker Safety & Wellbeing category remains the most prevalent
theme of concerns raised. 

Common themes were: 

1. Handling of concerns in initial stages and lack of resolution and ownership to commit to 
bringing to resolution 

2. Lack of experience and skill in handling concerns 
3. Leadership style and behaviour impacting negatively 
4. Lack of support, care and “person-centred approach” in dealing with situations or people 

processes 
5. Timely response to concerns is an issue – citing leadership visibility and capacity. 

Interventions to support learning and improvement for concerns handling and themes
raised have been implemented – 

• FTSU Process & Timescale Guidance has been implemented since September 2025, to 
assist managers handling FTSU concerns in a timely way. In April 2026, following trust 

During the year 2025/2026, 134 cases were raised to the FTSU Guardian. 

Most concerns were raised openly – meaning the majority of concern raisers are open to
progression of their concerns with their identity known, which in turn allows a more
supportive approach, with a higher chance of a resolution. Supporting the FTSUG, and
creating visibility across SFH, there are 32 trained FTSU Champions. 
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approval, this has now been separated into two guidance documents – one for managers
and one for staff. This was found to be beneficial to support concern raisers better and for
managers to understand their responsibilities in handling concerns. 

A review of the Trust’s performance from 1 April 2025 to 31 March 2026
indicates there are appropriate controls in place. These controls include: 

st st 

• Corporate level leadership for the quality account is assigned to the Chief Nurse 
• Quality governance, quality and performance reports are included in the 

performance management framework 
• Internal audits of some of indicators have tested how the indicators included in 

theQuality Report are derived, from source to reporting, including validation
checks 
Keyindividuals involved in producing the report are recruited on the basis that
theyhave the appropriate skills and knowledge to deliver their responsibilities 

•

TheTrusthasengaged with a wide range of stakeholders in activity to improve
thequalityofcare provided. The same assurance processes are used for other
aspectsofperformance. 

• Leadership training in handling concerns is now required to all line managers 
Band 6 and above and is being monitored via the People Development team. 

• Learning from themes is reported through the divisional triumvirates meetings
with the FTSU Guardian, the People Committee and its subgroups, regular and
direct communication with the Executive Team and the FTSU Guardian
involvement in People Development Programmes to support upskilling leaders and
future leaders using FTSU cases. 

The above actions now implemented were part of the Grant Thornton LLP developmental
Well-Led Review recommendations for FTSU 2025/26. All 11 actions from this review are
now complete and were signed off at the Trust Board meeting in April 2026. 

Quality 



157 

 
Ockenden Report and Three-Year Delivery Plan - Perinatal Services at Sherwood
Forest Hospitals NHS Trust 

As the NHS England (NHSE) Three-Year Delivery Plan for Maternity and Neonatal
(Perinatal) Services reaches its conclusion, Sherwood Forest Hospitals NHS
Foundation Trust (SFH) is able to demonstrate substantial progress against the
ambitions set out within the Ockenden and Kirkup reports. Throughout the life of the
programme, Perinatal Services has strengthened governance, safety oversight,
workforce planning, service user engagement and quality improvement
arrangements, ensuring that the principles of personalised, safe and equitable care
are embedded throughout Perinatal Services. Progress has been routinely
evidenced through local governance structures including the Perinatal Services
Oversight Group (PSOG), Perinatal Assurance Committee (PAC), Divisional
Governance processes and system- wide Local Maternity and Neonatal System
(LMNS) and Integrated Care Board (ICB) assurance arrangements. 

Key achievements have included the establishment of robust service user voice
arrangements through close partnership working with the Maternity and Neonatal Voices
Partnership (MNVP), Patient Safety Partners, Lead Advocate and service user
representatives; the introduction of strengthened mechanisms for triangulating learning
from Friends and Family Test feedback, complaints, PALS contacts, patient stories,
safety intelligence and national survey findings; continued investment in workforce 
planning and leadership development; implementation of Birthrate Plus® recommendations; enhanced workforce assurance and escalation processes;
alongside the development of the Maternity Triage Service. 

A strong focus has also been maintained on reducing inequalities and improving equity
of access, experience and outcomes for women, birthing individuals and their families.
Equity considerations are embedded within service development, quality improvement
activity and governance processes, supported by analysis of local population data and
targeted work with underserved and seldom-heard groups. 

Examples of this include improvements in timely access to antenatal care, with increasing
numbers of women and birthing individuals accessing their booking appointment by 10
weeks of pregnancy; significant improvements in maternal vaccination uptake across key
programmes; continued development of the Phoenix Team's smoking cessation pathway,
supporting women and birthing individuals to stop smoking during pregnancy and reduce
associated health inequalities; expansion of specialist services including the Preterm Birth
Service and Fetal Medicine pathways to improve outcomes for women, birthing
individuals and their babies with complex clinical needs; sustained investment in
antenatal education to improve informed choice and preparation for parenthood; and
continued support for choice and personalised care through the home birth service. 
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Perinatal Services has also strengthened its service-wide approach to infant feeding
through the Lime Green Infant Feeding Team, supporting families across the perinatal
pathway and contributing to improvements in breastfeeding support and infant feeding
outcomes. The integration of maternity and neonatal services under a single Perinatal 

Services model has strengthened collaborative working, improved continuity across care
pathways and enhanced oversight of the whole family journey from pregnancy through to
the neonatal period. 

These improvements have been supported through close collaboration with system
partners across the LMNS and ICB and demonstrate the Trust's commitment to
addressing health inequalities, improving outcomes and ensuring that all women, birthing
individuals, babies and families receive equitable access to high-quality care regardless
of background or circumstance 
. 
Whilst the formal Three-Year Delivery Plan has concluded, its principles remain firmly
embedded within the Service’s approach to care. The focus now shifts to delivery of the
NHS 10-Year Health Plan and implementation of the national Maternity Care Bundle
(MCB), which aims to reduce avoidable maternal morbidity and mortality through five
evidence-based improvement programmes: Venous Thromboembolism (VTE), Maternal
Mental Health, Epilepsy in Pregnancy, Obstetric Haemorrhage, and Pre-Hospital and
Acute Maternal Deterioration. 

During 2026/27, the Trust has committed to fully engaging with the national MCB
programme, including attendance at all five NHSE technical implementation seminars,
participation in regional and system learning events, completion of gap analysis and
assurance processes, and the development of local implementation plans to support
delivery by March 2027. 

The Trust also recognises that Perinatal Services continue to evolve in response to
emerging national learning. Alongside delivery of the MCB, Perinatal Services will
continue to respond to recommendations arising from future national reviews,
including the anticipated Ockenden Report update, the Amos Review and the
National Home Birth Review. These will be incorporated into existing governance,
quality improvement and assurance frameworks to ensure learning is rapidly
translated into practice. 
Through strong governance, compassionate leadership, meaningful co-production with
women, birthing individuals and families, and robust oversight through PAC, PSOG,
LMNS and ICB assurance structures, Perinatal Services remains committed to delivering
safe, personalised and equitable care and to maintaining the highest standards of
maternity and neonatal services for the communities it serves. 
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Review of effectiveness 
As Accounting Officer, I have responsibility for reviewing the effectiveness of the system
of internal control. My review of the effectiveness of the system of internal control is
informed by the work of the internal auditors, clinical audit and the executive managers
and clinical leads within the NHS foundation trust who have responsibility for the
development and maintenance of the internal control framework. I have drawn on
performance information available to me. My review is also informed by comments made
by the external auditors in their management letter and other reports. I have been
advised on the implications of the result of my review of the effectiveness of the system
of internal control by the board, the audit committee, risk committee and quality
committee, and a plan to address weaknesses and ensure continuous improvement of
the system is in place. 

The process for maintaining and reviewing the effectiveness of the system of internal
control is monitored by the Board and its committees. The chairs of these committees
play a key role in assuring me of the performance, quality and financial position of the
organisation, which in turn supports the management of risks across the organisation. 

 

The Head of Internal Audit provides me with an opinion on the overall arrangements for
gaining assurance through an annual programme of internal audit work. The Head of
Internal Audit has provided me with an opinion for 2025/26: 

I am providing an opinion of significant assurance that there is a generally sound
framework of governance, risk management and control designed to meet the
organisation’s objectives, and controls are generally being applied consistently. 

In 2025/26, two reviews were issued with limited assurance opinions. One of these
reported high risk issues; four high risk actions agreed with the Trust were not
implemented by the due date and three remain outstanding. There is a further high risk
action outstanding from the prior year (2024/25). 

The first follow up rate for high and medium risk actions was 65% (68% in 2024/25)
although the overall implementation rate was 86%. The Trust needs to improve the
timely implementation of high and medium risk actions by their original deadlines.
This was also reported in our 2024/25 opinion. 

In forming this opinion, I have reflected on third party assurances which indicate wider
organisational issues impacting the overall control environment. 
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BoardAssuranceFramework 
RiskManagement
FinancialLedgerandReporting 
CashManagement
LearningfromDeaths
TissueViability
MedicalStaffing(agency locum staff) 
AbsenceManagement
E-Rostering
WorkforcePlanning
Data SecurityandProtection Toolkit 

Significant 
Significant 
Significant 
Significant 
Limited 
Significant 
Limited 
Significant 
Significant 
Significant 
Low level risk assurance/high
level confidence (NHSE
opinion level) 

In relation to the Limited Assurance opinion reports issued in 2025/26, progress in
implementing the agreed actions is as follows: 

 
There have been10internal audit assignments completed during the year, The opinions
are as follows:
 

 
Learning from 
deaths 

0 5 2 Two medium risk actions 
and two low risk actions
have been implemented.
The remaining three
medium risk actions are
due by 30/6/26. 
One high risk action and
two medium risk actions
have been implemented.
The three remaining
outstanding high risk
actions were not
implemented by the due
date. 

Medical staffing 4 2 0 

The internal audit reports providing Limited Assurance have been presented to the
Audit and Assurance Committee by the executive lead. 
All internal audit reports are presented to the most appropriate committee, where the
implementation of actions is also monitored. 
Any actions which become overdue are reported back to the Audit and Assurance
Committee and the action owners are invited to attend to discuss progress. 

The Audit and Assurance Committee hasmaintained good oversight of the position and 

Audit *

Internal Audit
Report 2025/26 

High
Risk
Actions

Medium
Risk
Actions

Low
Risk
Actions

Assurancelevel

Current Progress 
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At the start of the 2025/26 financialyear, a number of key clinical audit priorities were
established, and the main highlightsfrom the year are summarised below: 

 
The Trust achieved a highcompletion rate for national clinical audits, with the
majority submitted withinrequired deadlines. Delivery of local audits also
improved, evidenced byareduction in overdue projects and more effective
forward planning. In addition, NICE compliance audits demonstrated positive
progress across severalhigh-risk pathways, including sepsis, stroke, and
antimicrobial stewardship.

challenges throughout the year, and the Trust continues to enhance its internal processes
for monitoring the implementation of actions to ensure managers are supported in
achieving the deadlines agreed in the individual internal audit reports. 

Managers and Executive Directors provide me with assurance through regular Board and
management reports, all which evidence areas of effective internal control and risk
management. The Audit and Assurance Committee and the Risk Committee ensure
effective operation of risk management and focus on the establishment and maintenance
of controls designed to give assurance that assets are safeguarded, waste and
inefficiency are avoided, reliable information is produced and value for money is sought
continuously. 

 
Engagement has strengthened across most specialties, with broader
multidisciplinary team (MDT) involvement and increased ownership of audit
outcomes. 
Governanceand Assurance

 
A greater proportion of audits resulted in clear, measurable action plans,
supported by improved follow-up through divisional governance structures.
Several audits also led to tangible service improvements, including reduced
time to antibiotic administration in sepsis, improved VTE documentation, and
greater consistency in perioperative care processes. In addition, increased
adoption of Quality Improvement (QI) methodologies has supported more
sustainable and embedded change. 
ClinicalEngagement

 
Audit findings are now more consistently escalated to divisional and Trust-level
committees, enhancing the visibility of risk and strengthening assurance
processes. The annual audit programme is also more closely aligned with key
organisational priorities, including CQC domains, patient safety incident
themes, and Trust strategic risks. In addition, reporting dashboards have been
refined to improve the clarity, accessibility, and usability of audit outcomes. 

Clinical Audit 2025/26 

Delivery and Compliance

 QualityImprovementImpact

•

•

•

•
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National Clinical Audits 2025/26 
During 2025/26, the Trust participated in 50 out of 54 (93%) eligible national clinical audits
and 100% of national confidential enquiries. The clinical audits included within the
2025/26 Audit Plan were as follows: 

Key Learning from National Audits 2025/26 

• National Diabetes Footcare Audit (NDFA) 2024-25 - Performance improved across all metrics, with the mostnotable improvement
seen in the proportion of patients reviewed within 0–13 days, increasing from
16% to 73%. Timely foot care is critical for patients with diabetes, as
complications such as neuropathy and peripheral arterial disease significantly
increase the risk of rapid deterioration. This improvement is expected to
contribute to a reduction in complications, supporting better long-term outcomes
and reducing associated healthcare costs. 

• National Emergency Laparotomy Audit (NELA) - The report published in October
2025 demonstrates strong performance in risk assessment processes. The proportion
of patients with documented preoperative and postoperative risk assessments was
91.7%, compared to a national average of 66.7%. In addition, 92.7% of high-risk
patients were admitted directly to critical care postoperatively, exceeding the national
average of 77.6%. These results reflect a strong commitment to evidence-based,
patient-centred care and are associated with improved patient outcomes. 

• National Respiratory Audit Programme - Adult Asthma - The latest report
indicates that 75% of patients admitted with an asthma attack were reviewed by a
respiratory specialist within 24 hours, significantly above the national average of 48%.
This demonstrates effective pathways to ensure timely specialist input and high-quality
care. 

• National Audit of Dementia - Findings highlight excellent patient and carer
experience, with 100% of carers rating care as ‘Excellent’ or ‘Very Good’. Pain
assessments were also completed in 100% of cases. Given the complexity of
needs in patients with dementia, these results demonstrate a strong commitment
to compassionate, person-centred care. 

National Hip Fracture Database (NHFD) - The proportion of patients receiving a
perioperative medical assessment within 72 hours was 92%, representing a 4.5%
improvement from the previous year and exceeding the national average of 90%.
This assessment supports timely, effective care and helps minimise unnecessary
length of stay and deconditioning. 

• 

In addition, 98% of patients were recorded as not developing a pressure ulcer, compared
to a national average of 92%, reflecting high standards of care and effective prevention of
avoidable harm. 

•
•
•
• 

Total number of audits: 402 
Local/other audits: 341 
National audits (including NCEPOD): 61 
Audits fully completed: 199 
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2025 National Staff Survey

 
Looking Forward to 2026/27
In2026/27, the Trust will focuson improving care through: 

2025/26 Annual Plan and forward look 

As we close our annual plan, I would also like to acknowledge that our plan and delivery
has also been informed and supported by: 

• 

•
• 

•
• 

Regular executive reporting to Board and escalation processes through the Board
Committees 
Assessment of financial reports submitted to NHS England 
NHS Oversight Framework segmentation for providers – the segmentation score
for the Trust is 3. 
NHSE Provider BoardSelf-Assessment rating of Amber-Green 
Other appropriate committeesandgovernance structures 

The National Staff Survey isofsignificantimportance for us as an organisation. This year
has been a challenging oneforthewiderNHS and Sherwood Forest Hospitals - and we
have seen that impact certainareasofourstaff survey, for example we saw a decrease in
the proportion of peoplewhowouldrecommend Sherwood Forest as a place to work. We
also recognise that thereremainsmuchto be proud of and build upon in the survey. 

Our focus on being a greatplacetoworkisfundamental to everyone we want to achieve as
a Trust, and this is reinforcedwiththisbeing one of our strategic priorities. In response to
feedback from colleagueswehavelaunched our collective commitment of “Together, We
Will”, and we will ensurethatweworktogether to ensure Sherwood Forest has a culture to
be proud of. 

• Strengthening the Quality of Patient Care – We will ensure clinical practice is
consistently aligned with national standards, NICE guidance, and local policies
through the effective use of clinical audit, while also supporting teams to identify and
address unwarranted variation in care, with a focus on improving patient safety and
outcomes. 

• Driving Meaningful Quality Improvement – We will support the translation of audit
findings into clear, actionable improvement plans that deliver measurable and
sustained change, while also enabling clinical teams to embed continuous
improvement methodologies and move beyond one-off audit cycles. 

• Enhancing Clinical Engagement – We will increase participation from clinicians,
nurses, allied health professionals (AHPs), and operational teams across all stages of
the audit cycle, including design, data collection, and action planning, while also
promoting a culture in which clinical audit is recognised as a collaborative and
supportive tool for improvement rather than solely a compliance exercise. 
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Conclusion

 

 
Jon Melbourne 
Chief Executive Officer 22  June 2026

 
There is much to be proud of at Sherwood Forest Hospitals, and we also recognise
we must drive improvement for our patients, colleagues and communities. 

• Improving Data Quality and Insight – We will strengthen the use of audit data 
to generate clear, accessible insights that inform clinical governance, decision-
making, and strategic priorities. 

• Supporting Assurance and Accountability – We will provide robust evidence to
the Trust Board, Quality Committee, and external regulators to demonstrate
compliance with required standards, while ensuring audit activity is aligned with
organisational risks, CQC domains, specialty priorities, and patient safety themes
through the development of a targeted audit plan. 

• Building Capability Across the Organisation – We will deliver training, coaching,
and resources to enhance understanding of audit methodology and quality
improvement principles, while also developing a confident and capable workforce
equipped to lead and sustain audit-driven improvements. 

To deliver our objectives, including our quality, workforce, access and financial plans, we
will: 

•
•
• 

Improve through change 
Drive best practice 
Be a great place to work 

Asshownthrough this report, to the best of my knowledge there are no significant control 
issues atSherwood Forest Hospitals, and I am satisfied the organisation has a sound
system ofinternal control supported by a robust governance structure. As a Trust we are
committedtothe continuous improvement of the processes of internal control and
assurance.
 
Thank youfortaking the time to read our annual report. 

nd
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Signed 

Name
Job title
Date 

Foreword to the accounts 
 
Sherwood Forest Hospitals NHS Foundation Trust 

 
Jon Melbourne 
Chief Executive Officer
22 June 2026 

These accounts, for the year ended 31 March 2026, have been prepared
by Sherwood Forest Hospitals NHS Foundation Trust in accordance with
paragraphs 24 & 25 of Schedule 7 within the National Health Service Act
2006. 

.
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Statement of Comprehensive Income 

 
Surplus / (deficit) for the year 

Other comprehensive income 

Will not be reclassified to income and expenditure: 

Operating surplus/(deficit) from continuing operations 

Total comprehensive income / (expense) for the period 

 
Net finance costs 

Surplus / (deficit) for the year from continuing operations 

 
Note

3 
4 

7,9 

2025/26
£000 

(1,504) 

(22,769) 

(24,629) 

-
(24,629) 

(23,201) 

 
2024/25

£000 

23,085
 

-
(4,777) 

(3,651) 

(27,667) 

(4,777) 

Impairments
Revaluations 

Finance income
Finance expenses
PDC dividends payable

Other gains/(losses)

Operating income from patient care activities
Other operating income 
Operating expenses 

Surplus / (deficit) on discontinued operations and the gain / 
(loss)on disposal of discontinuedoperations

 
11
12

13

15 

8
18 

522,969
52,531

(577,004)

1,592
(24,361)

-

(356)

-
1,428

517,090
64,983

(558,988)

1,388
(29,055)

-

(195)

1,126
-
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Statement of Financial Position 

Total non-current
assets 
Current assets
Inventories
Receivables
Cash and cash 

Non-current assets
Intangible assets

Total current assets
Current liabilities 

Total taxpayers' equity 

Total non-current liabilitie

Total assets employed

Financed by 

 
Total current liabilities 
Total assets less current liabilities
Non-current liabilities 

31 March
2026 
£000

391,795

58,374

(96,304)
353,865

(397,421)
(43,556) 

(43,556) 

31 March
2025 
£000

359,559

65,796

(73,584)
351,771

(404,424)
(52,653) 

(52,653)

Note 
 

3,094
380,596

6,983
1,123

-

 

Name
Position
Date 

equivalents 

Trade and other
payables 

Borrowings 
Other financial liabilities
Provisions 
Other liabilities 

Trade and other
payables 

Borrowings 
Other financial liabilities
Provisions 
Other liabilities 
Liabilities in disposalgroups 

 
Property, plant and equipment
Right of use assets
Receivables 
Other assets 

Public dividendcapital
Revaluation reserve 
Income and expenditure reserve 

 

Jon Melbourne 
Chief Executive Officer
22 June 2026 

 
The notes on pages 171 to 209 form part of these accounts. 

15
16
19
21
23 

20
21 

22 

23
25
26
26
24 

23
25
26
26
24

24.2 

 
6,733
35,568

16,073

570,540
16,463

(630,559)

(72,357)
(23,252)

-
(74)

(621)
-

-
(396,575)

-
(846)

-

 
6,356

32,912

26,528

538,242
15,375

(606,270)

2,967
350,114

5,948
531

-

(52,177)
(21,108)

-
(299)

-
-

-
(403,681)

-
(743)

-
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Statement of Changes in Taxpayers' Equity for the year ended 31 March 2026 

 
Taxpayers' equity at 31 March 2026 

 
Taxpayers' equity at 31 March 2025 

Taxpayers' equity at 1 April 2025 - brought forward
Withdrawalof revaluation modelforintangibleassets

570,540

538,242

Public
dividend

capital 

£000
538,242 

Revaluation
reserve 

£000 

15,375 

16,463

 
Statement of Changes in Taxpayers' Equity for the year ended 31 March 2025 

Public
dividend 

capital 
£000 

496,313 

Revaluation 
reserve 

£000 
14,548 Taxpayers' equity at 1 April 2024 - brought forward 

15,375

Income and
expenditure

reserve 

£000
(606,270) 

(630,559) 

 
Income and
expenditure

reserve
£000

(601,792) 

(606,270) 

Total

£000
(52,653)

-
(24,629)

-

-

1,428
32,298

-
(43,556)

Total
£000

(90,931)
(4,777)

-
1,126

-
41,929

-
(52,653)

Surplus/(deficit) forthe year
Other transfers between reserves
Impairments 
Revaluations 
Public dividend capital received 
Other reserve movements

on 1 April 2025 
Surplus/(deficit) for the year
Other transfers between reserves
Impairments 
Revaluations 
Public dividend capital received 
Other reserve movements

-
-
-
-
-

32,298
-

-
-
-
-

41,929
-

-
-

(28)
-

1,428
-

(312)

-
(25)

1,126
-
-

(274)

-
(24,629)

28
-
-
-

312

(4,777)
25

-
-
-

274
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Revaluation reserve
Increases in assetvaluesarisingfrom revaluations are recognised in the revaluation reserve,
except where, andtotheextentthat, they reverse impairments previously recognised in operating
expenses, in whichcasetheyarerecognised in operating income. Subsequent downward
movements in assetvaluationsarecharged to the revaluation reserve to the extent that a
previous gain wasrecognisedunless the downward movement represents a clear consumption of
economic benefitorareductioninservice potential. 
 
Income and expenditure reserve

Information on reserves 

Public dividend capital
Public dividend capital(PDC) is a type of public sector equity finance based on the excess of
assets over liabilitiesatthe time of establishment of the predecessor NHS organisation. Additional
PDC may also beissuedto trusts by the Department of Health and Social Care. A charge,
reflecting the costofcapital utilised by the trust, is payable to the Department of Health as the
public dividend capitaldividend. 

 Thebalanceofthisreserveistheaccumulated surpluses and deficits of the trust. 
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Statement of Cash Flows 

Cash flows from operating activities 

Non-cash income and expense: 
Depreciationand amortisation 
Net impairments 
Income recognised in respect of capital donations
(Increase) / decrease in receivables and other assets
(Increase) / decrease in inventories 
Increase / (decrease) in payables and other liabilities
Increase / (decrease) in provisions 

 
Cash and cash equivalents at 31 March 

 
Net cash flows from / (used in) investing activities
Cash flows from financing activities 

 
Net cash flows from / (used in) operating activities
Cash flows from investing activities 

Net cash flows from / (used in) financing activities
Increase / (decrease) in cash and cash equivalents
Cash and cash equivalents at 1 April - brought forward 

 
Note 

 
2025/26

£000

21,623

16,073

(32,541) 

463
(10,455)

26,528
-
-

2024/25
£000

43,523

12,014
21,792

4,736
-
-

26,528

(33,745) 
 

Interest received
Purchase and sale of financial assets / investments
Purchase of intangible assets 
Sales of intangible assets 
Purchase of PPE and investment property 
Sales of PPE and investment property 
Receipt of cashdonationsto purchase assets

Operatingsurplus / (deficit)

Othermovementsin operatingcash flows

Cashand cashequivalents transferred underabsorption
accounting 

Unrealised gains / (losses) onforeign exchange 

Public dividend capital received 
Capital element of lease rental payments 
Capital element of PFI, LIFT and other service concession 

payments 
Other interest 
Interest paid on lease liability repayments 
Interest paid on PFI, LIFT and other service concession 

obligations 

 
7.1
8
4

35 

22.1 

(1,504)

15,961
926

(333)
(3,300)

(377)
10,371

(122)
1

 
1,640

-
(969)

-
(33,310)

-
98

 
32,298
(1,442)

(20,309)
(2)

(287)

(9,795)

23,085

15,549
3,557
(114)
(915)
(195)
2,510

45
1

 
1,318

-
(635)

-
(34,516)

88
-

41,929
(1,085)

(18,727)
(1)

(194)

(9,908)
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Accounting convention 
These accounts havebeen prepared under the historical cost convention modified to account for
the revaluation of property, plant and equipment, intangible assets, inventories and certain financial
assets and financial liabilities. 
 
Note 1.2 Going concern 
Theseaccounts havebeen prepared on a going concern basis. The financial reporting framework
applicable to NHS bodies, derived from the HM Treasury Financial Reporting Manual, defines that
the anticipated continued provision of the entity’s services in the public sector is normally sufficient
evidence of going concern. The directors have a reasonable expectation that this will continue to
be the case. The Trust has a negative statement of financial position however, this is not a concern
as the organisation is a government body. 
 
Note 1.3 Interests in other entities 
The Trust is the Corporate Trustee of Sherwood Forest Hospitals General Charitable Fund. The
Charity is not consolidated as the balances are not deemed material, however, the revenue and
capital grants are reflected in the accounts. Non consolidated balances as at 31 March 2023 were
£1.79m. This decision is ratified by the Board on an annual basis. 
Note 1.4 Revenue from contracts with customers 
Where income is derived from contracts with customers, it is accounted for under IFRS 15. The
GAM expands the definition of a contract to include legislation and regulations which enables an
entity to receive cash or another financial asset that is not classified as a tax by the Office of
National Statistics (ONS). 
Revenue in respect of goods/services provided is recognised when (or as) performance obligations
are satisfied by transferring promised goods/services to the customer and is measured at the
amount of the transaction price allocated to those performance obligations. At the year end, the
Trust accrues income relating to performance obligations satisfied in that year. Where the Trust’s
entitlement to consideration for those goods or services is unconditional a contract receivable will
be recognised. Where entitlement to consideration is conditional on a further factor other than the
passage of time, a contract asset will be recognised. Where consideration received or receivable
relates to a performance obligation that is to be satisfied in a future period, the income is deferred
and recognised as a contract liability. 
Standard credit terms apply to invoiced revenue with all NHS debt due for payment within 14 days
and all non NHS receivables due within 30 days of the invoice date. Invoices are not raised where
revenue is recognised on performance of a contractual obligation until this has been met. 

Notes to the Accounts 

Note 1 Accounting policies and other information 

Note 1.1 Basis of preparation 
NHS England has directed that the financialstatements of the Trust shall meet the accounting
requirements of the Department of Health and Social Care Group Accounting Manual (GAM),
which shall be agreed with HM Treasury. Consequently, the following financial statements have
been prepared in accordance with the GAM 2025/26 issued by the Department of Health and
Social Care. The accounting policies contained in the GAM follow International Financial Reporting
Standards to the extent that they are meaningful and appropriate to the NHS, as determined by
HM Treasury, which is advised by the Financial Reporting Advisory Board. Where the GAM
permits a choice of accounting policy, the accounting policy that is judged to be most appropriate
to the particular circumstances of the Trust for the purpose of giving a true and fair view has been
selected. The particular policies adopted are described below. These have been applied
consistently in dealing with items considered material in relation to the accounts. 
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Revenue from NHS contracts 
The main source of income for the Trust is contracts with commissioners for health care services.
Funding envelopes are set at an Integrated Care System (ICS) level. The majority of the Trust’s
NHS income is earned from NHS commissioners under the NHS Payment Scheme (NHSPS). The
NHSPS sets out rules to establish the amount payable to trusts for NHS-funded secondary
healthcare. 
Aligned payment and incentive contracts form the main payment mechanism under the NHSPS.
API contracts contain both a fixed and variable element. Under the variable element, providers
earn income for elective activity (both ordinary and day case), out-patient procedures, out-patient
first attendances, diagnostic imaging and nuclear medicine, and chemotherapy delivery activity.
The precise definition of these activities is given in the NHSPS. Income is earned at NHSPS prices
based on actual activity. The fixed element includes income for all other services covered by the
NHSPS assuming an agreed level of activity with ‘fixed’ in this context meaning not varying based
on units of activity. Elements within this are accounted for as variable consideration under IFRS 15
as explained below. 
The Trust also receives income from commissioners under the Best Practice Tariff (BPT) scheme.
Delivery under the scheme is part of how care is provided to patients. As such BPT payments are
not considered distinct performance obligations in their own right; instead they form part of the
transaction price for performance obligations under the overall contract with the commissioner and
are accounted for as variable consideration under IFRS 15. Payment for BPT on non-elective
services is included in the fixed element of API contracts with adjustments for actual achievement
being made at the end of the year. BPT earned on elective activity is included in the variable
element of API contracts and paid in line with actual activity performed. 
Elective recovery funding provides additional funding to integrated care boards to fund the
commissioning of elective services within their systems. Trusts do not directly earn elective
recovery funding, instead earning income for actual activity performed under API contract
arrangements as explained above. The level of activity delivered by the trust contributes to system
performance and therefore the availability of funding to the trust’s commissioners. 
 
Revenue from research contracts 
Whereresearch contracts fall under IFRS 15, revenue is recognised as and when performance
obligations are satisfied. For some contracts, it is assessed that the revenue project constitutes
one performance obligation over the course of the multi-year contract. In these cases it is
assessed that the Trust’s interim performance does not create an asset with alternative use for the
Trust, and the Trust has an enforceable right to payment for the performance completed to date. It
is therefore considered that the performance obligation is satisfied over time, and the Trust
recognises revenue each year over the course of the contract. Some research income alternatively
falls within the provisions of IAS 20 for government grants. 
 
NHS injury cost recovery scheme 
The Trust receives income under the NHS injury cost recovery scheme, designed to reclaim the
cost of treating injured individuals to whom personal injury compensation has subsequently been
paid, for instance by an insurer. The Trust recognises the income when performance obligations
are satisfied. In practical terms this means that treatment has been given, it receives notification
from the Department of Work and Pension's Compensation Recovery Unit, has completed the
NHS2 form and confirmed there are no discrepancies with the treatment. The income is measured
at the agreed tariff for the treatments provided to the injured individual, less an allowance for
unsuccessful compensation claims and doubtful debts in line with IFRS 9 requirements of
measuring expected credit losses over the lifetime of the asset. 
 
Note 1.5 Other forms of income 

Grants and donations 
Government grantsare grantsfrom government bodies other than income from commissioners or
trusts for the provision of services. Where a grant is used to fund revenue expenditure it is taken to
the Statement of Comprehensive Income to match that expenditure. Where the grants is used to
fund capital expenditure, it is credited to the Statement of Comprehensive Income once conditions
attached to the grant have been met. Donations are treated in the same way as government
grants. 
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Other income 
Incomefromvarious sources including items such as pharmacy sales and on site creche services. 
 
Note 1.6 Expenditure on employee benefits 

Short-term employee benefits 
Salaries, wages and employment-related payments such as social security costs and the
apprenticeship levy are recognised in the period in which the service is received from employees.
The cost of annual leave entitlement earned but not taken by employees at the end of the period is
recognised in the financial statements to the extent that employees are permitted to carry-forward
leave into the following period. 
Pension costs
 
NHS Pension Scheme 
 
Past and present employees are covered by the provisions of the two NHS Pension Schemes.
Both schemes are unfunded, defined benefit schemes that cover NHS employers, general
practices and other bodies, allowed under the direction of Secretary of State for Health and Social
Care in England and Wales. The scheme is not designed in a way that would enable employers to
identify their share of the underlying scheme assets and liabilities. Therefore, the scheme is
accounted for as though it is a defined contribution scheme: the cost to the trust is taken as equal
to the employer's pension contributions payable to the scheme for the accounting period. The
contributions are charged to operating expenses as and when they become due. 

Additional pension liabilities arising from early retirements are not funded by the scheme except
where the retirement is due to ill-health. The full amount of the liability for the additional costs is
charged to the operating expenses at the time the trust commits itself to the retirement, regardless
of the method of payment. 
 
Note 1.7 Expenditure on other goods and services 
Expenditure on goods and services is recognised when, and to the extent that they have been
received, and is measured at the fair value of those goods and services. Expenditure is recognised
in operating expenses except where it results in the creation of a non-current asset such as
property, plant and equipment. 
Note 1.8 Discontinued operations 
Discontinued operations occur where activities either cease without transfer to another entity, or
transfer to an entity outside of the boundary of the Whole of Government Accounts, such as private
or voluntary sectors. Such activities are accounted for in accordance with IFRS 5. Activities that
are transferred to other bodies within the boundary of the Whole of Government Accounts are
‘machinery of government changes’ and treated as continuing operations. 

 
Apprenticeship service income 
The value of the benefit received when accessing funds from the Government's apprenticeship
service is recognised as income at the point of receipt of the training service. Where these funds
are paid directly to an accredited training provider from the Trust's apprenticeship service account
held by the Department for Education, the corresponding notional expense is also recognised at
the point of recognition for the benefit. 
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Measurement 
Valuation 
All property, plant and equipment assets are measured initially at cost, representing the costs directly
attributable to acquiring or constructing the asset and bringing it to the location and condition
necessary for it to be capable of operating in the manner intended by management. Assets are
measured subsequently at valuation. Assets which are held for their service potential and are in use
(ie operational assets used to deliver either front line services or back office functions) are measured
at their current value in existing use. Assets that were most recently held for their service potential
but are surplus with no plan to bring them back into use are measured at fair value where there are
no restrictions on sale at the reporting date and where they do not meet the definitions of investment
properties or assets held for sale. 
Revaluations of property, plant and equipment are performed with sufficient regularity to ensure that
carrying values are not materially different from those that would be determined at the end of the
reporting period. Current value in existing use is defined as market value except where a building is
so specialised in nature no active market exists from which to draw satisfactory transactional
evidence. In this case a valuer will adopt a depreciated replacement cost (DRC) model on a modern
equivalent asset (MEA) basis. 
A DRC model estimates current value in existing use as the present value of the asset's remaining
service potential, which is assumed to be at least equal to the cost of replacing that service potential.
An MEA basis assumes that the asset will be replaced with a modern asset of equivalent capacity
and meeting the location requirements of the services being provided. 
For specialised assets, current value in existing use is interpreted as the present value of the asset's
remaining service potential, which is assumed to be at least equal to the cost of replacing that service
potential. Specialised assets are therefore valued at their depreciated replacement cost (DRC) on a
modern equivalent asset (MEA) basis. An MEA basis assumes that the asset will be replaced with a
modern asset of equivalent capacity and meeting the location requirements of the services being
provided. 

Note 1.9 Property, plant and equipment 

Recognition 
Property, plant and equipment is capitalised where: 

• it is held for use in delivering services or for administrative purposes 
• it is probable that future economic benefits will flow to, or service potential be provided to, the
trust 
• it is expected to be used for more than one financial year 
• the cost of the item can be measured reliably 
• the item has cost of at least £5,000, or 
• collectively, a number of items have a cost of at least £5,000 and individually have cost of more
than £250, where the assets are functionally interdependent, had broadly simultaneous purchase
dates, are anticipated to have similar disposal dates and are under single managerial control. 

Where a large asset, for example a building, includes a number of components with significantly
different asset lives, eg, plant and equipment, then these components are treated as separate
assets and depreciated over their own useful lives. 

 
Subsequent expenditure relating to an item of property, plant and equipment is recognised as an
increase in the carrying amount of the asset when it is probable that additional future economic
benefits or service potential deriving from the cost incurred to replace a component of such item
will flow to the enterprise and the cost of the item can be determined reliably. Where a component
of an asset is replaced, the cost of the replacement is capitalised if it meets the criteria for
recognition above. The carrying amount of the part replaced is de-recognised. Other expenditure
that does not generate additional future economic benefits or service potential, such as repairs and
maintenance, is charged to the Statement of Comprehensive Income in the period in which it is
incurred. 

Subsequent expenditure
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Assets intended for disposal are reclassified as ‘held for sale’ once the criteria in IFRS 5 are met.
The sale must be highly probable and the asset available for immediate sale in its present
condition. 

 
Items of property, plant and equipment are depreciated over their remaining useful lives in a manner
consistent with the consumption of economic or service delivery benefits. Freehold land is considered
to have an infinite life and is not depreciated. 

Property, plant and equipment which has been reclassified as ‘held for sale’ cease to be depreciated
upon the reclassification. Assets in the course of construction and residual interests in off-Statement
of Financial Position PFI contract assets are not depreciated until the asset is brought into use or
reverts to the trust, respectively. 

Revaluation gains and losses 

Revaluation gains are recognised in the revaluation reserve, except where, and to the extent that,
they reverse a revaluation decrease that has previously been recognised in operating expenses, in
which case they are recognised in operating expenditure. 

Revaluation losses are charged to the revaluation reserve to the extent that there is an available
balance for the asset concerned, and thereafter are charged to operating expenses. 

Gains and losses recognised in the revaluation reserve are reported in the Statement of
Comprehensive Income as an item of ‘other comprehensive income’. 

Impairments 

In accordance with the GAM, impairments that arise from a clear consumption of economic benefits
or of service potential in the asset are charged to operating expenses. A compensating transfer is
made from the revaluation reserve to the income and expenditure reserve of an amount equal to the
lower of (i) the impairment charged to operating expenses; and (ii) the balance in the revaluation
reserve attributable to that asset before the impairment. 

An impairment that arises from a clear consumption of economic benefit or of service potential is
reversed when, and to the extent that, the circumstances that gave rise to the loss is reversed.
Reversals are recognised in operating expenditure to the extent that the asset is restored to the
carrying amount it would have had if the impairment had never been recognised. Any remaining
reversal is recognised in the revaluation reserve. Where, at the time of the original impairment, a
transfer was made from the revaluation reserve to the income and expenditure reserve, an amount is
transferred back to the revaluation reserve when the impairment reversal is recognised. Other
impairments are treated as revaluation losses. Reversals of ‘other impairments’ are treated as
revaluation gains. 

Following reclassification, the assets are measured at the lower of their existing carrying amount
and their ‘fair value less costs to sell’. Depreciation ceases to be charged and the assets are not
revalued, except where the 'fair value less costs to sell' falls below the carrying amount. Assets are
de-recognised when all material sale contract conditions have been met. 

Valuation guidance issued by the Royal Institute of Chartered Surveyors states that valuations are
performed net of VAT where the VAT is recoverable by the entity. This basis has been applied to
the trust’s Private Finance Initiative (PFI) scheme where the construction is completed by a special
purpose vehicle and the costs have recoverable VAT for the trust. 
Properties in the course of construction for service or administration purposes are carried at cost,
less any impairment loss. Cost includes professional fees and, where capitalised in accordance
with IAS 23, borrowings costs. Assets are revalued and depreciation commences when the assets
are brought into use. 
IT equipment, transport equipment, furniture and fittings, and plant and machinery that are held for
operational use are valued at depreciated historic cost where these assets have short useful lives
or low values or both, as this is not considered to be materially different from current value in
existing use. 
Depreciation

De-recognition
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PFI and LIFT transactions which meet the IFRIC 12 definition of a service concession, as
interpreted in HM Treasury’s FReM, are accounted for as ‘on-Statement of Financial Position’ by
the trust. Annual contract payments to the operator (the unitary charge) are apportioned between
the repayment of the liability including the finance cost, the charges for services and lifecycle
replacement of components of the asset. 
Initial recognition 
 
In accordance with HM Treasury’s FReM, the underlying assets are recognised as property, plant
and equipment, together with an equivalent liability. Initial measurement of the asset and liability are
in accordance with the initial measurement principles of IFRS 16 (see leases accounting policy).
Subsequent measurement
 
Assets are subsequently accounted for as property, plant and equipment and/or intangible assets
as appropriate. 

The liability is subsequently reduced by the portion of the unitary charge allocated as payment for
the asset and increased by the annual finance cost. The finance cost is calculated by applying the
implicit interest rate to the opening liability and is charged to finance costs in the Statement of
Comprehensive Income. The element of the unitary charge allocated as payment for the asset is
split between payment of the finance cost and repayment of the net liability. 

Where there are changes in future payments for the asset resulting from indexation of the unitary
charge, the Trust remeasures the PFI liability by determining the revised payments for the
remainder of the contract once the change in cash flows takes effect. The remeasurement
adjustment is charged to finance costs in the Statement of Comprehensive Income. 

The service charge is recognised in operating expenses in the Statement of Comprehensive
Income. 

Lifecycle replacement costs are reviewed and charged to revenue or capital when they meet the
capital definition and are then accounted for as part of the annual valuation assessment." In
2024/25 all lifecycle replacement costs were capitalised in line with the PFI model. 

 
Donated and grant funded property, plant and equipment assets are capitalised at their fair value
on receipt. The donation/grant is credited to income at the same time, unless the donor has
imposed a condition that the future economic benefits embodied in the grant are to be consumed in
a manner specified by the donor, in which case, the donation/grant is deferred within liabilities and
is carried forward to future financial years to the extent that the condition has not yet been met. 

The donated and grant funded assets are subsequently accounted for in the same manner as 

other items of property, plant and equipment. 

Private Finance Initiative (PFI) and Local Improvement Finance Trust (LIFT) 

Property, plant and equipment which is to be scrapped or demolished does not qualify for
recognition as ‘held for sale’ and instead is retained as an operational asset and the asset’s useful
life is adjusted. The asset is de-recognised when scrapping or demolition occurs. 

Donated and grant funded assets 

transactions
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Measurement 

Note 1.10 Intangible assets 

Recognition 
Intangibleassetsare non-monetary assets without physical substance controlled by the Trust. They
are capable of being sold separately from the rest of the trust’s business or arise from contractual
or other legal rights. Intangible assets are recognised only where it is probable that future economic
benefits will flow to, or service potential be provided to, the trust and where the cost of the asset
can be measured reliably. 
Internally generated intangible assets 
Internally generated goodwill, brands, mastheads, publishing titles, customer lists and similar items
are not capitalised as intangible assets. 

Expenditure on research is not capitalised. Expenditure on development is capitalised where it
meets the requirements set out in IAS 38. 

Software

Software which is integral to the operation of hardware, eg an operating system, is capitalised as
part of the relevant item of property, plant and equipment. Software which is not integral to the
operation of hardware, eg application software, is capitalised as an intangible asset where it meets
recognition criteria. 

Useful lives of property, plant and equipment

Min life
Years 

Max life
Years 

Land 
Buildings, excluding dwellings
Dwellings 
Plant & machinery 
Transport equipment
Information technology
Furniture & fittings 

-
1
1
5
-
5
5

Useful lives reflect the total life of an asset and not the remaining life of an asset. The range of
useful lives are shown in the table below: 

Intangible assets are amortised over their expected useful lives in a manner consistent with the
consumption of economic or service delivery benefits. 

 
Intangible assets are recognised initially at cost, comprising all directly attributable costs needed to
create, produce and prepare the asset to the point that it is capable of operating in the manner
intended by management. From 1 April 2025, subsequent measurement of intangible assets is at
cost less amortisation. 
Prior to 1 April 2025, intangible assets were held under a revaluation approach reflecting current
value in existing use. Revaluation gains and losses and impairments were treated in the same
manner as for property, plant and equipment. On 1 April 2025, the carrying value of these assets
was carried forward as ‘deemed cost’ and any related revaluation surpluses in the revaluation
reserve were transferred to the I&E reserve. 
Intangible assets held for sale are measured at the lower of their carrying amount or fair value less
costs to sell. 
Amortisation 

-
57
57
15

-
8

10
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Note 1.11 Inventories 
Inventories are valued at the lower of cost and net realisable value. The cost of inventories is
measured using the first in, first out (FIFO) method. 
 
Note 1.12 Investment properties 
Investmentpropertiesaremeasured at fair value. Changes in fair value are recognised as gains or
losses in income/expenditure. 

Only those assets which are held solely to generate a commercial return are considered to be
investment properties. Where an asset is held, in part, for support service delivery objectives, then
it is considered to be an item of property, plant and equipment. Properties occupied by employees,
whether or not they pay rent at market rates, are not classified as investment properties. 

Note 1.13 Cash and cash equivalents 

Cash is cash in hand and deposits with any financial institution repayable without penalty on notice
of not more than 24 hours. Cash equivalents are investments that mature in 3 months or less from
the date of acquisition and that are readily convertible to known amounts of cash with insignificant
risk of change in value. 

In the Statement of Cash Flows, cash and cash equivalents are shown net of bank overdrafts that
are repayable on demand and that form an integral part of the Trust’s cash management. Cash,
bank and overdraft balances are recorded at current values. 
 
Note 1.14 Financial assets and financial liabilities 

Recognition 
Financial assets and financial liabilities arise where the Trust is party to the contractual provisions
of a financial instrument, and as a result has a legal right to receive or a legal obligation to pay cash
or another financial instrument. The GAM expands the definition of a contract to include legislation
and regulations which give rise to arrangements that in all other respects would be a financial
instrument and do not give rise to transactions classified as a tax by ONS. 

This includes the purchase or sale of non-financial items (such as goods or services), which are
entered into in accordance with the Trust’s normal purchase, sale or usage requirements and are
recognised when, and to the extent which, performance occurs, ie, when receipt or delivery of the
goods or services is made. 

Useful lives of intangible assets 

Classification and measurement 
Financial assets and financial liabilities are initially measured at fair value plus or minus directly
attributable transaction costs except where the asset or liability is not measured at fair value
through income and expenditure. Fair value is taken as the transaction price or otherwise
determined by reference to quoted market prices or valuation techniques. 

Financial assets or financial liabilities in respect of assets acquired or disposed of through leasing
arrangements are recognised and measured in accordance with the accounting policy for leases
described below. 

Financial assets are classified as subsequently measured at amortised cost, fair value through
income and expenditure. 

Financial liabilities classified as subsequently measured at amortised cost fair value through
income and expenditure. 

Min life
Years 

Max life
Years 

Software licences 5

Useful lives reflect the total life of an asset and not the remaining life of an asset. The range of
useful lives are shown in the table below: 

10
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Note 1.15 Leases 
Aleaseis a contract or part of a contract that conveys the right to use an asset for a period of time in
exchange for consideration. An adaptation of the relevant accounting standard by HM Treasury for the
public sector means that for NHS bodies, this includes lease-like arrangements with other public sector
entities that do not take the legal form of a contract. It also includes peppercorn leases where
consideration paid is nil or nominal (significantly below market value) but in all other respects meet the
definition of a lease. The trust does not apply lease accounting to new contracts for the use of
intangible assets. 

The Trust determines the term of the lease term with reference to the non-cancellable period and any
options to extend or terminate the lease which the Trust is reasonably certain to exercise. 

 
Impairment of financial assets 
Forallfinancial assets measured at amortised cost including lease receivables, contract
receivables and contract assets or assets measured at fair value through other comprehensive
income, the Trust recognises an allowance for expected credit losses. 

The Trust adopts the simplified approach to impairment for contract and other receivables, contract
assets and lease receivables, measuring expected losses as at an amount equal to lifetime
expected losses. For other financial assets, the loss allowance is initially measured at an amount
equal to 12-month expected credit losses (stage 1) and subsequently at an amount equal to lifetime
expected credit losses if the credit risk assessed for the financial asset significantly increases
(stage 2). 

For financial assets that have become credit impaired since initial recognition (stage 3), expected
credit losses at the reporting date are measured as the difference between the asset’s gross
carrying amount and the present value of estimated future cash flows discounted at the financial
asset’s original effective interest rate. 

Expected losses are charged to operating expenditure within the Statement of Comprehensive
Income and reduce the net carrying value of the financial asset in the Statement of Financial
Position. 

Derecognition 

Financial assets are de-recognised when the contractual rights to receive cash flows from the
assets have expired or the Trust has transferred substantially all the risks and rewards of
ownership. 

Financial liabilities are de-recognised when the obligation is discharged, cancelled or expires. 

 
Financial assets and financial liabilities at amortised cost 
Financial assetsand financial liabilities at amortised cost are those held with the objective of
collecting contractual cash flows and where cash flows are solely payments of principal and
interest. This includes cash equivalents, contract and other receivables, trade and other payables,
rights and obligations under lease arrangements and loans receivable and payable. 

After initial recognition, these financial assets and financial liabilities are measured at amortised
cost using the effective interest method less any impairment (for financial assets). The effective
interest rate is the rate that exactly discounts estimated future cash payments or receipts through
the expected life of the financial asset or financial liability to the gross carrying amount of a financial
asset or to the amortised cost of a financial liability. 

Interest revenue or expense is calculated by applying the effective interest rate to the gross
carrying amount of a financial asset or amortised cost of a financial liability and recognised in the
Statement of Comprehensive Income and a financing income or expense. In the case of loans held
from the Department of Health and Social Care, the effective interest rate is the nominal rate of
interest charged on the loan. 
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The Trust as a lessee 
Recognition and initial measurement 
Atthecommencement date of the lease, being when the asset is made available for use, the Trust
recognises a right of use asset and a lease liability. 

The right of use asset is recognised at cost comprising the lease liability, any lease payments made
before or at commencement, any direct costs incurred by the lessee, less any cash lease incentives
received. It also includes any estimate of costs to be incurred restoring the site or underlying asset on
completion of the lease term. 

The lease liability is initially measured at the present value of future lease payments discounted at the
interest rate implicit in the lease. Lease payments includes fixed lease payments, variable lease
payments dependent on an index or rate and amounts payable under residual value guarantees. It also
includes amounts payable for purchase options and termination penalties where these options are
reasonably certain to be exercised. 

Where an implicit rate cannot be readily determined, the Trust’s incremental borrowing rate is applied.
This rate is determined by HM Treasury annually for each calendar year. A nominal rate of 4.81%
applied to new leases commencing in 2025 and 5.32% to new leases commencing in 2026. The Trust
does not apply the above recognition requirements to leases with a term of 12 months or less or to
leases where the value of the underlying asset is below £5,000, excluding any irrecoverable VAT.
Lease payments associated with these leases are expensed on a straight-line basis over the lease
term or other systematic basis. Irrecoverable VAT on lease payments is expensed as it falls due. 

Subsequent measurement 

As required by a HM Treasury interpretation of the accounting standard for the public sector, the Trust
employs a revaluation model for subsequent measurement of right of use assets, unless the cost
model is considered to be an appropriate proxy for current value in existing use or fair value, in line
with the accounting policy for owned assets. Where consideration exchanged is identified as
significantly below market value, the cost model is not considered to be an appropriate proxy for the
value of the right of use asset. 

The Trust subsequently measures the lease liability by increasing the carrying amount for interest
arising which is also charged to expenditure as a finance cost and reducing the carrying amount for
lease payments made. The liability is also remeasured for changes in assessments impacting the lease
term, lease modifications or to reflect actual changes in lease payments. Such remeasurements are
also reflected in the cost of the right of use asset. Where there is a change in the lease term or option
to purchase the underlying asset, an updated discount rate is applied to the remaining lease payments. 
 
The Trust as a lessor 
The Trust assesses each of its leases and classifies them as either a finance lease or an operating
lease. Leases are classified as finance leases when substantially all the risks and rewards of ownership
are transferred to the lessee. All other leases are classified as operating leases. 

Where the Trust is an intermediate lessor, classification of the sublease is determined with reference to
the right of use asset arising from the headlease. 

Finance leases 

Amounts duefrom lessees under finance leases are recorded as receivables at the amount of the
Trust’s net investment in the leases. Finance lease income is allocated to accounting periods to reflect
a constant periodic rate of return on the Trust’s net investment outstanding in respect of the leases. 

Operating leases 

Income from operating leases is recognised on a straight-line basis or another systematic basis over
the term of the lease. Initial direct costs incurred in negotiating and arranging an operating lease are
added to the carrying amount of the leased asset and recognised as an expense on a straight-line
basis over the lease term. 
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Note 1.16 Provisions 
TheTrust recognises a provision where it has a present legal or constructive obligation of uncertain
timing or amount; for which it is probable that there will be a future outflow of cash or other
resources; and a reliable estimate can be made of the amount. The amount recognised in the
Statement of Financial Position is the best estimate of the resources required to settle the
obligation. Where the effect of the time value of money is significant, the estimated risk-adjusted
cash flows are discounted using HM Treasury's discount rates effective from 31 March 2026: 

Non-clinical risk pooling The trust participates in theProperty Expenses Scheme and the Liabilities to Third Parties Scheme. 

Both are risk pooling schemes under which the trust pays an annual contribution to NHS Resolution
and in return receives assistance with the costs of claims arising. The annual membership
contributions, and any excesses payable in respect of particular claims are charged to operating
expenses when the liability arises. 
 
Note 1.17 Contingencies 
Contingent assets (that is, assets arising from past events whose existence will only be confirmed by
one or more future events not wholly within the entity’s control) are not recognised as assets,but are
disclosed in Note 27 where an inflow of economic benefits is probable. 

Contingent liabilities are not recognised,but are disclosed in Note 27. 

Contingent liabilities are defined as: 

• possible obligations arising from past events whose existence will be confirmed only by the
occurrence of one or more uncertain future events not wholly within the entity’s control; or 

• present obligations arising from past events but for which it is not probable that a transfer of
economic benefits will arise or for which the amount of the obligation cannot be measured with
sufficient reliability. 

Inflation
rate

2.5% 
2.0% 
2.0% 

Nominal
rate

3.64% 
4.22% 
5.32% 
5.07% 

Prior year
rate

4.03% 
4.07% 
4.81% 
4.55% 

Prior year
rate

2.60% 
2.30% 
2.00% 

Year 1 
Year 2 
Into perpetuity 

Early retirement provisionsandinjury benefit provisions both use the HM Treasury's post-
employment benefits discountrate of 2.95% in real terms (prior year: 2.40%). 

Clinical negligence costs 

NHS Resolution operatesariskpooling scheme under which the trust pays an annual contribution
to NHS Resolution, which,inreturn, settles all clinical negligence claims. Although NHS Resolution
is administratively responsiblefor all clinical negligence cases, the legal liability remains with the
Trust. The total value of clinicalnegligence provisions carried by NHS Resolution on behalf of the
trust is disclosed at Note 26.2but is not recognised in the Trust’s accounts. 

Short-term 
Medium-term 
Long-term 
Very long-term 

Up to 5 years 
After 5 years up to 10 years 
After 10 years up to 40 years 
Exceeding 40 years 

HM Treasury provides discount rates for general provisions on a nominal rate basis. Expected
future cash flows are therefore adjusted for the impact of inflation before discounting using nominal
rates. The following inflation rates are set by HM Treasury, effective from 31 March 2026: 
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Note 1.19 Value added tax 
Most ofthe activities of thetrust are outside the scope of VAT and, in general, output tax does not
apply and input tax on purchases is not recoverable. Irrecoverable VAT is charged to the relevant
expenditure category or included in the capitalised purchase cost of fixed assets. Where output tax
ischarged or input VAT is recoverable, the amounts are stated net of VAT. 
Note 1.20 Climate change levy 
Expenditure onthe climate change levy is recognised in the Statement of Comprehensive Income
as incurred, based on the prevailing chargeable rates for energy consumption. 
 
Note 1.21 Foreign exchange 
Thefunctional and presentational currency of the trust is sterling. 

A transaction which is denominated in a foreign currency is translated into the functional currency at
the spot exchange rate on the date of the transaction. 

Where the trust has assets or liabilities denominated in a foreign currency at the Statement of
Financial Position date: 

• monetary items are translated at the spot exchange rate on 31 March 

• non-monetary assets and liabilities measured at historical cost are translated using the spot
exchange rate at the date of the transaction and 

• non-monetary assets and liabilities measured at fair value are translated using the spot exchange
rate at the date the fair value was determined. 

Exchange gains or losses on monetary items (arising on settlement of the transaction or on re-
translation at the Statement of Financial Position date) are recognised in income or expense in the
period in which they arise. 

Exchange gains or losses on non-monetary assets and liabilities are recognised in the same
manner as other gains and losses on these items. 
 
Note 1.22 Third party assets 

 
Note 1.18 Public dividend capital 
Public dividend capital (PDC) is a type of public sector equity finance based on the excess of assets
over liabilities at the time of establishment of the predecessor NHS organisation. HM Treasury has
determined that PDC is not a financial instrument within the meaning of IAS 32. 

The Secretary of State can issue new PDC to, and require repayments of PDC from, the trust. PDC is
recorded at the value received. 

A charge, reflecting the cost of capital utilised by the trust, is payable as public dividend capital
dividend. The charge is calculated at the rate set by HM Treasury (currently 3.5%) on the average
relevant net assets of the trust during the financial year. Relevant net assets are calculated as the
value of all assets less the value of all liabilities, with certain additions and deductions as defined by
the Department of Health and Social Care. 

This policy is available at https://www.gov.uk/government/publications/guidance-on-financing-
available-to-nhs-trusts-and-foundation-trusts. 

In accordance with the requirements laid down by the Department of Health and Social Care (as the
issuer of PDC), the dividend for the year is calculated on the actual average relevant net assets as set
out in the “pre-audit” version of the annual accounts. The dividend calculated is not revised should any
adjustment to net assets occur as a result the audit of the annual accounts. 
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Not EU-endorsed. 

Applies to first time adopters of IFRS after 1 January 2016. Therefore, not
applicable to DHSC group bodies. 

Application required for accounting periods beginning on or after 1 January 2027.
Standard is not yet UK-endorsed and not yet adopted by the FReM. Early adoption
is not permitted. 

Application required for accounting periods beginning on or after 1 January 2027.
Standard is not yet UK-endorsed and not yet adopted by the FReM. Early adoption
isnot permitted. 

 
Losses and special payments are items that Parliament would not have contemplated when it 
agreed funds for the health service or passed legislation. By their nature they are items that ideally
should not arise. They are therefore subject to special control procedures compared with the generality
of payments. They are divided into different categories, which govern the way that individual cases are
handled. Losses and special payments are charged to the relevant functional headings in expenditure
on an accruals basis. 

The losses and special payments note is compiled directly from the losses and compensations register
which reports on an accrual basis with the exception of provisions for future losses. 

Note 1.24 Gifts 
 
Gifts are items that are voluntarily donated, with no preconditions and without the expectation of any
return. Gifts include all transactions economically equivalent to free and unremunerated transfers, such
as the loan of an asset for its expected useful life, and the sale or lease of assets at below market
value. 
Note 1.25 Early adoption of standards, amendments and interpretations 
No new accounting standards or revisions to existing standards have been early adopted in 2025/26.
Note 1.26 Standards, amendments and interpretations in issue but not yet effective or adopted 

Other standards, amendments and interpretations 

 
Changes to valuation of property, plant and equipment (PPE) assets – The DHSC GAM for 2026/27
and associated consultation response document confirms future changes which will impact on the
financial statements. 

Assets belonging to third parties in which the Trust has no beneficial interest (such as money held
on behalf of patients) are not recognised in the accounts. However, they are disclosed in a separate
note to the accounts in accordance with the requirements of HM Treasury’s FReM. 

 
IFRS 14
Regulatory
Deferral
Accounts
IFRS 18
Presentation
and
Disclosure in
Financial
Statements
IFRS 19
Subsidiaries
without Public
Accountability:
Disclosures 

Note1.23Lossesand specialpayments

The following future changes to adaptations and interpretations of IAS 16 for the public
sector are also not yet adopted: 

Financialyearfor whichthechange firstapplies Standard
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From 2026/27 NHS bodies’ valuation methodology will be a mandated quinquennial revaluation
frequency (or rolling programme) supplemented by annual indexation in the intervening years. The
requirement in IAS 16 to revalue an asset when its fair value differs materially from its carrying value
isbeing withdrawn for the public sector 
Note1.27Critical judgementsin applying accounting policies
 
The following are the judgements, apart from those involving estimations (see below) that
management has made in the process of applying the trust accounting policies and that have the
most significant effect on the amounts recognised in the financial statements: 
In applying the Trust's accounting policies management are required to make judgements, estimates
and assumptions concerning the carrying amounts of assets and liabilities that are not readily
apparent from other sources. Estimates and assumptions are based on historical experience and
any other factors that are deemed relevant. Actual results may differ from these estimates and are
continually reviewed to ensure validity remains appropriate. These revisions are recognised in the
period in which they occur or the current and future periods, as appropriate. In relation to buildings a
2% change in value would equate to £5.1m. 

Assumptions have been made regarding the treatment of Lifecycle costs which have all been
capitalised in year, £5.39m based on the PFI model. 

External Valuation where reliance has been placed on the valuation report as at 31 March 2026, as
this represents the best available evidence of current value. Further details are included in note 1.9,
and note 17. 

Assumptions regarding sums due in regard to the PFI and ongoing discussions around an agreed
settlement position. 

Note 2 Operating Segments 

No segmental analysis is shown as Sherwood Forest Hospitals NHS Foundation Trust acts solely in
the UK and operates as a segment providing healthcare. The "Chief Operating Decision Maker" is
deemed to be the Trust Board. 

The Board currently receives only high level financial information and does not therefore review
information or allocate resources in any way that could be perceived to represent operating
segments. 

The Trust is split into 5 clinical divisions, Urgent and Emergency Care, Medicine, Surgery, Women's
and Children’s and Clinical Support Therapies & Outpatients. In addition there is a supporting
corporate function. All of these divisions are engaged directly in the provision of healthcare and
hence are reported as one segment." 

Adetailed analysis of all income is disclosed in note 3 to these accounts. 
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All services 

 
Community services 

 
Total income from activities 

 Note 3 Operating income from patient care activities 

 
Note 3.1 Income from patient care activities (by nature) 

Acute services 

Note 3.2 Income from patient care activities (by source) 

Income from patient care activities received from: 

2025/26
£000

2025/26
£000

33,440
485,518

-
2,727

-
147
31
90

1,016

522,969

2024/25
£000

2024/25
£000

46,799
465,655

-
1,786

-
1,619

123
10

1,098

517,090

NHSEngland 
Integrated care boards 
Department of Health and Social Care 
Other NHS providers 
NHS other 
Local authorities 
Non-NHS: private patients 
Non-NHS: overseas patients (chargeable to patient)
Injury cost recovery scheme 

Income from commissioners under API contracts - variable element*
Income from commissioners under API contracts - fixed element*
High cost drugs income from commissioners 
Other NHS clinicalincome 

Income from commissioners under API contracts*
Income from other sources (e.g. local authorities) 

Private patient income 
National pay award central funding*** 
Additional pension contribution central funding** 
Otherclinical income

111,713
349,430
20,264

-

19,220
-

31
 

21,205
1,106

 
Allincome frompatientcareactivitiesrelatestocontractincome recognised in line with accounting
policy 1.4 

 
*Aligned payment and incentive contracts are the main form of contracting between NHS providers
and their commissioners. More information can be found in the 2025/26 NHS Payment Scheme
documentation. 
https://www.england.nhs.uk/pay-syst/nhs-payment-scheme/ 

**Increases to the employer contribution rate for NHS pensions since 1 April 2019 have been funded
by NHS England. NHS providers continue to pay at the former rate of 14.38% with the additional
amount being paid over by NHS England on providers' behalf. The full cost of employer contributions
(23.7%) and related NHS England funding (9.4%) have been recognised in these accounts.
***Additional funding was made available directly to providers by NHS England in 2024/25 for
implementing the backdated element of pay awards where government offers were finalised after the
end of the 2023/24 financial year. NHS Payment Scheme prices and API contracts are updated for
the weighted uplift in in-year pay costs when awards are finalised. 

97,832
356,690

20,691
-

 
18,338

1,619

 
123

1,020
19,669
1,108

https://www.england.nhs.uk/pay-syst/nhs-payment-scheme/
https://www.england.nhs.uk/pay-syst/nhs-payment-scheme/
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Non NHS: other 

 
Related to continuing operations
Related to discontinued operations 

522,969
-

517,090
-

- - 
Totalincomefrom activities 
Of which:

522,969 517,090



 
Total other operating income
Of which: 

 
Note 4 Other operating income 

Note 3.3 Overseas visitors (relating to patients charged directly by the
provider) 

2025/26
£000 

49,982

Contract
income

£000 

2024/25
£000

10
26

-
39

2,549

2025/26 
Non-

contract
income

£000 
Total
£000

1,032
19,704
26,512

275
333
471
863

-

3,341
52,531

62,741

Contract
income

£000 

2,242

2024/25 
Non-

contract
income

£000 
Total
£000

947
16,417
41,901

281
114
367
827

-

4,129
64,983

Related to continuingoperations
Related to discontinued operations 

Income recognised thisyear 
Cash payments received in-year 
Amounts added to provision for impairment of receivables
Amounts written off in-year 

Research and development 
Education and training 
Non-patient care services to other bodies 
Income in respect of employee benefits accounted on a gross 

basis 
Receipt of capital grants and donations and peppercorn leases
Charitable and other contributions to expenditure 
Revenue from operating leases 
Amortisation of PFI deferred income / credits 
Otherincome 3,341

1,032
18,822
26,512

275

90
49

-
83

-
882

333
471
863

-
-

52,531
-

4,129

947
15,483
41,901

281

-
934

114
367
827

-
-

64,983
-
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Total 

Note 6.2 Future lease receipts 

Note 6.1 Operating lease income 

 
Total in-year operating lease income 

Future minimum lease receipts due in: 

Lease receipts recognised as income in year: 

 
Note 6 Operating leases - Sherwood Forest Hospitals NHS 
Foundation Trust as lessor 
This note discloses income generated in operating lease agreements where Sherwood Forest
Hospitals NHS Foundation Trust is the lessor. 

Total 

Note 5.3 Profits and losses on disposal of property, plant and
equipment 

 
Note 5.2 Income from activities arising from commissioner requested services 

Note 5.1 Additional information on contract revenue (IFRS 15) recognised in
the period 

2025/26
£000 

2025/26
£000

521,832

1,137
522,969

 
31 March

2026
£000 

 2025/26
£000

4,149

863

31 March
2025
£000 

 

 
2024/25

£000

4,005

827

2024/25
£000

2024/25
£000

514,839

2,251
517,090

Minimum lease receipts 
Variable lease receipts / contingentrents 

- not later than one year 
- later than one year and not later than two years 
- later than two years and not later than three years
- later than three years and not later than four years
- later than four years and not later than five years 
- later than five years 

Income from services designated as commissioner requested 
services 

Income from services not designated as commissioner requested 
services 

Revenue recognised in thereportingperiod thatwasincludedinwithin
contract liabilities at the previous period end 

876
858
745
734
562
374

863
-

 
Noland and buildings assets usedintheprovisionofcommissionerrequested serviceshave been 
disposed of duringthe year. 

890
870
748
561
561
375

The trust is required to analyse the level of income from activities that has arisen from commissioner
requested and non-commissioner requested services. Commissioner requested services are defined
in the provider licence and are services that commissioners believe would need to be protected in the
event of provider failure. This information is provided in the table below: 

 
827

-
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Total 
Of which: 

Note 7.1 Operating expenses 
2025/26

£000
1,791
5,472

-
381,193

176
45,890
4,462

33,763

-

141
2,998

26,668
475

15,109
852

926

59

-

44

(25)

577,004

2024/25
£000
2,030
5,997

-
363,483

156
43,234

5,589

34,079

-

593
3,323

25,957
631

14,738
811

3,557

134

-

115

(2)

558,988

Related to continuing operations
Related to discontinued operations 

Purchase of healthcare from NHS and DHSC bodies
Purchase of healthcare from non-NHS and non-DHSC bodies
Purchase of social care 
Staff and executive directors costs 
Remuneration of non-executive directors 
Supplies and services - clinical (excluding drugs costs)
Supplies and services - general 
Drug costs (drugs inventory consumed and purchase of non-

inventory drugs) 
Inventories written down 
Consultancy costs 
Establishment 
Premises 
Transport (including patient travel) 
Depreciation on property, plant and equipment 
Amortisation on intangible assets 
Net impairments 
Movement in credit loss allowance: contract receivables / contract 

assets 
Movement in credit loss allowance: all other receivables and 

investments 
Increase/(decrease) in other provisions
Change in provisions discount rate(s)
Fees payable to the external auditor 

audit services- statutory audit 
other auditor remuneration (external auditor only) 

Internal audit costs 
Clinical negligence 
Legal fees 
Insurance (as a policy holder) 
Research and development 
Education and training 
Expenditure on short term leases 
Expenditure on low value leases 
Variable lease payments not included in the liability 
Early retirements 
Redundancy 
Charges to operating expenditure for on-SoFP IFRIC 12 schemes 

(e.g. PFI / LIFT) 
Charges to operating expenditure for off-SoFP PFI / LIFT schemes
Car parking & security 
Hospitality 
Losses, ex gratia & special payments 
Other

 
194

-
137

14,583
257

-
56

1,852
1,184

-
-

52
1,289

32,613
210

-

336

-

4,247

577,004
-

558,988
-
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-
162

15,772
126

-
-

2,082
1,698

-
-

36
308

31,696
155

-

420

9
1,909
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Total gross staff costs 

Total staff costs
Of which 

 
Note 9 Employee benefits 

 
Note 8 Impairment of assets 

Note 7.2 Other auditor remuneration 

Note 9.1 Retirements due to ill-health 

 
Total 

Note 7.3 Limitation on auditor's liability 

Other auditor remuneration paid to the external auditor: 

Total net impairments charged to operating surplus / deficit 

Total net impairments 

Net impairments charged to operating surplus / deficit resulting
from: 

2025/26
£000

2025/26
£000

384,213

-

384,213

926

-

926

2025/26
Total
£000

282,418
37,724
1,407

53,691
21

8,952

2024/25
£000

2024/25
£000

365,061

-

365,061

3,557

(1,126)

2,431

2024/25
Total
£000

270,118
30,016
1,379

49,775
74

13,699

- - 

Costscapitalisedaspart of assets 

Salaries and wages 
Social security costs 
Apprenticeship levy 
Employer's contributions to NHS pensions
Pension cost - other 
Temporary staff (including agency) 

Recoveries in respectof seconded staff 

Changes inmarketprice
Other 

Impairments chargedto the revaluationreserve

1. Auditofaccountsofany associate ofthetrust
2. Audit-relatedassurance services 

-
-

1,679

926
-

The limitation on auditor's liability for external audit work is £1,000k (2024/25: £1,000k). 

 
The Valuer has undertaken a desktop exercise in year (walk round review of the Trust estate in
2023/24). This takes account of numerous factors contributing to an overall assessment of each
building asset on a modern equivalent basis: these include functional and external obsolescence,
investment into the property since the previous valuation and any changes of use. 

During 2025/26 there were 5 early retirements from the trust agreed on the grounds of ill-health (10
in the year ended 31 March 2025). The estimated additional pension liabilities of these ill-health
retirements is £349k (£776k in 2024/25). 

These estimated costs are calculated on an average basis and will be borne by the NHS Pension
Scheme. 

1,234

 
-
-

3,557
-
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Note 10 Pension costs 

 
Full actuarial (funding) valuation 
The purpose of this valuation is to assess the level of liability in respect of the benefits due under
the schemes (considering recent demographic experience), and to recommend the contribution
rate payable by employers. 

The latest actuarial valuation undertaken for the NHS Pension Scheme was completed as at 31
March 2020. The results of this valuation set the employer contribution rate payable from 1 April
2024 at 23.7% of pensionable pay. The core cost cap cost of the scheme was calculated to be
outside of the 3% cost cap corridor as at 31 March 2020. However, when the wider economic
situation was taken into account through the economic cost cap cost of the scheme, the cost cap
corridor was not similarly breached. As a result, there was no impact on the member benefit
structure or contribution rates. 

The 2024 actuarial valuation is currently being prepared and will be published before new
contribution rates are implemented from April 2027 

 National Employment Savings Trust (NEST) 
TheNational Employment Savings Trust(NEST) Corporation is the Trustee of the NEST
occupational pension scheme. The scheme, which is run on a not-for-profit basis, ensures that all
employers have access to suitable, low-charge pension provision. The Trust is required to comply
with workplace pension legislation and to auto enrol employees into a pension scheme. Where
employees are ineligible to join the NHS Pension Scheme the Trust enrols the employee into
NEST. NEST is a defined contribution scheme. 
As at 31 March 2026 there were 8,521 members of the NHS Pension Scheme, of which 369 are
enrolled within NEST and 4,956 are not currently contributing through a workplace pension
scheme. 

 
Avaluation of scheme liability is carried out annually by the scheme actuary (currently the
Government Actuary’s Department) as at the end of the reporting period. This utilises an actuarial
assessment for the previous accounting period in conjunction with updated membership and
financial data for the current reporting period,and is accepted as providing suitably robust figures
for financial reporting purposes. The valuation of the scheme liability as at 31 March 2026, is based
on valuation data as at 31 March 2024, updated to 31 March 2026 with summary global member
and accounting data. In undertaking this actuarial assessment, the methodology prescribed in IAS
19, relevant FReM interpretations, and the discount rate prescribed by HM Treasury have also
been used. 

The latest assessment of the liabilities of the scheme is contained in the Statement by the Actuary,
which forms part of the annual NHS Pension Scheme Annual Report and Accounts. These
accounts can be viewed on the NHS Pensions website and are published annually. Copies can
also be obtained from The Stationery Office. 

 
Past and present employees are covered by the provisions of the NHS Pension Schemes. Details
of the benefits payable and rules of the schemes can be found on the NHS Pensions website at
www.nhsbsa.nhs.uk/pensions. Both the 1995/2008 and 2015 schemes are accounted for, and the
scheme liability valued, as a single combined scheme. Both are unfunded defined benefit schemes
that cover NHS employers, GP practices and other bodies, allowed under the direction of the
Secretary of State for Health and Social Care in England and Wales. They are not designed to be
run in a way that would enable NHS bodies to identify their share of the underlying scheme assets
and liabilities. Therefore, each scheme is accounted for as if it were a defined contribution scheme:
the cost to the NHS body of participating in each scheme is taken as equal to the contributions
payable to that scheme for the accounting period. 

In order that the defined benefit obligations recognised in the financial statements do not differ
materially from those that would be determined at the reporting date by a formal actuarial valuation,
the FReM requires that “the period between formal valuations shall be four years, with approximate
assessments in intervening years”. An outline of these follows: 

 
Accounting valuation
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Total 

Interest expense: 

 
Total finance costs 

 
Total interest expense 

Note 11 Finance income 

Note 13 Other gains / (losses)

 
Total finance income 

Note 12.1 Finance expenditure 

Total gains / (losses) on disposal of assets 

Note Discontinued operations 

 
Finance costs on PFI, LIFT and other service concession
arrangements: 

 
Note 12.2 The late payment of commercial debts (interest) Act 1998 

2025/26
£000

 

 
2025/26

£000
2

 
2025/26

£000
-

(356)
(356) 

 
2025/26

£000
-
-
-
-
- 

 
2025/26

£000
1,592
1,592

24,361

2024/25
£000

 

 
2024/25

£000
1

2024/25
£000

88
(283)
(195) 

 
2024/25

£000
-
-
-
-
- 

2024/25
£000
1,388
1,388

29,055

Interest onbank accounts

Gains on disposal of assets
Losses on disposal of assets 

Interest on leaseobligations 
Interest on latepaymentof commercialdebt

Operating income of discontinued operations
Operating expenses of discontinued operations
Gain on disposal of discontinued operations
(Loss) on disposal of discontinued operations 

Amounts included within interest payable arising from claims made 
under this legislation 

Mainfinancecosts 
Remeasurementof the liability resulting from change in index or rate 

Unwinding of discount on provisions 
Otherfinance costs 

 
Financeincomerepresentsinterest received on assets and investments in theperiod.

287
2

9,795
14,277
24,361

-
-

 
Financeexpenditurerepresentsinterest and other charges involved in the borrowing of money or
asset financing. 

191
1

 
9,908

18,953
29,053

2
-
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Amortisation at 31 March 2026 

Net book value at 31 March 2026
Net book value at 1 April 2025 

Note 15.1 Intangible assets - 2025/26 

Cost at 31 March 2026 

Amortisation at 1 April 2025 - brought
forward 

Cost at 1 April 2025 - brought forward * 

2025/26 

9,270
-

852
-
-
-
-

(570)
9,552

3,094
2,967

Software
licences

£000
12,237 

12,646

2024/25 

Software
licences

£000
11,673 

- 
646 

- 
(49) 

- 
(33)

12,237 

8,488
-

811
-
-
-
-

(29)
9,270

3,094
2,967

Transfers byabsorption 
Additions 
Reclassifications 
Other Adjustments 
Transfers to / from assets held for sale
Disposals / derecognition 

Transfers by absorption 
Provided during the year 
Impairments 
Reversals of impairments
Reclassifications 
Transfers to / from assets held for sale
Disposals / derecognition 

-
969

-
10

-
(570)

* From 1 April 2025, the option to apply the revaluation model in IAS 38 to
intangible assets has been withdrawn prospectively. Where assets were
previously revalued, the carrying value at the transition date was carried
forward as 'deemed cost'. 



Valuation/gross cost at 1 April 2025 -
brought forward 

 
Valuation/gross cost at 31 March 2026 

 
Accumulated depreciation at 31 March
2026 

Net book value at 31 March 2026
Net book value at 1 April 2025 

Note 16.1 Property, plant and equipment -
2025/26 

Accumulated depreciation at 1 April 2025-
brought forward 

Land
£000

15,475
-
-
-

65
-
-
-
-

15,540
 

-
 

15,540
15,475

 

Buildings
excluding
dwellings

£000 

259,349 

277,136

13,380

263,756
259,349

Dwellings
£000 

3,190 

3,413

-

3,413
3,190

44,105

-

44,105
22,073

 
Assets
under Plant & 

construction machinery
£000 £000 

22,073 62,223 

51,145

31,238
3,924

-
-
-
-

(8,163)
26,999

24,146
30,985

Information
technology

£000 

41,216 

43,767

22,291
3,052

-
-
-
-

(11,151)
14,192

29,575
18,925

Furniture
& fittings

£000 

393 

336

276
25

-
-
-
-

(26)
275

61
117

53,805
13,632

6,749
-
-
-

(19,340)

54,846
 

380,596
350,114

 

Total
£000

403,918
-

43,979
(806)
6,629
1,428

-
(10)

(19,697)
435,441

 

-
-
-
-
-
-
-

- -
-
-
-
-
-
-

-
-
-
-
-
-
-

Transfers by absorption
Additions 
Impairments 
Reversals of impairments
Revaluations
Reclassification 
Other Adjustments
Disposals / derecognition

Provided duringtheyear
Impairments 
Reversals of impairments
Revaluations
Reclassifications
Disposals / derecognition

-
10,585

(806)
6,564
1,428

-
16

-

6,631
6,749

-
-
-
-

-
223

-
-
-
-
-
-

-
16,921

-
-
-
-

5,111
-

-
4,088

-
-
-
-

(6,649)
(8,517)

-
12,162

-
-
-
-

1,543
(11,154)

-
-
-
-
-
-

(31)
(26)



 
Accumulated depreciation at 31 March
2025 

Valuation / gross cost at 1 April 2024 - as
previously stated 

 
Valuation/gross cost at 31 March 2025 

Accumulated depreciation at 1 April 2024
- as previously stated 

Note 16.2 Property, plant and equipment
- 2024/25 

Land
£000

15,475
-

-

-

-

-

-

-

-
15,475

 

 
Buildings 
excludin

g
dwellings

£000 

252,284 

259,349

Dwellings
£000 

2,975 

3,190 22,073

 
Assets
under 

constructio
n 

£000 

15,569 

Plant &
machinery

£000 

60,323 

62,223

28,749
-

5,045
-
-
-
-
-

(2,556)
31,238

Information
technology

£000 

38,763 

41,216

21,011
-

2,085
-
-
-
-
-

(805)
22,291

Furniture
& fittings

£000 

614 

393

545
-

24
-
-
-
-
-

(293)
276

50,305
-

13,635
-
-

(6,481)
-
-

(3,654)

53,805

Total
£000

386,002
-

30,713
(8,864)

6,433
(6,481)

-

49
(3,934)

403,918 

-
-
-
-
-
-
-
-
-
- 

- 
-

6,481
-
-

(6,481)
-
-
-

- 

-
-
-
-
-
-
-
-
-
- 

-
-
-
-
-
-
-
-
-
- 

Transfers by absorption
Additions 
Impairments 
Reversals of impairments
Revaluations
Reclassification 
Other Adjustments
Disposals / derecognition

Transfers by absorption
Provided during the year
Impairments 
Reversals of impairments
Revaluations
Reclassification 
Other Adjustments
Disposals / derecognition

-
13,798
(8,864)

6,499
(6,481)

-
2,113

-

-
215

-
-
-
-
-
-

-
8,894

-
(66)

-
-

(2,324)
-

-
4,324

-
-
-
-

388
(2,812)

-
3,418

-
-
-
-

(137)
(828)

-
64

-
-
-
-
9

(294)



- 
 

Total net book value at 31 March 2026 15,540 263,756

 
Note 16.4 Property, plant and equipmentfinancing - 31 March
2025 

Building
s 

excludin
g 

dwelling
 Land 

£000 
s 

£000 

 
Net book value at 31 March 2025 
Net book value at 1 April 2024 

15,475
15,475 

259,349
252,284

Note 16.3 Property, plant and equipment financing - 31 March
2026 

Building
s 

excludin
g 

dwelling
 Land 

£000 
s 

£000 

3,413

Dwelling
s

£000 

Dwelling
s

£000 

3,190
2,975

44,105

Assets
under 

constructio
n

£000 

Assets
under 

constructio
n

£000 

22,073
15,569

24,146

Plant & 
machiner

y
£000 

Plant & 
machiner

y
£000 

30,985
31,574

Transport
equipmen

t
£000 

Transport
equipmen

t
£000 

18,925
17,752

Informatio
n

technology
£000 

Informatio
n

technology
£000 

29,575

117
69

61

Furnitur
e &

fittings
£000 

Furnitur
e &

fittings
£000 

350,114
335,698

Total
£000

126,013

249,064
3,413
2,106

380,596

Total
£000

98,183

246,744
3,190
1,997

Owned - purchased
On-SoFP PFI contracts and other service 

concession arrangements 
Off-SoFP PFI residual interests 
Owned - donated/granted

Owned - purchased
On-SoFP PFI contracts and other service 

concession arrangements 
Off-SoFP PFI residual interests
Owned - donated/granted 

15,540

-
-
-

15,475

-
-
-

13,701

249,064
-

991

11,732

246,588
-

1,029

(0)

-
3,413

-

(0)

-
3,190

-

44,105

-
-
-

21,917

156
-
-

23,065

-
-

1,081

30,059

-
-

926

-

-
-
-

-

-
-
-

29,575

-
-
-

18,924

-
-
1

27

-
-

34

76

-
-

41



Total net book value at 31 March 2025 15,475 259,349 3,190 22,073 30,985 18,925 117 350,114- 
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Note 17 Donations of property, plant and equipment 
The Trust received donations during the year of £720k. (2024/25 £426k). No restrictions were placed on
these donations of which333k funded the purchase of tangible capital assets. 
 
Note 18 Revaluations of property, plant and equipment 
Anindependent revaluation wasundertaken of the Trust'sbuildings by the Clark Weightman with an
effective date of 31st March 2026. The review was performed by Rob Mapletoft, (MRICS), RICS
registered valuer. 

Assets in existing use: 

For specialised properties (i.e. those for which no active market exists), depreciated replacement cost
has been used and is considered to be a satisfactory approximation of current value in existing use. 

Within this methodology, consistent with previous years, a Modern Equivalent Asset (MEA) approach
was undertaken referenced to National Indices acceptable to the RICS. Consideration was given to
improvements carried out during the year and where appropriate asset lives were adjusted accordingly
based on the remaining useful life advised by the District Valuer. This had minimal effect on remaining
lives. Modern Equivalent Asset (MEA) concept is applied: the “replacement cost” being based on the cost
of a modern replacement asset that has the same productive capacity as the property being valued. 

The Trust has no assets identified as no longer in operational use and therefore ' surplus' or any assets
held for sale. 

The carrying value of land building and dwellings valued on an open market valuation basis at 31 March
2025 is detailed in note 15.1. 

The useful economic asset lives for intangibles and plant and equipment are initially assessed when an
asset is first recognised. Periodically the Trust does review these lives to identify and adjust for any
assets impaired or where the useful economic life requires adjustment. This exercise was undertaken in
2019/20 for I.T assets. 

The asset lives for individual buildings and dwellings are in accordance with the latest valuation report
prepared by the external valuer. 

The valuer has utilised assumptions with the valuation report to determine the conclusion, but
responsibility over challenging the assumptions used is management’s responsibility. 

The following assumptions have been utilised in the report: 

1. Index – This is used as part of desktop review which is undertaken annually between full valuations.
Utilising BCIS indexation figures to consider for inflation in building trade i.e., additional inflation cost for
building a new build This is a consistent method used and is industry standard in line with RIC’s and
accounting standards. Therefore, we have no issue in the index used in the valuation. There are no
alternatives to compare with, therefore current indexation method the most appropriate. 

2. Building Cost Information Service (BCIS) Rates – the valuation reflects construction cost increases 

this year in view of evidence coming through from industry data produced by the RICS Building Cost
Information Service (BCIS). 

3. Depreciation - Essentially the valuation has resulted in depreciation being one year less than last year,
which is line with expectations. Continue to apply design and remaining lives elements of each building
where they are present. No change has occurred from previous year’s calculations, therefore, applies a
consistent approach and we would not expect a change in depreciation methodology as there has been
neither change in guidance from RICS nor any change in accounting standards to facilitate any change
in depreciation calculation. The depreciation has not adjusted the residual values. 

4. Land - It is difficult to prove the price for commercial land, as it is commercially sensitive and not
advertised publicly to be able to test exactly what land is going for currently. Therefore, it is reasonable to
use the information the valuer provides, particularly as they are involved in selling and valuing of
commercial land so understand the market. 

Based on the valuation report if there was a 5% positive or negative movement in the valuation of
buildings this would have resulted in a movement of £12.83m in the value of assets. This movement
would have been reflected in either the revaluation reserve or income and expenditure as a revaluation
adjustment as appropriate, however, it would have had no impact of the depreciation charge in year or
the underlying reported position. 
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Net book value at 31 March 2026
Net book value at 1 April 2025 

Valuation/gross cost at 31 March 2026 

Note 19.2 Right of use assets - 2024/25 

Accumulated depreciation at 31 March 2026 

 
Accumulated depreciation at 31 March 2025

Valuation / gross cost at 1 April 2025 - brought
forward 

Valuation / gross cost at 1 April 2024 - brought
forward 

Accumulated depreciation at 1 April 2025 - brought
forward 
At start of period for new FTs 

 
Valuation/gross cost at 31 March 2025 

Accumulated depreciation at 1 April 2024 - brought
forward 

9,250

3,813

5,437
4,084

6,655

2,571

2,571
-

1,242
-

Property
(land and Plant & 

buildings) machinery
£000 

2,359 

£000 

6,655
1,854

658
83

2,276

1,546
1,864

2,359

730

Property
(land and Plant & 

buildings) machinery
£000 

606 

£000 

6,169 

495

495
-

235
-

Note 19 Leases - Sherwood Forest Hospitals NHS Foundation Trust as a lessee 
This note details information about leases for which the Trust is a lessee. 
The Trust has entered into a number of leases as per IFRS16. These relate solely to equipment and
buildings. The only material lease relates to wards at Mansfield Community Hospital 
Note 19.1 Right of use assets - 2025/26 

6,983
5,948

3,066
-

1,477
-

4,543

1,963
-

1,103
3,066

Total
£000

9,014
1,854

658

-
11,526

Total
£000

6,775
-

2,007
232

9,014

£000
274

-
-
-

274

138

136
205

£000
274

-
-
-

274

69

69
-

69
-

Providedduring theyear
Reclassifications 

Transfers byabsorption 
Provided duringtheyear 

Additions
Remeasurements of the lease liability
Reclassifications 

Transfers byabsorption 
Additions 
Remeasurementsofthe leaseliability

-
254
232

1,468
-

1,103

 
Net book value of right of use assets leased from otherNHS 
providers 
Net book value of right of use assets leased from otherDHSC group bodies 

-
-

(83)

-
1,753

-

495
-
-

-
136

-
-

69

Of which:
leased

from
DHSC
group

bodies 

Of which:
leased

from
DHSC
group

bodies 
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Carrying value at 1 April 

 
Carrying value at 31 March 

Net book value at 31 March 2025
Net book value at 1 April 2024 

Total gross future lease payments 

Net lease liabilities at 31 March 2026
Of which: 

Undiscounted future lease payments
payable in: 

Note 19.3 Revaluations of right of use
assets 

 
Note 19.5 Maturity analysis of future lease payments 

 
Note 19.4 Reconciliation of the carrying value of lease
liabilities 

8,171

(1,072)

7,099

Total 
31 March

2026
£000 

4,084
4,701

31 March
2026
£000 

124

-

124

1,864
111

2025/26
£000
6,029

-
1,854

658
287

-
(1,729)

-
7,099

7,080

(1,051)

6,029

Total 
31 March

2025
£000 

5,948
4,812

31 March
2025
£000 

2024/25
£000
4,878

-
2,007

232
191

-
(1,279)

-
6,029

185

-

185

205
274

Transfersby absorption
Lease additions 
Lease liability remeasurements
Interest charge arising in year
Early terminations 
Lease payments (cash outflows) 
Other changes

- not later than one year; 
- later than one year and not later than five 

years; 
- later than five years. 

Financecharges allocatedtofutureperiods

2,487

3,850
1,834

 
Noexternalvaluationshavebeenmadein year relating to building or
PPE. 

62

62
-

Of which
leased

from
DHSC
group

bodies: 

 
Net book value of right of use assets leased from other NHS 
providers 
Net book value of right of use assets leased from other DHSC group bodies 

1,467

3,439
2,174

 
Lease liabilities are included within borrowings in the statement of financial position. A breakdown of
borrowings is disclosed in note 25.1. 

 
Lease payments for short term leases, leases of low value underlying assets and variable lease
payments not dependent on an index or rate are recognised in operating expenditure. 
These payments are disclosed in Note 7.1. Cash outflows in respect of leases recognised on-SoFP are
disclosed in the reconciliation above. 

 
62

123
-

Of which
leased

from
DHSC
group

bodies: 

-
205
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Current
Non-current 

Drugs 
Work In progress
Consumables
Energy 
Other 

 
Held at fair value less costs to sell 

Leased from other NHS providers
Leased from other DHSC group bodies 

 
Contract receivables 
Allowance for impaired contract receivables / assets
Prepayments (non-PFI) 
Interest receivable 
VAT receivable 
Other receivables 

Contract receivables 
Allowance for impaired contract receivables / assets
PFI lifecycle prepayments 
Other receivables 

-
124

14,745
435

26,333
(280)
4,840

145
4,507

23
35,568

1,464
(808)

32
435

1,123

2,091
-

4,396
246

-
6,733

13,681
495

Inventories recognised in expenses for the year were £35,852k (2024/25:£27,532k). Write-down of
inventories recognised as expenses for the year were £0k (2024/25: £0k).
Note 21.1 Receivables 

29,195
(282)
1,731

193
2,052

23
32,912

897
(897)

36
495
531

2,018
-

4,131
207

-
6,356

-
185

- - 

Current

Total inventories
of which:

Note 20 Inventories 

Totalcurrent receivables

Non-current 

Totalnon-currentreceivables 

Ofwhichreceivable from NHS and DHSC group bodies:

 
31 March

2026
£000 

 
31 March

2026
£000 

31 March
2025
£000 

31 March
2025
£000 
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At 1 April 

 
At 31 March
Broken down into: 

 
Total third party assets 

Allowances as at 31 Mar 2026 

Note 21.3 Exposure to credit risk 
The majority of carrying debt relates to NHS organisations, therefore no significant credit risk is assumed in
non-impaired receivables. 
 
Note 22.1 Cash and cash equivalents movements 

Note 21.2 Allowances for credit losses 

Allowances as at 1 April - brought forward
 

 
Total cash and cash equivalents as in SoFP 

 
Total cash and cash equivalents as in SoCF

Note 22.2 Third party assets held by the trust 

1,088

 
2025/26 

Contract
receivables

and
contract 

assets 
£000 
1,179 

All other 
receivables 

£000 
- 
-
-
-
-
- 

2025/26
£000

26,528
-

(10,455)
16,073

16,073

31 March
2026
£000 

1,179

31 March
2025
£000 

2024/25
£000
4,736

-
21,792
26,528

26,528
 

 
2024/25 

Contract
receivables

and
contract 

assets 
£000 
2,158 

All other 
receivables 

£000 
- 
-
-
-
-
- 

Bank balances 
Monies ondeposit

Transfers by absorption 
Netchange in year 

Newallowancesarising 
Changes in existing allowances
Reversals of allowances 
Utilisation of allowances (write offs) 

Cash atcommercial banks and in hand 
Cash withtheGovernment BankingService

Bank overdrafts(GBSand commercialbanks) 
Drawdownincommitted facility

321
-

(262)
(150)

5
16,068
16,073

-
-

-
3
3

354
-

(220)
(1,113)

 
Cash and cash equivalents comprise cash at bank, in hand and cash equivalents. Cash equivalents are
readily convertible investments of known value which are subject to an insignificant risk of change in
value. 

Sherwood Forest Hospitals NHS Foundation Trust held cash and cash equivalents which relate to monies
held by the Trust on behalf of patients or other parties and in which the trust has no beneficial interest.
This has been excluded from the cash and cash equivalents figure reported in the accounts. 

 
6

26,522
26,528

-
-

-
3
3
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Current

Note 24 Other liabilities 

Current 

Total other current liabilities 

Non-current 

Total other non-current liabilities 

Note 23.1 Trade and other payables 

Total current trade and other payables

Non-current 
Other payables 

Total non-current trade and other
payables 

Of which payables from NHS and DHSC group
bodies: 

 
Note 23.2 Early retirements in NHS payables above 
Thepayables noteabovedoesnotincludeanyliabilitiesin relation to early
retirements. 

 
31 March

2026
£000 

72,357

 
31 March

2026
£000 

621

 
31 March

2025
£000 

52,177

 
31 March

2025
£000 

- 

-
- 

- 

-
- 

-
- 

Current
Non-current 

Deferredincome:contractliabilities 

Deferredincome:contractliabilities 

Trade payables 
Capital payables 
Accruals 
Receipts in advance and payments on 

account 
Social security costs 
VAT payables 
Other taxes payable 
PDC dividend payable
Pension contributions payable
Other payables 

9,195
24,178
22,618

31
3,866

-

4,143

-

4,429
3,897

13,761
-

621

10,779
13,748
11,450

238
3,285

-

3,912

-

4,146
4,619

3,712
-

- - 
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Current

 
Note 25.1 Borrowings 

 
Total current borrowings 

Non-current 

Carrying value at 1 April 2025
Cash movements: 

Carrying value at 31 March 2026 7,099 412,728

(21,751)

(10,082)

-
1,854

658

14,277
10,082

-
-
-
-

419,827

 
Total non-current borrowings 

Note 25.2 Reconciliation of liabilities arising from financing activities 

PFI and 
LIFT 

Liabilities schemes 
£000 

418,760 

Lease 
Total 
£000 

424,789 
£000 
6,029 

31 March
2026
£000 

396,575

23,252

403,681

21,108

31 March
2025

£000 

Financing cash flows - payments and 
receipts of principal 

Financing cash flows - payments of 
interest 
Non-cash movements: 

Transfers by absorption 
Additions 
Lease liability remeasurements
Remeasurement of PFI / other service 

concession liability resulting from change
in index or rate 

Application of effective interest rate
Change in effective interest rate
Changes in fair value 
Early terminations 
Other changes 

(1,442)

(287)

-
1,854

658

287
-
-
-
-

Leaseliabilities 
ObligationsunderPFI,LIFT or other service concession contracts 

Lease liabilities
Obligations under PFI, LIFT orotherserviceconcessioncontracts

(20,309)

(9,795)

 
-
-
-

14,277
9,795

-
-
-
-

4,612
391,963

2,487
20,765

4,562
399,119

1,467
19,641
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Total 

Carrying value at 1 April 2024
Cash movements: 

At 31 March 2026 
Expected timing of cash flows:
- not later than one year; 
- later than one year and not later than five
years; 
- later than five years. 

 
Carrying value at 31 March 2025 6,029

Lease
Liabilities

£000
4,878

Note 26.1 Provisions for liabilities and charges
analysis 

Pension s
: early

departure
costs
£000 

250 At 1 April 2025 

182

182

PFI and
LIFT

schemes
£000

418,534 

418,760

Pension s
: injury

benefits
£000

56
-

(3)
10
(7)

-

-

-

56

56

18,953
10,099

424,789

(19,812)

(10,102)
 

-
2,007

232

Total
£000

423,412

224

224

Legal
claims

£000
218 

458

458

Other
£000
518 

Total
£000

1,042
-

(60)
158

(104)

-
(145)

29
920

 
74

242
604
920

 

Financing cash flows - payments and 
receipts of principal 

Financing cash flows - payments of 
interest 
Non-cash movements: 

Transfers by absorption 
Additions 
Lease liability remeasurements
Remeasurement of PFI / other service 

concession liability resulting from change
in index or rate 

Applicationof effectiveinterest rate 

Transfers by absorption 
Change in the discount rate 
Arising during the year 
Utilised during the year 
Reclassified to liabilities held in disposal 

groups 
Reversed unused
Unwinding of discount 

191

(1,085)

(194)

-
2,007

232

-
(22)

67
(45)

-
(68)

-

44

138
-

(18,727)

(9,908)

 
-
-
-

18,953
9,908

 
7

26
23

-
-

81
(29)

-
(46)

-

 
-

-
224

 
23

78
357

-
(35)

-
(23)

-
(31)

29

 
Pensions relate to liabilities for employees who retired pre 1994 for whom the Trust retains
responsibility for the payments being made. 
Other relates to pension tax liability where there is an offsetting accounts receivable balance held
with the DoHSC. 
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Total 

Value of contingent liabilities
 

 
Gross value of contingent liabilities 

Net value of contingent liabilities
Net value of contingent assets 

 
Total 

Note 29 Other financial commitments 

Note 26.2 Clinical negligence liabilities 
At 31 March 2026, £150,262k was included in provisions of NHS Resolution in respect of clinical
negligence liabilities of Sherwood Forest Hospitals NHS Foundation Trust (31 March 2025:
£144,773k). 
 
Note 27 Contingent assets and liabilities 

 
Note 28 Contractual capital commitments 

 
31 March

2026
£000 

 
31 March

2026
£000 

 
31 March

2026
£000 

9,899

(117)
-

(117)
-

31 March
2025
£000 

31 March
2025
£000 

 
31 March

2025
£000 

25,642

(685)
-

(685)
-

- - 

* Relates to band 2 to 3 arrears. 

Property, plant and equipment 
Intangible assets

not later than 1 year 
after 1 year and not later than 5 years
paid thereafter 

NHSResolution legalclaims
Other*

Amountsrecoverableagainstliabilities 

(117)
-

-
-
-

9,899
-

 
The trust is committed tomakingpayments under non-cancellable contracts (which are not leases,
PFI contracts or other service concession arrangement), analysed by the period during which the
payment is made: 

(125)
(560)

25,642
-

-
-
-
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Gross PFI, LIFT or other service concession liabilities
Of which liabilities are due 

Note 30 On-SoFP PFI, LIFT or other service concession
arrangements 

 
Net PFI, LIFT or other service concession arrangement obligation 

Note 30.1 On-SoFP PFI, LIFT or other service concession arrangement
obligations 

31 March
2026
£000

500,678 

31 March
2025
£000

513,279 

- not later than one year; 
- later than one year and not later than five years;
- later than five years. 

Finance charges allocated tofuture periods 

- not later than one year; 
- later than one year and not later than five years;
- later than five years. 

30,090
116,994
353,594
(87,950)
412,728

20,765
84,440

307,523

The following obligations in respect of the PFI, LIFT or other service concession arrangements are
recognised in the statement of financial position: 

 
TheTrust is currently committed to two on-statement of financial position PFI schemes as the
transaction meets the IFRIC 12 definition of a service concession, as interpreted in the Government
Accounting Manual. The Trust is required to account for the PFI scheme ‘on-statement of financial
position’ and therefore the Trust treats the assets as if it were assets of the Trust. 

The Trust has entered into private finance initiative contracts with: 

a) Central Nottinghamshire Hospitals plc to construct and refurbish the Trust’s buildings on the
King’s Mill and Newark hospital sites and then to operate them (estates, facilities management and
life cycle replacement) for the Trust for the period to 2043. The contract requires that throughout the
contract they are maintained to category B building standards. This PFI is known as the
Modernisation of Acute Services (MAS). The MAS PFI scheme was completed and all assets were
brought into use by 31 March 2012, with an estimated capital value of £366.5m. 
b) Leicester Housing Association (LHA)*, to construct a day nursery and out of hours facility, on the 
King’s Mill hospital site. All assets were brought into use by 2002, with a capital value of £1.3m.
Throughout the term of the agreement there is a requirement to keep the premises clean, tidy and in
good order and to keep in good and substantial repair and condition in accordance with the Operating
Agreement. 

In respect of both PFI schemes the Trust has the rights to use the specified assets for the length of
the Project Agreements. At the end of the Project Agreements the assets of both schemes will
transfer to the Trust’s ownership for no additional consideration. 

The annual charge relating to the MAS scheme is subject to an annual inflation uplift based on RPI.
The LHA schemes are a fixed charge over the life of the contract. All liquidity and associated market
and financing risks for both schemes rests with Central Nottinghamshire plc and Leicester Housing
Association respectively. 

*Leicester Housing Association is now known as Paragon Asra Housing (PA Housing). 

29,110
113,577
370,592
(94,519)
418,760

19,641
80,252

318,867
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Total 

Unitary payment payable to service concession operator

Consisting of: 

 
Total amount paid to service concession operator 

Note 31 Off-SoFP PFI, LIFT and other service concession
arrangements 

Note 30.3 Analysis of amounts payable to service concession
operator 

Charge in respect of the off SoFP PFI, LIFT or other service
concession arrangement for the period 

Commitments in respect of off-SoFP PFI, LIFT or other service
concession arrangements: 
- not later than one year; 
- later than one year and not later than five years; 
- later than five years. 

Total future payments committed in respect of the PFI, LIFT or other
service concession arrangements 

Of which payments are due: 

 
Note 30.2 Total on-SoFP PFI, LIFT and other service concession arrangement
commitments 
Total futurecommitments undertheseon-SoFPschemes areas follows:

31 March
2026
£000 

1,162,515 

4,525

2025/26
£000

69,465

69,466

31 March
2026
£000 

210 

31 March
2025
£000 

1,190,350 
 

5,581

2024/25
£000

66,051

66,052

31 March
2025
£000 

155 

- not later than one year; 
- later than one year and not later than five years;
- later than five years. 

- Interest charge 
- Repayment of balance sheet obligation 
- Service element and other charges to operating expenditure
- Capital lifecycle maintenance 

Other amounts paid to operator due to a commitment under the service 
concession contract but notpart of the unitarypayment

68,414
273,525
820,576

435
1,944
2,146

9,795
20,309
32,612

6,749

1

 
Thisnoteprovidesananalysisoftheunitarypaymentsmadetotheservice concession operator: 

 
Sherwood Forest Hospitals NHS Foundation Trust incurred the following charges in respect of off-
Statement of Financial Position PFI and LIFT arrangements: 

66,169
264,538
859,643

435
1,897
3,249

 
9,908

18,727
31,695

5,721

1
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Note 31.6 Credit Risk 
The majority of the Trust's income comes from contractswith other public sector bodies, resulting in
low exposure to credit risk. The Trust mitigates its exposure to credit risk relating to receivables
from customers through regular review of debtor balances and by calculating an expected
allowance for credit losses at the end of the year. 

 
Note 31.5 Fair Values 
All of the financial assets and all of the financial liabilities of the Trust are measured at fair value on
recognition and subsequently amortised cost. 
The fair values recognised in these accounts do not differ materially from the carrying amounts. 

Note 31.4 Liquidity Risk 

 
Note 31.2 Currency Risk 
The Trust is principally a domestic organisation with the great majority of transactions, assetsand
liabilities being in the UK and Sterling based. The Trust has no overseas operations. The Trust
therefore has low exposure to currency rate fluctuations. 
 
Note 31.3 Market (Interest Rate) Risk 
All of the Trust financial assets and all of its financial liabilities carry nil or fixedrates of 
interest. The Trust is not therefore, exposed to significant interest rate risk. 

Note 31 Financial instruments  
A financial instrument is a contract that gives rise to a financial asset in one entity and a financial
liability or equity instrument in another entity. The nature of the Trust's activities means that
exposure to risk, although not eliminated, is substantially reduced. 
Note 31.1 Financial risk management 
Because of the continuing service provider relationship that the Trust has with Integrated Care
Boards (ICB's) and the way those ICB's are financed, the Trust is not exposed to the degree of
financial risk faced by business entities. Also, financial instruments play a much more limited role
in creating or changing risk than would be typical of listed companies, to which the financial
reporting standards mainly apply. The Trust has limited powers to borrow or invest surplus funds
and financial assets and liabilities are generated by day-to-day operational activities rather than
being held to change the risks facing the Trust in undertaking its activities. 

The Trust's treasury management operations are carried out by the finance department, within
parameters defined formally within the Trust's standing financial instructions and policies agreed by
the Board of Directors. Trust treasury activity is subject to review by the Finance Committee. 

 
The Trust’s net operating costs are incurred under annual serviceagreements with Integrated Care
Boards (ICB's) and NHS England, which are financed from resources voted annually by Parliament.
The Trust ensures that it has sufficient cash to meet all its commitments when they fall due. This is
regulated by the Trust’s compliance with the ‘Use of Resources Risk Rating’ system created by
NHSI, the Independent Regulator. 

The Board continues to monitor its monthly and future cash position and has governance
arrangements in place to manage cash requirements throughout the year. The Trust is not,
therefore, exposed to significant liquidity risks. 
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Total at 31 March 2026 

Total at 31 March 2026 

Note 31.7 Carrying values of financial assets 

 
Total at 31 March 2025 

Note 31.8 Carrying values of financial liabilities 

Carrying values of financial assets as at 31 March
2026 

Carrying values of financial assets as at 31 March
2025 

Carrying values of financial liabilities as at 31 March 2026 

Carrying values of financial liabilities as at 31 March 2025 

43,385

56,152

Held at
amortised

cost 
£000 

Held at
amortised

cost 
£000 

480,313

Held at
fair value

through
I&E 

£000 

Held at
fair value

through
I&E 

£000 

Held at
amortised

cost 
£000 

Held at
amortised

cost 
£000 

Held at
fair

value
through

I&E
£000 

- 

Held at
fair

value
through

I&E
£000 

 
Held at

fair
value

through
OCI

£000 

- 

Held at
fair

value
through

OCI
£000 

Total
book
value
£000

27,312
-

16,073
43,385

Total
book
value
£000

29,624
-

26,528
56,152

Total
book
value
£000

-

7,099

412,728
-

59,566

-

920
480,313

Total
book
value
£000

-

6,029

418,760
-

40,038

- 

- - 

Trade and other receivables excluding non-financial
assets 

Other investments / financial assets 
Cash andcashequivalents 

Trade and other receivables excluding non-financial
assets 

Other investments / financial assets 
Cash andcashequivalents 

 
Loans from the Department of Health and Social 

Care 
Obligations under leases 
Obligations under PFI, LIFT and other service concession 

contracts 
Other borrowings 
Trade and other payables excluding non-financial liabilities
Other financial liabilities 
Provisions under contract 

 
Loans from the Department of Health and Social 

Care 
Obligations under leases 
Obligations under PFI, LIFT and other service concession 

contracts 
Other borrowings 
Trade and other payables excluding non-financialliabilities 

27,312
-

16,073

29,624
-

26,528

-
-
-

-
-
-

-
7,099

412,728
-

59,566

-

920

-
6,029

418,760
-

40,038

-
-
-

-
-
-

-
-

-
-
-
-
-

-
-

-
-
-
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Other financial liabilities
Provisions under contract 

 
Cash losses 
Bad debts and claims abandoned
Stores losses and damage to property 

 
Compensation under court order or legally 

binding arbitration award 
Extra-contractual payments
Ex-gratia payments 
Special severance payments
Extra-statutory and extra-regulatory 

payments 
Total special payments 
Total losses and special payments 

In one year or less 
In more than one year but not more than five years
In more than five years 

11
40
6

57

3
-

18
-

-
21
78

 
19

308
34

361

27
-

198
-

-
225
586

92,217
121,086
356,032
569,335

-
1,042

465,869

 
14
35
4

53

1
-

26
-

-
27
80

The following maturity profile of financial liabilities is based on the contractual undiscounted
cash flows. This differs to the amounts recognised in the statement of financial position
which are discounted to present value. 

70,914
117,308
373,217
561,439

-
-
-

 
9

40
95

144

6
-

373
-

-
379
523

Total
 

Losses

Totallosses
Specialpayments

Note 32 Losses and special payments 

Total at31 March 2025
Note 31.9 Maturity of financial liabilities 

 
2025/26 

Total 
number 

of cases 
Number 

Total 
value of 

cases 
£000 

31March
2026
£000 

31March
2025
£000 

 
2024/25 

Total 
number 

of cases 
Number 

Total 
value of 

cases 
£000 

-
1,042

465,869
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Note 33 Related parties  
The Trust undertakes a large number of related party transactions with 
other Government bodies. Related parties include but are not limited to 

Department of Health and Social Care ministers 
The Department of Health and Social Care 
Board members of the Trust 
Nottingham University Hospitals NHS Trust 
University Hospitals of Leicester NHS Trust 
Chesterfield Royal Hospital NHS Foundation Trust 
Nottinghamshire Healthcare NHS Foundation Trust 
Northampton General Hospital NHS Trust 
University Hospitals of Derby and Burton NHS Foundation 
Trust 
Leeds Teaching Hospitals NHS Foundation Trust 
NHS Lincolnshire ICB 
NHS Derby and Derbyshire ICB 
NHS Nottingham and Nottinghamshire ICB 
NHS England 
Health Education England 
NHS Resolution 
NHS Property Services 
NHS Providers 
Department of Health and Social Care 
HM Revenue & Customs 
NHS Pension Scheme 
NHS Blood and Transplant 
Criminal Injuries Compensation Authority 
Nottinghamshire County Council 
NHS charitable funds (where not consolidated) 

The Trust as Corporate Trustee also has a relationship with Sherwood Forest Hospitals General
Charitable Fund. Charitable Income of £720k (2024/25 £312k) has been recognised in these accounts
all of which relates to Sherwood Forest Hospitals General Charitable Fund. In addition a recharge of
£56k (2024/24 £53k) has been made to Sherwood Forest Hospitals General Charitable Fund in relation
to management / staff costs. 
The accounts are not consolidated on the basis of materiality as approved by the Trustees subject to
annual review and approval. 
The Trust made no payments to related parties for whom the Chair, Non-Executive or Executive
Directors are named Directors. 
Note 34 Prior period adjustments 
No prior period adjustments have been recognised in this accounting period. 

Note 34 Events after the reporting date 
There are non-events after the reporting date that impact on theses financial statements and
disclosures. 
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Basis for opinion 
We conductedour audit in accordance with International Standards on Auditing (UK) (“ISAs (UK)”)
and applicablelaw. Our responsibilities are described below. We have fulfilled our ethical
responsibilitiesunder, and are independent of the Trust in accordance with, UK ethical requirements
including theFRC Ethical Standard. We believe that the audit evidence we have obtained is a
sufficient andappropriate basis for our opinion. 
Going concern
The AccountingOfficer has prepared the financial statements on the going concern basis as they
have not beeninformed by the relevant national body of the intention to either cease the Trust’s
services or dissolve the Trust without the transfer of its services to another public sector entity. They
have also concluded that there are no material uncertainties that could have cast significant doubt
over its ability to continue as a going concern for at least a year from the date of approval of the
financial statements (“the going concern period”). 

In our evaluation of the Accounting Officer’s conclusions, we considered the inherent risks associated
with the continuity of services provided by the Trust over the going concern period. 

Our conclusions based on this work: 

INDEPENDENT AUDITOR’S REPORT TO THE COUNCIL OF GOVERNORS OF SHERWOOD FOREST HOSPITALS
NHS FOUNDATION TRUST 

REPORT ON THE AUDIT OF THE FINANCIAL STATEMENTS 

Opinion 
We have audited the financial statements of Sherwood Forest Hospitals NHS Foundation Trust (“the
Trust”) for the year ended 31 March 2026 which comprise the Statement of Comprehensive Income,
Statement of Financial Position, Statement of Changes in Taxpayers’ Equity and Statement of Cash
Flows, and the related notes, including the accounting policies in note 1. 

In our opinion the financial statements: 

To identify risks of material misstatement due to fraud (“fraud risks”) we assessed events or 

• give a true and fair view of the financial position of the Trust as at 31 March 2026 and of its income
and expenditure for the year then ended; and 

have been properly prepared in accordance with the accounting policies directed by NHS England
with the consent of the Secretary of State in February 2026 as being relevant to NHS Foundation
Trusts and included in the Department of Health and Social Care Group Accounting Manual
2025/26; and 

have been prepared in accordance with the requirements of the National Health Service Act 2006
(as amended). 

• 

• 

• we consider that the Accounting Officer’s use of the going concern basis of accounting in the
preparation of the financial statements is appropriate; and 

we have not identified and concur with the Accounting Officer’s assessment that there is not a
material uncertainty related to events or conditions that, individually or collectively, may cast
significant doubt on the Trust’s ability to continue as a going concern for the going concern period. 

However, as we cannot predict all future events or conditions and as subsequent events may result
in outcomes that are inconsistent with judgements that were reasonable at the time they were made,
the above conclusions are not a guarantee that the Trust will continue in operation. 
Fraud and breaches of laws and regulations – ability to detect 
Identifying and responding to risks of material misstatement due to fraud 

• 
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We identified areas of laws and regulations that could reasonably be expected to have a material
effect on the financial statements from our general sector experience and through discussion with
the Accounting Officer (as required by auditing standards), and discussed with the Accounting
Officer the policies and procedures regarding compliance with laws and regulations. 

We communicated identified laws and regulations throughout our team and remained alert to any
indications of non-compliance throughout the audit. 

The potential effect of these laws and regulations on the financial statements varies considerably.
Firstly, the Trust is subject to laws and regulations that directly affect the financial statements,
including the financial reporting aspects of NHS legislation. We assessed the extent of compliance
with these laws and regulations as part of our procedures on the related financial statement items.
Secondly, the Trust is subject to many other laws and regulations where the consequences of non-
compliance could have a material effect on amounts or disclosures in the financial statements, for 

conditions that could indicate an incentive or pressure to commit fraud or provide an opportunity to
commit fraud. Our risk assessment procedures included: 

• Enquiring of management, the Audit and Assurance Committee and internal audit and inspection
of policy documentation as to the Trust’s high-level policies and procedures to prevent and detect
fraud, including the internal audit function, and the Trust’s channel for “whistleblowing”, as well as
whether they have knowledge of any actual, suspected, or alleged fraud. 

Assessing the incentives for management to manipulate reported financial performance because
of the need to achieve financial performance targets delegated to the Trust by NHS England 

Reading Board and Audit and Assurance Committee minutes. 

Using analytical procedures to identify any unusual or unexpected relationships. 

Reading the Trust’s accounting policies. 

• 

•

•

• 

We communicated identified fraud risks throughout the audit team and remained alert to any
indications of fraud throughout the audit. 

As required by auditing standards, we performed procedures to address the risk of management
override of controls in particular the risk that Trust management may be in a position to make
inappropriate accounting entries. On this audit we did not identify a fraud risk related to revenue
recognition due to the nature of the funding provided to the Trust during the year. We therefore
assessed that there was limited opportunity for the Trust to manipulate the income that was
reported. 

We also identified a fraud risk related to non-pay expenditure recognition, in relation to year-end
accruals, in response to the pressure to meet a specific control total. 

We performed procedures including: 

• Identifying journal entries to test based on risk criteria and comparing the identified entries to
supporting documentation. These included journal entries with unusual characteristics compared
to the total journal population and year-end journals reducing the accruals and expenditure
balances. 

Assessing whether the judgements made in making accounting estimates are indicative of a
potential bias. 

Inspecting cash payments and purchase invoices in the period prior to and following the 31 March
2026 to verify expenditure had been recognised in the correct account period. 

Inspecting accruals raised at year-end to assess whether the accrual exists and had been
accurately recorded. 

•

•

•

Identifying and responding to risks of material misstatement related to compliance with laws
and regulations 
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Our objectives are to obtain reasonable assurance about whether the financial statements as a whole
are free from material misstatement, whether due tofraud or error, and to issue our opinion in an 

In our opinion the parts of the Remuneration and Staff Reports subject to audit have been properly
prepared, in all material respects, in accordance with the NHS Foundation Trust Annual Reporting
Manual 2025/26. 

The Accounting Officer is responsible for the other information, which comprises the information
included in the Annual Report, other than the financial statements and our auditor’s report
thereon. Our opinion on the financial statements does not cover the other information and,
accordingly, we do not express an audit opinion or, except as explicitly stated below, any form of
assurance conclusion thereon. 

Our responsibility is to read the other information and, in doing so, consider whether, based on our
financial statements audit work, the information therein is materially misstated or inconsistent with
the financial statements or our audit knowledge. Based solely on that work: 

• we have not identified material misstatements in the other information; and 

• in our opinion the other information included in the Annual Report for the financial year is consistent with the financial statements. 

instance through the imposition of fines or litigation. We identified the following areas as those most
likely to have such an effect: health and safety, data protection laws, anti-bribery, employment law,
recognising the nature of the Trust’s activities. Auditing standards limit the required audit procedures
to identify non-compliance with these laws and regulations to enquiry of the Accounting Officer and
inspection of regulatory and legal correspondence, if any. Therefore if a breach of operational
regulations is not disclosed to us or evident from relevant correspondence, an audit will not detect that
breach. 
Context of the ability of the audit to detect fraud or breaches of law or regulation 
Owing to the inherent limitations of an audit, there is an unavoidable risk that we may not have
detected some material misstatements in the financial statements, even though we have properly
planned and performed our audit in accordance with auditing standards. For example, the further
removed non-compliance with laws and regulations is from the events and transactions reflected in the
financial statements, the less likely the inherently limited procedures required by auditing standards
would identify it. 

In addition, as with any audit, there remained a higher risk of non-detection of fraud, as fraud may
involve collusion, forgery, intentional omissions, misrepresentations, or the override of internal
controls. Our audit procedures are designed to detect material misstatement. We are not responsible
for preventing non-compliance or fraud and cannot be expected to detect non-compliance with all laws
and regulations.
Other information inthe Annual Report

As explained more fully in the statement set out on page [X], the Accounting Officer is responsible
for the preparation of financial statements that give a true and fair view. They are also responsible
for: such internal control as they determine is necessary to enable the preparation of financial
statements that are free from material misstatement, whether due to fraud or error; assessing the
Trust’s ability to continue as a going concern, disclosing, as applicable, matters related to going
concern; and using the going concern basis of accounting unless they have been informed by the
relevant national body of the intention to either cease the services provided by the Trust or dissolve
the Trust without the transfer of its services to another public sector entity. 
Auditor’s responsibilities 

Remuneration and Staff Reports 

Accounting Officer’s responsibilities 
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Under the Code of Audit Practice, we are required to report if we identify any significant weaknesses in
the arrangements that have been made by the Trust to secure economy, efficiency and effectiveness
in its use of resources. 

We have nothing to report in this respect. 
Respective responsibilities in respect of our review of arrangements for securing economy,
efficiency and effectiveness in the use of resources 
As explained more fully in the statement set out on page [X], the Accounting Officer is responsible for
ensuring that the Trust has put in place proper arrangements for securing economy, efficiency and
effectiveness in its use of resources. 

Under Section 62(1) and paragraph 1(d) of Schedule 10 of the National Health Service Act 2006 we
have a duty to satisfy ourselves that the Trust has made proper arrangements for securing economy,
efficiency and effectiveness in its use of resources. 

We are not required to consider, nor have we considered, whether all aspects of the Trust’s
arrangements for securing economy, efficiency and effectiveness in its use of resources are operating
effectively. We are also not required to satisfy ourselves that the Trust has achieved value for money
during the year. 

We planned our work and undertook our review in accordance with the Code of Audit Practice and
related statutory guidance, having regard to whether the Trust had proper arrangements in place to
ensure financial sustainability, proper governance and to use information about costs and performance
to improve the way it manages and delivers its services. Based on our risk assessment, we undertook
such work as we considered necessary. 
Statutory reporting matters 
We are required by Schedule 2 to the Code of Audit Practice to report to you if: 

This report is made solely to the Council of Governors of the Trust, as a body, in accordance with
Schedule 10 of the National Health Service Act 2006. Our audit work has been undertaken so that
we might state to the Council of Governors of the Trust, as a body, those matters we are required to 

auditor’s report. Reasonable assurance is a high level of assurance,but does not guarantee that an
audit conducted in accordance with ISAs (UK) will always detect a material misstatement when it
exists. Misstatements can arise from fraud or error and are considered material if, individually or in
aggregate, they could reasonably be expected to influence the economic decisions of users taken on
the basis of the financial statements. 

A fuller description of our responsibilities is provided on the FRC’s website at 
www.frc.org.uk/auditorsresponsibilities. 

• we issue a report in the public interest under paragraph 3 of Schedule 10 of the National
Health Service Act 2006; or 
we make a referral to the Regulator under paragraph 6 of Schedule 10 of the National Health
Service Act 2006 because we have reason to believe that the Trust, or a director or officer of
the Trust, is about to make, or has made, a decision which involves or would involve the
incurring of expenditure which is unlawful, or is about to take, or has taken, a course of action
which, if pursued to its conclusion, would be unlawful and likely to cause a loss or deficiency. 

• 

We have nothing to report in these respects. 

THE PURPOSE OF OUR AUDIT WORK AND TO WHOM WE OWE OUR RESPONSIBILITIES 

REPORT ON OTHER LEGAL AND REGULATORY MATTERS 

Report on the Trust’s arrangements for securing economy, efficiency and effectiveness in its
use of resources 

http://www.frc.org.uk/auditorsresponsibilities
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state to them in an auditor's report and for no other purpose. To the fullest extent permitted by law,
we do not accept or assume responsibility to anyone other than the Council of Governors of the
Trust, as a body, for our audit work, for this report, or for the opinions we have formed. 

As at the date of this audit report, we are unable to confirm that we have completed our work in
respect of the trust accounts consolidation pack of the Trust for the year ended 31 March 2026
because we have not received confirmation from the NAO that the NAO’s audit of the Department
of Health and Social Care accounts is complete. 

Until we have completed this work, we are unable to certify that we have completed the audit of
Sherwood Forest Hospitals NHS Foundation Trust for the year ended 31 March 2026 in
accordance with the requirements of Schedule 10 of the National Health Service Act 2006 and
the NAO Code of Audit Practice. 

for and on behalf of KPMG LLP
Chartered Accountants 

DELAY IN CERTIFICATION OF COMPLETION OF THE AUDIT 

Richard Walton 
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	30/05/2022 25/07/2022
	01/10/2021
	10/06/2022
	10/06/2022
	15/05/2023
	20/05/2024
	03/02/2025
	19/05/2024
	26/10/2025
	09/06/2025
	The balance, completeness and appropriateness of the Board membership is reviewed periodically and upon any vacancies arising among either the Executive or Non- Executive Directors. The balance of skills is appropriate to the requirements of the organisation. Board Directors are required to declare any interests that are relevant and material on appointment, or should a conflict arise during their term. A register of Board members’ interests is maintained by the Director of Corporate Affairs and is published annually as covered later in this Annual Report. Board Directors are also required to meet the Fit and Proper Persons Test which is evidenced in their individual personal files.
	Graham Ward, who was appointed substantive Chair with effect from 25th May 2024, declared an interest as a Non-Executive Director and Interim Vice Chair at Queen Elizabeth Hospital (QEH), King’s Lynn NHS Foundation Trust that ended on 31st October 2025.
	Attendance at Board meetings
	Public
	Private
	Register of Interests
	published annually on our website Register of Interest 2025 - 2026 The register is maintained by the Director of Corporate Affairs, who is based at Sherwood Forest
	Hospitals NHS Foundation Trust, Trust Headquarters, Level 1, King’s Mill Hospital, Mansfield Road, Sutton-in-Ashfield, Nottinghamshire, HG17 4JL.
	All members of our Board and Council of Governors must disclose details of company directorships or any other positions held, in general and more specifically with organisations who may trade with the organisation.
	The Trust maintains NHS Litigation Authority insurance, which gives appropriate cover for any legal actionbrought against our directors to the extent permitted by law.

	Cost allocation
	The Trust has complied with the cost allocation and charging requirements as set out in HM Treasury and Office of Public Sector Information guidance.

	Political donations
	In accordance withhistorical andintended future practice, no political donations were made during the yearended 31stMarch 2026.

	Better Payment Practice Code
	Unless other terms are agreed,TheTrust is required to pay its creditors within 30 days of the receipt of goods or a validinvoice, whichever is the later. This is to ensure that it complies with the Better PaymentPractice Code.
	The Trust compliance fell in yearagainst the 95% in year target. This has been reported to and is being monitored by theAudit and Assurance committee.
	Trust performance against thismetric is shown as follows:
	2025/26
	Number
	2024/25
	Number


	Income Disclosures
	Well-Led Framework
	Grant ThorntonUKLLPwascommissionedtoundertakeadevelopmentalWell-Led
	GovernanceReviewinthecontextoftheCQC’supdatedassessmentframework,that delivereditsfinalreportinJanuary2025andbuiltonthepreviousexternalWell-Led review oftheorganisation,thatreportedinMarch2022.
	The Well-LedreviewisanimportantassessmentfortheTrust,becausetrustsare expectedtoadviseNHSEofanymaterialgovernanceconcernsthathavearisenfrom the reviewandtheactionplaninresponsetothoseconcerns.Importantlyitalsoprovides the opportunityfortheTrusttofullyunderstandthestrengthsandweaknessesofits current governancearrangementsandimplementactionsatanappropriatepace.
	The Review’soverallconclusionisthattheTrustisawell-ledtrust.Itreportedthat comparedtotheinitialdevelopmentalreview,theTrusthasmaintainedstrong assessmentsinthemajorityoftheareascoveredbytheWell-LedKeyLinesofEnquiries (KLOEs)andhasdeliveredonmostoftheactionsagreedaspartofthatpreviousreview. It went ontoconfirmtheTrusthasstronggovernanceprocesseswhichcontainmany elementsofgoodpracticeandwithnosignificantdevelopmentareas,andforthose developmentareasthatwereidentified,theTrustwasawareofthemandalreadyinthe process of discussing and implementing actions to address them.
	Given thecontextualchangesandchallengescomparedwiththepreviousreview, narrative in the final report acknowledged it was a testament to the Trust’s strong processesandleadershipthatithadbeenabletomaintaintheassessmentswhenmany
	Thesechallengesincludedthe transitional period for leadership, challenges within the wider system and financial pressures and enhanced scrutiny. A total of 33 recommendations were made in five
	other trustswouldhavestruggledwiththeirimpact.
	and Freedom to Speak Up. The Board received regular progress updates with the final
	areas for
	development:
	Leadership,
	Improvement,
	Strategy,
	Partnerships
	responses to the Action Plan signed off at its meeting held in public on 2 April 2026.
	On-going development and collation of supporting evidence continues to ensure action outcomes are embedded. The Boardagreedtoconsiderthecommissioningofafollow-onreviewin2027/28.
	Care Quality Commission The CQCundertookanunannouncedinspectionofEndofLife(EoL)servicesand
	pathwaysatNewarkHospitalon25 and26 November2026.Inspectorsconfirmedthat
	this wasaplannedvisitandnotpromptedbyanyconcernsabouttheservice.Two inspectors attended: our CQC relationship owner and a specialist advisor in palliative care.  During theinspection,theteamvisitedSconceWardandCastleWard,speakingwith staff acrossalldisciplines,aswellaspatientsandfamilies.Theyreviewedthenewly refurbished End of Life rooms and received extremely positive feedback fromthe family ofa patientreceivingEoLcareonSconceWard.

	Inspectors also undertook a detailed review of the environment and equipment, including resuscitation trolleys and emergency equipment checks. Case note reviews focused on ReSPECT forms, MCA/DoLS, consent and care planning.  The final report, published on 7 April, confirms that Newark Hospital has retained its overall CQC rating of Good, with all five domains, Safe, Effective, Caring, Responsive, and Well-led remaining stable and rated as good. The findings highlight the hospital’s continued strong performance, characterised by consistent quality of care, positive patient experience, dependable access to services, and solid leadership and governance.
	Notably, the CQC identified significant progress in End of Life Care, which has improved from Requires Improvement to Good, reflecting meaningful enhancements in service delivery and patient support.
	Inspectors also awarded the service a rare Outstanding rating in one area (Caring), recognising exemplary practice and the impact of sustained quality improvement efforts The CQC also conducted an onsite inspection on 9th & 10th March which formed part of their winter pressures programme. A team of eight inspectors focused on the Emergency Department (including paediatrics), Medicine wards and Medicines management. Following the onsite inspection the CQC submitted a comprehensive information request for both the Urgent & Emergency Care and Medicine divisions. The draft report is awaited.
	During 2025/26 we received 39 enquiries from the CQC relating to:
	1) Potential section 42 requests  2) Whistleblowing  3) Requests in relation to incident investigations and inquests.
	We continue to receive positive feedback for our prompt responses to CQC queries, the clarity and quality of the information we provide, and the timely actions taken as a result. Monthly good-news updates are routinely shared with the relationship owner to ensure the CQC remains sighted on our achievements and areas of progress.  The Trust maintains an excellent and constructive relationship with the CQC. Regular engagement meetings are held, with agendas developed collaboratively to support open discussion and shared understanding. The CQC continues to be invited to the Patient Safety Incident Review Panels, the Patient Safety Committee, and the Patient Safety Incident Response Oversight Group.  We also actively encourage colleagues from both the CQC and the Integrated Care Board to visit wards and departments, supporting transparency, partnership working, and continuous improvement.
	Patient Care
	Communicating and working together  Aspiring and improving  Respectful and caring  Efficient and safe.
	Vision
	Aims
	Priorities
	Insight:  Involve:
	Part 1
	We will continue to understand patient safety by enhancing current systems and implementing new systems and processes to draw upon multiple sources of patient safety information
	Involve: Elevating Care through Compassionate Communication
	Patients and the wider community are partners co-designing services and improvements
	Provide Welcomingand EnvironmentSafecare
	Patient centered culture of improvement with an expectation of codesign with
	patients andcolleagues
	Improve: Design and support programmes that deliver effective and sustainable change  Senior leaders continue to champion a culture of continuous improvement by modelling expected behaviours and supporting teams to develop solutions. Staff are encouraged to identify opportunities for improvement, supported by access to coaching, training and mentorship within a psychologically safe environment.
	Care is informed by consistent, high-quality training, guidelines and evidence. Regular contact with the Care Quality Commission and ongoing peer reviews ensure divisions remain prepared for regulatory assessment. The introduction of PSIRF has strengthened the Trust’s learning response, with actions now systematically captured and tracked through Datix.
	Continuous improvement is further supported through research, benchmarking and clinical audit, with findings routinely discussed through governance structures. Improvement initiatives are showcased across organisational forums, and annual appraisals provide structured feedback and clear objectives for staff development.
	The Trust remains committed to tackling inequalities in outcomes, experience and access. The Improvement Faculty provides a space for sharing project ideas, while Friends and Family feedback and Coffee and Connect sessions promote an open, inclusive culture. Engagement with local universities, Step into the NHS events and school-based interview support help widen participation and strengthen future workforce pipelines. Themes and trends from Patient Experience surveys, including dementia and carer feedback, continue to inform targeted improvements.
	Next Steps  The Trust will strengthen its approach to measuring and delivering improvement by translating strategic priorities into clear, defined metrics and targets. Progress will be routinely monitored and reported, ensuring actual performance is consistently benchmarked against planned trajectories. Feedback from patients, governors and staff will be actively sought to inform evaluation of performance, with a responsive approach taken to refine measures as required. This will enable the organisation to remain agile, ensuring that its priorities continue to reflect achievement, learning and any emerging challenges.
	The Improvement Faculty has continued to sustain a broad programme of improvement activity, providing targeted support across a range of clinical services and strategic priorities. Key areas of delivery include:
	• Training – Full programme of Improvement and Project Management training has been delivered, including contributing to the delivery of the system-wide QSIR practitioner course.
	• Quality Improvement Network – Formally launched the Network in February 2026, with the inaugural network meeting having taken place. The network aims
	to sustain and refresh improvementcapability, while supporting the sharing of
	Quality Governance
	Involvement of Governors
	also reducing the useofprintandpaperinlinewiththeTrust’sGreenPlanambitions. While these postersdonotcompletelyreplacedirectwebsitedownloadsorpaper copies (due to poordigitalliteracy)theyaimtoenhancepatientandstaffexperience.

	Complaint Handling
	SFH is committedtoresolvinganyconcernsattheearliestopportunityandthisisoften achieved throughthepatient,relativeorcarerdiscussingtheirconcernsdirectlywith the team.  ThePatientExperienceTeam(PET)providesconfidentialadviceand support to anypatient,relativeorcarerwhomaynotfeelcomfortableraisingtheir concern with thedepartmentorservicedirectly,or,wheretheyhavedonesobuttheir concern remainsunresolved.ThePETaimstoresolveanyconcernsthatareraised with them quicklyandinformally.
	SFH operatesacentralisedcomplaintsserviceensuringthatapatient-centred approach is taken to the management of complaints. All complaints received are thoroughly investigated and responded to within a timely manner, within an agreed timescale ranging from 25 to 60 working days dependent on complexity. This means that complainantswillbeadvisedofamorerealisticexpectedresponsedateand therefore reducing the frustration often felt by complainants when responses are overdue.
	Learningandimprovementsthatresultfromindividualconcernsorcomplaintsarealso analysed to identify any themes and the intelligence generated is shared across the organisation to drive the necessary improvements.
	During 2025/26wehavereceived375complaints,a395%increasecomparedto 2024/25.  Of thecomplaintsclosedin2025/2644%werecompletedinagreed timescales demonstratinga6%increasefromthepreviousyear.
	Whilst performance againstthetimeframesstandardwasnotedtobereduced,all complainants were kept updatedontheprogressoftheircomplaintandanapology was provided to all complainants.
	The top five themes for complaints2025/26arehighlightedbelow.
	40 25 24 23 18 130

	Communication issues are the most
	frequently reported sources of dissatisfaction.

	Concerns surrounding clinical assessment have increased whilst nursing care and
	treatment and clinical treatment remain in the top 5 reported themes.
	Of the complaints responded to within 2025/26, 66% were upheld or partially upheld, showing an increase of 16% when compared to the previous year. This has provided an opportunity for learning and service improvements.
	A total of 22 complaints were re-opened in 2025/26 because the complainant had raised additional concerns to the original complaint. This demonstrates a 16% increase in re-opened complaints from 2024/25. All requests are formally responded to, reiterating the options relating to the next steps, which include Public Health Service Ombudsman (PHSO), independent advocate and access to medical records procedures.
	In 2025/26, the PHSO initiated 6 new complaints reviews, closing 2 without further investigation. The Trust are awaiting a decision from the PHSO on whether a formal investigation will be undertaken for 2 of these cases, 1 case remains under investigation and 1 was closed after financial redress was awarded. 2 historic cases were also closed in 2025/26 with no further action.
	The Trust is taking action to improve these percentages, including sharing data with all divisions, enabling learning in all areas, and triangulating with other data collection sources to improve patient feedback.
	Action plans continue to be developed, to outline learning and improvements from the complaints received, and the data is collated and analysed for any themes and trends enabling service improvements.  Working in partnershipandstakeholderrelations
	In its PartnershipStrategy,theTrustcommittedtoacting as a strong system leader and partner, deliveringmeaningfulbenefitsforitscommunities. Success in this role will directly supportanumberofnationalprioritiesandpolicy objectives, including improving the quality of andaccesstocare,securingvulnerableservices, establishing an effective neighbourhoodhealthframework,supportingthedevelopment and training of the future NHS workforce,andachievingadvancedfoundationtrust status.
	During 2025/26,theTrusthastakensignificantand tangible steps to realise this ambition. Thisincludesleadershipofseveralkeyprogrammes:
	• Conveningandleadingmulti-agencybidteams comprising healthcare providers,localauthorities,andcommunityand voluntary sector partners. These partnershipssuccessfullysubmittedapplications in summer 2025 to participateintheNeighbourhoodHealthImprovement Programme, and again in March2026forIntegratedCareBoard(ICB)transformation funding. Both initiativesaredesignedtoacceleratetheimplementation of neighbourhood health modelsacrossNorthNottinghamshire.
	• DevelopingtheNorthNottinghamshireTargetOperating Model, which sets out
	a clear framework through which local providers will integrate to deliver coordinated, community-based care.
	• Establishing a Respiratory Integrated Neighbourhood Team, a consultant-led model working collaboratively with general practice, community services, and the voluntary sector to deliver joined-up care for patients.
	These three interdependent programmes are central to the Trust’s strategic ambitions and will play a critical role in supporting the wider health and care system to improve population health outcomes.
	Through this work, the Trust has strengthened its contribution to the Mid Nottinghamshire Place-Based Partnership, covering Ashfield, Mansfield, Newark, and Sherwood. This partnership brings together six Primary Care Networks, community and voluntary services, district councils, NHS trusts, other healthcare providers, and public health teams. Over the past year, the partnership has established integrated neighbourhood teams across the locality, expanded access to social support, and enhanced prevention initiatives such as the Best Years Hubs and smoking cessation services.
	The Trust continues to play a leading role within the Nottingham and Nottinghamshire Integrated Care System (ICS), which unites NHS organisations, local authorities, and the voluntary sector with a shared ambition to enable people to live longer, healthier, happier, and more independent lives. During the year, the Trust has contributed to delivery of the ICS Joint Forward Plan, outlining how partners will collectively implement the system strategy. In due course, this will transition into the Cluster Integrated Care Board’s five-year commissioning plan.
	In 2025/26, the Trust prioritised its strategic partnership with Nottingham University Hospitals NHS Trust. This collaboration has progressed at pace, with governance arrangements established early, including a Committee in Common, a Non-Executive- led committee, and an Executive-led Acute Services Oversight Group. A clear programme of work is now in place, encompassing both clinical and non-clinical workstreams.
	The Trust is also an active member of the East Midlands Acute Provider Network, a collaboration of acute trusts focused on sustaining and strengthening fragile and specialist services. Over the past year, the network has made progress in developing a long-term approach to pharmacy and PET-CT procurement. It has also secured national funding to invest in diagnostic services, improving access and reducing waiting times for Mid Nottinghamshire patients, while strengthening networks for shared learning, best practice and service improvement.
	Strong and effective relationships with general practice remain a priority. The Trust maintains a well-established primary–secondary care interface partnership, which
	Consultation with local groups and organisations
	public informed about what is happening at our hospital sites and supporting everyone to keep safe. This has been broadened to include our Trust’s social media, which continues to reach tens of thousands of local people each week. We have continued to use these same channels to celebrate our successes and to share important information at all of our sites.
	The Trust continues to focus on engaging and recruiting more young members to the membership, establishing links with local further education colleges, and developing a communications and engagement strategy.
	The Patient Experience Team is often the first point of call for patients with both negative and positive experiences of the Trust’s services. The team works closely with the divisions to ensure individuals receive appropriate and timely responses. The service has a clear governance process for reporting themes or concerns for oversight and action via the Patient Safety Committee. The team responds to comments made via care opinion,and regularly shares both positive and negative comments on social media, encouraging patients to share their feedback to help the Trust to improve.
	The Trust continues to encourage patients to share their experiences through Patient Story videos and presentations which are presented to each public meeting of its Board of Directors.
	The Trust continues to meet with MPs, local politicians and other partners and stakeholders, including district council leaders and Healthwatch representatives.
	The Trust is the largest employer in its area by a significant margin and knows that by engaging effectively with its staff it is, by extension, also communicating effectively with its service users and community.
	The Trust communicates and engages with #TeamSFH colleagues using a range of channels, including staff briefings across all sites, blogs, a weekly e-newsletter, WhatsApp and a closed Facebook group with more than 3,200 members. Specific networks for ethnic minority, disabled and LGBTQ+ colleagues have also all been strengthened.

	Jon Melbourne
	Chief Executive Officer
	June 20
	Statement of Health Inequalities 2025-26
	Ethnicity  The population served by the Trust is predominantly White British. Across the PCN areas analysed, between 86% and 92% of patients identify as White, with smaller proportions from Asian, Black, Mixed and other ethnic groups. Figure1.AnalysisofethnicityacrossthesixPCNsinMidNottinghamshire
	While ethnic diversity is lower than in many urban areas, the Trust recognises that patients from minority ethnic communities may still experience barriers to accessing healthcare. It works with partners to ensure services are inclusive and accessible.

	Deprivation and wider determinants of health
	Analysis of the indices of multiple deprivation (IMD) demonstrates that a significant
	proportion of the population lives in areas experiencing high levels of deprivation. Approximately 34% of residents live within the most deprived deciles nationally for health and disability, with similar patterns observed across income, education and housing domains.
	This insight is derived from IMD datasets and local authority intelligence and has been used to prioritise specific geographies, particularly Ashfield and Mansfield, within neighbourhood model development and targeted service redesign.
	Age Profile  The Trust population includes a significant proportion of older residents. This has important implications for healthcare demand, including increased prevalence of long- term conditions, frailty and complex care needs.

	Frailty  The population served by the Trust includes a growing proportion of older adults with increasingly complex health needs. Analysis of frailty scores, from primary and secondary care datasets, demonstrates a clear escalation in frailty with age: over 60% of individuals aged 85 years and over are recorded as moderately to severely frail. Figure2.Analysisofdistributionof frailty scoresacrossagegroups
	The high prevalence of frailty within the population is a key driver of demand for urgent care and hospital admission. It has been central to the Trust’s focus on proactive and preventative models of care.  This has informed strategic and operational decision-making, including:
	• prioritisation of frailty within urgent and emergency care pathways • development of proactive, community-based models of care  • alignment with intermediate care and admission avoidance services
	Long-term conditions and multi morbidity  The Trust has used local and system-level data to understand the prevalence and distribution of long-term conditions across the population.  Figure 3.Long term conditions prevalence across mid Nottinghamshire PCNs
	This analysis demonstrates that long-term conditions are both more prevalent and more complex within more deprived communities.
	Implications for Health Inequalities
	PLUS Groups and Inclusion Health
	where deprivation, ethnicity, disability and social exclusion intersect. Increasingly, analysis is being developed to better understand these combined effects, supporting more targeted and personalised approaches to care.
	The partnership has developed a locally informed understanding of priority PLUS groups through detailed analysis of local population data, system intelligence and structured engagement with clinical leaders.
	In the Trust it has been facilitated through the newly formed Health Inequalities Learning and Best Practice Forum. Using this approach, a set of inclusion health groups have been identified where inequalities are both pronounced and actionable within Mid- Nottinghamshire. These include:
	individuals with learning disabilities
	• people with severe mental illness  • individuals experiencing severe and multiple disadvantage2
	looked after children
	• Gypsy, Roma and Traveller communities • victims of modern slavery
	Data analysis demonstrates that these groups experience significantly higher levels of urgent and emergency care utilisation, reflecting both unmet need and barriers to accessing planned and preventative care. Importantly, this work has not been limited to identifying variation. The Trust has used this intelligence to inform decision-making and prioritisation.
	As a result, the Trust is increasingly working with system partners to ensure that care models incorporate support beyond clinical intervention, including care navigation and links to community and voluntary sector services.
	Through engagement with clinical leaders and system partners, the Trust has developed its priority actions, which are woven into the health inequalities plan 2026-2029.

	Data, Intelligence and Analytical Approach
	During 2025/26, the Trust has significantly strengthened its approach to understanding and addressing health inequalities through the development and active use of a Health Inequalities Equity Index. This brings together data across outpatient, elective, urgent and emergency care and cancer pathways, enabling systematic identification of variation in access, experience and outcomes across population groups.
	The introduction of the Equity Index represents a shift from isolated, retrospective analysis to a more structured and routine use of disaggregated data within clinical and operational decision-making. Rather than describing inequalities at a single point in time,

	Using information to inform actions to reduce inequalities in Access, Experience and Outcomes
	Access to and experience of urgent and emergency care
	Figure 6.No of patients who left the Emergency Department without being seen analysed
	by deprivation
	This has informed ongoing work to strengthen alternative pathways to hospital care, including the development of neighbourhood-based models, and improve integration with community and urgent care services. The aim is to reduce reliance on Emergency Department attendance for populations who may face barriers to accessing appropriate care.  Impact on outcomes  The equity index has also been used in conjunction with pathway-specific analysis to inform targeted clinical interventions. Diabetes pathway analysis undertaken indicated a relationship between engagement with planned care and risk of acute deterioration. Outpatient non-attendance from the DNA dataset was mapped against emergency admission data for diabetic ketoacidosis (DKA) and highlighted an increased risk of emergency admission.
	Figure 7.DKA emergency admissions by appointment attendance
	Findings showed that patients who had previously missed outpatient appointments experienced higher rates of emergency admission for DKA, with an average of 1.54 DKA
	emergency spells compared to 1.17 among patients who had attended appointments. Further stratification identified that over 50% of these admissions occurred among patients living in the most deprived quintiles, with the highest rates observed in young adults aged 17–25.
	This prompted a targeted focus on improving engagement with planned care among high-risk cohorts, particularly younger adults and those living in more deprived communities. The department is now taking a more proactive approach to outpatient appointments.
	In respiratory care, population-level analysis of disease burden and emergency admissions has been used to risk stratify patients and localities, directly informing the design of neighbourhood multidisciplinary team (MDT) models. Using PCN data and tools such as eHealthScope the Trust has been able to identify cohorts of patients at highest risk of deterioration and provide coordinated, community-based support. Figure8.OutcomesofneighbourhoodMDTsbydeprivation
	Analysis of MDT activity by deprivation demonstrates that patients from the most deprived communities (IMD 1–3) are more likely to require both clinical optimisation and referral for wider determinant support.
	These models have been implemented initially within respiratory pathways and are now informing wider specialty development and the neighbourhood model. They bring together primary care, community services and acute clinical expertise to support proactive management of high-risk patients, with a clear focus on reducing avoidable hospital utilisation and improving patient outcomes.
	Reducing inequalities in our people
	Drivers of Inequalities
	Impact and Measurement
	Governance and Embedding
	Future Priorities
	RemunerationReport Scope of thereport
	Annual Statementon Remuneration from the Chair of theRemuneration Committee
	Senior managers’ remuneration policy
	Senior manager remuneration
	Basic pay
	Pension
	Business expenses
	Relocation Expenses
	Clinical Excellence Awards
	Personal Responsibility Payments
	Set at point of  recruitment, reviewed using pay benchmarking  and other  relevant
	information. Recruiting high- calibre senior managers is crucial to the delivery of the Trusts objectives. Benchmarking takes into consideration other similar large-sized acute district general hospitals to ensure salary levels are competitive, but also represent value for money
	Ensure the  recruitment /  retention of  directors of  sufficient calibre
	Ensure the  recruitment /  retention of  directors of
	sufficient calibre to to deliver the  deliver the Trusts
	objectives
	Trusts  objectives
	Ensure the
	recruitment / retention of directors of sufficient calibre to deliver the Trusts objectives
	Ensure the
	recruitment / retention of directors of sufficient calibre to deliver the Trusts objectives
	Ensure the
	recruitment / retention of directors of sufficient calibre to deliver the Trusts objectives
	Basic pay
	Pension
	Business expenses
	Relocation Expenses
	Clinical Excellence Awards
	Personal Responsibility Payments
	Basic pay
	Pension
	Business expenses
	Relocation Expenses

	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	Clinical Excellence Awards

	N/A
	N/A
	Personal Responsibility Payments

	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	N/A
	Basic pay
	Pension
	Business expenses
	Relocation Expenses
	Clinical Excellence Awards
	Personal Responsibility Payments
	Senior managers paid more than £170,000 per annum (2025/26)
	Non-Executive Directors’ remuneration
	FeeCar Pension
	allowance
	Business expenses
	Relocation Expenses
	Termination payments for senior managers and policy on payment for loss of office
	Statement of consideration of employment conditions elsewhere in the  Foundation Trust
	Annual Report on Remuneration (not subject to audit) Senior manager remuneration
	Major decisions on senior managers’ remuneration
	Payments for loss of office/ Payments to past senior managers
	Meetings attended out of possible total
	Name
	Meetings attended out of possible total
	Disclosures required by Health and Social Care Act Governor and Director Expenses
	Directors
	Total paid 2025/26
	Total paid 2024/25
	£’00
	£’00
	Directors
	Andrew Rose- Britton  Neil McDonald  Dr Andrew Haynes Richard Cotton Lisa Maclean  Sir Jonathan Nguyen Van-Tam Dr David Selwyn Richard Mills  Rob Simcox  Philip Bolton Rachel Eddie  Sally Brook Shanahan
	Non-Executive Director
	Non-Executive Director  Specialist Adviser to the Board Non-Executive Director Non-Executive Director  Associate Non-Executive Director
	Acting Chief Executive Officer Chief Finance Officer  Director of People  Chief Nurse  Chief Operating Officer Director of Corporate Affairs


	TOTAL
	Total paid 2025/26 £’00 0
	0 0 0 16.13 2.59
	2.43 0 2.28 0 0 0
	24.12
	Total paid 2024/25 £’00 0
	0 0 0 0 0
	2.81 0 2.36 0 0.98 3.97*

	13.88
	Governors
	Ann Gray Angie Jackson David Walters Dean Wilson Iain Peel  Jane Stubbings John Doddy John Dove Julie Kirkby Julie Scarle

	Constituency
	Public Governor Appointed Governor Appointed Governor Public Governor Public Governor Public Governor Appointed Governor Public Governor Public Governor Appointed Governor

	Area
	Newark, Sherwood & surrounding wards Mansfield District Council
	Ashfield District Council Rest of England Mansfield, Ashfield and surrounding wards Mansfield, Ashfield and surrounding wards Nottinghamshire County Council
	Mansfield, Ashfield and surrounding wards Mansfield, Ashfield and surrounding wards Sherwood Forest Hospitals Volunteers
	Total 2025/26 £’00 No
	claim
	No
	claim
	No
	claim
	No
	claim
	No
	claim
	7.65
	No
	claim
	No
	claim
	No
	claim No claim

	Total
	2024/25
	£’00
	N/A No
	claim
	No
	claim
	No
	claim N/A
	1.32
	No
	claim No claim N/A

	N/A
	Governors

	T OT AL
	Constituency
	Area
	7.65
	1.32

	Annual Report on Remuneration (subject to audit)
	Senior Managers’ Disclosure
	Expenses relate to travel/subsistence claims which may be taxable dependent on value/type.
	Pensions-related benefit is disclosed for each senior manager based on their time in post as Director.
	As Non-Executive members do not receive pensionable remuneration, there will be no entries in respect of pensions for Non-Executive members.
	A Cash Equivalent Transfer Value (CETV) is the actuarially assessed capital value of the pension scheme benefits accrued by a member at a particular point in time. The benefits valued are the members accrued benefits and any contingent spouse’s pension payable from the scheme.
	A CETV is a payment made by a pension scheme or arrangement to secure pension benefits in another pension scheme or arrangement when the member leaves a scheme and chooses to transfer the benefits accrued in their former scheme.  The pension figures shown relate to the benefits that the individual has accrued as a consequence of their total membership of the pension scheme, not just their service in a senior capacity to which disclosure applies. The CETV figures and the other pension details include the value of any pension benefits in another scheme or arrangement which the individual has transferred to the NHS pension scheme. They also include any additional pension benefit accrued to the member as a result of their purchasing additional years of pension service in the scheme at their own cost. CETVs are calculated within the guidelines and framework prescribed by the Institute and Faculty of Actuaries.
	Real Increase in CETV reflects the increase in CETV effectively funded by the employer. This calculation does not take account of any increase due to inflation or contributions paid by the employee.
	On 1st April 2015, the government made changes to public service pension schemes which treated members differently based on their age. The public service pensions remedy puts this right and removes the age discrimination for the remedy period,
	between 1st
	April 2015 and 31st March 2022. Part 1 of the remedy closed the
	1995/2008 Scheme on 31 March 2022, with active members becoming members of the 2015 Scheme on 1st April 2022. For Part 2 of the remedy, eligible members had their membership during the remedy period in the 2015 Scheme moved back into the 1995/2008 Scheme on 1st October 2023. This is called ‘rollback’. Where a member is affected by rollback, the benefits in respect of their rolled back pensionable service during the remedy period are valued as being in the 1995/2008 Scheme.
	Pensions Disclosure
	Name and Title
	2025/26
	Real increase in pension at pension age
	(bands of £2,500)
	Real increase in pension lump sum at
	pension age (bands of £2,500)
	Total accrued pension Lump sum at pension
	at pension age at 31  March 2026 (bands of
	age related to accrued  pension at 31 March
	£5,000)
	2026 (bands of £5,000)
	Cash Equivalent
	Real increase in
	Cash Equivalent
	Transfer Value at 1 Cash Equivalent Transfer Value at 31
	Employer’s  contribution to
	April 2025
	Transfer Value
	March 2026
	stakeholder pension
	Executive Directors
	£' 000
	£' 000
	£' 000
	£' 000
	2024/25
	£' 000
	£' 000
	£' 000
	£' 000

	NHS
	Prior year comparators include Non-Executive Directors.

	Related party transactions
	No related party transactions have been identified from a review of
	interests.  Compliance statement In compliance with theUK Directors Remuneration Report Regulations 2002, the auditable part of the remuneration report comprises executive Director’s remuneration and Non-Executive Director’s fees.
	the register of

	Jon Melbourne  Chief Executive Officer
	June 2026
	Total average numbers
	Total
	961 2 1,323
	1,288 1,764 2
	479 158 45 6,022
	2025/26 Permanent
	5,619
	2024/25 Total
	919 3 1,364
	1,301 1,758 7
	476 159 39 6,026
	Staff Costs - Subject to audit
	Sickness absence
	Sherwood Forest Hospitals NHS Foundation Trust
	Figures converted by DH to Best Estimates of Required Data Items
	Adjusted FTE
	days lost to
	Cabinet
	Office
	Average FTEfor 2025
	Average  Sick Days  per FTE
	Statistics Published by NHS Digital from ESR Data Warehouse
	FTE-Days  Available
	FTE-Days  Lost to Sickness
	Health and Safety at Work 2025/26  The Trust is committed to protecting the health, safety and wellbeing of everyone who works in, receives care from, or visits our services. This commitment is rooted in the NHS Constitution and our People Strategy 2025-2029, and it means doing everything reasonably practicable to prevent avoidable harm and to provide safe, healthy workplaces.
	Our Health and Safety Team works alongside managers, staff, trade union safety representatives, specialist clinical and corporate teams, and external partners to identify hazards, assess and control risks, and learn from events when things go wrong. This reflects the Health and Safety at Work etc. Act 1974 principle that keeping people safe is a shared responsibility across the organisation.
	We encourage divisional management teams, staff representatives and key stakeholders to work together on health and safety, including acting on concerns raised by staff and sharing good practice. This helps us build a positive safety culture where risks are managed early and improvements are sustained.
	The Health and Safety Committee is our main forum for consultation on work-related health and safety. It meets every two months, reviews performance and key risks, and agrees actions to reduce harm. The Committee reports into the Trust’s governance arrangements via the Risk Committee, ensuring senior oversight and clear accountability. It also works closely with the People Wellbeing Cabinet, the Estates Governance Group and the Infection Prevention and Control Committee so that safety risks are managed in a coordinated way across the organisation.
	We monitor health and safety performance using proactive indicators (such as risk assessments, audits, training compliance and workplace inspections) and reactive indicators (such as incident reporting and investigation). One key external benchmark is the number and rate of non-fatal injuries that meet the reporting threshold to the Health and Safety Executive under RIDDOR (2013). In 2025/26, the Trust reported 11 RIDDOR injuries, the same number as the previous year, with a staff headcount of 6,398 (compared to 6,253 in the previous year).
	This means our RIDDOR injury rate for 2025/26 is 172 per 100,000 employees. This is lower than the Health and Safety Executive’s published national average of 260 per 100,000 workers for the human health activities sector, demonstrating that our controls are effective and that we continue to reduce avoidable harm.
	Our serious injury rate in 2025/26 is also an improvement on last year’s rate of 179 per 100,000 workers.
	Importantly, there has been no increase in the Trust’s rate of serious injuries since 2017/18, achieved alongside an increase in headcount over the past six years. We will continue to use incident investigations, learning reviews and action tracking to prevent recurrence.
	Looking ahead, our health and safety priorities will align with our People Strategy and will focus on continuous improvement in areas where we can reduce harm further: preventing and reducing workplace ill-health, improving staff wellbeing, and reducing work-related violence and aggression. We will track progress through our governance arrangements and use data, staff feedback and learning from incidents to target improvements.
	Together, these arrangements and improvement initiatives support excellent patient care by providing a safe environment for staff, patients, visitors and contractors, and by reducing the likelihood of avoidable harm. Peoplepoliciesandactionsappliedduringthefinancialyear
	The Trustoperatesaclearandrobustgovernanceframeworkforthedevelopment, approvalandratificationofpoliciesandproceduresrelatingtoitsworkforce.This frameworkensuresthatallpeoplepoliciesaresubjecttoappropriatescrutinyand oversight,supportingfairness,consistencyandcompliancewithstatutoryrequirements.
	All peoplepoliciesaresubjecttoanEqualityImpactAssessment(EIA)aspartofthe approvalprocess.Thisensuresthatpotentialimpactsacrossallprotectedcharacteristics are consideredandthatanyrisksofdirectorindirectdiscriminationorinequityare identifiedandmitigated.During2025/26,theTruststrengtheneditsEIAapproach throughupdatedguidanceforpolicyauthorsandarevisedassessmentframework.This includesenhancedclarityongovernancerequirementsandthesystematicreviewof EIAs bythePeopleEquality,DiversityandInclusion(EDI)teamtoprovideadditional assurance.
	The Trust’speoplepoliciessupportthefullemploymentlifecycle,includingrecruitment, onboarding,statutoryandmandatorytraining,andongoingprofessionaldevelopment. They set clearexpectationsinrelationtoconduct,behaviourandperformance,whilealso providing mechanismsforstafftoraiseconcernssafelyandconfidently,inlinewiththe Trust’s commitmenttoajustandinclusiveculture.
	The Trust continuestopromotefairandinclusiverecruitmentpracticestoensure equitable access to employmentopportunitiesforallcandidates.
	The Trust holds ‘Disability ConfidentEmployer’status(validuntilMarch2026),reflecting its commitment to supporting disabledpeopleintheworkplace.Thisincludes guaranteeing interviews for applicantswithdisabilitieswhomeettheessentialcriteria, making reasonable adjustments throughouttherecruitmentprocessandinemployment, supporting staff to disclose disabilitiesthroughwell-beingconversations,andpromoting
	Off-payroll engagements
	Table 1: For all off-payroll engagements as of 31 March 2026, for more than £245 per day and that last for longer than six months
	No. that have existed for four or more years at time of reporting.
	Number of new engagements, or those that reached six months in duration, between 1 April 2025 and 31 March 2026
	Of which:
	Number assessed as within the scope of IR35
	Number assessed as not within the scope of IR35
	Number engaged directly (via PSC contracted to trust) and are on the trust’s payroll
	Number of engagements reassessed for consistency/assurance purposes during the year
	Number of engagements that saw a change to IR35 status following the consistency review

	Table 3: For any off-payroll engagements of board members, and/or, senior officials with significant financial responsibility, between 1 April 2025 and 31 March 2026
	Number of off-payroll engagements of board members, and/or, senior
	officials with significant financial responsibility during the financial year.
	Number of individuals that have been deemed ‘board members and/or senior officials with significant financial responsibility’ during the financial year. This figure must include both off-payroll and on- payroll
	engagements.
	The following tables disclose the number of staff with a significant influence over the management of the organisation where payment has been made directly to these staff or their companies, rather than via the Trust payroll.
	Process for off-payroll arrangements  The Trust’s Temporary Worker Engagement Policy has a section covering the Engagement of Self-Employed Contractors wherein it is stated that Self Employed Contractors must never be engaged to cover business as usual operational resourcing requirements, staff vacancies and/or rota gaps. The engagement of Self-Employed Contractors would only ever be considered for specific project work and then only when an output-based and/or staged payment mechanism is possible.
	Any manager considering the engagement of a Self-Employed Contractor is required to first seek the approval of the Trust’s External Engagement Group. If the engagement is deemed appropriate and is approved by the External Engagement Group, then the requesting manager must refer to the Trust’s Procurement Department for the specialist procurement and contracting advice and support that will be required to enable the engagement.

	Exit packages (subject to audit)
	2025/26
	2024/25
	Number of  Compulsory
	Redundancies
	Number of  Other
	Total Number of
	Number of
	Departures exit Packages by Compulsory
	agreed
	Cost Band
	Redundancies
	Number of  Other  Departures
	agreed
	Total Number  of exit  Packages by
	Cost Band
	2025/26
	Total Value of
	Agreements Agreements
	Number
	£000
	2024/25
	Agreements  Number
	Total Value of  Agreements
	£000

	Staff Survey
	National Staff Survey
	Staff Experience and Engagement
	NHS Staff Survey
	2025/26, 2024/25 and 2023/24  Scores for each indicator, together with those of the survey benchmarking group (Acute and Acute community trusts) are presented below:
	Indicators  (‘People
	2025/26
	2024/25
	2023/24
	Promise’ Trust
	Benchmarking Trust
	Benchmarking Trust
	Benchmarking
	elements and themes) Score Group Score Score Group Score Score Group Score People Promise
	We are compassionate and inclusive
	We are recognised and rewarded
	We each have a voice that counts
	7.4
	7.3
	7.6
	7.3
	7.7
	7.3
	5.9
	5.9
	6.2
	5.9
	6.3
	6.0
	6.7
	6.6
	7.0
	6.7
	7.1
	6.7
	We
	are
	safe
	and 6.0
	healthy We
	are
	always
	5.7
	learning  We work flexibly  We are a team  Staff Engagement  Morale
	6.2 6.8 6.7 5.9
	6.1
	5.6
	6.2 6.8 6.7 5.8
	6.3
	6.0
	6.5 7.0 7.1 6.3
	6.1
	5.6
	6.2 6.7 6.8 5.9
	6.5
	6.1
	6.6 7.1 7.3 6.5
	6.1
	5.6
	6.2 6.8 6.9 6.0
	For 2025/26 the Trust’s benchmarking position nationally, regionally and East Midlands is as follows:  Theme
	National Position
	(Out of 124  Acute/Acute Community Trusts)
	Regional  Position
	East  Midlands
	(Out of 21) (Out of 9)
	We
	are
	compassionate
	and
	inclusive
	We are recognised and rewarded We each have a voice that counts We are safe and healthy
	37th
	63rd 49th 65th
	5th
	6th 7th 8th
	2nd
	3rd 3rd 4th
	We are always learning We work flexibly  We are a team  Staff Engagement Morale
	43rd 75th 39th 66th 53rd
	6th 13th 5th 8th 7th
	3rd 6th 3rd 3rd 3rd
	The graphs below summarises the Trust 2025 National Staff Survey results for three key questions:
	It should be noted that scores across all questions declined in 2025. This mirrors the national picture where scores have seen either no improvement or a decline in results.
	2025/26, 2024/25 and 2023/24  Scores for each indicator together with that of the survey benchmarking group (acute and acute community trusts) are presented below.
	2025/26
	2024/25
	2023/24
	Trust
	Benchmark
	Trust
	Group
	Benchmark
	Trust
	Group
	Benchmark  Group
	We are compassionate and inclusive Compassionate Culture Compassionate  Leadership
	Diversity and Equality  Inclusion  We have a voice that counts Autonomy and Control  Raising Concern  We are safe and healthy  Health and Safety Climate  Burnout  Negative Experience  We are always learning Development  Appraisals  We Work Flexibly  Support for work-life  balance
	Flexible Working  We are a team
	7.02
	7.13
	8.49 6.80
	6.91 6.40
	5.46 4.83 7.85
	6.31 5.11
	6.31
	6.00
	6.97
	6.99
	8.37 6.80
	6.92 6.30
	5.39 4.94 7.90
	6.29 4.89
	6.28
	6.15
	7.45
	7.29
	8.41 6.95
	7.14 6.81
	5.89 5.10 7.91
	6.67 5.35
	6.58
	6.36
	7.05
	6.98
	8.08 6.81
	6.96 6.38
	5.49 5.01 7.79
	6.40 4.86
	6.30
	6.17
	7.64
	7.32
	8.69 7.08
	7.26 6.94
	6.11 5.22 8.02
	6.83 5.29
	6.75
	6.53
	7.06
	6.96
	8.41 6.86
	6.99 6.41
	5.45 4.99 7.91
	6.45 4.75
	6.25
	6.15
	Future Priorities and Targets:
	The Trust aims to continue improving workforce experience and the quality of its services by focusing on these key areas led by an Executive colleague.
	The Trust commitments are also underpinned by Divisional commitments
	The Trust also continues to ensure that it engages with colleagues more meaningfully through one-to-one interactions with its teams, ensuring that everyone's voice is heard, including those who choose not to participate in the survey. The Trust wants to ensure that for the National Staff Survey in 2026, its response rates improve by reaching those voices.
	Actions and Monitoring
	Mandatory equality reporting (2025/26)
	Culture, inclusion and respect (2025/26)
	Broadening our approach to inclusion: #NoHateHere
	Violence prevention and sexual safety
	Active bystander culture
	Staff networks and engagement
	Wider EDI progress
	Looking ahead
	Modern Slavery
	Policies on Slavery and Human Trafficking
	RecruitmentPolicy
	Equal Opportunities
	Safeguarding Policies (Including Managing Allegations Policy)
	EmploymentPolicies
	Training
	Performance Indicators
	Task force on climate-related financial disclosures (TCFD)
	Phase 3
	Strategy
	Management responsibilities
	4. Strategy
	3.1 Climate-related risks and opportunities across time horizons
	3.2 Determining materiality
	Assurance Policy
	3.3 Impact on strategy and financial planning
	4. Risk Management
	5. Metrics and Targets 5.1 Metrics
	5.3 Internal carbon pricing
	Valuing our Members
	Changes to the Trust's membership in 2025/26
	Membership information following the most recent election in April 2025
	Membership Population
	profile
	profile
	Age (years)

	19.59% 6.04% 9.90% 12.50% 11.81% 13.91% 16.69% 9.56% N/A
	Membership activity, events, and communication
	Attendance at CouncilofGovernormeetings
	Attendance at Full COG (scheduled meetings)

	NAME
	AREA COVERED
	CONSTITUENCY
	FULL COG MEETING DATES
	10/02/2026
	13/05/2025
	12/08/2025
	11/11/2025

	TERMS OF OFFICE
	A P
	P P
	A P
	P P
	P P P
	P P P
	A P P
	A A A
	P P
	P P
	P P
	A A
	DATE ELECTED
	TERM ENDS
	N/A
	N/A

	P A
	P P
	P A
	P P
	Attendance at Extraordinary COG meetings

	NAME
	AREA COVERED
	CONSTITUENCY
	EO COG
	11/06/2025
	18/7/2025
	26/03/2026

	P A
	P P
	A X
	P A P
	P P P
	P P X P
	TERMS OF OFFICE
	DATE ELECTED
	TERM ENDS
	Julie Kirkby Julie Scarle Justin Wyatt Kevin Stewart Linda Dales
	Liz Barrett Mitchel Speed Nabeel Khan Neal Cooper Nikki Slack Pam Kirby Peter Gregory Sam Musson Shane O’Neill Tracy Burton
	Mansfield & Ashfield Volunteers  Staff  Volunteers  Newark & Sherwood District Council Mansfield & Ashfield Staff  Mansfield & Ashfield Mansfield & Ashfield Vision West Notts Mansfield & Ashfield Newark & Sherwood Staff  Newark & Sherwood Mansfield & Ashfield
	Public Appointed Staff Appointed Appointed
	Public Staff Public Public Appointed Public Public Staff Public Public

	P A P
	P A P A A P A P A X
	P P P
	A P A
	P P A P  X
	P P P P  P
	P P P X A
	P P P P A
	3 3 3 3 1
	3 3 3 3
	3 3 3 3 3
	01/05/25 01/03/26 01/05/25 28/02/23 15/07/21
	30/04/28 28/02/29 30/04/28 28/02/26 31/05/25
	01/05/25 01/05/25 01/05/25 01/05/25 17/07/19 07/07/23 07/07/23 07/07/23 07/07/23 07/07/23
	30/04/28 30/04/28 30/04/28 30/04/28  N/A  06/07/26 06/07/26 06/07/26 06/07/26 06/07/26
	P = Present  A = Apologies X = Absent
	Non-Executive Director Attendance at Council of Governors


	FULL COG MEETING
	DATES
	NAME
	Graham Ward Barbara Brady Manjeet Gill Steve Banks Andrew Rose- Britton  Neil McDonald
	13/05/2025


	P A P P P
	P
	12/08/2025

	P P A A A
	A
	11/11/2025

	P A P P A
	P
	10/02/2026

	P A A P P
	P
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	A A
	A P
	A P
	A A
	Lead Governor annual report 2025/26  It has been another busy year for the governors at Sherwood Forest Hospitals, as efforts have continued to improve how we engage with the members we serve across the Mid- Nottinghamshire area and beyond year-on-year.
	The Trust’s Council of Governors remain well-engaged and passionate about making the patient voice well-heard in the running of their local hospitals – a commitment that has been reflected in their work throughout the past year.
	As a team of governors, we have continued to routinely engage in the fabulous ‘15 Steps’ initiative which enables us to work alongside the executive team to ‘temperature check’ different wards and areas across the Trust’s hospitals.
	The 15 Steps process also enables us to learn more about the Trust and to spend time with patients and staff to understand what matters most to them. It also allows us to triangulate information presented in meetings by the Trust, as well as to relay positives and identify areas for improvement to the Trust’s leadership team.
	Governors also actively participate in ‘Meet your governor’ engagement sessions on a regular basis, which is another important way for patients and members to feedback issues, concerns and praise.
	One of the biggest developments over the past year has been observing the changing NHS landscape unfold, with a number of changes signaled by the publication of The 10 Year Health Plan for England in July 2025.
	That plan will see a change in the future role of governors under proposals to introduce new ‘Advanced Foundation Trusts’ and we look forward to learning more about what this change will mean in practice – including to re-imagine how trusts remain accountable to the local communities they serve.
	One of the primary ways that governors have helped to shape the direction of the Trust over the past year has been through their involvement in a number of key recruitment drives. That activity has helped to bring further stability to the Trust’s leadership in welcoming the appointment of a substantive Chief Executive, Jon Melbourne, and a new substantive Trust Chair, Rukshana Kapasi OBE, to Sherwood.
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	Liz Barrett OBE, Lead Governor
	Code of Governance for NHS Provider Trusts
	Code section

	A.2.1
	A.2.3
	A.2.8
	Summary of requirement
	Reference Page numbers

	B.2.6
	B.2.13
	B.2.17
	C.2.5
	C.2.8
	C.4.2
	C.4.7
	C.4.13
	C.5.15
	D.2.4
	D.2.6
	D.2.7
	D.2.8
	D.2.9
	E.2.3
	NHS
	The Trust commissioned Grant Thornton UK LLP to undertake a Developmental Well Led Governance Review in the context of the CQC’s updated assessment framework, that delivered its final report in January 2025 and built on the initial external Well led review of the organisation, that reported in March 2022.
	The final report made a total of 33 recommendations for development across five areas: Leadership, Improvement, Strategy, Partnerships and Freedom to Speak Up. The Board received regular progress updates with the final responses to the Action Plan signed off at its meeting held in public on 2nd April 2026. On-going development and collation of supporting evidence continues to ensure action outcomes are embedded.
	The Board agreed to consider the commissioning of a follow-on review in 2027/28.
	The following statements explain the Trust’s governance policies and practices and provide insight into how the Board and management run the Trust for the benefit of patients, carers, the community, and its membership.
	The Trust’s Board of Directors brings a range of experience and expertise to its stewardship of the organisation and continues to demonstrate the vision, oversight and encouragement required to enable the organisation to thrive and improve on a continuous basis. During the past year a new executive member has been welcomed to the Board, bringing excellent skills and expertise to the organisation and providing crucial stable leadership.
	At the end of the reporting year the Board comprised eight Non-Executive Directors including the Chair (holding majority voting rights), six Executive Directors (voting), including the Chief Executive, one corporate Executive Director (non-voting), and one Associate Non-Executive Director (non-voting).
	The Chair is responsible for the effective working of the Board, for the balance of its membership subject to Board and Governor approval, and for making certain all Directors play their full part in setting and delivering the Trust’s strategic direction and ensuring effective and efficient performance. The Chair conducts annual appraisals of the Non- Executive Directors as well as the Chief Executive.
	The Chief Executive is responsible for all aspects of the management of the organisation. This includes developing appropriate business strategies agreed by the Board, ensuring related objectives and policies are adopted throughout, the effective setting of budgets, and monitoring performance. The Chief Executive is also responsible for conducting the annual appraisals of the executive and corporate Directors of the Board.
	The Chair, with the support of the Director of Corporate Affairs, ensures the Directors and Governors receive accurate, timely and clear information.
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	Directors are encouraged to update their skills, knowledge, and familiarity with the Trust’s business  through their induction, on-going participation at Board and committee meetings, attendance and participation at development events and through meetings with Governors.
	There is an understanding that any Non-Executive Director, wishing to do so in the furtherance of their duties, may take independent professional advice through the Director of Corporate Affairs at the organisation’s expense.
	The Non-Executive Directors offer a wide range of skills and experience and bring an independent perspective on issues of strategy, performance, and risk through their contribution at Board and committee meetings. The Board considers that, throughout the year, each Non-Executive Director has been independent in character and judgement and met the independence criteria set out within the Code of Governance for NHS Provider Trusts. Non-Executive Directors have ensured they have sufficient time to carry out their duties. During the year, time has been spent with Governors to help understand external views of the Trust and its strategies, and all Non-Executive Directors and the Chief Executive attend the Council of Governors meetings.
	Several key decisions and matters are reserved for the Board’s approval and are not delegated to management. The Trust Board delegates certain responsibilities to its committees, to assist it in carrying out its function of ensuring independent oversight. The Board of Directors has a formal schedule of matters reserved for its decisions and has in- date and relevant terms of reference for all Board committees. Monthly updates on the Trust’s performance are discussed at the Board of Directors meetings. The Board delegates the management of overall performance to the Chief Executive who leads the setting of clear priorities so that the Trust is managed efficiently to the highest quality standards and in keeping with its values.
	The Board committees report annually on their effectiveness and review their terms of references and work plans to ensure alignment with the Trust’s priorities and the Board work schedule.
	An engagement policy outlines the mechanisms by which the Council of Governors and Board of Directors communicate with each other to support engagement, ensure compliance with the regulatory framework, and specifically provide for any circumstances where the Council of Governors may raise concerns about the performance of the Board of Directors, compliance with the Trust’s Provider Licence, or other matters related to the overall wellbeing of the Trust.
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	Counter fraud The BoardofDirectors attaches significant importance to the issue of fraud and corruption.Reported concerns have been investigated by the local counter fraud specialistsinliaison with NHS Counter Fraud Authority (NHSCFA). All investigations are reported totheAudit and Assurance Committee.
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	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Green
	Committees of the Board
	Audit and Assurance Committee
	Principal review areas
	The Committee has received update reports on Information Governance including the Data Security Protection Toolkit. The internal auditors provided their overall assessment on compliance with the toolkit as low risk assurance rating and a high confidence level in the veracity of the Trust’s self-assessment.
	2. Internal audit
	Through the year the Committee has worked effectively with internal audit to strengthen the Trust’s internal control processes. The Committee has also in year:
	• Reviewed and approved the internal audit operational plan and more
	detailed programme of work initially and then on an on-going basis, while ensuring the provision of the internal audit service continued to be sufficient in supporting the Committee to fulfil its role
	Considered the major findings of internal audit and are assured that the Head of Internal Audit Opinion and AGS reflect any significant internal control issues.
	• Invited the lead directors of the three internal audit reports issued with Limited Assurance to attend Committee meetings, present the report, and provide assurance actions will be implemented within agreed timescales.
	• Worked with colleagues internally and externally to maintain and improve performance regarding the provision of evidence and the achievement of internal audit actions.
	Held regular review of outstanding audit actions and are assured a robust progress monitoring process is in place.
	3. Counter Fraud Service
	The Committee received regular progress reports on activity conducted as part of the agreed Counter Fraud Work Plan, including:
	Annual Report  Updates on investigations  Conflicts of Interest Policy and Declarations of Interest Register review
	• Risk assessment in line with Counter Fraud Functional Standards
	4. External audit
	The Committee reviewed and agreed the external audit annual plan, noting that the Trust’s significant risks remain: Fraud risk – expenditure recognition and
	129
	Standards of business conduct
	Remuneration and Nomination Committee of the Council of Governors
	Compliance with the Code of Governance for NHS Provider Trusts
	Segmentation
	Foundation Trust Licence
	Statement of the Chief Executive’s responsibilities as the Accounting Officer of Sherwood Forest Hospitals NHS Foundation Trust
	are aware of that information.
	To the best of my knowledge and belief, I have properly discharged the responsibilities set out in the NHS Foundation Trust Accounting Officer Memorandum.

	Jon Melbourne  Chief Executive Officer
	June 2026
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	Annual Governance Statement
	The purpose of the system of internal control
	The risk and control framework
	1. Determine priorities
	2. Risk Identification
	3. Risk Assessment
	4. Risk Response (Risk Treatment) For eachrisk,controlsareestablished,documented,andunderstood.Controlsare implementedtoavoidrisk;seekrisk(takeopportunity);modifyrisk;transferriskoraccept risk. Gapsincontrolaresubjecttoactionplanswhichareimplementedtoreduceresidual risk. TheBoardofDirectorshasconsidereditsappetitefortakingriskandexpressedits appetite in the form of target risk ratings in the Board Assurance Framework.
	5. Risk Reporting SignificantrisksarereportedatformalmeetingsoftheBoardofDirectorsandRisk Committee.Inaddition,intheeventofasignificantriskarising,arrangementsareinplace to escalatearisktotheExecutiveTeam.Thelevelatwhichriskmustbeescalatedis clearlysetoutintheRiskManagementandAssurancePolicy.TheAuditandAssurance CommitteeandBoardofDirectorsleadtheacquisitionandreviewofassurances,inline with theBoardAssuranceFramework,tokeepriskunderprudentcontrol.TheBoardof Directorshasinplaceanup-to-dateandcontinuallyreviewedBoardAssurance Framework.
	6. Risk Review Those responsibleformanagingriskregularlyreviewtheoutputfromlocal,communityand system risk registerstoensuretheyremainvalid,reflectchangesandsupportdecision- making. In addition,riskprofilesforallDivisionsremainsubjecttodetailedscrutinyaspart of a rolling programmebytheRiskCommittee.Thepurposeoftherollingprogrammeof review is to trackhowtheriskprofileischangingovertime;evaluatetheprogressofactions to treat risk; ensurecontrolsarealignedtotherisk;ensureriskismanagedinaccordance with the Board’sappetite;checkresourcesarereprioritisedwherenecessary;andensure risk is escalatedappropriately.
	Incident reportingandinvestigationisrecognisedasavitalcomponentofriskand safety managementandiscriticaltothesuccessofalearningorganisation.Anelectronic incident reportingsystemisoperationalthroughouttheorganisationandisaccessibleto all colleagues.Incidentreportingispromotedthroughinductionandroutinemandatory training programmes,regularcommunications,patientsafetywalkroundsorothervisits and inspectionsthattakeplace.Inaddition,arrangementsareinplacetoraiseany concerns at workconfidentiallyandanonymouslyifnecessary.
	The most significantstrategicrisksfacingtheTrustare:(i)Significantdeteriorationin standards of safetyandcare(ii)Demandthatoverwhelmscapacity(iii)Criticalshortage of workforce capacityandcapability;(iv)Insufficientfinancialresourcesavailableto support the deliveryofservices;(v)Majordisruptiveincident.Theserisksareinter-related and incorporatedintotheBoardAssuranceFramework(BAF).Shouldoneormoreofthese risks materialise,oranyotherriskcapturedintheBAF,itmaytriggeracompoundeffect upon the safety/qualityofcareand/orfinancialsustainability.TheBoardofDirectorshas focused throughouttheyearondeliveringsustainableimprovementsinthequalityand safety of clinicalservices,andstrengtheningtheTrust’sabilitytomeetdemand,supported by refreshed recruitmentandretentionstrategiesandprudentfinancialmanagement.
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	Clinical, Operational and Financial Sustainability Risks
	Demand that overwhelms capacity.
	A critical shortage of workforce capacity and capability.
	This risk may arise  if growth in  demand for care  exceeds planning  assumptions and  capacity in  secondary care;  primary care is  unable to provide  the service
	Managing patient flow,  developing and  maintaining effective  working relationships with  primary and social care  teams, working  collaboratively across the  wider health system to  reduce avoidable  admissions to hospital are
	required or there is some of the risk treatment
	strategies that will feature  in how we mitigate this  risk going forward.
	a significant failure  of a neighbouring  acute provider. The risk may also arise if there are unexpected surges in demand, such as those created
	Due to workforce
	gaps across key
	areas such as
	Medical, Nursing,
	AHP and
	Maternity, the
	availability of
	newly qualified
	practitioners, and
	increasing
	competition for the
	clinical workforce,
	we anticipate the
	staffing challenges continue to be significant.
	The People Strategy is  specifically designed to  help mitigate this risk. By  focusing on attracting and  retaining high calibre  practitioners, building and  sustaining high-performing  teams, by engaging and  developing clinical teams,  and adapting to meet the  needs of a changing  workforce, we aim to make  Sherwood Forest Hospitals  the employer of choice.
	Progress and outcomes are  monitored through the  Quality Committee,  supported by the Patient  Safety Committee. This  includes safety and quality  indicators, incident  investigations and key  performance indicators.
	Progress and outcomes are  monitored through the  People Committee,  supported by the People  Cabinet. This includes  vacancy levels, training and  development progress.
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	Insufficient financial resources available to support the delivery of services.
	Financial funding  allocated to and  generated by the  Trust does not  cover the costs of  services provided.  This risk may arise  if the trust is not  able to secure  sufficient funds to  meet planned  expenditure,
	Local and system-wide  Financial Plans are  specifically designed to  address the financial  challenge and deliver  financial outturn in  accordance with agreed  control totals, gradually  progressing towards  break-even (no surplus or  deficit at the year-end). To  safeguard quality,
	maintain or replace proposals to reduce
	vital assets, and/or  is not able to  reduce  expenditure in line  with system wide control totals.
	expenditure are subject to  Quality Impact  Assessment – overseen by  the Chief Medical Officer  and Chief Nurse.
	Frequent assessment of performance and forecast trajectories is monitored through the Finance and Performance Committee.
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	Inability to initiate and implement evidence- based improvement and innovation.
	Working more closely with local health and care partners does not fully deliver the Improving Lives strategic objectives.
	A major disruptive incident.
	This risk may arise  if there is a lack of  capacity, capability safety, clinical outcomes
	Maintaining a strong  emphasis and focus on
	and agility to optimise strategic and operational opportunities to improve patient care.
	and patient experience as  part of the Trust’s  improvement agenda;  striving for excellence and  challenging unsatisfactory  performance regarding organisational development; delivering training, complying with safety-critical organisation policies and procedures, and learning from adverse events are ways we are currently mitigating this risk.
	Active participation and  engagement with all ICS  stakeholders to ensure  effective planning,  implementation and  governance at a system
	This risk, which is  currently being  mitigated, may  arise where  strategic partners  are unable to  balance competing level.  demands and/or  work  collaboratively  across the whole  health and social  care system.
	This risk may arise  where there is an  expected or  unexpected event  which could lead to regular testing of business
	We continue to play a  leading role in the  Integrated Care System.
	This risk is mitigated  through planned  preventative maintenance,  proactive inspection,
	rapid operational  instability and put safety and quality at risk. Such events include fire, cyber security and prolonged loss of utility (water, gas, electricity supplies).
	continuity arrangements  and horizon scanning.
	In addition to the Trust's Improvement Strategy, frequent correspondence and discussions with partners and commissioners to ensure focus is maintained on quality and systems improvement, whilst maintaining compliance with regulatory requirements.
	Frequent review of progress through ICS and Place Based Partnership engagement to monitor the effectiveness of system planning and  project implementation.
	This is monitored through the Risk Committee, supported by various sub-groups. Includes reporting of emerging risks and events  to ensure effective management and  mitigation.
	142
	Workforce and Supporting Strategies  People Strategy, workforce performance and assurance (2025/26)
	Strategic priorities and workforce delivery
	Delivery and key workforce initiatives
	People Strategy priorities for 2026/27
	Review of economy, efficiency and effectiveness of the use of resources
	The Finance and Performance Committee is supported by two key financial groups:
	Financial Recovery Cabinet meets monthly to receive assurance and provide appropriate support on the delivery of all aspects of the Trusts Financial position, including the Financial Efficiency Programme whilst ensuring quality and patient safety considerations underpin all decisions taken.
	To Review, where appropriate, action plans, risk logs and issue logs (including the assumptions and dependencies that are detailed in each) and help to resolve and/or ‘unblock’ issues which are impacting on delivery and also consider, and where required, approve new saving opportunities, determine viability, and approve resourcing recommendations.
	Finance Resource Oversight Group meets monthly to review each of the three key areas of Finance; Financial Services (Financial Risk, Cash, Capital, Accounts Receivable, Accounts Payable, Payroll and Charity), Financial Management (Divisional Financial Performance and Trust wide forecast outturn reporting) and Financial Business Intelligence (Costing, Income & Contracts, Systems and Financial Strategy).
	Capital Resources Oversight Group meets monthly to provide governance to the delivery of the Trusts capital programme; capital leads present on the progress against achieving the objectives of the annual capital plan and prioritisation of capital resources are agreed.
	Risk Committee - this Committee receives assurance regarding the risks on the Board Assurance Framework, with divisional risks reviewed on a cyclical basis. The risks reviewed include those relating to workforce recruitment and retention, organisational sustainability and financial performance.
	Trust Board - the Board receives assurance from its committees mentioned above. The main element of performance reporting is the Integrated Performance Report which provides the Trust Board provides the Board with assurance regarding the performance of the Trust in respect of the indicators allocated under the following domains: Quality of Care, People and Culture, Timely Care and Best Value Care. Key activity metrics are provided as context to support all domains.
	Financial Recovery Cabinet - the Cabinet leads on the delivery of Financial Improvement and Productivity on behalf of the Trust Board with a nominated executive lead supporting respective programme leads. The cabinet meets monthly to review the Trust’s Financial Efficiency Programme and is chaired by the Chief Executive.
	People Cabinet - the People Cabinet provides scrutiny and assurance of the development, delivery and impact of the Trust’s People Strategy and plan.
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	This includes the review of associated BAF risks, to provide assurance that those risks are being effectively mitigated or managed in a controlled way, and to provide assurance that suitable structures, systems and processes are in place and functioning to support colleagues to deliver high-quality patient care.
	PFI contract management is overseen by a contract management team, who ensure the outputs in the PFI specifications are met. Due to the contribution of the scheme to the wider underlying deficit the Trust has engaged with PFI specialists to review the nature of the contract. A quarterly report is taken to Trust Board to update on PFI- related issues.
	Throughout the financial year 2025/26, income and expenditure has been received on an actuals basis and changes to run rate are reviewed and explained as part of the monthly reporting process.
	The Trust ended the year with an adjusted financial performance deficit of £28.99m after adjusting for reversal of asset impairments, donations and the impact of the PFI on a UK GAAP basis. This value is aligned with the forecast outturn agreed between the Nottinghamshire ICS and NHSE for the financial year 2025/26. Details relating to this position are included elsewhere in this report. Although the financial outturn is consistent with the agreed position, the Trust remains in a financially challenged position with a significant underlying deficit.
	During 2025/26 the Trust has accessed capital support of £32.30m which was agreed with NHSE and drawn down in the form of Public Dividend Capital.
	The Trust continues to work on its planned reduction in agency expenditure but incurred costs of £8.95m in 2025/26 against a plan of £9.67m. There is a target reduction for 2026/27 with a planned spend of £5.41m. The Trust has also reduced its bank spend in year but incurred costs of £23.47m against a plan of £27.31m which has in part mitigated the need and cost of agency expenditure. Both agency and bank outturn was in line with the target set by NHSE. The Trust remains committed to reductions in all variable pay including bank workers in line with NHSE targets.
	In 2025/26, the Trust delivered £36.28m of efficiencies against a target of £45.83m. Delivery was achieved through the Financial Improvement Programme (FIP), drawing on a combination of divisional and corporate actions, supported by strengthened financial controls and portfolio‑level oversight during the year.
	In‑year efficiency delivery was generated from:
	• Divisional delivery, primarily through pay and service‑level cost control actions across portfolios. Divisional pay efficiencies delivered £14.03m in‑year against a full‑year target of £18.75m.
	Corporate delivery, including trust‑wide financial controls, central oversight of  discretionary expenditure and centra1l4ly8 managed cost actions, which formed a
	Information governance
	Risk ManagementandAssurance
	Data Flow Mapping
	Serious Incidents Requiring Investigation (SIRI)
	Information Sharing
	Freedom of Information (FOI)
	Breached timeframe of 20 days
	SubjectAccess Requests(SARs)
	April 2025 to March 2026
	Completed in 30 days
	Completed in morethan 30 days
	HorizonScanning
	Data quality and governance
	SOP –QualityAssuranceand signoffprocess
	Addressing errors – where data errors are identified, in addition to informing operational/clinical teams to enable the patient impact to be understood and addressed, we will:
	Identify the root cause  Correct the information, as necessary.  Ensure feedback is provided to the originator of the root cause (for example user, system provider, etc.)  Ensure action is taken to reduce or prevent repetition of the issue.
	Reporting – use of key performance indicators (KPIs) to:
	Monitor levels of data quality
	Identify improvements or deterioration in data quality.
	Identify areas for validation, corrections, training, process improvements or ad hoc audits.
	Auditing – delivery of an audit programme to:
	Systematically check for data quality issues across the Trust, through sampling of records and providing appropriate feedback  Allow for adhoc audits in response to suspected Data Quality weaknesses.
	Training – delivery of Data Quality training for relevant members of staff. In addition, we provide targeted training in response to themes or repeated errors, as identified through:
	Audit  Reporting Operational issues
	Process improvements – where necessary, we systematically change
	operational processes to maximise data quality. Any such process changes are:
	Clinically and operationally owned, designed and supported. Underpinned by procedural documents.  Not be to the detriment of patient care.  Reviewed once implemented.
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	Freedom to Speak Up
	Themain themes raised in 2025/2026 were:
	Reporting Category
	Percentage of total concerns
	Quality
	Ockenden Report and Three-Year Delivery Plan - Perinatal Services at Sherwood Forest Hospitals NHS Trust
	Perinatal Services has also strengthened its service-wide approach to infant feeding through the Lime Green Infant Feeding Team, supporting families across the perinatal pathway and contributing to improvements in breastfeeding support and infant feeding outcomes. The integration of maternity and neonatal services under a single Perinatal
	Services model has strengthened collaborative working, improved continuity across care pathways and enhanced oversight of the whole family journey from pregnancy through to the neonatal period.
	These improvements have been supported through close collaboration with system partners across the LMNS and ICB and demonstrate the Trust's commitment to addressing health inequalities, improving outcomes and ensuring that all women, birthing individuals, babies and families receive equitable access to high-quality care regardless of background or circumstance  .  Whilst the formal Three-Year Delivery Plan has concluded, its principles remain firmly embedded within the Service’s approach to care. The focus now shifts to delivery of the NHS 10-Year Health Plan and implementation of the national Maternity Care Bundle (MCB), which aims to reduce avoidable maternal morbidity and mortality through five evidence-based improvement programmes: Venous Thromboembolism (VTE), Maternal Mental Health, Epilepsy in Pregnancy, Obstetric Haemorrhage, and Pre-Hospital and Acute Maternal Deterioration.
	During 2026/27, the Trust has committed to fully engaging with the national MCB programme, including attendance at all five NHSE technical implementation seminars, participation in regional and system learning events, completion of gap analysis and assurance processes, and the development of local implementation plans to support delivery by March 2027.
	The Trust also recognises that Perinatal Services continue to evolve in response to emerging national learning. Alongside delivery of the MCB, Perinatal Services will continue to respond to recommendations arising from future national reviews, including the anticipated Ockenden Report update, the Amos Review and the National Home Birth Review. These will be incorporated into existing governance, quality improvement and assurance frameworks to ensure learning is rapidly translated into practice.
	Through strong governance, compassionate leadership, meaningful co-production with women, birthing individuals and families, and robust oversight through PAC, PSOG, LMNS and ICB assurance structures, Perinatal Services remains committed to delivering safe, personalised and equitable care and to maintaining the highest standards of maternity and neonatal services for the communities it serves.
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	Review of effectiveness  As Accounting Officer, I have responsibility for reviewing the effectiveness of the system of internal control. My review of the effectiveness of the system of internal control is informed by the work of the internal auditors, clinical audit and the executive managers and clinical leads within the NHS foundation trust who have responsibility for the development and maintenance of the internal control framework. I have drawn on performance information available to me. My review is also informed by comments made by the external auditors in their management letter and other reports. I have been advised on the implications of the result of my review of the effectiveness of the system of internal control by the board, the audit committee, risk committee and quality committee, and a plan to address weaknesses and ensure continuous improvement of the system is in place.
	The process for maintaining and reviewing the effectiveness of the system of internal control is monitored by the Board and its committees. The chairs of these committees play a key role in assuring me of the performance, quality and financial position of the organisation, which in turn supports the management of risks across the organisation.
	The Head of Internal Audit provides me with an opinion on the overall arrangements for gaining assurance through an annual programme of internal audit work. The Head of Internal Audit has provided me with an opinion for 2025/26:
	I am providing an opinion of significant assurance that there is a generally sound framework of governance, risk management and control designed to meet the organisation’s objectives, and controls are generally being applied consistently.
	In 2025/26, two reviews were issued with limited assurance opinions. One of these reported high risk issues; four high risk actions agreed with the Trust were not implemented by the due date and three remain outstanding. There is a further high risk action outstanding from the prior year (2024/25).
	The first follow up rate for high and medium risk actions was 65% (68% in 2024/25) although the overall implementation rate was 86%. The Trust needs to improve the timely implementation of high and medium risk actions by their original deadlines. This was also reported in our 2024/25 opinion.
	In forming this opinion, I have reflected on third party assurances which indicate wider organisational issues impacting the overall control environment.
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	Audit *
	Assurancelevel
	Internal Audit Report 2025/26
	High Risk Actions
	Medium Risk Actions
	Low Risk Actions
	Current Progress
	Clinical Audit 2025/26
	Delivery and Compliance
	QualityImprovementImpact
	Key Learning from National Audits 2025/26
	National Diabetes Footcare Audit (NDFA) 2024-25
	2025/26 Annual Plan and forward look
	2025 National Staff Survey
	• Improving Data Quality and Insight – We will strengthen the use of audit data
	to generate clear, accessible insights that inform clinical governance, decision- making, and strategic priorities.
	• Supporting Assurance and Accountability – We will provide robust evidence to the Trust Board, Quality Committee, and external regulators to demonstrate compliance with required standards, while ensuring audit activity is aligned with organisational risks, CQC domains, specialty priorities, and patient safety themes through the development of a targeted audit plan.
	• Building Capability Across the Organisation – We will deliver training, coaching, and resources to enhance understanding of audit methodology and quality improvement principles, while also developing a confident and capable workforce equipped to lead and sustain audit-driven improvements.
	To deliver our objectives, including our quality, workforce, access and financial plans, we will:
	Improve through change  Drive best practice  Be a great place to work

	There is much to be proud of at Sherwood Forest Hospitals, and we also recognise we must drive improvement for our patients, colleagues and communities.
	Conclusion
	Asshownthrough this report, to the best of my knowledge there are no significant control
	issues atSherwood Forest Hospitals, and I am satisfied the organisation has a sound system ofinternal control supported by a robust governance structure. As a Trust we are committedtothe continuous improvement of the processes of internal control and assurance.
	Thank youfortaking the time to read our annual report.

	Jon Melbourne  Chief Executive Officer
	June 2026
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	Foreword to the accounts
	Sherwood Forest Hospitals NHS Foundation Trust
	Signed
	Name Job title Date
	Jon Melbourne  Chief Executive Officer 22 June 2026
	Statement of Comprehensive Income
	Operating surplus/(deficit) from continuing operations
	Net finance costs
	Surplus / (deficit) for the year from continuing operations
	Surplus / (deficit) for the year
	Other comprehensive income  Will not be reclassified to income and expenditure:
	Total comprehensive income / (expense) for the period
	2025/26 £000
	(1,504)
	(22,769)
	(24,629)
	(24,629)
	2024/25 £000
	23,085
	(27,667)
	(4,777)
	(4,777)
	(23,201)
	(3,651)

	Statement of Financial Position
	Non-current assets Intangible assets
	Property, plant and equipment Right of use assets Receivables  Other assets
	Total non-current assets
	Current assets Inventories Receivables Cash and cash
	equivalents

	Total current assets Current liabilities
	Trade and other
	payables
	Borrowings  Other financial liabilities Provisions  Other liabilities  Liabilities in disposalgroups

	Total current liabilities  Total assets less current liabilities Non-current liabilities
	Trade and other
	payables
	Borrowings  Other financial liabilities Provisions  Other liabilities

	Total non-current liabilitie Total assets employed Financed by
	Public dividendcapital Revaluation reserve  Income and expenditure reserve

	Total taxpayers' equity
	The notes on pages 171 to 209 form part of these accounts.
	Name Position Date
	Jon Melbourne  Chief Executive Officer 22 June 2026
	15 16 19 21 23

	31 March 2026  £000
	3,094 380,596 6,983 1,123 -
	20 21
	22

	391,795
	6,733 35,568
	16,073

	58,374
	23 25 26 26 24 24.2
	(72,357) (23,252) - (74) (621) -

	(96,304) 353,865
	23 25 26 26 24
	- (396,575) - (846) -

	(397,421) (43,556)
	570,540 16,463 (630,559)

	(43,556)
	31 March 2025  £000
	2,967 350,114 5,948 531 -

	359,559
	6,356 32,912
	26,528

	65,796
	(52,177) (21,108) - (299) - -

	(73,584) 351,771
	- (403,681) - (743) -

	(404,424) (52,653)
	538,242 15,375 (606,270)

	(52,653)
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	Statement of Changes in Taxpayers' Equity for the year ended 31 March 2026
	Public dividend capital
	£000 538,242
	Income and expenditure reserve
	£000 (606,270)
	Revaluation reserve
	£000
	15,375
	Total
	£000 (52,653)
	- (24,629) -
	-
	1,428 32,298
	- (43,556)
	Taxpayers' equity at 31 March 2026
	570,540
	16,463
	(630,559)
	Statement of Changes in Taxpayers' Equity for the year ended 31 March 2025
	Public dividend  capital  £000  496,313
	Income and expenditure reserve £000 (601,792)
	Revaluation  reserve  £000  14,548
	Total £000 (90,931) (4,777) - 1,126 - 41,929 - (52,653)
	Taxpayers' equity at 1 April 2024 - brought forward
	Taxpayers' equity at 31 March 2025
	538,242
	15,375
	(606,270)

	Information on reserves
	Income and expenditure reserve
	Statement of Cash Flows
	Cash flows from operating activities
	Net cash flows from / (used in) operating activities Cash flows from investing activities
	Net cash flows from / (used in) investing activities Cash flows from financing activities
	Net cash flows from / (used in) financing activities Increase / (decrease) in cash and cash equivalents Cash and cash equivalents at 1 April - brought forward
	Cash and cash equivalents at 31 March
	Note
	2025/26 £000
	2024/25 £000
	21,623
	(32,541)
	16,073
	43,523
	(33,745)

	Notes to the Accounts
	Note 1 Accounting policies and other information
	Note 1.5 Other forms of income
	Note 1.6 Expenditure on employee benefits
	NHS Pension Scheme
	Note 1.8 Discontinued operations
	Note 1.9 Property, plant and equipment
	Subsequent expenditure
	Revaluation gains and losses
	Impairments
	De-recognition
	Donated and grant funded assets
	Private Finance Initiative (PFI) and Local Improvement Finance Trust (LIFT)
	transactions
	Useful lives of property, plant and equipment
	Min life Years
	Max life Years
	Note 1.10 Intangible assets
	Software
	Measurement
	Useful lives of intangible assets
	Min life Years
	Max life Years
	Note 1.13 Cash and cash equivalents
	Note 1.14 Financial assets and financial liabilities
	Derecognition
	Subsequent measurement
	Finance leases
	Operating leases
	Clinical negligence costs
	Note 1.22 Third party assets
	Note1.23Lossesand specialpayments
	Note 1.24 Gifts
	Other standards, amendments and interpretations
	Financialyearfor whichthechange firstapplies
	Standard
	The following future changes to adaptations and interpretations of IAS 16 for the public sector are also not yet adopted:
	Note 2 Operating Segments
	Note 3 Operating income from patient care activities
	Note 3.1 Income from patient care activities (by nature)
	2025/26 £000
	2024/25 £000
	Acute services
	Community services
	All services
	Total income from activities
	522,969
	517,090
	Note 3.2 Income from patient care activities (by source)
	Income from patient care activities received from:
	Totalincomefrom activities
	Of which:
	522,969
	517,090
	Note 3.3 Overseas visitors (relating to patients charged directly by the provider)
	2025/26 £000
	Note 4 Other operating income
	Total other operating income Of which:
	2025/26
	Non-
	Contract income £000
	contract income £000
	Total £000 1,032 19,704 26,512
	275 333 471 863
	-
	3,341 52,531
	49,982
	2,549
	2024/25
	Non-
	Contract income £000
	contract income £000
	Total £000 947 16,417 41,901
	281 114 367 827
	-
	4,129 64,983
	62,741
	2,242
	Note 5.1 Additional information on contract revenue (IFRS 15) recognised in the period
	2025/26 £000
	Note 5.2 Income from activities arising from commissioner requested services
	2024/25 £000
	Total
	Note 5.3 Profits and losses on disposal of property, plant and equipment
	Note 6.1 Operating lease income
	Lease receipts recognised as income in year:
	Total in-year operating lease income
	2025/26  £000
	2024/25  £000
	863
	827
	Note 6.2 Future lease receipts
	Future minimum lease receipts due in:
	Total
	31 March 2026 £000
	31 March 2025 £000
	4,149
	4,005
	Note 7.1 Operating expenses
	Total  Of which:
	577,004
	558,988
	Note 7.2 Other auditor remuneration
	Other auditor remuneration paid to the external auditor:
	Total  Note 7.3 Limitation on auditor's liability
	2025/26 £000
	2024/25 £000
	Note 8 Impairment of assets
	Net impairments charged to operating surplus / deficit resulting from:
	2025/26 £000
	2024/25 £000
	Total net impairments charged to operating surplus / deficit
	Total net impairments
	Note 9 Employee benefits
	Total gross staff costs
	Total staff costs Of which
	Note 9.1 Retirements due to ill-health
	Note 10 Pension costs
	Accounting valuation
	Note 11 Finance income
	Total finance income
	Note 12.1 Finance expenditure
	Interest expense:
	2025/26 £000
	2024/25 £000
	Finance costs on PFI, LIFT and other service concession arrangements:
	Total interest expense
	Total finance costs
	24,361
	29,055
	Note 12.2 The late payment of commercial debts (interest) Act 1998
	Note 13 Other gains / (losses)
	Total gains / (losses) on disposal of assets
	Note Discontinued operations
	Total
	Note 15.1 Intangible assets - 2025/26
	2025/26
	2024/25
	Cost at 1 April 2025 - brought forward *
	Cost at 31 March 2026
	Amortisation at 1 April 2025 - brought forward
	Amortisation at 31 March 2026
	Software licences £000 12,237
	Software licences £000 11,673  -  646  -  (49)  -  (33) 12,237
	12,646
	8,488 - 811 - - - - (29) 9,270
	Net book value at 31 March 2026 Net book value at 1 April 2025
	3,094 2,967
	3,094 2,967
	Note 16.1 Property, plant and equipment - 2025/26
	Valuation/gross cost at 1 April 2025 - brought forward
	Valuation/gross cost at 31 March 2026
	Land £000
	Buildings excluding dwellings £000
	Dwellings £000
	Assets under
	Plant &  construction machinery £000
	£000
	Information technology £000
	Furniture & fittings £000
	Total £000
	259,349
	3,190
	22,073
	62,223
	41,216
	393
	403,918 - 43,979 (806) 6,629 1,428 - (10) (19,697) 435,441
	277,136
	3,413
	44,105
	51,145
	43,767
	336
	Accumulated depreciation at 1 April 2025- brought forward
	53,805 13,632 6,749 - - - (19,340)
	54,846
	Accumulated depreciation at 31 March 2026
	13,380
	Net book value at 31 March 2026 Net book value at 1 April 2025
	15,540 15,475
	263,756 259,349
	3,413 3,190
	44,105 22,073
	24,146 30,985
	29,575 18,925
	61 117
	380,596 350,114
	Note 16.2 Property, plant and equipment - 2024/25
	Buildings
	Assets under
	excludin
	g dwellings £000
	252,284
	constructio
	Plant & machinery £000
	60,323
	Information technology £000
	38,763
	Furniture & fittings £000
	614
	Land £000
	Dwellings £000
	2,975
	n  £000
	15,569
	Total £000
	386,002 -
	30,713 (8,864) 6,433 (6,481) -
	49 (3,934) 403,918
	Valuation / gross cost at 1 April 2024 - as previously stated
	Valuation/gross cost at 31 March 2025
	259,349
	3,190
	22,073
	62,223
	41,216
	393
	Accumulated depreciation at 1 April 2024 - as previously stated
	50,305 - 13,635 - - (6,481) - - (3,654)
	53,805
	Accumulated depreciation at 31 March 2025
	Net book value at 31 March 2025  Net book value at 1 April 2024
	15,475 15,475
	259,349 252,284
	3,190 2,975
	22,073 15,569
	30,985 31,574
	18,925 17,752
	117 69
	350,114 335,698
	Note 16.3 Property, plant and equipment financing - 31 March 2026
	Building
	excludin
	Assets under
	Plant &
	Transport equipmen
	Informatio
	Furnitur
	dwelling
	Dwelling
	constructio
	machiner
	n technology £000
	e & fittings £000
	Land  £000
	s  £000
	s £000
	n £000
	y £000
	t £000
	Total £000 126,013
	249,064 3,413 2,106 380,596
	Total net book value at 31 March 2026
	15,540
	263,756
	3,413
	44,105
	24,146
	29,575
	Note 16.4 Property, plant and equipmentfinancing - 31 March 2025
	Building
	excludin
	dwelling
	Land  £000
	s  £000
	Dwelling
	s £000
	Assets under
	constructio
	n £000
	Plant &
	machiner
	y £000
	Transport equipmen
	t £000
	Informatio
	n technology £000
	Furnitur
	e & fittings £000
	Total £000 98,183
	246,744 3,190 1,997
	Total net book value at 31 March 2025
	15,475
	259,349
	3,190
	22,073
	30,985
	18,925
	117
	350,114
	Note 17 Donations of property, plant and equipment  The Trust received donations during the year of £720k. (2024/25 £426k). No restrictions were placed on these donations of which333k funded the purchase of tangible capital assets.
	Note 18 Revaluations of property, plant and equipment  Anindependent revaluation wasundertaken of the Trust'sbuildings by the Clark Weightman with an effective date of 31st March 2026. The review was performed by Rob Mapletoft, (MRICS), RICS registered valuer.
	Assets in existing use:
	For specialised properties (i.e. those for which no active market exists), depreciated replacement cost has been used and is considered to be a satisfactory approximation of current value in existing use.
	Within this methodology, consistent with previous years, a Modern Equivalent Asset (MEA) approach was undertaken referenced to National Indices acceptable to the RICS. Consideration was given to improvements carried out during the year and where appropriate asset lives were adjusted accordingly based on the remaining useful life advised by the District Valuer. This had minimal effect on remaining lives. Modern Equivalent Asset (MEA) concept is applied: the “replacement cost” being based on the cost of a modern replacement asset that has the same productive capacity as the property being valued.
	The Trust has no assets identified as no longer in operational use and therefore ' surplus' or any assets held for sale.
	The carrying value of land building and dwellings valued on an open market valuation basis at 31 March 2025 is detailed in note 15.1.
	The useful economic asset lives for intangibles and plant and equipment are initially assessed when an asset is first recognised. Periodically the Trust does review these lives to identify and adjust for any assets impaired or where the useful economic life requires adjustment. This exercise was undertaken in 2019/20 for I.T assets.
	The asset lives for individual buildings and dwellings are in accordance with the latest valuation report prepared by the external valuer.
	The valuer has utilised assumptions with the valuation report to determine the conclusion, but responsibility over challenging the assumptions used is management’s responsibility.
	The following assumptions have been utilised in the report:
	1. Index – This is used as part of desktop review which is undertaken annually between full valuations. Utilising BCIS indexation figures to consider for inflation in building trade i.e., additional inflation cost for building a new build This is a consistent method used and is industry standard in line with RIC’s and accounting standards. Therefore, we have no issue in the index used in the valuation. There are no alternatives to compare with, therefore current indexation method the most appropriate.
	2. Building Cost Information Service (BCIS) Rates – the valuation reflects construction cost increases
	this year in view of evidence coming through from industry data produced by the RICS Building Cost Information Service (BCIS).
	3. Depreciation - Essentially the valuation has resulted in depreciation being one year less than last year, which is line with expectations. Continue to apply design and remaining lives elements of each building where they are present. No change has occurred from previous year’s calculations, therefore, applies a consistent approach and we would not expect a change in depreciation methodology as there has been neither change in guidance from RICS nor any change in accounting standards to facilitate any change in depreciation calculation. The depreciation has not adjusted the residual values.
	4. Land - It is difficult to prove the price for commercial land, as it is commercially sensitive and not advertised publicly to be able to test exactly what land is going for currently. Therefore, it is reasonable to use the information the valuer provides, particularly as they are involved in selling and valuing of commercial land so understand the market.
	Based on the valuation report if there was a 5% positive or negative movement in the valuation of buildings this would have resulted in a movement of £12.83m in the value of assets. This movement would have been reflected in either the revaluation reserve or income and expenditure as a revaluation adjustment as appropriate, however, it would have had no impact of the depreciation charge in year or the underlying reported position.
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	Note 19.1 Right of use assets - 2025/26
	Property (land and
	Plant &  buildings) machinery £000
	2,359
	Total £000
	9,014 1,854 658
	- 11,526
	£000
	Valuation / gross cost at 1 April 2025 - brought forward
	Valuation/gross cost at 31 March 2026
	9,250
	2,276
	Accumulated depreciation at 1 April 2025 - brought forward  At start of period for new FTs
	Accumulated depreciation at 31 March 2026
	3,066 - 1,477 - 4,543
	3,813
	730
	138
	Net book value at 31 March 2026 Net book value at 1 April 2025
	5,437 4,084
	1,546 1,864
	6,983 5,948
	136 205
	Note 19.2 Right of use assets - 2024/25
	Valuation / gross cost at 1 April 2024 - brought forward
	Valuation/gross cost at 31 March 2025
	Property (land and
	Plant &  buildings) machinery £000
	606
	£000  6,169
	Total £000
	6,775 - 2,007 232 9,014
	6,655
	2,359
	Accumulated depreciation at 1 April 2024 - brought forward
	Accumulated depreciation at 31 March 2025
	1,963 - 1,103 3,066
	2,571
	495
	Net book value at 31 March 2025 Net book value at 1 April 2024
	4,084 4,701
	1,864 111
	5,948 4,812
	Note 19.3 Revaluations of right of use assets
	Note 19.4 Reconciliation of the carrying value of lease liabilities
	Carrying value at 1 April
	Carrying value at 31 March
	Note 19.5 Maturity analysis of future lease payments
	Undiscounted future lease payments payable in:
	Total  31 March 2026 £000
	Total gross future lease payments
	Net lease liabilities at 31 March 2026 Of which:
	31 March 2026 £000
	Total  31 March 2025 £000
	31 March 2025 £000
	205 274
	Note 20 Inventories
	Total inventories
	of which:
	31 March 2026 £000
	31 March 2025 £000
	31 March 2026 £000
	31 March 2025 £000
	Current
	Totalcurrent receivables
	Non-current
	Totalnon-currentreceivables
	Ofwhichreceivable from NHS and DHSC group bodies:
	Note 21.2 Allowances for credit losses
	2025/26
	2024/25
	Contract receivables and contract  assets
	£000
	1,179
	Contract receivables and contract  assets
	£000
	2,158
	Allowances as at 1 April - brought forward
	Allowances as at 31 Mar 2026
	Note 22.1 Cash and cash equivalents movements
	1,088
	1,179
	At 1 April
	At 31 March Broken down into:
	Total cash and cash equivalents as in SoFP
	Total cash and cash equivalents as in SoCF Note 22.2 Third party assets held by the trust
	16,073
	26,528
	Total third party assets
	31 March 2026 £000
	31 March 2025 £000
	Note 23.1 Trade and other payables
	Current
	Total current trade and other payables Non-current
	Total non-current trade and other payables
	31 March 2026 £000
	72,357
	Of which payables from NHS and DHSC group bodies:
	31 March 2025 £000
	52,177
	Note 24 Other liabilities
	Current
	Total other current liabilities
	31 March 2026 £000
	31 March 2025 £000
	621
	Non-current
	Total other non-current liabilities
	Note 25.1 Borrowings
	Current
	Leaseliabilities

	Total current borrowings
	ObligationsunderPFI,LIFT or other service concession contracts

	31 March 2026 £000
	2,487 20,765

	23,252
	Non-current
	Lease liabilities
	Obligations under PFI, LIFT orotherserviceconcessioncontracts

	Total non-current borrowings
	4,612 391,963

	396,575
	Note 25.2 Reconciliation of liabilities arising from financing activities
	Carrying value at 1 April 2025 Cash movements:
	Financing cash flows - payments and
	receipts of principal
	Financing cash flows - payments of
	interest  Non-cash movements:
	Transfers by absorption
	Additions
	Lease liability remeasurements Remeasurement of PFI / other service
	concession liability resulting from change in index or rate
	Application of effective interest rate Change in effective interest rate Changes in fair value  Early terminations  Other changes

	Carrying value at 31 March 2026
	PFI and  LIFT  Liabilities schemes  £000  418,760
	Lease
	£000  6,029
	Total  £000  424,789
	(1,442) (287)
	- 1,854 658
	(20,309) (9,795)

	(21,751) (10,082)
	- 1,854 658
	14,277 9,795 - - - -

	14,277 10,082 - - - - 419,827
	287 - - - -

	7,099
	412,728
	31 March 2025 £000
	21,108
	403,681
	205

	Carrying value at 1 April 2024 Cash movements:
	Lease Liabilities £000 4,878
	PFI and LIFT schemes £000 418,534
	Total £000 423,412
	(19,812) (10,102)
	- 2,007 232
	18,953 10,099 424,789
	Carrying value at 31 March 2025
	6,029
	418,760
	Note 26.1 Provisions for liabilities and charges analysis
	Pension s
	: early departure costs £000  250
	56
	Legal claims £000 218
	Other £000 518
	Total £000 1,042 - (60) 158 (104)
	- (145) 29 920
	At 1 April 2025
	At 31 March 2026
	182
	224
	458
	74
	242 604 920
	Total
	182
	224
	458
	Note 27 Contingent assets and liabilities
	31 March 2026 £000
	31 March 2025 £000
	Value of contingent liabilities
	Gross value of contingent liabilities
	Net value of contingent liabilities Net value of contingent assets
	Note 28 Contractual capital commitments
	31 March 2026 £000
	31 March 2025 £000
	Total  Note 29 Other financial commitments
	9,899
	25,642
	31 March 2026 £000
	31 March 2025 £000
	Total
	Note 30 On-SoFP PFI, LIFT or other service concession arrangements
	Note 30.1 On-SoFP PFI, LIFT or other service concession arrangement obligations
	Gross PFI, LIFT or other service concession liabilities Of which liabilities are due
	31 March 2026 £000 500,678
	31 March 2025 £000 513,279
	Net PFI, LIFT or other service concession arrangement obligation
	31 March 2026 £000
	Total future payments committed in respect of the PFI, LIFT or other service concession arrangements
	Of which payments are due:
	1,162,515
	31 March 2025 £000
	1,190,350
	Note 30.3 Analysis of amounts payable to service concession operator
	Unitary payment payable to service concession operator Consisting of:
	Total amount paid to service concession operator
	2025/26 £000 69,465
	69,466
	2024/25 £000 66,051
	66,052
	Note 31 Off-SoFP PFI, LIFT and other service concession arrangements
	Charge in respect of the off SoFP PFI, LIFT or other service concession arrangement for the period
	31 March 2026 £000
	210
	31 March 2025 £000
	155
	Total
	4,525
	5,581
	Note 31 Financial instruments
	Note 31.4 Liquidity Risk
	Note 31.7 Carrying values of financial assets
	Held at fair value through OCI £000
	Held at fair value through I&E
	£000
	Held at amortised cost
	£000
	Total book value £000
	27,312 - 16,073 43,385
	Carrying values of financial assets as at 31 March 2026
	Total at 31 March 2026
	43,385
	Held at fair value through OCI £000
	Held at fair value through I&E
	£000
	Held at amortised cost
	£000
	Total book value £000
	29,624 - 26,528 56,152
	Carrying values of financial assets as at 31 March 2025
	Total at 31 March 2025
	56,152
	Note 31.8 Carrying values of financial liabilities
	Carrying values of financial liabilities as at 31 March 2026
	Total at 31 March 2026
	Held at fair value through I&E £000
	Held at amortised cost
	£000
	Total book value £000
	-
	7,099
	412,728 -
	59,566
	-
	920 480,313
	480,313
	Carrying values of financial liabilities as at 31 March 2025
	Held at amortised cost
	£000
	Held at fair value through I&E £000
	Total book value £000
	-
	6,029
	418,760 -
	40,038
	Total at31 March 2025 Note 31.9 Maturity of financial liabilities
	- 1,042 465,869
	31March 2026 £000
	31March 2025 £000
	Total
	Note 32 Losses and special payments
	2025/26
	Total  number  of cases
	Number
	Total  value of  cases
	£000
	2024/25
	Total  number  of cases
	Number
	Total  value of  cases
	£000
	Losses
	Totallosses
	Specialpayments
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