COUNCIL OF GOVERNORS MEETING
Tuesday 8 May 2018
Partnership Suite, Hinchingbrooke Hospital
2.00pm – 4.30pm
AGENDA
Approx
timing

Lead
Governors meeting with NED’s in Private for light
lunch in Conservatory in Partnership Suite

13:15

Mr Hughes
14.00

13.18

Welcome, Apologies & Declarations of Interest
(Apologies: Duncan Lawson & Mike Ellwood)

14.05

14.18

Minutes of Meeting held on 12 March 2018

Appendix 1

Mr Hughes

Appendix 2

Mr Hughes

Appendix 3

Mr Hughes

Appendix 4

Mr Graves

TRUST OVERVIEW

14:10

15.18

Action Tracker

14:20

16.18

Chairman Review including Workshop

Update

PERFORMANCE

14:35

17.18

Chief Executive Officer Review – Clinical Strategy

15:00

18.18

Committee Chairs Support
 QAC
 F&IC
 Performance
 Audit

Mrs Dunnett
Mr Harding
Mr Tipton
Mr Tipton

GOVERNANCE & GOVERNOR DEVELOPMENT
15:50

19.18

Lead Governor Report

Mr Chew

15:55

20.18

Membership Engagement Committee
update

Miss Pigg

FINAL ITEMS

16:00

21.18

Feedback from external events

Governors

16:10

22.18

AOB

Mr Hughes

16:20

23.18

Questions from the floor

Mr Hughes

Meeting Close

Mr Hughes

16:30

APPENDIX 1

Minutes of the Public Council of Governors meeting
Monday 12 March 2018 in the Board Room at Peterborough City Hospital

Present:

Mr Rob Hughes – Trust Chairman (Chair)

Public Governors:

Mrs Annette Beeton (Peterborough)
Mr David Bryars (Peterborough)
Mrs Amanda Buckenham (Huntingdonshire)
Dr Jill Challener (Huntingdonshire)
Mr Christopher Chew – Lead Governor (South Lincolnshire)
Mr David Cooke (South Lincolnshire)
Mrs Trish Mason (Peterborough)
Mrs Alison Meadows (Huntingdonshire)
Ms Nicky Hampshaw (Peterborough)
Mr Michael Simmonds (Peterborough)
Mrs Sue Prior (South Lincolnshire)

Partner Governors:

Cllr Wayne Fitzgerald (Peterborough City Council)
Cllr John Gowing (Cambridgeshire County Council)
Mr Gordon Smith (Healthwatch)

Staff Governors:

Mrs Kim Graves (Hinchingbrooke)
Ms Moira Johnston (Peterborough)

In attendance:

Miss Jane Pigg – Company Secretary
Mr Stephen Graves – Chief Executive Officer
Mr Allan Arnott – Non-Executive Director
Mrs Sarah Dunnett – Deputy Chairman and Non-Executive Director
Mr Gareth Tipton – Senior Independent Non-Executive Director
Mr Alan Brown – Non-Executive Director
Miss Janice Thompson – PA to Company Secretary & Minute Taker
Ms Mandy Ward - Communications

Apologies:

Mrs Sarah Dixon – Non-Executive Director
Mr Mike Ellwood – Non-Executive Director
Mrs Sandy Ferrelly (Public Governor: Huntingdonshire)
Mr Nik Johnson (Public Governor: Huntingdonshire)
Mr Asif Mahmood (Staff Governor: Peterborough)
Mr John Ellington (Staff Governor: Peterborough)
Dr Jennine Ratcliffe (Staff Governor: Stamford)
Mrs Lorraine Tosh (Staff Governor Hinchingbrooke)
Mr Duncan Lawson (Public Governor: South Lincolnshire)
Mr Michael Greenhalgh (Public Governor: Peterborough)
Mrs Liz Ball (Partner Governor, South Lincolnshire CCG)
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Cllr Ray Wootten (Partner Governor, Lincolnshire County Council)
Mr Alan Crouch (Huntingdonshire)
Mr Robert Wordsworth (Peterborough)
Mrs Lorraine Tosh (Staff Governor, Hinchingbrooke)
Mr Asif Mahmoud (Staff Governor, Peterborough)
Mr Tarang Majmudar (Staff Governor, Hinchingbrooke)

01.18

Welcome & Declarations of Interest
Mr Hughes welcomed those in attendance and requested Declarations of
Interest.

02.18

Minutes of the Meeting held on 7 November 2017
Mr Hughes asked for review of the Minutes from the meeting held on 7
November 2017. Ms Amanda Buckenham noted that her name was spelt
incorrectly (Buckingham): this was corrected.

03.18

Action Tracker
Mr Hughes discussed the Action Tracker – Mr Cooke queried whether the
Finance & Performance Committee had got to the bottom of the overspend
and was it necessary to change Governor observers to the Committee.

04.18

Chairman’s Review
Mr Hughes provided a Chairman’s Review and advised it is nearly a year
since the merger between Hinchingbrooke and Peterborough & Stamford
Hospitals, and this has been a very challenging year, the most challenging in
the five years since he has been at the Trust. He advised the system was
under pressure and that the pressure had increased. He advised the group
that as Governors they need to assess this performance against this
background . He added that staff were under relentless pressure. Mr
Hughes noted that the initial Staff Survey results were now out, and there
are some obvious subjects have been highlighted, although what is
particularly concerning to Mr Hughes is that harassment and bullying has
increased significantly. Partners in the Local Health system who are also
under pressure of high demand are now pushing risk towards the Trust,
through unintended consequences e.g. ambulance crews not remaining with
patients so that they are available to respond more quickly to additional calls
from the community and home care plans not being put in place for patients
in advance of when they are due to be discharged.
Mr Hughes recently stated at the Public Board Meeting that the NHS system
is the most underfunded system in England and Wales. Local Authority
funding is highly challenging too. Cambridge and Peterborough CCG
currently has funding of £1070 per head, in the East Midlands it is £1217,
North is £1367 and South West is £1248
Mr Hughes advised the A&E figures for February showed the Trust was 101
out of 133 trusts; however cancer figures showed that the trust was 55 out of
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133 trusts, and planned elective care the trust was 53 out of 127
In terms of the STP, Mr Hughes advised that the Trust is making progress
and there had been some debate on taking the region and splitting this into
North/South areas. He elaborated on the major funding gap in the system.
Mr Hughes thanked the Non-Executive Directors Alan Brown and Sarah
Dixon for their outstanding service over the last few years with
Hinchingbrooke prior to joining North West Anglia and Allan Arnott for his
dedication and support as Deputy Chairman/Senior Independent Director
and Chair of the Finance & Performance Committee over the last seven
years.

05.18

Chief Executive Officer Review – A&E Performance
Mr Graves advised that NHSnational planning guidance for the coming
yearfinally arrived in February. He said this sets out the rules of the game
for the next year or two and makes very clear statements. He noted that this
year is clearer than recent times, and he stated the Trust is not going to
achieve national targets, which is harsh but true. In addition the regulators
have stated there will be a growth in activity and this needs to be planned
for. This challenge causes a very difficult financial position. Mr Graves
advised that one of the conversations that is going on looks at the NHS
moving away from the payment by results model on the acute providers
side. There had been talk about block contracts which are now known as
‘Guaranteed Income Contracts’. Mr Graves instructed the Governors to be
very aware of notable changes.
Mr Graves gave a presentation and spoke of challenging times and looked
at the North West Anglia Foundation Trust’s recovery plan for A&E. Mr
Graves stated that the Trust currently has a General Practitioner working
eleven hours a day in A&E, and the Trust was looking at reducing ‘stranded
patients’ which were patients who had been in hospital over 7 days. He
noted that Peterborough has fewer stranded patients than the average
however the main problem was not enough beds. The Trust was addressing
the A&E issue by having appropriate patients treated in the Ambulatory Care
Unit (ACU), 30-40% more, which was maximising the use of this facility. The
Trust also has the national team assisting A&E and was also looking at
schemes for maximising the Discharge Lounge e.g. by serving breakfast for
those patients able to go home in the morning..
Mr Graves announced there was a very clear plan for the future to get down
to a level of 3 ½ % delayed transfers of care (DTOC). He also challenged
the perception of the size of the two acute trusts in the local CCG are noting
that on one day Cambridge University Hospital had 93 ambulances whereas
North West Anglia Foundation Trust had 158 and yet had fewer beds, so the
pressure on staff is intense. Mr Graves advised he has weekly talks with
NHSE and NHSI, he spoke of Luton & Dunstable who stream patients
ruthlessly and had a very good A&E performance, one of the factors helping
this is that they were an older site and can flex beds due to empty facilities.
Dr Challener asked the question “how do Luton & Dunstable succeed?” Mr
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Graves explained that they stream patients and they do not have a minor
illnesses and injury unit taking less acute patients out of their figures; they
are also less risk averse than the Trust in terms of staff deployment
Mrs Prior asked “are you looking internally at how to achieve the 3½ %
figure?” Mr Graves replied that the Trust are preparing patients to be
discharged however this was challenging as our colleagues in e.g. Local
Authorities don’t always have a home care package or residential/nursing
home care resources..
Mr Bryars asked if the Trust needed to take more risks. Mr Graves
responded that there is a debate over whether the Trust should take more
risks, as a wrong decision greatly affects a patient and their family. Mr
Hughes added that the Trust needs not to be risk averse but needs to avoid
being reckless, and it is mainly about how the Trust shares the risk. Mr
Hughes referred to the Francis Report.
Mr Bryars asked for an explanation for the budget set for each patient
population. Mr Graves advised the reason the Trust’s is low is because the
population growth is faster than the formula can keep up with, and secondly
that if the formula was broken down across Cambridgeshire then South
Cambridgeshire factors such as age and historic health access drives the
formula as opposed to health need. Mr Bryars asked “how does the funding
work, how does the money flow?” Mr Graves explained each patient has an
amount of money allocated and the theory is that the Trust and other
agencies are incentivised to work together as agencies.
06.18

Committee Chairs Report
Finance & Performance Committee – Performance Overview
Mr Tipton advised his view from the Finance & Performance Committee
regarding A&E. The Trust has a recovery plan which is being worked on but
will not achieve targets. The national Emergency Care Intensive Support
Programme (ECIP) and Hunter Healthcare are helping. The main focus is on
accountability and teamwork, communication, staff engagement and risk
appetite.
Mr Tipton discussed how the Executives are accountable, and carry out floor
walks. He said an improvement had been seen since Christmas but the
situation was still fragile. Mr Tipton advised the plan is in place and
beginning to work though the culture change is challenging, and the aim was
to change mindsets and provide training. He said overall it is encouraging
that there is a sound plan in place and he was starting to see green shoots
but there was much further to go, it was about working together to ensure
success.
Mrs Graves spoke of her observation of services on 4 recent visits to A&E
and 3 admissions with her mother. She noted a shortage of porters but gave
recognition to the hard work carried out by doctors and nurses.
Mr Cooke queried the leadership of the organisation – he stated we know all
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the causes and effects, reasons and difficulties and this was known a year
ago and he is not seeing anything that is going to lead us out of this. Mr
Cooke advised in terms of governance he is not convinced that the areas we
can influence are going to succeed, and queried the confidence in the Chief
Operating Officer. He asked if anyone else had more faith than him in the
government arrangements and leadership arrangements.
Mr Tipton added that he thinks the plan is the right plan and the important
issue was the execution of the plan with so many different factors at the
moment. He suggested team building should be in place along with greater
accountability.
Ms Johnston said that staff were working under massive pressure, and when
this happens training becomes less of a priority.
Dr Challener stated that more support was needed for patients at home and
it was about putting a support network in for the early days for a patient, she
said ‘stranded patient’ was not a good description. Mr Graves responded
that there is a lot more the Trust could do to ensure patients can go home at
the weekends. One example was having considerably more discharge
doctors in at weekends. Mr Graves pointed out that the Chief Executive
Officer had to be an optimist – he couldn’t foresee the level of growth. Dr
Challener added that General Practitioners do get paid for administrative
assessments. Mr Graves continued by saying the General Practitioners, the
Community and Local Authorities all needed to work together. He also
noted that the ‘stranded patient’ term was a national definition being used.
Mr Cooke asked if the Board should consider the current state to be “the
new reality” and accept the increased risk as there was no evidence that the
Trust can achieve targets and the Trust needs to stop being delusional.
Mr Hughes confirmed that the Board had indeed considered that option. He
added that the Trust were developing a plan but there were limited
resources, and the NHS is failing dramatically, however plans are in place.
Mr Hughes said it was essential to understand the context, funding and
pressures and that encouragement and recognition should be given for the
cancer and RTT numbers, as this Trust does deliver and are committed to
improving. .
Mrs Prior said this wasn’t about lambasting the Governors and that all
Governors should do walkabouts and support the staff who do a very good
job but are exhausted. Mr Hughes thanked Mrs Prior for her suggestion.
Mrs Buckenham added that she has been in A&E with her daughter and the
staff had given great care.
Mrs Beeton commented on the increase in house building and the need for
capacity to deal with this increase in population.
Quality Assurance Committee
Mrs Dunnett advised she had positive messages about bringing together a
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merged organisation, and the Trust has continued to rate highly on the
Friends and Family questionnaire. She added that Research &
Development rated second in the East of England. Mrs Dunnett also
advised there is significant nursing recruitment being undertaken. She said
the Trust faced continual challenges with infection control and a number of
ward areas have been shut because of Norovirus. They had taken a deep
dive into this issue to see how this happened. Mrs Dunnett added that they
are trying to understand in-hospital and out of-hospital mortality, and making
sure patient safety is foremost when demand and capacity are stretched.
She remarked that pressures are intense in certain areas which discourages
people to work there. She said it was essential to make sure people are
equipped to deal and support patients in these areas such as the
Emergency Department. Both Dr Challener and Mrs Prior had both been
observers for this committee and Dr Challener remarked that this had been
an eye opener in terms of quality mechanisms in place.
Mr Simmonds asked for clarification on the complaints profile in the Trust.
Ms Johnston asked for an update on sepsis. Mrs Dunnett advised this had
been improved.
Finance & Performance Committee – Finance Overview
Mr Arnott advised that month 10 (January) saw a big change, with the
financial impact of A&E performance in that the Trust took a substantial hit
in not getting STF funding, and with high pay costs continuing to be high
caused by agency. Pay in month 10 was the second highest this year and
the challenge is in reducing this spend. Cost Improvements (CIPs) are
substantially short of budget. Mr Arnott advised the Trust will be appealing
to get a concession again for the receipt of STF funding. The Committee’s
observer is Mr Lawson.
Mr Simmonds asked “Can we be assured the new range of CIP proposals
will be realistic?” Mr Arnott advised that the teams are outlining what they
are going to do, and have transformation experts working with them to look
at the changes that can be made.
Ms Johnston asked if there was any penalty for exceeding Agency caps. Mr
Graves advised there is no financial penalty however questions are asked if
this is happening at one Trust and not others.
Audit Committee
Mr Hughes advised the year-to-date reports have been completed. Mr
Tipton added that in terms of whistleblowing there is a healthy number of
these coming through, and GDPR work is ongoing to ensure we are
compliant. Mr Bryars, an Audit Committee observer, commented that the
meetings are fast-moving and impressive to attend.
Mr Cooke asked for further information on the GDPR requirements, Miss
Pigg advised these are currently going through Parliament, the EU/Brexit
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outcome makes no difference, and the strengthened requirements will come
into force on 25 May 2018.
Charitable Funds Committee
Mrs Dunnett advise both the Hinchingbrooke Hospital and Peterborough
Hospital Charitable Funds Committees are combined, and progress is being
made in terms of allocating the costs of running both charities under one
umbrella. She also advised the need to spend the funds as there was
money available. Mrs Dunnett advised they are reviewing the investments
as the two trusts have different strategies. Dr Challener attended the
meeting and reported that it was a useful and appropriate committee.
Mr Hughes invited the Non-Executive Directors and the Chief Executive
Officer to leave the meeting
07.18

Lead Governor Report
Mr Chew announced the resignation of Mr Greenhalgh.
Mr Chew also provided an update on the significant recruitment programme
for Non-Executive Directors. He also advised he was unable to attend the
recent Lead Governor’s meeting as it was cancelled due to snow.

08.18

Membership Engagement Update
Mrs Graves provided an update on the Membership Engagement
Committee. She advised Mr Crouch attended a business event and they
were awaiting feedback on that. Mrs Graves attended a local school group,
and Mr Greenhalgh had provided details for a local group in Bretton,
Peterborough which could be utilised for Membership Engagement. Mrs
Graves advised work had been done to encourage membership via social
and local medical, and that work had been done with volunteers, especially
with Barry Pridmore. Mrs Graves thanked Dr Challener, Mrs Mason and Mr
Greenhalgh for their support. She also advised there were key events
coming up where the Membership Engagement Committee would be
involved, e.g. the Annual Meeting in July and the upcoming Members
Meeting on the 15 March where the topic would be Dementia.
Mrs Graves concluded that they would be looking at approaching GP
Surgeries to encourage membership through patients, visitors and staff.
Mrs Prior asked if she could be supporting of the Membership Engagement
Committee work.
Ms Ward clarified the role of the Communications team and their
involvement in the imminent Dementia event to be held at Peterborough City
Hospital and also their involvement with the Membership Engagement
Committee.
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09.18

Miss Pigg elaborated on the PLACE audits that are taking place at
Peterborough Hospital, Stamford Hospital and Hinchingbrooke Hospital and
advised a further email will be sent to Governors, requesting their presence
at alternative sites.
Mr Hughes advised the Governor meeting on the 5 April 2018 will be a
workshop to build on previous discussions with the arrangements being
reviewed with the Task & Finish Group .

10.18

AOB
Mr Hughes asked the member of the public present if they had any
questions. The question was if South Lincolnshire was included in the
discussions when mentioning Peterborough, Hinchingbrooke and Stamford.
Ms Ward answered that South Lincolnshire was included in Stamford.
The meeting was closed by Mr Hughes at 12.55

Signed by Mr Hughes………

Dated………
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APPENDIX 2

Council of Governors’ Action Tracker – Outstanding Actions as at 08 May 2018
There are no current outstanding actions recorded
Date

Item

Issue

Action taken

Lead

Target Date

NB: Shaded items are noted as complete and will be removed from the next formal review by the Council of Governors.
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Date Closed

APPENDIX 3

Action Plan for the development of Governors Roles and Responsibilities
Green (G)
Evidence demonstrates action
implemented

Action plan history log
First Draft following outline approval at
Private Meeting of Governors
Updated following Task and Finish Group
review
Updated following Governors Private
Meeting on 5 April and subsequent actions

Yellow (Y)
Evidence demonstrates
the action is mostly met
and within timescales

Amber (A)
Evidence
demonstrates the
action is mostly met
but not within
timescales

Red (R)
Evidence in place
demonstrates the action
has not been met

27.3.18
26.4.18

J:\NWA_ From 1 Apr 2017\Meetings Apr 2018 to Mar 2019\Council of Governors\08 May 2018\Appendix 3 - Action Plan for Governor Roles and Responsibilities
v1.1.docx
Page 1 of 4

Issue

1a

Governors view on
Board’s forward plans
prior to submission to
NHS

1b

1c

2

Effective membership
engagement and
recruitment strategy

3

Lead and
Progress
Target Date
Update
for Completion
Further discussion at 8 February Chairman
Discussed at
2018
meeting
8 Feb 18
Clarity between annual plan
process and current clinical
strategy

Chairman

Information in advance of 12
March 2018 governor session

Chairman

Working together

12 Mar 18

w/c 5 Mar 18
Comp Sec

Credit card sized aide memoire
for key numbers for queries and
Trust values
8 May 18
Council of Governors meeting
time to include feedback on
contact with members

4

5

Actions to be implemented

Consideration on how Staff
Council and staff governor
contact with staff is included in
membership discussions
Workshop session within next
meeting to provide space for
governor views/priorities to be
discussed

Chairman/
Lead Governor
12 Mar 18
Staff Governors
5 Apr 18
8 May 18
Task & Finish
Group
5 Apr 18

Links to support
evidence of
implementation
Minutes

RAG
Status
G

To be included
Concluded in
in discussions at strategy discussion
meeting

G

To be sent in
advance with
cover note
Being drafted circulated for
comment
26.4.18
To be part of
agenda
preparation

Provided by e-mail
and followed up
with hard copies
E-mail draft

G

Included in public
meeting agenda
framework

G

Staff Governors Next steps to be
to meet prior to
determined
8.5.18 Council
following workshop
of Governors
To be planned
with group input.
Agenda agreed
at 27.3.18
review

Y

A

G
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Issue

6

Response to Governor
queries/issues

7

8

Governor knowledge/
engagement in STP

9a

Transparency re
Chairman, Deputy
Chairman and NEDs

9b

Actions to be implemented

Lead and
Progress
Target Date
Update
for Completion
Consider role and process of
Chairman/
To be part of
agenda planner and how
Lead Governor routine agenda
constituency feedback can be
planning based
included
5 Apr 18
on workshop
8 May 18
outcome –
planner
circulated
26.4.18
Clarity on role of Lead Governor Comp Sec/
Also for
(in agenda planning and
Task & Finish
inclusion in
information provision)
Group
Standing Orders
– role for review
5 Apr 18
at workshop
Process for STP updates to
Chairman
Issues taken to
Council of Governors
STP - updates
12 Mar 18
are provided as
available
Clarity on role of Non-Executive Lead Governor Through
Director Appointments and
circulation of
Terms of Service Committee
5 Apr 18
ToRs and at
workshop
Clarity on role of all governors to Lead Governor/ Also for
contribute by giving feedback
Snr Indep Dir
inclusion in
when requested
Standing Order5 Apr 18
for discussion at
workshops

Links to support
evidence of
implementation
Planner circulated
to be included in
future meeting
papers

RAG
Status
G

G

G

To turn green
following workshop

G

To turn green
following workshop

G
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10a

Issue

Actions to be implemented

Understanding of Trust
governance process

Reminder that public Council of
Governors is key accountability
meeting

10b

Review use of private meetings
(action 6)
Confirm role of Governor
Observer

10c

11

Governor support

Process for communicating
meeting dates and
arrangements to be reviewed

Lead and
Target Date
for Completion
Chairman/
Lead Governor/
Snr Indep Dir/
Comp Sec

Progress
Update

Links to support
evidence of
implementation
Include CoG
Also standard
agenda layout in items in agenda
Standing Orders planner (see 6
above)
See above

RAG
Status
Y

8 Mar 18 (10a)
5 Apr 18 (10c)
Comp Sec
8 May 18

Item at
workshop

To turn green
following workshop

G

Process
reviewed –
remove use of
calendar invites
Governors to be
issued with
NHSmail
accounts

To turn green once
NHSmail accounts
issued

Y
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APPENDIX 4

Clinical service strategy
2018-2023

29 MARCH 2018
VERSION 2.2
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The clinical strategy development process
The process for developing this strategy was approved at the November 2017 Trust Board. The Trust
Board set the direction for the clinical strategy in the context of the five aims in the 2016 Trust
strategy, with the Council of Governors providing feedback and their views on this approach.
The Hospital Management Committee has led the development of the strategy. They have been
supported by the Clinical Integration Group, led by the Medical Director, which developed the detail
of the document. The Strategic Development sub-Committee of the Board monitored the progress
of the strategy and provided advice on key issues.
Assistant Divisional Directors (ADD), together with clinical leads for each speciality, developed the
one page individual clinical service strategies (see Appendix 5).
Figure 1 - Strategy development process

Date

Meeting

Discussion

24 Nov 17

HMC



Develop the strategy development process

28 Nov 17

Private Board Meeting



Approved process

5 Dec 17

Strategic Development Cttee



Update on the process and approval of the template

14 Dec 17

Council of Governors (private)



Overview of the strategy development process

15 Dec 17

HMC



Key drivers and strategic priorities, existing and future
catchment. Divisional priorities.

19 Dec 17

Private Board Meeting



Approve key drivers and strategic priorities, existing and
future catchment.

12 Jan 18

Joint HMC and Board



Divisional leads present Divisional priorities and plans.

26 Jan 18

HMC



Review first draft of the service strategy

30 Jan 18

Private Board Meeting



Review first draft of the service strategy and feedback

6 Feb 18

Strategic Development Cttee



Feedback from January discussions and preparation for
March draft Clinical Service Strategies

8 Feb 18

Council of Governors



Brief update on clinical strategy headlines

9 Mar 18

HMC/Assistant Divisional
Directors and Board



Presentation from Divisions on divisional clinical strategies
and second draft strategy.

12 Mar 18

Council of Governors (private)



Draft clinical service strategy for comment.

27 Mar 18

Private Board Meeting



Sign off Clinical Strategy prior to submission to NHSI

24 Apr 18

Public Board Meeting



Strategy presented to the Board for final approval

Version
1.0
2.0
2.1
2.2

Date Issued
22 Jan 2018
2 March 2018
20 March 2018
28 March 2018

Distribution
HMC and Trust Board
HMC, Trust Board and Council of Governors
Private Board
FINAL for submission

2|Page

Contents
1.

Executive summary ......................................................................................................................... 6

2.

Our Trust ....................................................................................................................................... 13

3.

Market analysis ............................................................................................................................. 31

4.

Our strategy .................................................................................................................................. 38

5.

Appendices .................................................................................................................................... 64

Table of Figures
Figure 1 - Strategy development process ............................................................................................... 2
Figure 2 - Hierarchy of trust strategies ................................................................................................... 6
Figure 3 - NWAngliaFT catchment area ................................................................................................ 13
Figure 4 - Trust staff turnover ............................................................................................................... 14
Figure 5 - Staff sickness rate ................................................................................................................. 15
Figure 6 - NWAngliaFT staff appraisal rates .......................................................................................... 15
Figure 7 - Clinical services by site .......................................................................................................... 18
Figure 8 - Divisional structure ............................................................................................................... 19
Figure 9 - Corporate services ................................................................................................................ 20
Figure 10 - NHS Providers national performance against ED 4 hours .................................................. 21
Figure 11 – Trust performance against the 95% ED 4 hour standard ................................................... 22
Figure 12 - NWAngliaFT emergency admissions comparison 2016/17 to 2017/18 ............................. 23
Figure 13 - STP footprints impacting on NWAngliaFT ........................................................................... 25
Figure 14 - STP proposals described in public documents.................................................................... 26
Figure 15 - NWAnglia vision and strategic goals ................................................................................... 27
Figure 16 - Trust values ......................................................................................................................... 28
Figure 17 - Future role for hospitals where we provide services ......................................................... 29
Figure 18- Aims of the clinical service strategy..................................................................................... 30
Figure 19 - Housing developments in the Trust catchment.................................................................. 31
Figure 20 - Trust catchment Cambridgeshire CC research group population estimates ...................... 32
Figure 21 - Summary of health indices in enlarged catchment area .................................................... 32
Figure 22 - Trust SWOT analysis............................................................................................................ 33
Figure 23 - Trust external challenges and mitigations .......................................................................... 34
Figure 24 - Elective market share of our core market .......................................................................... 35
Figure 25 – NWAngliaFT hospitals bed use by age group Sep 2016 to Aug 2017 ................................ 41
Figure 26 – Forecast population growth for NWAngliaFT catchment 2016-36 .................................... 41
Figure 27 – Trust bed requirement by 2036 ......................................................................................... 42
Figure 28 - Potential bed expansion ..................................................................................................... 43
Figure 29 - Future referral hubs ............................................................................................................ 44
Figure 30 – Summary of proposed changes in site provision ............................................................... 45
Figure 31 - ED attendances Peterborough and Stamford FY17 to FY18 ............................................... 46
Figure 32 –‘Streaming’ elective surgical procedures ............................................................................ 48
Figure 33 - Integration with health and care partners.......................................................................... 52
3|Page

Figure 34 - Community hospital outpatient clinics ............................................................................... 54
Figure 35 - Change curve ...................................................................................................................... 56
Figure 36 - Clinical strategy estates requirement ................................................................................. 61
Figure 37 - Capital investment .............................................................................................................. 63
Figure 38 - ASA classification for surgery .............................................................................................. 71

4|Page

Abbreviations
ACCP

Advanced Critical Care Practitioner

LHE

Local Health Economy

ACP

Advanced Care Practitioner

LRI

Leicester Royal Infirmary
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Assistant Divisional Director

LINks

Local Involvement Networks

AHP

Allied Health Professionals

LTFM
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MDT
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Clinical Trial Unit

PALS

Patient Advice and Liaison Service

CUH

Cambridge University Hospitals NHSFT

PACS

Picture Archiving & Communication System

DGH

District General Hospital

PAS

Patient Administration System

DTOC

Delayed Transfer of Care

PCH

Peterborough City Hospital

ED

Emergency Department

PCI

Percutaneous Coronary Interventions

ENT

Ear Nose and Throat

PFI

Private Finance Initiative

FBC

Full Business Case

PSHFT

Peterborough and Stamford Hospitals NHSFT

FT

Foundation Trust

QIPP

Quality, Innovation, Productivity and Prevention

FY

Financial Year e.g. 2014/15 = FY15

RPFT

Royal Papworth Foundation Trust

GMC

General Medical Council

RTT

Referral To Treat

GP

General Practitioner

SLA

Service Level Agreement

HHCT

Hinchingbrooke Health Care NHS Trust

SLCCG

South Lincolnshire CCG

HSMR

Hospital Standardised Mortality Rate

SSNAP

Sentinel Stroke National Audit Programme

HR

Human Resources

STP

Sustainability and Transformation Plan

ICS

Integrated Care System

SWOT

Strength Weakness Opportunity Threat

IM&T

Information Management & Technology

UHL

University Hospitals Leicester NHST

IT

Information Technology

ULH

United Lincolnshire Hospitals NHST

JET

Joint Emergency Team

VTE

Venous Thrombus Embolism

JSNA

Joint Strategic Needs Assessment

WTE

Whole Time Equivalent

KPI

Key Performance Indicator
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1. Executive summary
2017/18 has been a year of change for our Trust as we merged Hinchingbrooke Healthcare NHS
Trust with Peterborough and Stamford Hospitals NHS Foundation Trust to create North West Anglia
NHS Foundation Trust. This has provided a once-in-a-decade opportunity for us to review how we
provide our clinical services and deliver greater care for our patients, along with the other benefits
for our staff and strategic partners described in the business case for merger.
Lessons from other mergers indicate that early momentum of change and integration is important
and that change becomes more difficult as time goes on. We also recognise that some change is
dependent on key enablers, especially IT and estates.
Cultural integration is also important. We recognise that different parts of the organisation are at
different stages of responding to change, and the strategy recognises that we need to bring our staff
along with us if it is to be successfully delivered. It will take more than five years to reap all the
benefits of merger and although this strategy takes us to 2023, it is in the context of a longer term
Trust vision.
This strategy is in harmony with the Sustainability and Transformation Plan (STP). As part of a local
health economy we have aligned it to the aims and developments of the STP. It informs and is preeminent to all other enabling strategies, for example, the workforce, estate and IT strategies will all
be developed and refreshed to deliver the clinical objectives described in this strategy as shown in
Figure 2.
Figure 2 - Hierarchy of trust strategies

Clinical
Service
Strategy

Estates
strategy

IM&T
strategy

Quality
strategy

Workforce
strategy

Finance
strategy

This has been clinically-led, with engagement from all levels of health care professionals in the Trust.
Our focus is to deliver high quality, sustainable services, strengthening teams across our hospitals
and delivering more care closer to home. Our vision of ‘Working together to be the best at
providing outstanding care for local communities’ will be delivered through:
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Delivering outstanding care and experience



Recruiting developing and retaining our workforce



Improving and developing our services and infrastructure



Working together with local health and social care providers



Delivering financial sustainability

We have described the realistic steps we will take to achieve these aims over the next five years and
beyond. All five objectives are important, but this strategy will only be operationally and financially
deliverable if we work together more closely with our health and social care partners.

1.1

Delivering outstanding care and experience

Providing outstanding care for all our patients is core to our clinical strategy. Each speciality is
committed to making improvements which will enhance our patients’ experience. Since merger,
our services have been coming together to develop better ways of working and treating patients.
This process takes time; realistic estimates go beyond FY19, but each year we expect to see
improvements in care as we incrementally integrate our teams.
Although having a common set of clinical policies and processes may appear to have limited patient
benefit such as reducing the time spent on keeping them up to date, in reality there are enormous
benefits in ensuring consistency of care, and in allowing patients to be seen in different parts of the
Trust, knowing there will be continuity of care from one site to the other. For example, having a
common clinical approach for stroke patients means that when they transfer from their hyper-acute
care at Peterborough to a specialist rehabilitation centre at Hinchingbrooke, they will be on a joined
up pathway with a single team who work together to similar aims.
Bringing two teams together also means we can provide more sustainable out of hours cover giving
our patients faster access to emergency care when they need it most.
Best practice, such as increased use of day case surgery, ‘see and treat’ outpatient appointments,
and ambulatory care to avoid emergency admissions, will be taken from parts of the Trust where it is
already working well, and implemented in areas where it is not yet provided.
Larger teams provide the opportunity for sub-specialisation bringing some procedures closer to
home, which are now only available at Addenbrookes and Papworth. For example, increasing the
size of our obstetrics and gynaecology team will allow us to develop urogynaecology, endometriosis
treatment, and sub-specialty maternity care locally, and increase the capacity of our neonatal
service, reducing the need for patients to travel.
In the past, individual services have achieved quality standards and accreditations. They are now
sharing working practices and quality processes to achieve these standards as larger, merged
services. Pathology, gynaecology, endoscopy and diagnostic imaging teams are working together to
maintain and extend accreditations from one part of the Trust to all areas giving our patients the
assurance of externally verified, safe care.
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1.2

Recruiting, developing and retaining our workforce

Our aspiration for the future rests on the ability to attract, recruit and retain a high quality
workforce. The Trust will make significant reductions in the use of agency and locum staff to
improve the quality of care, and provide significant financial savings.
1.2.1 New role development in hard to recruit groups
North West Anglia is a great place to work. We will use our reputation as a good employer with
great access to equipment and facilities, relatively low cost of living and close transport links to
London, to recruit from all parts of the UK and overseas.
Our workforce strategy includes new role development for hard-to-recruit groups. There are some
specialties for which there are shortages across the NHS. While efforts are being made to address
this nationally, we will find new ways of filling these roles by enhancing the skills of non-traditional
professions and training them to provide more specialist roles. For example, enhanced scope nurses
and Advanced Care Practitioners will increasingly diagnose conditions, request tests and provide
some treatments for conditions which in the past could only be performed by doctors.
We will continue to provide excellent support to our overseas nurse recruits, including help in
finding them housing, schools and local social networks. As with all our new recruits, they will
receive an excellent trust induction and training to help them settle into their new roles.
Current challenges in recruiting nurses through the existing degree level courses will continue at
least for the next five years. We will develop a nursing degree level apprenticeship to provide a new
route to becoming a registered nurse. This can take up to four years to complete, but can be
shortened where an individual already has prior skills and knowledge.
Allied Health Professionals (AHPs) will provide another valuable support to our medical staff. We
will increase the use of radiographers to go beyond capturing diagnostic images, to interpret and
report on them. Other AHPs will be developed, such as pharmacists who can prescribe some drugs
allowing medical staff to focus on providing care in other ways.
1.2.2 Training, development and education
We know from our staff surveys how important training and development is to retaining our
workforce. Individual training plans will bring together the aims of our service strategy with the
aspirations of our staff. With clear career progression and leadership opportunities for those who
seek them, we expect staff retention to increase as they continue to support staff in attending
internal and external training courses. Development opportunities within the organisation are
equally important and it is our plan to increase internal rotation to share learning and best practise.
We will expand our well established Trust leadership development programme in collaboration with
regional and national partners to develop our clinical leaders to facilitate the bringing together of
teams and deliver key parts the strategy.
Apprenticeships will be a growing route to developing the skills we need to care for our patients.
The same standards we require of our student nurses will apply and on completion they will meet
the qualification requirements to apply for registration with the Nursing and Midwifery Council.
With the removal of the student nurse bursary, we see the nursing apprenticeship as an attractive
route into the nursing profession, and may also increase social mobility and widen participation.
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Alongside this, the nursing associate role will be developed to act as a bridge between a healthcare
assistant and registered nurse. The intention is that on completion of their training, those wishing to
become a nurse may be able to undertake the degree level apprenticeship.
Apprenticeships at all levels will develop across the Trust. For example, there will be degree
apprenticeships for therapies, apprentice assistants for breast screening, as well as administrative
roles in areas such as outpatients.
1.2.3 Change Management
We will share best practise into all clinical areas through excellent team working which is already
being demonstrated in parts of the Trust. Where required, we will support teams in building
relationships to create understanding and support new ways of working. Some services have valued
and well established relationships with other providers. We will work to maintain and build on these
while creating a sense of Trust-wide values and identity.

1.3

Improving and developing our services and infrastructure

1.3.1 Beds
We have too few beds to cope with the existing demand, and pressure will continue to grow in the
future. We require another 200 beds to cope with demand in the coming ten years due to
demographic growth and housing development planned for our area. Our clinical strategy is
contingent on a supporting estate strategy which provides the required space in the future.
1.3.2 Hinchingbrooke elective centre
Separating elective (planned) and emergency patients through the use of dedicated beds, theatres
and staff can achieve a more predictable workflow, provide excellent training opportunities, and
improve the care for our patients.
Having separate elective wards prevents emergency patients, both medical and surgical, from
disrupting planned activity, minimising cancelled operations and delay. It is our strategy to increase
use of our Hinchingbrooke site to provide more elective care, while focussing more of our
emergency patients on our Peterborough site.
Our assessment shows that patients could be offered the opportunity to have their operation with
shorter waiting times if they choose to have it at Hinchingbrooke. This would move demand for the
equivalent of 15 beds from PCH to HH, but more importantly would reduce the chance that patients
will have their operation cancelled at short notice due to emergency pressures.
1.3.3 Specialty administration bases
Achieving this kind of joined up working across our sites will be delivered partly through the single
pathways described above, and also by creating single administration bases for each specialty.
These will be located on one of our main sites and be responsible for offering patients choice, with
information about the respective waiting times at each of our sites.
1.3.4 IM&T investment
Investment in IM&T is another key part of the infrastructure development required to deliver our
strategy as it assists team working across sites, and improves continuity of care for patients. Once
the basic infrastructure of a Trust-wide Patient Administration System (PAS), and Picture Archiving
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and Communication System is in place, we will focus on areas of underinvestment on our
Hinchingbrooke site, including OrderComms, and then bring new IT systems in to replace older ones
to support shared working and service expansion.
1.3.5 Technological developments
With our larger clinical teams, we are able to sub specialise and use the economies of scale to
provide technologically-advanced procedures, well established in teaching hospitals. Not only will
this bring care closer to home for our patients, it will also help in our aim to recruit and retain staff
who are attracted by this type of work.
Technologically-advanced services we plan to develop in agreement with our commissioners and
tertiary hospital partners include:














Hinchingbrooke bronchoscopy - Provision of a bronchoscopy service at HH will mean less
travel for patients with lung conditions in the area
EBUS at Peterborough - Endobronchial Ultrasound-guided Transbronchial Needle Aspiration
is a procedure that allows a doctor to look into your lungs, similar to a bronchoscopy but
then samples are taken guided by ultrasound. We aim to bring this valuable procedure to
Peterborough to bring care closer to home for patients who currently travel to Papworth
and Leicester.
Hinchingbrooke specialist stroke rehabilitation – as part of the STP plans to improve stroke
care in Cambridgeshire and Peterborough, we will develop a stroke and neurorehabilitation
unit on our Hinchingbrooke site
Transnasal endoscopic oesophagoscopy (TNE) – This is a relatively new procedure to help
patients with dysphagia (difficulty swallowing). Because an ultra-thin endoscope is used, the
procedure can be performed without sedation, eliminating the risks of general anaesthesia.
We will assess the benefits of this procedure as part of our ENT (Ear, Nose and Throat)
strategy.
Bone Anchored Hearing Aid service – This specialist service is transformative for patients
with impaired hearing as a bone anchored hearing aid is implanted directly into the cochlear,
instead of the traditional aids which channel sound through the damaged external and
middle ear. We will explore the potential to work with CUH to support them in meeting
demand by providing this service locally as a subcontractor.
Radiotherapy expansion – Our recently opened radiotherapy unit at Peterborough has
spare capacity which we will use to treat more patients from the Hinchingbrooke area, with
shorter waiting and travel times
Cardiology PCI – We will continue to work with our partners at Papworth to bring complex
pacing and PCI to Peterborough
Virtual clinics – Virtual clinics reduce the number of times patients have to be seen face to
face at the hospital. Rather than attend clinic, consultants review the referral from a GP and
decide whether they need to see the patient, and order any diagnostic tests in advance of
patients being invited in where needed. A report is then emailed to the GP and further
follow-up is arranged as required. The aim is to monitor more patients more regularly within
the available clinic time and to release face-to-face clinic capacity for those patients who
need it most. Neurology plans to expand their existing Peterborough virtual clinics to the
Hinchingbrooke site
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Diagnostic molecular pathology – We will use our existing links to the world renowned
Cambridge University Hospitals to develop pathways to provide our local patients with
specialised diagnostic molecular pathology tests to detect underlying cause of disease
Outpatient self-service – Society expects to make more our arrangements online, especially
when booking appointments. We will introduce online booking for follow up outpatient
appointments to help patients select the time and location which is most convenient to
them

1.3.6 Hinchingbrooke Treatment Centre
The excellent facilities in our Hinchingbrooke Treatment Centre will be utilised to their full potential
as we increase use of the outpatient and theatre capacity through extending opening times and days
to meet the local need and provide patients in our catchment with shorter waiting times.
1.3.7 Community hospitals
Recent investment in our Stamford and Rutland Hospital site has provided opportunities to expand
outpatients and diagnostics, including MRI for the area. We will continue to build close links with
primary, community and secondary care by actively participating in the Local Neighbourhood Team
based on Hurst ward.
The recent takeover of outpatient services on the Doddington Hospital and Ely Princess of Wales
Hospital will be used to provide additional outpatient rooms and bring clinical services closer to
home for residents in East Cambridgeshire and Fenland. For patients living in South Lincolnshire, we
will expand selected clinics at the Spalding Johnson Hospital.

1.4

Working together with local health and social care providers

Delivery of the full benefits of this strategy will depend to the greatest extent on the degree to
which we work together with other health and social care providers.
1.4.1 Sustainability and Transformation Partnership
As the largest provider of DGH clinical services in Cambridgeshire and Peterborough, our Trust plays
a key role in delivering the Sustainability and Transformation Plan (STP) for this area. We also play a
supporting role in delivering the STPs for neighbouring areas including Lincolnshire and East
Leicestershire and Rutland.
Our clinical strategy includes:






Emergency Department – maintain the ED at Hinchingbrooke hospital meeting the
commitment in the merger Full Business Case (FBC) and the Sustainability and
Transformation Plan (STP), and meet future anticipated population growth and housing
expansion.
Stroke – maintain a hyper acute stroke unit on the PCH site and develop a specialist stroke
and neuro rehabilitation unit on the HH site
Orthopaedics – Centralise inpatient orthopaedic fractures at PCH and CUH and increase lowcomplexity procedures at Hinchingbrooke
Maternity – Maintain obstetrician led maternity services at PCH and Hinchingbrooke
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Paediatrics – standardise paediatric care between acute and community, and transfer
management of services on the Hinchingbrooke site from Cambridgeshire Community
Services

1.4.2 Integration with other health and social care partners
Integration of primary, community and secondary care on our Stamford site provides a possible
blueprint for further integration. We are already working with providers in Peterborough to improve
care for patients with respiratory and cardiac disease.
We will take learning from these pilot areas to develop more care in the community, for example
patients who are at increased risk of admission to hospital will be identified by primary care, and
have a care management plan jointly developed with input from community, secondary and
voluntary sectors. Plans will be shared with carers and other providers e.g. ambulance, to ensure
the right care is provided at the right time.
Integration will extend beyond medical long term conditions to some surgical procedures. We will
work with primary care to provide them with the skills and knowledge to provide more simple
procedures in the community

1.5

Delivering financial sustainability

The size of the existing Trust deficit means that delivering financial sustainability will take some time
to achieve. Development of the clinical strategy has identified opportunities to reduce cost both to
the Trust and the wider health economy. However, in isolation they will not completely deliver a
financially sustainable Trust.
A detailed financial plan will be developed to support this strategy, and the following proposals will
improve the Trust financial position:







Improving clinical team sustainability will improve recruitment and retention reducing locum
and agency cost
Integration of clinical teams and standardising practice will reduce delay and increase clinical
capacity
Procuring increased volumes of equipment is already resulting in some bulk purchase
discounts in pathology. The strategy identifies further opportunities e.g. standardising
theatre equipment
Adopting best practice for example ‘see and treat’, will improve outpatient capacity and
reduce additional cost to put on extra clinics to clear backlogs
Standardising on single IT systems will reduce procurement and licence cost

1.6

Conclusion

This strategy takes the Trust aims and sets them into a realistic timetable over the next five
years with supporting plans underpinning them. Together, these plans will deliver clinical
services which are integrated across the Trust and provide a leading role in integration across
the health economy.
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2. Our Trust
We are an acute trust providing:







District General Hospital (DGH) Emergency care
Specialist emergency care for stroke (hyper acute)
Maternity and general children’s services
Older people urgent care
DGH cancer services
Outpatient services and some minor injuries at community hospitals

for the people living in Peterborough, South Lincolnshire, North and East Cambridgeshire, East
Leicestershire and Rutland, and:


some specialist services, including radiotherapy, breast, dermatology, neurology, nephrology
and pain

for the wider area which extends to East Leicestershire, West Norfolk, Central Cambridgeshire

2.1

Location

We provide acute secondary care services from our three sites in Peterborough, Huntingdon and
Stamford, with additional outreach outpatient services in Spalding, Doddington and Ely.
A map showing the location of our hospitals and the catchment area is shown in Figure 3.
Figure 3 - NWAngliaFT catchment area
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2.2

Staff

Our employees are fundamental to delivering this strategy. We have 5,432 Whole Time Equivalent
of which 3,721 (70%) are involved in direct patient care and will be instrumental in delivering service
improvements for patients, with support from their non-clinical colleagues.
Mergers can cause staff to feel disenfranchised, leading to an increase in turnover; for this reason,
we took steps to ensure employees had all the information they needed to be engaged both preand post-merger. Trust turnover rates (Figure 4) have fallen during and after the merger, although
our Hinchingbrooke site has continued its historically higher rates, with ED and emergency medicine
being areas with particular challenges.
Figure 4 - Trust staff turnover

Sickness levels have fallen at all of our sites (Figure 5) and as a Trust we are heading towards our
target of 3.5% sickness which is significantly lower than the average for the health sector at 4.8%
(CIPD 20161). Even though Hinchingbrooke has higher rates at just over 3.8%, they are still
performing better than the average for the health sector.

1

CIPD (2016) Absence Management 2016 available at https://www.cipd.co.uk/Images/absencemanagement_2016_tcm18-16360.pdf
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Figure 5 - Staff sickness rate

Successful delivery of our strategy is reliant on high levels of appraisal to communicate the strategic
vision and set clear strategy related objectives. Levels of appraisal have fallen recently (Figure 6) but
as the divisions work to address this, they are moving towards our target of 95%.
Figure 6 - NWAngliaFT staff appraisal rates
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Staff engagement in the Trust prior to merger was higher than the NHS average. This overall
indicator of staff engagement is based on staff members’ perceived ability to contribute to
improvements at work; their willingness to recommend the Trust as a place to work or receive
treatment; and the extent to which they feel motivated and engaged with their work.
We await the results of the 2017 survey2, but the Trust has historically had better than average
scores for staff motivation, and recommending the Trust as a place to work or be treated, but lower
scores for how much staff feel able to contribute towards improvements at work.
Our clinical strategy will address this through giving a clear vision for each specialty, and developing
leadership to bring teams together to deliver the shared aims.

2.3

Education

2.3.1 Medical education
The Trust provides medical undergraduate and post graduate education for both primary and
secondary care, as well as dental undergraduate and post graduate education. Our principal
educational partners are:
-

Health Education East of England
Cambridge medical school
Leicester medical school

We also have trainees from Health Education East Midlands, dental graduates from Sheffield dental
school and Ministry of Defence trainees.
We are perceived as being a good training centre by trainees on the basis of satisfaction scores
collected by the Deanery, with Obstetrics and Gynaecology singled out as having received
commendation for the training of junior doctors and Trauma and Orthopaedics recurrently rated as
‘Outstanding’. Our PCH Orthopaedic trainers are regularly commended by both medical schools in
the ‘Outstanding Teacher’ awards.
We face increasing demand for medical undergraduate placements in the Trust, with a finite
capacity. There are also competing demands between professions e.g. reporting radiographers,
paramedic trainees, optician trainees, physician associates etc. vying for training from our consultant
body who are also committed to meeting the day to day needs of our patients.
The centralised recruitment process through the deaneries limits the number of trainees allocated to
our Trust often resulting in gaps which increase pressure on some specialties. We have addressed
this through appointing our own staff grades, who we then have a responsibility to train and
educate.
The GMC has changed the structure of the medical school course which is now delivered in 4.5 years
with the last six months being called “Apprenticeship”, equivalent to our current FY1. At this point
doctors will be qualified and fully registered with the GMC.

2

NHS staff survey results due for publication 6 Mar 2018
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2.3.2 Nurse education
We are a centre for nurse training in partnership with Anglia Ruskin University. Degree level
Registered Nurse training is now undertaken through the student loan system as the national
bursary scheme has been removed. The number of direct entry applicants has reduced by 40%
nationally, which has led the Trust committing to other ways of training.
We are working to ‘grow our own’ staff through different routes to improve nurse recruitment. The
national apprenticeship scheme put in place in 2017 supports Band 1-9 education. The first BSc
nursing degree via the apprenticeship scheme started in September 2017 and was one of the first in
the country.
We fully support the new Nursing Associate role which is an apprenticeship scheme. The Nursing
Associate role is a Band 4 post regulated by the NMC which will support registered nurses in many
areas. We have successfully recruited internally for the pilot schemes with one of the trainee
Nursing Associates being an advocate for the programme and appearing on television and in the
press.
We continue to support ‘Return to Practice’ students with a very successful overseas nurse
programme which has one of the best retention rates in the country. Our clinical educators involved
in the training and support for these staff have been nominated for a national award.

2.4

Research

Success in research remains a key priority for the Trust. In 2017, we successfully integrated the
research teams and portfolios of Peterborough City and Hinchingbrooke Hospitals recruiting over
2,300 participants into 115 National Institute of Health Research (NIHR) portfolio studies.
Working in collaboration with commercial partners; academic institutions; charities and other NHS
organisations we have expanded our portfolio to participate in research across 27 of the 30 NIHR
specialty areas, demonstrating significant coverage of the NIHR portfolio within our organisation.
Since 2013, year on year increases in research activity has marked our Trust out as a leader in the
East of England. In 2017-18 NWAngliaFT had the third highest research output and the second best
cost per weighted recruit of any acute Trust in the East of England, establishing our organisation as a
leading trust for research within the Eastern Clinical Research Network (CRN Eastern) and allowing
us to offer more opportunities to our patients to participate in research.
As we move into 2018-19 and beyond the funding environment in the NHS will become ever more
challenging; and we will be required to do more with less. A key challenge will be ensuring research
is embedded within clinical care and is continued to be seen as an integral component of patient
care.
Our short-term strategy is to continue to encourage our clinical teams to participate in research and
take opportunities to roll out our existing strengths in research across our hospital sites whilst
remaining cost effective in research delivery. This will continue to keep research at the forefront of
our minds whilst we grow other elements of our research portfolio.
Building on our existing successes, our clinical strategy will support increased involvement in
research to bring benefits to our patients and improve recruitment and retention.
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2.5

Clinical services

We provide District General Hospital (DGH) services on our two main sites at Peterborough City
Hospital (PCH) and Hinchingbrooke Hospital (HH) as shown in Figure 7 and a range of community
services at Doddington hospital, Princess of Wales Hospital in Ely, Stamford and Rutland Hospital and
Johnson Hospital in Spalding.
Figure 7 - Clinical services by site
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PCH is the largest site with a broader range of clinical services. A breakdown of the Trust 916 beds is
provided in Appendix 5.1 which shows the range and capacity for each specialty. Use of these beds
can be for both emergency and planned admissions, although the majority (over 624) are used to
provide unplanned care.
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Our Trust, along with all providers across the NHS, faces the ever increasing drive for efficiency
whilst delivering service improvement, seven day services and national service standards.
We work closely with neighbouring teaching hospitals to provide specialist services through in-reach
and shared staff. Our main partners are Papworth, CUH and University Hospitals Leicester.
Examples include partnership working to deliver cancer services, major trauma, paediatric intensive
care and level 3 neonatal with CUH; cardio-thoracic with Papworth; and, paediatric surgery and renal
with Leicester and CUH.
Operational services are organised into three divisions, each with their own senior management
team of a clinical Divisional Director, General Manager and Divisional Head of Nursing. Services are
organised into smaller Clinical Business Units managed by a clinical Assistant Divisional Director.
Figure 8 shows the individual clinical services by division.
Figure 8 - Divisional structure
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Children’s Safeguarding
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General Outpatients
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Patient Transport
Pharmacy
Rehabilitation and Therapy
Services
Site Management
Transfer of Care

Corporate services

Our corporate services support the clinical divisions in delivering safe, effective care. Each of the
seven teams are led by an Executive Director. Details of how the corporate teams are organised is
shown in Figure 9.
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Figure 9 - Corporate services
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2.6 Quality performance
We have a strong and established track record in delivering high quality clinical care. Peterborough
and Stamford hospitals were rated ‘Good’ by the Care Quality Commission in 2015, and
Hinchingbrooke hospital was rated Good in 2016.
Our mortality rates are within the best quintile nationally. Out of 135 acute, non-specialist
providers, we are ranked 23rd best (Hospital Standardised Mortality Rate FY18 to M8).
The CREWS ward accreditation scheme, linked to the 5 key lines of enquiry from the CQC has been
rolled out across the Trust to monitor and improve quality at the ward level.
The NHS Safety Thermometer is a monthly survey to collect data from inpatients on pressure ulcers,
falls, urinary tract infection in patients with catheters and Venous Thromboembolism (VTE). The
national aim is to deliver 95% harm free care across the whole health economy. As a Trust, we have
achieved 98.7% for FY18 (to M8) and for the maternity safety thermometer which collects similar
monthly data for midwifery we have achieved 77% for FY18 (to M8).

2.7

Operational performance

We continue to meet the majority of the national cancer access targets, and many services are
achieving the 18 RTT incomplete standard. Performance against the 4 hour standard has declined
across the NHS (Figure 10).
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Figure 10 - NHS Providers national performance against ED 4 hours

Fewer than four out of five patients were treated and then admitted, discharged or transferred by
emergency departments based at hospitals in England during December. This was the worst
performance since records began.
Our Trust performance has also declined (Figure 11) and we are working hard to improve it.
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Figure 11 – Trust performance against the 95% ED 4 hour standard

Despite falling attendances at both our main sites, we are taking longer to give patients their
treatment which can be explained by a change in the seriousness of their conditions. This is shown
by the proportion of patients arriving by ambulance, and those requiring admission to hospital, even
though we are increasing the number of patients receiving ambulatory care.
With a finite number of beds, the number of emergency admissions has increased by 5% year on
year from 53,315 to 56,069. The most significant rise occurred in the three months November 2017
to January 2018 when there was year on year rise of 10% (Figure 12).
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Figure 12 - NWAngliaFT emergency admissions comparison 2016/17 to 2017/18

The Trust lacks access to areas which can be opened at short notice to deal with unexpected surges
in demand. As beds fill, there are additional pressures on flow through the hospital resulting in
patients waiting in ED. The 10% increase in emergency demand requires an additional 60 beds.
Although we were able to open Pear Tree ward and expand Birch tree at Hinchingbrooke, this only
resulted in an additional 39 beds which is insufficient to maintain flow through the hospital and
explains why more patients were not treated or discharged within the four hour standard,
particularly at Peterborough.

2.8

Activity

The Cambridgeshire and Peterborough CCG total population is forecast to grow by 10% between
2016 and 2021, with the over 65 age group in Peterborough growing by 11% and in Huntingdon by
17%. As people age, they are progressively more likely to live with multiple illnesses, disability and
frailty, and therefore we can expect increased pressure and demand for services and care at HH and
PCH in the future.

2.9

Strategic partnerships

The ambition for the Cambridgeshire and Peterborough health and care system is to develop the
behaviours of an Integrated Care System which is jointly accountable for improving the health and
wellbeing of the population within a defined financial envelope.
Success measures in the 2016 Cambridgeshire and Peterborough Sustainability and Transformation
Plan include reductions in:
•

non-elective admissions for patients with respiratory conditions

•

emergency admissions overall

•

the number of Delayed Transfers Of Care (DTOC) attributable to the NHS and social care

Partnerships between health and social care providers are integral to this strategy.
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2.9.1 Partnership with tertiary centres
Strong ties already exist between our Trusts and the tertiary centres at CUH and Papworth. These
will continue and be reinforced through further joint working to develop better joined up pathways
for patients. For example, we will continue to develop our cancer services in partnership with CUH,
cardiology services will be delivered in a networked way led by Papworth, with local services
provided where it is safe to do so. We also have a role to play in sharing the future DGH burden on
these hospitals, developing our Hinchingbrooke site and community hospitals to free PCH and CUH
to focus on their core and more complex DGH and tertiary activity.
2.9.2 Partnerships with community and primary care
We will build on earlier work to create stronger relationships with primary and community care both
in Peterborough and Stamford.
Peterborough has many of the right ingredients for vertical integration:


Single acute provider (NWAngliaFT)



GP network (Greater Peterborough Network)



Single local authority (Peterborough City Council)



Some alignment with community and mental health services (Cambridgeshire and
Peterborough NHS Foundation Trust)

Each of these organisations views opportunities from working closely for the benefit of
Peterborough residents and the tax payer. We are already working to develop greater integration of
services for patients with cardiology and respiratory disease, two long term conditions where
Peterborough has poor outcomes.
A further opportunity to integrate is in Stamford. Led by the South Lincolnshire CCG vision to create
Neighbourhood Teams, and working in partnership with Lakeside, which provides all the primary
care services for Stamford residents, we are developing teams which work together for all residents
in the Stamford area, helping them to stay healthier, and reduce their reliance on secondary care.
As we go through these projects, we are identifying how we can work together more generally in
other parts of our catchment. It is our view that given the number of borders we work across,
‘pockets of integration’ based on geographical areas are more likely to succeed than having a single
Integrated Care System (ICS) across the entire local health economy.
Further developments will arise in South Lincolnshire and Huntingdonshire facilitated by increased
federation in primary care.

2.10 Commissioners
Our catchment area is within the boundaries of five commissioners: Cambridgeshire and
Peterborough CCG (CPCCG), South Lincolnshire CCG (SLCCG), East Leicestershire and Rutland CCG
(ELRCCG), South West Lincolnshire CCG (SWLCCG) and Bedfordshire CCG (BCCG). CPCCG are the
lead commissioner, and account for nearly 70% of clinical income. The next largest contract is with
SLCCG.
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We are part of the Cambridgeshire and Peterborough Sustainability and Transformation Programme
(STP) although Figure 13 shows that we are also influenced by STP proposals in Lincolnshire and
Leicestershire.
Figure 13 - STP footprints impacting on NWAngliaFT

The greatest impact on our strategy will arise from the STP proposals as set out in public document
and summarised in Error! Reference source not found..
While there may need to be some CCG led public consultation for some of these proposals, the
development of this strategy has taken into account each of the STP proposals.
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Figure 14 - STP proposals described in public documents

Specialty
Cancer

Cambs and Peterborough3

Cardiology

Network approach led by
Papworth with the
potential for Percutaneous
Coronary Interventions
(PCI) at PCH.

Critical care
Diabetes
ED/acute
medical care

Orthopaedics

Rehabilitation
Stroke

Lincolnshire4
Lincolnshire breast
centre at Grantham

Leicestershire5

Closure of all community
beds at Rutland hospital
Reduction in Leicester
acute beds by 143
Downgrade acute and
maternity services at
Leicester General Hospital
and use the site as a
diabetes centre
HDU level 2 removed
from Grantham

Maintain Emergency
Centres at CUH and PCH,
Hinchingbrooke retain its
A&E minor injuries and
major medical cases, with
physician-led service
Centralise inpatient
orthopaedic fractures at
PCH and CUH and increase
low-complexity procedures
at Hinchingbrooke
Hinchingbrooke stroke
rehabilitation centre
Hyperacute stroke units at
PCH and CUH .
Thrombectomy centre at
CUH. Rehab at
Hinchingbrooke

Vascular surgery
Women and
Obstetrician led maternity
children
with co-located midwifery
led units at CUH, PCH and
Hinchingbrooke.
Standardise paediatric care
between acute and
community.

Grantham primary care
led Urgent Care Centre
with medical
ambulatory
care/selected medical
admissions

Diabetes centre at LGH
Acute care on two sites (LRI
and Glenfield) removing
acute beds from Leicester
General

Lincoln Hyper Acute
Stroke Unit with spoke
at Boston

Removed from Boston
Boston shared
obstetric team with
Lincoln/remove
obstetric maternity
All emergency
paediatrics at Lincoln.
Paediatric assessment
unit at Boston

Remove maternity services
and gynaecology
outpatients from Leicester
General

3

Cambridgeshire and Peterborough Sustainability and Transformation Plan (Oct 2016) Available at
https://www.fitforfuture.org.uk/documents/cambridgeshire-peterborough-sustainability-transformation-planoctober-2016/
4
Lincolnshire Sustainability and Transformation Plan (Oct 2016) Available at
https://lincolnshirehealthandcaredotorg.files.wordpress.com/2017/07/stp-full-plan-20161212-web.pdf
5
Leicester, Leicestershire and Rutland Sustainability and Transformation Plan (Latest draft Nov 2016) Available
at http://www.bettercareleicester.nhs.uk/EasysiteWeb/getresource.axd?AssetID=46236

26 | P a g e

2.11 Vision, strategic aims and values
The vision for the North West Anglia NHS Foundation Trust is:
“Working together to be the best at providing outstanding care for local communities”
Our vision has been developed by the Board with five supporting strategic goals for the next five
years and beyond which will be delivered through annual objectives. The vision and strategic goals
are shown in Figure 15.
Figure 15 - NWAnglia vision and strategic goals

Delivering
outstanding
care and
experience

Working
together with
local health
and social
care providers

Delivering
financial
sustainability

Working together
to be the best at
providing
outstanding care
for local
communities

Recruiting,
developing
and retaining
our workforce

Improving and
developing
our services
and
infrastructure

Achieving these strategic goals requires that we place relentless focus on recruiting the workforce
required, ensuring that they share the Trust values (Figure 16) in providing outstanding care.
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Figure 16 - Trust values

2.12 Future role for each of our sites
A key factor in delivering quality care for patients in the merged Trust is meeting demand for our
services within the required space and Estate. We have identified the future roles of our hospital
sites in delivering the clinical strategy in Figure 17.
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Figure 17 - Future role for hospitals where we provide services

Spalding

Doddington

Community hospital
with northern
outreach for
elective specialties

Community hospital
with Eastern
outreach for all
specialties

Peterborough
City Hospital

Hinchingbrooke
Hospital

DGH with urgent and
emergency and
cancer focus

DGH with elective and
rehabilitation focus

Stamford and Rutland
Hospital
Community hospital integrated
with primary care/community and
pain management hub

Ely
Community hospital
with CUH joint
working

Peterborough City Hospital will continue to provide DGH services to the large and growing local
population with more emergency and cancer care being provided on this site in future. As the
largest of the three main hospitals, it is also the administrative hub for many of the clinical services,
although there will be hubs on other sites for some services as we take the best of both Trusts and
promote greater integration of clinical services.
Hinchingbrooke Hospital will continue to provide a DGH service for Huntingdonshire, with an
increasing focus on elective surgery and stroke rehabilitation services. We aim to maximise the use
of the Treatment Centre for elective surgery.
Stamford and Rutland Hospital will provide a focal point for the local neighbourhood team, with
community and primary care teams co-locating on the site to provide greater integration of care for
patients living in South Lincolnshire. The site will continue to provide outpatient services with the
support of advanced diagnostics such as Magnetic Resonance Imaging. It is already the base for one
of the largest chronic pain management services in the East of England.
We will use community hospitals to provide local outpatient services. The focus at Spalding’s
Johnson Hospital will be on services where any subsequent inpatient activity will normally be
characterised as elective. In Doddington, we will focus on supporting patients to the East of
Peterborough, and make the best use of outpatient capacity where we are space constrained in PCH
and Hinchingbrooke hospital. In Ely’s Princess of Wales Hospital, we will seek greater collaboration
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with Cambridge University Hospitals NHS FT to meet the needs of the growing population in the area
associated with housing developments at Northstowe and Waterbeach.

2.13 Clinical service strategy aims
The clinical service strategy will meet these strategic aims with four specific supporting objectives as
shown in Figure 18:
Figure 18- Aims of the clinical service strategy

Trust strategic aims
Delivering
outstanding
care and
experience

Recruiting,
developing and
retaining our
workforce

Improving and Delivering
developing our financial
services and
sustainability
infrastructure

Working
together with
local health
and social care
providers

Deliver the STP aims* providing local services
where clinically sustainable











Co-locate clinical services required for safe,
effective care











Recruit and integrate to deliver sustainable
and seven day services











Use our sites to meet growth in demand,
develop sites to provide sustainable services
and meet future needs capacity**











Clinical strategy objectives

*24/7 A&E, consultant-led maternity and paediatric services remain at HH and transfer more elective
orthopaedic surgery to HH. Integrate with other health and care providers
**Reduce the pressure on PCH by utilising HH and community hospitals, and build extra capacity to meet
demographic growth
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3. Market analysis
3.1

Healthcare needs assessment

The Joint Strategic Needs Assessments and public health profiles describe the health needs in the
catchment of the Trust. A summary of key local health indices is shown in Figure 21.
The Joint Strategic Needs Assessments (2016) for Cambridgeshire and Peterborough highlights
poorer than average respiratory and cardiovascular health in Peterborough, South Lincolnshire and
Fenland resulting in premature mortality. The health requirements of an ageing population in
Huntingdonshire will drive rising demand for hospital services for that area. Diabetes and cancers
associated with rising levels of obesity, particularly in South Lincolnshire will drive demand for the
associated specialties.
3.1.1 Demographic factors
The population in our catchment area is forecast to rise notably above normal demographic growth
due to additional growth associated with 100,000 additional houses planned, mainly in the
Cambridgeshire and Peterborough area (Figure 19).
Figure 19 - Housing developments in the Trust catchment

Although the Office for National Statistics (ONS) 2015 forecasts that the population in our catchment
will increase by 15% between 2016 and 2036, Cambridgeshire County Council Research Group have
conducted their own analysis and increased the ONS forecast growth from 15% to 21% due to the
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additional housing. Cambridgeshire is identified as one of the four government ‘Growth areas’.
There are plans to build an additional 100,000 homes in our catchment to meet rising demand and
provide affordable housing for the workforce needed to drive the economy. With an average 2.6
occupants per dwelling, this equates to around 250,000 additional people in our area. The map
shows the location of known proposed housing developments which places much of that growth in
either our core or wider catchment. Other sites will be brought forward during the planning
timetable to fulfil housing growth targets.
As the CCC Research Group analysis takes account of housing development growth, we have used
this in our assessment of population change in Cambridgeshire and Peterborough catchment.
Where this detailed analysis was not available, we have relied on the ONS forecast. Figure 20 shows
an increase in the catchment population of 19% over the next 20 years.
Figure 20 - Trust catchment Cambridgeshire CC research group population estimates

Growth rate
Population forecast ‘000
2016
2026
2036
2016-26
2026-36
2016-36
9%
667
730
728
-0.2%
9%
Trust 0-64
27%
165
210
265
26%
61%
Trust 65+
832
939
993
13%
6%
19%
Trust all ages
As 64% of our beds are occupied by patients over the age of 65, the growth in demand will be
influenced disproportionately by the 61% population increase in that age band. Almost half this
growth will be in the first ten years placing significant additional demand on our services.
Our workforce strategy will have to take into account the forecast fall in working age population in
the period 2026-2036 while demand for services increases.
3.1.2 Health needs
A summary of the health needs within our catchment is shown in Figure 21. While the ageing
population is the biggest single factor affecting our area, coronary heart disease is a significant issue
for the north of the area in Peterborough and Fenland.
Figure 21 - Summary of health indices in enlarged catchment area

Area

Priorities

Peterborough

Reducing premature mortality, reducing inequalities in coronary heart disease
and promoting healthy lifestyles.

Huntingdonshire

Addressing inequalities in health, planning in partnership to meet the needs of
an ageing population and long term prevention of ill health across all age
ranges.

South Lincolnshire

Reducing levels of obesity, alcohol related disease and levels of smoking.

Fenland

Preventing coronary heart disease, meeting the needs of an ageing population,
ill health associated with alcohol misuse, engaging the local population and
improving communication on health issues.

3.2

Trust SWOT

A SWOT analysis of the Trust is shown in Figure 22 which reflects the good quality outcomes and
reputation of the Trust, with an extensive network throughout Cambridgeshire and across the
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borders into Lincolnshire and Leicestershire. This location provides the opportunity for networking
with multiple tertiary centres which provide both in-reach and support to the DGH services in both
hospitals.
The real estate on both sites is relatively good compared with many other NHS organisations, and
land is available to expand on the Hinchingbrooke site should the need arise.
As with many Trusts of our size, and indeed even for tertiary centres, recruitment is becoming
increasingly challenging, providing a threat to future services if we fail to provide rewarding careers,
and seek to ‘grow our own’ specialists of the future.
The financial unsustainability of both the Trust and the wider local health economy is driving
efficiency and new models of care to maintain good quality outcomes which are affordable.
Integration within and outside the Trust is dependent on investment in good quality IT
infrastructure. This is a particular challenge for our Hinchingbrooke site which has had significant
underinvestment, although given the pace of change in the information technology field, PCH also
requires investment at a challenging pace.
Figure 22 - Trust SWOT analysis
Strengths










Weaknesses

Quality culture and CQC Good rating
Better than average mortality rate
(HSMR)
RTT and cancer performance
Good quality real estate at PCH
Co-terminosity of health and social
care in Peterborough area
Strong local support for all three
hospitals
Existing outreach through community
clinics
Good links with multiple tertiary
providers (CUH, UHL, NUH, RPFT)
Some good engagement in research

Opportunities
Threats

Develop Integrated Care System in
Peterborough and/or Cambs area

Potential to expand capacity at all
sites and in the community

Potential to develop elective hub at
HH

Acute/community/primary care
Stamford hub

Work with system partners to manage
activity

Joint work with CUH to utilise HH and
Ely

New training models (e.g. advanced
apprenticeships)


















Medical recruitment
Some nursing recruitment
Variable 4 hour performance in ED
Capacity on both sites
Trust length of stay is not top quartile
Underinvestment in parts of the IT
infrastructure
Financial unsustainability
Cross border relationships results in
variation in processes

Financial unsustainability of the LHE
Pace of IT programme delays
integration
Inability to recruit threatens clinical
sustainability
Reputational damage from 4 hour
performance
Competition from other care
providers for specific services
Tariff based system prevents
integration and reduction in demand
Block payments place financial risk on
Trust
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3.2.1 Analysis of the external environment
Our analysis of the external challenges we face is outlined below (Figure 23) with a summary of the
risks and mitigations. Further detail is outlined in our strategic plan in Section 4.
Figure 23 - Trust external challenges and mitigations

External challenge

Risks and mitigations

Finance and commissioning
A constrained financial environment
nationally and in the NHS. Unless there is a
national change to NHS funding, our
commissioners will not be able to afford to pay for
current and predicted future levels of NHS activity.

Uncertainty in the health system about
a number of key financial issues and
assumptions which we are not able to
second guess –such as commissioner desire to
move away from Payment by Results, potential
review of Agenda for Change.

There is a significant risk that we are not fully
recompensed for the work we undertake, undermining our
financial sustainability.
We are focussing on improving quality, safety and
efficiency in parallel as part of our cost improvement
programme – reducing
costs, maximising utilisation of our facilities and
equipment, transforming services and diversifying our
income streams whilst maintaining our focus on
quality and safety.
We are also developing models of integrated care that will
mean people are cared for closer to home.
Our strategy and financial models are based on current
assumptions regarding a whole range of issues.
Changing our assumptions by just 1% significantly impacts
our financial modelling and planning. We have planned for
different scenarios and will continually review our
assumptions.

Providing high quality services that meet our population need
Some hard to recruit staff groups mean we are
unable to fill some vacant posts

Develop existing staff to provide extended roles e.g. use of
Advanced Care Practitioners, Advanced Nurse
practitioners, reporting radiographers, prescribing
pharmacists.
Increasing use of apprenticeships for nursing and AHP
roles.
Extending training placements with medical schools

Waiting times increase as demand not met by
capacity

Increasing use of Advice and Guidance to increase
efficiency
Increasing integration with primary and community care to
reduce demand on secondary care

3.3

Partner analysis

3.3.1 Unplanned care
We work closely with our near neighbours Cambridge University Hospital (CUH) and to some degree
with United Lincolnshire Hospitals (ULH). Due to the distances, there is limited competition for this
activity, and as all providers are experiencing unsustainable levels growth, we are increasingly
looking for ways to manage care in primary care and the community rather than seeking to increase
provision.
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Although we are the only acute services provider in our catchment, the community provider
Cambridgeshire and Peterborough NHS Foundation Trust, is active in providing a range of
alternatives to hospital admission. Primary care is also exploring ways of reducing the need for
unplanned care in hospital.
We will continue to work with many of these organisations to provide integrated patient pathways.
A recent development in Lincolnshire has seen the Grantham hospital A&E closure at 6.30pm. It is
now GP led and consequently, we are already seeing some additional activity moving to our
Peterborough ED.
ULH are also considering the future of paediatric services at Boston Pilgrim hospital, with the
potential to centralise on the Lincoln site. This would place significant additional pressure on our
emergency and elective service from the South Lincolnshire area.
Stroke services at Boston are also highlighted in the STP as a service which could move. We estimate
that this could result in an increase of around 170 stroke patients per year being treated on our
Peterborough site, with more treatment including thrombolysis. Patients will continue to be
discharged to the Early Supported Discharge team and rehabilitation beds.
3.3.2 Elective and ambulatory care
This is the most competitive market within which we operate. Our elective and ambulatory services
are provided on our three hospital sites.
Figure 24 - Elective market share of our core market

Using the latest available data (Nov 2016 to Oct 2017), 66% of the £81m planned care for patients in
our core catchment area was provided at our Trust (Figure 24). Our main competitors are
Cambridge University Hospitals (17% of tariff), Ramsay Fitzwilliam Hospital (7%), and Royal Papworth
Hospital (9%). As a specialist provider, Royal Papworth provides a lot of planned procedures which
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only they can provide, although there are some such as Percutaneous Coronary Intervention (PCI)
which could be provided locally if commissioners decided to commission them from our Trust.
Emergency and elective care is provided on both our main sites which means that while we are
meeting the 18 week waiting time as a Trust, too often excessive demand for emergency care results
in cancellation of planned care.
The quality of our services and facilities means that patients in our core area, as well as those in our
wider catchment, especially in South Lincolnshire, want access to our services.
Our main acute hospital sites are served by good road and public transport links, including the A1(M)
motorway, mainline railway and guided bus between Cambridge and St Ives, which means our
services are easily accessible to patients.
3.3.3 Specialist services
Changes to maternity provision in neighbouring Trusts could result in additional demand for services
on our sites. Any change to the Pilgrim hospital maternity unit or paediatric services will increase
demand especially at our Peterborough unit by around 600 additional births per year. There will be
a corresponding increase in demand for our neonatology unit from any babies requiring special care
following delivery.
The Leicester hospital review also recommends a downgrading of the maternity unit at Leicester
General Hospital, which is located to the east of Leicester. Given the rural area between LGH and
Peterborough the impact of the change will be less than the Pilgrim proposal, but it could result in an
additional 100 births at Peterborough.
The Lincolnshire STP recommends the establishment of a specialist breast unit at Grantham which
could draw more patients from South Lincolnshire away from Peterborough with an impact on our
breast and oncology services.
We do not anticipate that the creation of a specialist diabetes service on the Leicester General site,
will have anything more than a very limited impact on our Trust diabetes service.
3.3.4 Community
Our main community providers are Cambridgeshire and Peterborough NHS Foundation Trust and
Lincolnshire Community Services NHS Trust. The main change occurring in these Trusts is the
increasing integration with primary care (GPs) and social care, for example through the creation of
neighbourhood teams.
We view this as being a positive opportunity to work in a more joined up way with our health and
social care providers and it is our strategy to build existing relationships based on the geographical
area we serve.

3.4

Funding and commissioning context

3.4.1 Assessing the five year challenge
The latest projections across Cambridgeshire and Peterborough show that the financial deficit across
the NHS providers and commissioners is likely to be £250m by FY21 if things continue as they have
done in the recent past. The system is forecasting a collective deficit of £140m in FY18, which is one
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of the highest per person in the country. Our strategy takes into account the difficult financial
circumstances in the system and the need to meet rising levels of demand within existing budgets.
There is a growing need for providers to work together and differently in the NHS and local
government.
South Lincolnshire faces a similar challenge with the system currently in financial recovery and the
main acute provider in special measures.
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4. Our strategy
4.1

Our strategic plans

Our clinical strategy will deliver the Trust aim of ‘Working together to be the best at providing
outstanding care for local communities.’ We will deliver great care for all our patients by:
-

Delivering the STP aims providing local services where clinically sustainable
Co-locating clinical services required for safe, effective care
Recruiting and integrating to deliver sustainable and seven day services
Using existing capacity to meet demand sustainably

We will move beyond our traditional role of District General Hospital (DGH) to be a co-provider of
integrated secondary, primary and community services for our local population. We will keep our
population healthy and reduce admissions to hospital through increased ambulatory care, providing
specialised care locally in partnership with specialist providers, and give more advice and guidance
to primary care physicians.
4.1.1 Benefits of merger
Some of the key reasons for our merger with Hinchingbrooke Health Care NHS Trust were to make
clinical services more sustainable on both sites and provide better access to care for patients,
particularly in the Huntingdon area. Work has already commenced on supporting services identified
as unsustainable in the merger business case including clinical haematology, stroke, emergency
department, diagnostic imaging, cardiology and respiratory medicine. Since the merger, we have
already commenced delivering some of these benefits and others will be delivered as part of our five
year strategy.
Hinchingbrooke Clinical Haematology had no substantive medical staff but relied on a series of
agency locums for the years leading up to the merger. This made patient care disjointed and offered
a poor experience for patients and well as staff. Since December 2016, a team of six substantive
Consultants working cross-site has offered consistent high quality stable care to the Haematology
patients of the Hinchingbrooke. This stable staffing position has allowed further recruitment of
junior medical staff in Haematology based at Hinchingbrooke.
Cancer patients in Huntingdon aged between 19-24 years no longer need to be transferred to CUHFT
for their care as the Trust has designated Hospital status for the care of Teenagers and Young Adults
with cancer.
Early supported discharge has been introduced in the community as the first phase of improving
care for stroke patients. We are now into the next phase of developing a dedicated stroke
rehabilitation service on the Hinchingbrooke site with specialist input providing patients with better
recovery.
Most of the substantive ED consultant vacancies at PCH are now filled, and while nationally there
continues to be a shortage of ED consultants, there are some encouraging signs that we may be able
to recruit to the Hinchingbrooke consultant and nurse posts.
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With the single diagnostic imaging team working across all sites, we have seen a stabilisation of
staffing at Hinchingbrooke and we may be in a position later this year to apply for trainees on the
site. The PACS imaging system being implemented now on the Peterborough and Stamford sites will
be extended to Hinchingbrooke which will allow more of their images to be viewed remotely,
reducing delays for patients in receiving their diagnosis.
The cardiology and respiratory teams have a single leadership in place, and specialist clinics are now
available to the Huntingdon patients, including specialist TB, interstitial lung disease and COPD on
the Peterborough site.
4.1.2 Strategic framework
The core pillars of our two District General Hospitals are children’s services, unplanned care, and
obstetrician-led maternity (see diagram below). Safe delivery of these services in a DGH setting
requires the support of clinical services shown below, so putting one of the ‘pillar’ services on a site
means that the supporting services must be located there as well.
Unplanned care 24/7:
-

General medicine

-

General surgery

-

Paediatrics

-

Access to other surgical advice/network

-

Diagnostic imaging and pathology

-

Theatres

-

Critical care

Obstetrician led maternity
-

Paediatrics

-

NICU

-

General surgery

-

ED/UTC

-

Diagnostic imaging and pathology

-

Theatres

-

Critical care

Children’s services
-

ED/UTC

-

Diagnostic imaging and pathology

-

General surgery

-

ICU
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Specialist services

Obstetrics and fetal medicine
Paediatric specialities – Immunology, diabetes,
cardiology, rheumatology, neurology, oncology, renal

Immunolgy, diabetes, card

Specialist adult medicine – Respiratory, rheumatology, cardiac pacing,
Obstetrics
angiography, renal, dermatology, neurology, diabetes, pain
Elective surgery – ENT, gynaecology, orthopaedic, ophthalmology, OMF, plastics, urology
Laparoscopic surgery – general and colorectal

Paediatric surgery – UHL delivered paediatric surgery –
general surgery, urology. Local delivery orthopaedics

Interventional radiology – Network delivered : vascular
interventional radiology. Local : urology interventional radiology
radiology
Cancer surgery – Network provided onco-plastic, gynaecology, urology, breast,
laparoscopic colorectal

Pillars

Laparso

Children’s
Services

Obstetric
Unplanned
Care

led

Core services to deliver the
pillars

maternity

Unplanned Care – Emergency department, emergency medicine, hyper acute stroke, stroke , cardiology, respiratory, gastroenterology and renal
Surgery – Emergency and trauma surgery
Cancer services – Radiotherapy and medical oncology
Maternity and children’s – Obstetrics, Paediatric medicine and NICU
Theatres, anaesthetics and critical care
Clinical support services – Endoscopy, diagnostic imaging, pharmacy, therapies and pathology
Theatres, anaesthetics and critical care
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4.1.3 Bed capacity
The past few years have identified that bed capacity is one of the greatest challenges we face in
providing safe, effective care. Too often we have to operate our hospitals at near capacity, which
results in patients waiting too long for care in our Emergency Departments, and planned operations
have to be cancelled to accommodate the additional emergency patients.
Delays to safe discharge is a contributory factor with the equivalent of more than one ward being
occupied by patients who cannot get the social and health support they require at home, and we will
continue to work with our partners in health and social care to address this. Historically, gains in this
area have been small and take a long time to deliver. Consequently, our strategy includes a focus on
the future bed requirement for the Trust.
We have analysed bed use from September 2016 to August 2017, based on the age of the patient
and how many bed days they used on both sites (Figure 25). This shows that at Hinchingbrooke 70%
of beds are used by the population aged over 65 years, and 62% of PCH beds are occupied by
patients in the same age range.
Figure 25 – NWAngliaFT hospitals bed use by age group Sep 2016 to Aug 2017

Site
HH
Sub-total
PCH and SRH

Age group
Under 65
65+
Under 65
65+

Bed days
24,664
56,501
81,165
79,261
129,903
209,164

% split
30%
70%
38%
62%

Beds
83
190
273
264
397
661

Sub-total
Total
290,392
A breakdown of beds included in this analysis is shown in Appendix 5.1. Using the population
growth estimates in Section 3.1, we have estimated the future bed capacity requirement for the
Trust.
As shown in section 3.1.1, between 2016 and 2036, the total catchment population will grow by
between 19% with growth in the over 65 population of 61% (Figure 26).
Figure 26 – Forecast population growth for NWAngliaFT catchment 2016-36

Pop est (‘000)
% change
AGE
2016
2026
2036 2016-2026 2026-36 2016-36
10%
0-64
667
730
728
-1%
9%
27%
65+
165
210
265
26%
61%
13%
All ages
832
939
993
6%
19%
Current bed use by age band is 64% by patients aged 65 and over. With the forecast population
growth the additional beds required by the Trust by 2026 is 167 beds, and by 2036 a further 169
beds will be required taking the trust total from 798 beds (excluding assessment areas or maternity
delivery) in 2017 to around 1,134 in 2036 (Figure 27).
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Figure 27 – Trust bed requirement by 2036

Forecast NWAngliaFT bed requirement
2016 to 2036
1,200
1,000

Beds

800
600

510

650

819
65+

400
200

<64
288

315

314

2016

2026

2036

65+

510

650

819

<64

288

315

314

Current beds

798

798

798

Total

798

965

1,134

-

Current beds
Total

In this strategy, we have focussed on the bed requirement that within the next ten years we will
require an additional 193 beds across the Trust. We have identified the potential space for 200
beds. Our Estates team are exploring the options as part of the development of the Trust Estates
strategy. An example of available space is shown below; however this will be further developed as
part of the supporting Estates strategy.
Provide 100 additional beds on our Hinchingbrooke site
The education centre was originally built as ward space and converted to office and meeting rooms
about five years ago.


Pear Tree ward is ‘mothballed’ and in a suitable condition to provide 28 additional beds.



On the ground floor, beneath Pear Tree ward is an identical ward space which is currently
unused. With some investment, this area can be brought into use as a ward providing
another 30 beds



The existing learning centre with the accompanying meeting rooms was originally a ward,
and with investment could provide 25 additional beds



The HR/finance offices are directly beneath Apple Tree ward and could be converted back
into ward space providing a further 25 beds.



Fully utilise Birch ward. Birch ward is used as an expansion area, only routinely opening 17
of the available 28 beds. Opening the additional 11 beds on a permanent basis would
provide additional orthopaedic capacity.

Provide 100 additional beds on our Peterborough City Hospital site
There are opportunities to create additional bed space on the PCH site, by making better use of
existing ward space, converting fourth floor offices into wards, and increasing the use of our existing
wards.
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We have successfully converted side rooms into three bedded bays. There are still wards left to
convert providing up to additional 43 beds. We can also convert our four bedded bays into five
bedded areas providing space for up to 45 beds. While a feasibility study of this would be required,
there are opportunities to create up to 100 beds on the PCH site.
The current management offices on the fourth floor were originally designed as wards. With
investment they can be converted into wards with the same configuration as the 32 bed wards on
the floor below, providing 64 beds.
Although the City Care Centre is not run y our Trust, as part of the PFI which delivered the PCH
building, it represents good quality estate which is not used to the maximum for clinical activity. We
will explore the potential use of this building with commissioners, but there is potential for further
outpatient capacity in the building. The potential additional beds are summarised in Figure 28
below.
Figure 28 - Potential bed expansion

Hinchingbrooke
Convert existing education centre into
four x 25 bed wards
- Pear ward
- Ground floor beneath Pear ward
- Ground floor or first floor of
learning centre
- Convert HR and finance offices
Birch ward fully opened utilising all 28
beds (currently only 17 used routinely,
remaining 11 are for expansion)

Total requirement by 2026
Total provided

Beds

Peterborough City Hospital
Add an additional bed to the remaining
side rooms into three bedded bays and
four bedded into five bedded bays

Beds

88

108
Convert management offices on fourth
floor into 2 x 32 bed wards
11

64

119
100

125
152

4.1.4 Outpatient demand and capacity
We will develop specialty hubs on one of our sites to direct referrals to the most appropriate
professional whether that is a Consultant, GP with special interest, specialist nurse or allied health
professional. We will achieve this through bringing together the specialty teams who manage
referrals to our Trust onto a single site (Figure 29). When the hubs receive GP referrals they will
work with patients to provide the shortest waiting times and offer them the choice of where they
have their appointment.
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Figure 29 - Future referral hubs

Future referral hubs
Clinical services continue on each site with referral hubs focussed on single sites

Peterborough City Hospital
Diabetes

KEY

Acute
Inpatient
Pain

Respiratory

Haematology

Neurology

Radiotherapy

Cardiology

Anaesthetics

Both sites

Renal

Stroke

Sterile
Services

OMFS

Urology

Chemo
therapy

Oncology/
Radiotherapy

Dermatology

Ortho
geriatrics

Ophthalm
ology

Pathology

Paediatrics

Imaging

Neonatal

Gynaecology

Breast
Screening

Therapy

Paediatric
surgery

Obstetrics

Breast
Surgery

Medicine

Other

Gen
Medicine

Hinchingbrooke Hospital
Endoscopy

Hepatology

Gastro
enterology

MFOP

Orthotics

Orthopaedics
- elective

Gen Surgery

Rheumat
ology

ENT

Fragility
Fracture

Plastics

Musculoskeletal

Private
patients

Pharmacy

MAU

ACU

ED

Stamford and Rutland Hospital
Surgery

FISS

Chronic Pain

This will help us to improve patient experience and reduce waits by levelling the load across our
sites.
4.1.5 System wide bed requirement
Our first priority will be to create the bed space described above and then consider the
requirements of the wider system.
In addition to our Trust bed needs, Cambridge University Hospitals requires additional capacity to
deliver the aims of the STP. We need to provide an additional two wards (60 beds) on the
Hinchingbrooke site for the stroke and neuro unit. This will use the remaining 32 beds identified in
the table above. Additional space can then be provided by installing modular build units on the site.
4.1.6 Service location
Any service moves will meet the clinical service objectives, i.e. will meet the STP aims or deliver a
sustainable service. Consequently, there will very limited change to the location of services shown
previously. Highlighted in red in Figure 30 are services where there will be some change in future
with a description of those changes in the following paragraphs.
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Figure 30 – Summary of proposed changes in site provision

Spalding

Ely

Doddin’tn

Community
outpatient
Stamford

Service

PCH

DGH

HH

Spalding

Ely

Doddin’tn

Community
outpatient
Stamford

PCH

Service

DGH

HH

Hospital sites

Accident & Emergency   
Obstetrics
  
Acute Medicine
Oncology
 
 
Ambulatory Care
Ophthalmology
  

Audiology
Oral and maxillofacial
 

    
Breast Surgery
Orthotics
 
    
Cardiology
Pain
 


  
Clinical haematology
Paediatrics***
  
  
Diabetes /Endocrine
Palliative care
  
   
Diagnostic imaging
Pathology
  
   
Ear, Nose and Throat
Plastics
&
dermatology
    

Endoscopy
Radiotherapy
  
    
Gastroenterology
Renal
 
 
   
General Medicine
Respiratory
 
  
General Surgery
Rheumatology
 
 
 
Geriatric Medicine
Stroke
 
   
Gynaecology
 
   Therapy services
  
Lower GI
Thoracic
Medicine
 
    
Lymphoedema
Orthopaedics
 

MacMillan centre
Upper GI/Colorectal
 
 
Neonatal
Urology
 
 
Neurology
Vascular
 
   
  
Key – Red indicates services where there will be some change in location (see below for details)
4.1.7

Unplanned care

Emergency department
Our priority areas in unplanned care are the management of the emergency departments and the
associated acute medical care. Year on year ED attendances have reduced by 2.3% (see Figure 31) as
a result of increased use of ambulatory care and provision in the community.
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Figure 31 - ED attendances Peterborough and Stamford FY17 to FY18

All ED and MIU attendances

ED attendances FY17 to FY18
Peterborough and Stamford hospitals
10,000
2…
9,500
9,000
8,500
8,000
7,500

However, population growth means that the two main emergency departments in the
Cambridgeshire and Peterborough area cannot sustain current levels of growth, and will only be
sustainable if we continue to have an emergency department on the Hinchingbrooke site. The
recent decision to downgrade the Grantham A&E to an urgent treatment centre in Lincolnshire
means there will be little opportunity for additional support to the north of our catchment.
Hinchingbrooke ED is already supported by a stable complement of acute physicians with a degree
of support from other specialties in the other ‘pillars’ of our DGH services, obstetrics and paediatrics,
although there is more about these services later in the strategy.
There are some areas of sub-specialisation on the Hinchingbrooke site but the majority of patients
seen there have always been treated by clinicians who have a good range of general skills. For
example, all suspected strokes, heart attacks and major trauma are already transferred to the
respective specialist centres at Peterborough, Cambridge and Papworth. Out of hours access for
other specialties e.g. ophthalmology and ENT is also referred to the larger hospitals.
In the future, Hinchingbrooke will continue to provide patients requiring emergency:
-

general surgery
maternity care
routine fractures (see details below for major, complex orthopaedics)
general paediatric medicine

This strategy to continue providing a 24/7 A&E service on the Hinchingbrooke site relies on being
able to recruit at least four more consultants and seven middle grades. This is very challenging given
the care on that site tends to be less technical than would be experienced in most other units, and
the lack of suitably trained consultants available nationally. We anticipate that the recent
appointment of a new substantive ED consultant is the start of a journey to improve services at
Hinchingbrooke. This along with the support of the acute physicians in the acute medical unit will
provide the type of care required on this site.
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Acute medicine
In addition to ED and acute physicians, the emergency access to the following medical specialties will
continue to be provided on the Hinchingbrooke site:
-

Gastroenterology
Respiratory
Endoscopy
Paediatrics

There will continue to be cardiologist advice provided to the acute physicians who will care for
medical patients with heart conditions. As is the case already, any patients who deteriorate will
move to either Peterborough or Papworth depending on the nature of their condition.
We will consider how we might provide more ambulatory care on our Stamford site, alongside the
Minor Injuries Unit and primary care.
Cardiology
Our commissioners need us to provide a 24/7 cardiology service on our Peterborough site. We are
working with them to establish the best way of delivering this vision. Given the increased number of
newly qualified cardiologists with skills in interventional techniques, we anticipate that the best
chances of recruitment will be through offering emergency and elective percutaneous coronary
intervention (PCI) and complex pacing. We will work with the STP to establish how this can be
commissioned in partnership with Papworth hospital.
Emergency surgery
We will continue to provide general surgery and some specialist surgery on the Hinchingbrooke site.
We are being commissioned to move a few specialties to Peterborough for reasons of clinical safety
and sustainability.
We will create an emergency centre for the ENT team and urology on the PCH site, which will
provide greater resilience of these services and a safe out of hours’ service.
As described by the Sustainability and Transformation Plan, specialist emergency orthopaedic
surgery will move from the Hinchingbrooke site and instead be provided either on the Peterborough
or, for patients living closer to Cambridge, at the Addenbrookes hospital.
Surgical specialties will be supported by access to emergency theatres, critical care, diagnostic
imaging and pathology.
4.1.8 Planned care
We will offer more choice to our patients to have their planned care on our Hinchingbrooke site.
This could provide a more positive patient experience by reducing the likelihood of their operation
being cancelled due to the unpredictable nature of emergency care and would make better use of
the available bed and theatre capacity in Huntingdon.
Simple modelling of this approach suggests there would be a movement of patients, equivalent to
fifteen beds (Figure 32) from PCH to HH.
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Figure 32 –‘Streaming’ elective surgical procedures

Site

Current (Apr 2015-Mar 2017)

85% ‘take up’ of HH preferred site

Hinch

Bed days
9,713

Beds
14

Bed days
20,647

Beds
29

Change
15

PCH

21,881

30

11,051

15

-15

TOTALS

31,697

44

31,697

44

ENT and urology
With the creation of the emergency ENT and urology service on the PCH site, we will increase
elective ENT and urology on the Hinchingbrooke site which will reduce the number of cancelled
operations by protecting them from emergency activity.
Breast
We will perform more routine surgery to remove breast cancer on our Hinchingbrooke site, while
concentrating some of the combined cancer removal and reconstruction surgery onto our
Peterborough site. In future we will provide more stereo biopsies locally, reducing the distance
women have to travel.
Orthopaedics
As we move more complex orthopaedic surgery to Peterborough, there will be a shift of elective
activity in the opposite direction towards Hinchingbrooke. This will include straightforward ASA1
and ASA2 (See Appendix 5.3 for definitions).
On both sites we will develop an integrated specialist orthoplastic hand service, and a fragility
fracture service.
General surgery
We will increase the number of elective general surgery procedures on the Hinchingbrooke site
utilising the inpatient beds, and making better use of the Treatment Centre.
Colorectal and upper GI surgery
We will move more of routine colorectal and upper GI procedures from Peterborough to
Hinchingbrooke to increase utilisation of the Hinchingbrooke theatres and the Treatment Centre.
More complex cases will continue to be provided at the Peterborough site. Increasing use of the
Hinchingbrooke site will result in fewer cancellations for patients meaning they are more likely to
receive their operation on the day they expect it.
Gynaecology
We will combine our gynaecology services to make them more resilient and give them the capacity
to develop into effective sub specialties. We will expand accreditation of our Hinchingbrooke
urogynae service to Peterborough and explore the potential to provide a specialist endometriosis
service.
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Paediatric surgery
Paediatric surgery is provided for the most part by our own orthopaedic and ENT surgeons, with
visiting surgeons from tertiary centres, especially from Leicester, providing urology and general
surgery. Although there is a good service provided at Peterborough, we too often have to cancel a
child’s operation due to emergency admissions. We plan to reduce the number of cancellations by
transferring more elective paediatric surgery to our Hinchingbrooke site, where there is
underutilised capacity on Holly ward.
Oral and Maxillo Facial (OMF) surgery
We will discuss the ongoing provision of specialist orthodontics with our commissioners to
determine the best way of providing this fragile service in the future. Clinics and day surgery will be
introduced on the Hinchingbrooke site.
4.1.9

Specialist services

Stroke
As described in the Sustainability and Transformation Plan, we will continue to provide hyper acute
stroke services on our Peterborough site, and move specialist stroke rehabilitation onto the
Hinchingbrooke site. This will include patients from Peterborough hospital and CUH. We will work
with CUH to understand how this service will be supported.
Peterborough will continue to provide rehabilitation for patients living in the City and South
Lincolnshire. Patients living to the south or east of Peterborough will increasingly have their
rehabilitation at Huntingdon, along with other patients living close to Huntingdon and Cambridge.
Maternity
The STP states that obstetric led maternity services, co-located with midwifery led care will continue
to be provided on all three sites in Cambridgeshire and Peterborough.
Given the current low numbers of births on the Hinchingbrooke site, providing 24/7 obstetric-led
maternity services on that site is challenging. However, we anticipate an increasing demand for
Peterborough maternity services due to changes in the Lincolnshire STP, particularly on the Pilgrim
hospital site. This means that moving all obstetric maternity to Peterborough is probably not
practical, and the existing service on the Hinchingbrooke site will continue to provide choice and a
quality service for the local population.
We will highlight the excellent facilities and care available in our Hinchingbrooke maternity unit to
expectant mothers with the aim of increasing the number of births on that site and reducing
pressure at Peterborough.
Paediatrics
The paediatric service on the Hinchingbrooke site is provided by Cambridgeshire Community
Services NHS Trust. They have assessed the service as being unsustainable for them and have given
notice to the commissioners. We are exploring the possibility of taking on this service at some point
in FY19.
Given our plans for Hinchingbrooke ED and obstetrician-led maternity, commissioners must ensure
that whoever provides the paediatrics service meets the required quality standards on a 24/7 basis.
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We are anticipating an increase in demand if the proposed reconfiguration of services in Lincolnshire
goes ahead. We expect that this will occur in the first year of this strategy, and in response we plan
to increase the opening times of the paediatric assessment centre and seek to move some elective
surgery to Hinchingbrooke, if we agree to take on management of the service.
Cancer
Radiotherapy will continue to be provided on the Peterborough site with patients living near
Hinchingbrooke more options for treatment on our Peterborough site. Specialist oncology services
will continue on all three of our sites, with more outreach clinics at Doddington, Ely and Spalding to
reduce the travel time for those patients who often require many visits to complete a course of
treatment.
The Woodland Centre in Hinchingbrooke Hospital boasts brand new out-patient and day care
facilities for cancer patients. The adjustment of patient flows within our catchment area will allow
local patients more access to these facilities. Alignment of practices will allow seamless care for
provision of radiotherapy and access to the specialist in-patient beds for cancer patients situated in
Peterborough.
Gastroenterology
The gastroenterology teams from Peterborough and Hinchingbrooke will combine to form a stronger
team that can provide a 24/7 gastrointestinal bleed service. They will provide some specialist
services locally such as manometry and capsule endoscopy resulting in care closer to home.
Dermatology
The dermatology service will integrate with the community providing clinics on our three main
hospital sites and outreaching into the community.
Neurology
The two neurology teams will work more closely together and we will develop additional specialist
neurology virtual clinics on the Hinchingbrooke site.
Nephrology
Working in partnership with the tertiary centres, we will explore the provision of our own
commissioned renal dialysis services on our Peterborough and Hinchingbrooke sites.
Acute Kidney Injury services previously provided by general physicians on the Hinchingbrooke site
are now being provided by renal consultants.
Pain
The excellent pain service based on our Stamford hospital site will in future expand to provide clinics
and procedures on the Hinchingbrooke site.
Rheumatology
We will bring our rheumatology services together to create the critical mass to provide greater
resilience, and faster access for patients.
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4.1.10 Clinical support services
Pathology
Since the 2017 dissolution of the Pathology Partnership, we have been working to repatriate activity
outsourced from Hinchingbrooke hospital to CUH. We will continue that work, focussing initially on
blood sciences, then microbiology and later histopathology (2019).
When we have a single pathology IT system we will approach other hospitals to offer them high
quality, efficient ‘cold’ pathology services.
Therapies
The Hinchingbrooke site will increase their stroke rehabilitation service requiring a transfer of
therapists from other sites, including CUH, to Huntingdon. We will also need to recruit additional
therapists due to the current vacancy levels. There will be a similar impact due to the increased
number of elective orthopaedic procedures on that site.
Pharmacy
Our pharmacy services will continue to evolve to provide proactive service to better meet the needs
of our patients. Combining the two teams will facilitate the provision of a truly seven day service at
both sites, while cross site working will enhance career opportunities and reduce reliance on agency
workers.
We will take advantage of the opportunities provided by the merger to reduce costs associated with
duplicated governance requirements and regulatory compliance. Bulk procurement across the
whole Trust and use of ePrescribing will deliver further savings. Better use of space, for example by
utilising storage capacity at HH will reduce space required on the PCH site. We will reduce drug
stock holding and waste in clinical areas through e-ward stock management.
This will release resources to provide longer opening times for hospital prescriptions, and reduce
delays in the discharge of patients during the evenings and at weekends.

4.2

Integration with system wide health and care partners

Greater integration of health and care providers is a key aim of the Cambridgeshire and
Peterborough Sustainability and Transformation Programme and for the neighbouring STPs.
Working together we will not only avoid unnecessary admissions to hospital we will help the wider
population live healthier, longer lives. We will achieve this by focussing on how we work together to
improve urgent care, care for patients with complex needs, ill health prevention and self-care, and
planned care (Figure 33).
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Figure 33 - Integration with health and care partners

Urgent care





Complex care





Prevention and self-care

Planned Care



Health and social care staff will work as one team to prevent unnecessary
hospital attendances and admissions
At risk patients that are treated in hospital will leave sooner and have
proactive primary care input during their admission
Provide more specialist support e.g. advice for the management of people
in the community
Work in partnership with community and primary care to develop care
management plans
Notify GPs on admission to the hospital of patients with complex needs to
ensure optimal management
Provide patients and carers with education and coaching to manage long
term conditions
Health promotion and prevention e.g. signposting web services and
community activities to enable patients to care for themselves more
effectively






Reduce the number of outpatient appointments conducted in person
through virtual clinics, use of advice and guidance, telephone and video
consultations
Increased use of community hospitals to provide clinics closer to home
Increased use of ‘see and treat’

4.2.1 Urgent care
We will work with our partners in primary care to signpost patients to the right care. Patients
attending our A&E departments will be informed of the variety of primary care and community
services for them to receive appropriate care including:










Urgent Care Centre
GP service, including out of hours
Out of hours dental service
Pharmacies
Joint Emergency Teams (JET)
Community respiratory and cardiology teams
Mental health teams
Social services
Voluntary services

We will work with these teams to develop clear referral pathways and navigation so that patients
are referred to the right service at the right time and receive the treatment they require.
Our care partners will be actively encouraged to work with patients in the hospital to both prevent
admission and expedite discharge when they have completed their care with us.
Primary and community care providers are able to manage many conditions away from the hospital
when they have access to specialist advice provided by the hospital. Telephone guidance already
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plays a key role in avoiding attendance to the hospital and in diverting patients away from admission
towards ambulatory care. We will develop more ambulatory care pathways to further reduce
admissions and prevent patients becoming more dependent when they leave hospital.
4.2.2 Patients with complex needs
Patients with complex needs are often, but not always, older and have one or more long term
condition. We will work with primary and community providers to develop and use care
management plans which will be shared with all providers.
For example, community nurses will know the symptoms which are normal for a patient and when
to call for medical advice from a GP or refer to the hospital. Paramedics called to patients with a
care management plan will have access to these plans, reducing the number of times they are
brought to hospital. When the patient arrives in hospital, the plan will be shared with the ED team
who will provide the appropriate care, avoiding unnecessary tests and treatments. The GP will be
informed of the admission and arrangements will be made to get the patient home sooner.
Patients will be provided with information about their condition and signposted to education
sessions and coaching provided either by the hospital or external providers, often in partnership
with the Trust. For example, we will expand the cardiology patient education sessions delivered in
partnership with the community cardiology nurses to other specialties.
4.2.3 Prevention and self-care
Patients are increasingly seeking information on their condition from independent sources to help
them remain healthy and provide self-care. Patients, especially those with long term conditions will
be signposted to approved internet resources and community self-help groups. For example,
patients with long term respiratory conditions are encouraged to use diet and exercise to remain
healthier.
4.2.4 Planned care
The increasing demand for outpatient appointments will be met through reducing the number of
times patients have to attend hospital by providing more virtual clinics, where consultants review
referral letters and decide which patients need to be seen in person. An extension of this is the
increased use of advice and guidance provided directly to GPs to help them manage their patient in
the community. The number of telephone consultations will increase and video consultations will be
developed, e.g. Skype.
Our outpatient capacity is limited, particularly on our Peterborough site. Stamford, Doddington and
Ely, Princess of Wales provide opportunities to expand our capacity while providing clinics closer to
home. Figure 34 shows the clinics provided in our local community hospitals.
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Figure 34 - Community hospital outpatient clinics
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We will use the opportunity to expand and deliver care locally for our patients where there is
sufficient demand. We will use our referral hubs to navigate patients towards the nearest clinics
where they receive the right level of care closer to home and with the opportunity for joint
engagement with GPs and community carers.
Some of our specialities already provide a ‘see and treat’ service, and we will consider other
specialties where patients are offered the option of treatment at their first outpatient appointment.
For example, patients with a blemish on their skin can be seen by the plastics team and offered the
opportunity to have it removed there and then in the procedure room rather than having them
return for a follow up appointment.
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4.2.5

Partnership working

Appendix 5.4 includes a list of existing and future partnerships. We will work with these partners,
and new ones, to meet the growing demand for our services in a sustainable way. As described
above, we will look to transfer some activity out of hospital towards some of these partners.
There are some partnerships, mainly with tertiary providers where we receive valuable specialist
advice and support which we will strengthen. However, our specialist centres often have issues of
capacity and patients sometimes have to travel far from home for procedures that could be provided
locally. For example urogynae, radiotherapy, complex pacing and PCI could be provided in our
bigger, more sustainable specialty teams. We will develop these services to release capacity at our
specialist hospitals and increase activity on our own sites.

4.3

Strategic enablers

Delivery of this strategy is dependent on a number of enablers, including development of our culture
alongside our workforce and recruitment, transformation and integration of services, IM&T and
Estates. Education and R&D will also key a key part in the delivery of high quality clinical services.
4.3.1 Culture
All organisations go through change of varying degrees, failing to adapt to the external environment
more often than not leads to their demise. Our staff have experienced significant change during the
merger, which will continue as this strategy is delivered. We recognise that there are various points
on the journey towards any change as described in the Kubler-Ross (2005)6 change curve (Figure 35)
and different approaches required at each point.
This applies just as well to merger and clinical integration and we recognise that successful delivery
of our strategy is dependent on providing Trust teams and individuals with support through the
process.
During a March 2018 joint session of the HMC and the Board, we discussed the cultural challenges
and highlighted how we will develop our culture to ensure that this strategy is delivered.
During the session barriers to strategy were discussed, including tribalism, with historic allegiances
to predecessor teams and hospitals being a strong factor. As part of this strategy, we will create a
sense of shared purpose to deliver great care for all our patients.

6

Kübler-Ross, E., & Kessler, D. (2005). On grief and grieving: Finding the meaning of grief through the five
stages of loss. New York ; Toronto: Scribner
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Figure 35 - Change curve

Denial phase
During the denial phase, myths and stories can be very powerful with the potential for blame being
passed to ‘the other’, whatever that might be. Individuals may feel that one part of the team is
better than the other, or that one part doesn’t understand the nature of the challenges that the
other part has to deal with on a daily basis.
The newly appointed clinical leaders have a key role in listening to their teams to understand where
the concerns are coming from. Cross-site meetings will facilitate this coming together to share views
and break down barriers, dispel myths and provide solutions. Using the patient as the focus for the
team has already helped to give the T&O teams a shared understanding of the two teams
Doubt phase
Once teams have moved from the denial to the doubt phase, the role of the clinical leads becomes
even more important as individuals require a clear vision of the future, based on this strategy.
The introduction of single referral hubs will help with that integration and remove barriers between
teams. Joint Multi-Disciplinary Teams (MDTs) will be key to rationalising the clinical approach across
the Trust which will benefit patients.
Some of our teams have already started looking at how they can reduce surgical cancellations by
making better use of the Hinchingbrooke site as they move from the doubt phase into problem
solving and acceptance.

56 | P a g e

Acceptance phase
As our people move through to acceptance they will play a crucial role in examining and providing
solutions to any inconsistencies in the services we provide. Cross site working will help in both the
identification and finding solutions to inconsistencies. Including this in employment contracts of
new recruits will build the future shared identity.
Communication is critical to culture change. With careful use of language everyone feels part of the
journey. A clear and consistent communication strategy with reference to ‘our Trust’, and our
individual services, and a focus on the service strategies and Trust values will help to clear away
confusion and provide clarity on the end goal.
4.3.2 Workforce
The key focus of our workforce strategy is ensuring our staff are supported to deliver safe, high
quality and sustainable care seven days a week, improve staff satisfaction and engagement and
ensure strong, empowered leadership.








Strategic workforce planning and role transformation: We will continue to implement
changes to the way staff work to improve clinical services, including implementing new roles
in key Trust developments. Staff will need to increasingly work in new and closer
partnerships with other sectors such as community and primary care, social care, the
voluntary sector and with mental health colleagues.
Different models of education and training delivery: Our investment in education and
development will increase as we develop new roles. Training will reflect the need for staff to
manage increasingly complex patients and support our work to develop integrated care. We
aim to grow our graduate programmes and by collaborating with our partner educational
institutions including Anglia Ruskin University and the Deanery to develop innovative and
forward thinking training.
Delivering safe, sustainable services: Our ambition is to have real-time assurance of safe
staffing levels across all clinical staff groups seven days a week. We have specific plans
focussing on hard to recruit areas and staff shortages which are a particular strategic risk as
we meet growing demand for our services.
Organisational development: Delivering our strategic ambitions and the benefits of merger,
will require strong leadership, cultural change and organisational development support. We
will continue to use our values and behaviours framework, investing in leadership
development. Leaders will be working in ambiguous and complex contexts so strategic
leadership, finding capacity for change and staff engagement are key elements of our
organisational development plans.

4.3.3 Transformation
Our business transformation team will support clinical teams through nationally recognised
processes such as LEAN and six-sigma to provide safer, better services for patients which reduce
duplication and cost.
4.3.4 IM&T
The Trust IM&T vision is to provide the right information to the right people at the right time.
Providing this in a consistent way across all our sites is a key enabler of integration and will allow

57 | P a g e

more patients to be seen and treated locally without having to provide the same information again
and again.
The strategy to deliver this vision has been approved by the Board and includes investment in the
core IT infrastructure across all sites where possible. The replacement of the Patient Administration
System (PAS) and the Picture Archiving and Communication System (PACS) used predominantly for
the sharing of diagnostic images will be complete in 2018. These core systems will not only allow
sharing of key patient information between sites so that patients can be treated seamlessly on any
of our sites, they are the building blocks for the integration of other systems.
We have already moved all staff onto a single email system. Work to facilitate cross site working,
including a single registry will further integrate clinical services, allowing clinicians to access their
work regardless of which site they are on.
The detailed IM&T roadmap is shown in Appendix 5.2.3
There are some fixed dates in the plan which must be met. The date for delivering other systems
can be flexed to meet the needs of the clinical strategy. PAS and PACS go live dates are fixed as they
are two fundamental systems which underpin all future clinical systems and are already in progress.
The timing for the introduction of small number of other systems will be reviewed in light of the
clinical strategy.
The clinical strategy timescales and the IM&T road map are aligned expect for the pathology IT
system which provides test results to the whole Trust. The IM&T steering group is aware of the
conflict and are considering how the timelines can be aligned without disrupting the other significant
IT developments.
4.3.5 Research and development
As we move into 2018/19 and beyond the funding environment in the NHS will become ever more
challenging; as an organisation we will be required to do more with less. A key challenge will be
ensuring research is embedded within clinical care and is continued to be seen as an integral
component of patient care. Our short-term strategy is to continue to encourage our clinical teams to
participate in research and take opportunities to roll out our existing strengths in research across our
hospital sites whilst remaining cost effective in research delivery. This will continue to keep research
at the forefront of our minds whilst we grow other elements of our research portfolio.
A key longer term objective is to facilitate the growth of a home grown research portfolio, with our
Trust acting as sponsor of the research. These are research studies that will have originated and
been developed by NWAngliaFT teams before being rolled out across NHS sites. Given the highly
competitive nature of research funding and the timeframes involved in study design this objective
will be key to our R&D Strategy over the coming years.
At present the majority of portfolio research undertaken at our Trust is sponsored by other
organisations where NWAngliaFT is selected as a participating site on the study. In growing a home
grown research portfolio we will support our clinical teams with the development of research ideas
and build on existing relationships with our partners to secure funding to run this research across
NHS sites. In 2017-18 we made some early progress in achieving this and opened our first multi-
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centre sponsored research study within Ophthalmology. This is due to open across other NHS trusts
in early 2018-19 as we select sites to participate in the study.
We are currently developing a number of research ideas with our clinical teams, submitting these to
research ethics committee, National Institute for Health Research (NIHR) portfolio adoption and
funding bodies for consideration. We have increased our knowledge in a number of areas
successfully completing patient and public involvement (PPI) focus groups to inform the design of
our studies whilst working in collaboration with Clinical Trial Unit's (CTU's) in the design and
development of study protocols and funding bids.
4.3.6

Education

Medical education
In the next five years we are committed to achieving associate teaching Hospital status and will
establish a teaching infrastructure that allows us to accommodate an increased number of students
for an increased number of student weeks. This will require an Education Faculty with Consultants
and Specialist nurses delivering teaching and training time.
Teaching Ward Rounds and Teaching Clinics will be the norm to support the delivery of a more
structured learning environment. Consultant recruitment and appointment will reflect the
requirement to support this with remuneration according to student weeks delivered. Universities
have indicated that they wish to support this process by awarding Honorary Lecturer posts to
members of the Faculty.
This Academic recruitment drive will augment the Trust’s already promising Research and
Development reputation and further attract outstanding candidates for new roles.
We will meet the additional training requirement in medicine and surgery with more consultant
supervisors, non-medical practitioners i.e. Advanced Care Practitioners and Advanced Nurse
Practitioners as well as more trainees to rebalance rota’s in line with the requirements of IMT and
IST.
Non-training grade doctors will be supported by a named supervisor, e-portfolio and structured
training events delivered locally.
We aim to collaborate with a regional partner e.g. Anglia Ruskin University, to develop our existing
clinical skills labs on the PCH site into a fully-fledged simulation facility. This will require capital
investment but will benefit all undergraduate and Post graduate Medical education and nurses.
Nursing and midwifery education
Over the next five years our main focus will be on increasing recruitment and retention.
Recruitment will focus on the full use of the apprenticeship levy, supporting the ‘grow your own’
pathways through Pre-Registration programmes to develop nurses of the future. We will encourage
staff to work on the Bank pools both registered and un-registered to gain experience and prepare
them for starting healthcare apprenticeships. Our aim is to extend the quantity of Nursing
Associates trained to enable one per shift on each inpatient area and encourage staff to progress to
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the full BSc Nursing programme. We will also use the midwifery apprenticeship degree course when
it becomes available.
We will attract new staff with early recruitment of students, rotation programmes and continue the
excellent staff development that the Trust offers. Our workforce and education teams will work
together to review service delivery of specific roles. For example we will optimise the Health
Education England funding to increase the numbers of Emergency Nurse Practitioners and Advanced
Nurse Practitioners, whilst supporting Advanced Clinical Practitioners in the Emergency Department
and more Consultant Nurses. We will continue the Return to Practice courses and develop further
our overseas recruitment.
Retention will focus on excellent and elongated preceptorship programmes with good pastoral as
well as clinical support. We will offer internal courses to enable staff to become student assessors,
follow leadership programmes and encourage staff to gain promotion where appropriate. As a Trust
we will innovate in finding ways to fund training and offer Continuing Practice Development (CPD) as
funding from central bodies continues to reduce.
We will support flexible working within the Trust and offer packages to those retiring to encourage
part time working.
Allied health professionals
Over the next five years we will use apprenticeship degree courses as they gain approval.
Apprenticeships are already in development and will play an increasingly important role as we adopt
the ‘grow our own’ approach over the next five years.
We will continue to grow the new but already effective Return to Practice scheme for AHPs.
We will complete the Job Plan project to protect Learning and Education time. We know that this
will be very attractive to staff working in the Trust and will increase retention. All students that work
here are encouraged to apply early for posts before qualification to support the routine recruitment
programmes. We will also work with other providers in the region, especially those in the
community, to provide experience in a variety of settings to encourage new recruits to apply to work
with us.
We are developing some of the national competencies to support the Community Front Door Team
(CFDT) through a Senior band 5 post. This is an attractive role for AHPs who are not quite ready to
step into the Band 6 roles, but are developing skills beyond a junior Band 5. We are considering a
similar approach for more senior Band 4 AHPs who are preparing for a Band 5 position.
4.3.7 Estates
Our Peterborough site represents one of the newest hospitals in the NHS. Completed in 2010, it has
purpose built wards and other clinical space with good underpinning infrastructure and services. A
six facet survey has been completed for all our main three sites. This has identified that the estate
on our Hinchingbrooke site is in need of significant investment.
One of the key drivers for our strategy is to provide additional bed capacity, and as was shown
previously, there is significant opportunity to expand on our Hinchingbrooke site by bringing back
clinical space which has been converted into office accommodation.
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A supporting Estate strategy is being developed based on four key principles to meet the challenges
anticipated over the next five years:





modernising inpatient facilities on our Hinchingbrooke site to improve patient experience,
outcomes and increase flexibility;
modernising workplaces for staff: to increase flexibility and productivity in office
accommodation;
embracing technology to facilitate new ways of working including providing our services offsite
integrating our services with other health and social care providers, especially on our
Hinchingbrooke and Stamford sites

Delivering the investment strategy will require significant capital investment in our infrastructure
and IT. Due to the significant level of projected investment, we are putting a greater focus on
benefit realisation – both financial and non-financial – to ensure the Trust achieves the level of
return required to further improve the quality of care and maximise financial benefits.
In addition to the additional 200 bed requirements, the strategy requires the estate developments
shown in Figure 36:
Figure 36 - Clinical strategy estates requirement

Specialty

Estates requirement

Complete

Theatres

Refurbish main theatres at HH

FY19

th

Gastro

5 Endoscopy room at PCH

FY19

Sterile Service

Close SSD at HH

FY19

Stroke

Dedicated rehab ward at HH

FY20

Dermatology

Out-patient space at HH

FY20

Pharmacy

Pharmacy refurb at HH

FY20

Diagnostic Imaging

Refurbish rooms and equipment at HH

FY20

Respiratory

Bronchoscopy service at HH

FY20

Med for OP

Develop frailty service at HH (likely to require a ward)

FY21

Oral Max Fax

Out-patient space at HH

FY21

Out-patients

Single site booking team

FY22

Respiratory

Specialty clinics on both sites (OPA space at HH)

FY22

4.4

Finance plan

The clinical strategy identifies opportunities to reduce cost both to the Trust and the wider health
economy. It also identifies at a very high level expenditure which will be required, including capital
investment.
A detailed financial plan will be developed to support this strategy, but the following highlights the
areas which will be included in the plan.
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4.4.1 Expenditure
The strategy will reduce expenditure through:








Integration of clinical teams and standardising practice will reduce waiting list clinics and theatre
sessions
Procuring increased volumes of equipment, is already resulting in some bulk purchase discounts.
The strategy identifies further opportunities e.g. standardising theatre equipment
Adopting best practice for example ‘see and treat’ will improve outpatient capacity and reduce
additional cost to put on extra clinics to clear backlogs
Standardising on single IT systems will reduce licence cost savings
Reductions in locum and agency costs as vacant posts are filled
Reduced outsourcing of Hinchingbrooke pathology
Repatriation of neurophysiology

4.4.2 Income
The strategy will increase income through:












Increased radiotherapy from Hinchingbrooke
Urogynae, endometriosis service
ENT Bone anchored hearing aid
Maternity sub-specialised work
ENH pathology
Pathology S Lincs GP expansion
Paediatrics and maternity (S Lincs reconfiguration)
Renal direct commission for PCH and Hinchingbrooke dialysis
Respiratory EBUS
Dermatology at Hinchingbrooke
Head and neck plastics service

The strategy will reduce income through:
 ED avoidance schemes with the community
 Increased community management of patients with long term conditions
 Replace outpatient activity with advice and guidance
 Partnership working in planned work
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4.4.3 Capital
The strategy will require capital investment (Figure 37), some of which has been approved, but
other proposals will require investment appraisals.
Figure 37 - Capital investment

Specialty
Bed expansion

Capital scheme
2 to 3 bed bays
4 to 5 bed bays
Hinch 100 beds
Fourth floor

Delivery
FY19
FY19 to FY20
FY19 to FY20
FY19 to FY21

Theatres
Stroke
Diagnostic Imaging
Endoscopy
Pharmacy
Diabetes
Theatres
Urology

HH Theatre upgrade
Stroke rehab ward
Improvement in rooms and equipment at HH
PCH 5th endoscopy room
Minor works at HH
Juniper and MSSU swap
Refurbishment of main theatres at HH
Standardise equipment

FY19
FY19 to FY20
FY20
FY19
FY20
FY19
FY19
FY19

4.5

Engagement and communication

4.5.1 Local engagement
The strategy will be considered in full at the public Trust Board where members of the public can ask
questions of the Board about the strategy.
We commit to fully engage with our local Overview and Scrutiny Committees when the strategy is
approved.
The strategy will be published on our Trust internet site.
4.5.2 Staff communication
We will share the strategy with our staff through regular Team Brief sessions, and additional sessions
on both sites before the strategy is approved at our public Board in April.
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5. Appendices
5.1

Appendix 1 – NWAngliaFT beds

The following table shows the Trust beds by specialty and site.
Peterborough City Hospital
All
Key

Planned care*
Unplanned (emergency) care
Specialist

Assessment



Medical Assessment Unit
Frail Elderly Unit

Medical






B1 Isolation
Cardiology
A3 Medical short stay
B6 Diabetes, Endocrine and
Gen Med
A10 Gastroenterology







A8 Renal and endocrine
A9 Medicine for Older People
B11 Stroke
B12 Respiratory
B14 Medicine for Older People







B5 MSK trauma
B7 MSK elective
A15 General surgery
A2 Urology/ENT
A4 Colorectal/Gen Surgery










Critical Care
CCU
Haem/Onc
Women’s health (Breast and
gynae)
Maternity inpatient
Maternity transitional care
Maternity delivery
Amazon Paediatric



John Van Geest ‘step down’

Surgery

Specialist

Stamford

Beds
658
76
433
149
49
23
26
298
14
29
32
32

Hinchingbrooke Hospital

32



31
32
32
32
32
140
32
32
12
32
32
149
12
12
18
20
29
14
14
30

Acute assessment unit

Beds
258
38
183
37
9
9






145
30
30
25
30

Planned care*
Unplanned (emergency) care
Specialist

Medical short stay unit
Walnut Gen med and respiratory
Apple Stroke rehab
Cherry medical/dementia

Juniper Gastrointestinal/general
surgery
**Pear Tree winter pressures 28 beds

 Acute trauma and assessment unit
 Birch orthopaedic 17***
 Daisy 23 hour general surgery
***Birch can expand up to 28 beds




30

46
29
17
21

37
9
28

Critical care 9
Lilac maternity 28

*All planned care wards are used for
unplanned care as required. Birch and
B7 elective orthopaedic wards are the
least likely to be used for unplanned
care, but can still be used for this
purpose

22
22
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5.2

Appendix 2 - Timelines

The following timelines provide a roadmap for developing the required estate infrastructure, IM&T, and workforce.
5.2.1 Estates
The timeline below shows the indicative estates timeline required to deliver the clinical strategy. The timeline assumes that funding is made available
through the capital allocation and other sources.
KEY:

All Sites

HH

PCH/SRH

Scoping / Planning
Building works
Handover

2018/19

Estates clinical strategy timeline
Q1
Bed expansion

2 to 3 bed bays

Bed expansion

4 to 5 bed bays

Bed expansion

Hinchingbrooke 100 beds

Bed expansion

PCH fourth floor

STP

Theatres upgrade HH

STP

Orthopaedic OPD

STP

Stroke rehab ward

STP

CUH stroke

Hinchingbrooke dev

DI room refurb

Q2

Q3

2019/20
Q4

Q1

Q2

Q3

2020/21
Q4

Q1

Q2

Q3

2021/22
Q4

Q1

Q2

Q3

2022/23
Q4

Q1

Q2

Q3
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Q4

2018/19

Estates clinical strategy timeline
Q1
Hinchingbrooke dev

Dermatology outpatient

Hinchingbrooke dev

Bronchoscopy

Hinchingbrooke dev

Respiratory outpatient

PCH development

5 endoscopy room

Trust development

Site admin bases

Q2

Q3

2019/20
Q4

Q1

Q2

Q3

2020/21
Q4

Q1

Q2

Q3

2021/22
Q4

Q1

Q2

Q3

2022/23
Q4

Q1

Q2

Q3

th
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Q4

5.2.2 Workforce timeline
The following timeline shows the changes in the clinical strategy which require changes to the workforce, including developing roles, change of working
patterns and recruitment. Not all recruitment has been approved. Where it has not been approved, time to develop and consider an Investment Appraisal
is included in the timeline.
KEY:

All Sites

HH

PCH/SRH

Planning / IA
Recruitment
Commence service

2018/19

2019/20

2020/21

2021/22

2022/23

Workforce clinical strategy timeline
Q1
Apprenticeships
Extended scope

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Breast (mammography),
therapists
Breast (rep r’graphers),
Renal ACP, Crit Care ACCP

7 day service - Keogh

Gastro bleed service

7 day service - Keogh

Cardiology 7 day service

7 day service - other

MFOP

7 day service - other

Diabetes

7 day service - other

Palliative

7 day service - other

HH critical care outreach

7 day service - other

Gynae 24/7 EPAU x-site

Recruitment

Cardiology consult & tech
vacancies

Recruitment

ED HH cons and MG vac
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Q4

2018/19

2019/20

2020/21

2021/22

2022/23

Workforce clinical strategy timeline
Q1
Recruitment

MFOP

Recruitment

Comm ger’trician and
frailty nurse at HH

Recruitment

2 WTE orthogeriatricians

Recruitment

Recruit stroke consultant
and therapies vacancies

Recruitment

Dermatology

Recruitment
Recruitment
Recruitment
Recruitment
Recruitment

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Q4

Q1

Q2

Q3

Critical care medical
vacancies
Combined paediatric
ophthalmology
New palliative cons &
nurse
Rheumatology medical
vacancy and new nursing
Theatre staff and
consultant vacancies
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Q4

5.2.3 IM&T timeline
The IM&T roadmap was developed before the clinical service strategy and indicates the dates when applications are being deployed. The roadmap aligns to
the clinical strategy.
KEY:

All Sites

HH

PCH/SRH

Scoping / Planning
Implementation
Go Live

2016/17

Clinical System
Q1

Q2

Q3

2017/18
Q4

Q1

Q2

Q3

2018/19
Q4

Q1

Trust Int Engine (TIE)

Q2

Q3

2019/20
Q4

Q1

Q2

Q3

2020/21
Q4

Q1

Q2

Q3

2021/22
Q4

Q1

Q2

Q3

Complete

eTrack
PAS / ED
Theatres
Winscribe/ePro
PACS
CRIS/iCRIS
Radiology
ICE
Order Comms

Stage 1 Complete

Order Comms review
Nerve centre
Nursing Obs
K2
Maternity system
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Q4

2016/17

Clinical System
Q1

Q2

Q3

2017/18
Q4

Q1

Q2

Q3

2018/19
Q4

Q1

Q2

Q3

2019/20
Q4

Q1

Q2

Q3

2020/21
Q4

Q1

Q2

Q3

2021/22
Q4

Q1

Q2

Q3

EDM
Scanned Casenotes
ePrescribe & Pharm
Stock Mgmt
Critical Care
Patient Portal
GP Integration
Pathology
Ophthalmology
Cardiology
Endoscopy
Chemo ePrescribe
Audiology
Paediatric EPR
Somerset Cancer
register
Smart Outpatient
Booking
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Q4

5.3

Appendix 3 – Classification of patients requiring surgery by the
American Society of Anaesthesiologists (ASA)

The following definitions from the American Society of Anaesthesiologists (ASA) are referred to in
this strategy:
Figure 38 - ASA classification for surgery

Classification
ASA 1
ASA 2
ASA 3 and 4

Definition
Fit and well, no medication
Well controlled illness, no impact on daily life e.g. controlled hypertension or
diabetes
Illness with impact on daily life e.g. unstable diabetes, frequent angina
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5.4

Appendix 4 – Service partnerships

This table lists the specialty partnerships either already in place or for future development. Those
highlighted in green are ones we aim to develop further to relieve pressure on acute care, in other
words we will seek to meet growing demand with them. Those in red indicate partnerships where
we want to bring activity back into the Trust, i.e. grow our service. Partners in black will continue to
provide valuable support to our Trust.

Specialities
A&E

Existing for development

Community teams
Police, Ambulance Service
Volunteers (mental health)
OOH Mental Health
EMAS and EAST
City Council Social services
Falls service (CPFT)
Acute Medicine
ADPRAC
ACP Service
CPFT (JET)
Ambulatory Care
ADPRAC
ACP Service
CPFT(JET)
Audiology
Specsaver
Concordia
Breast Surgery
CUH – breast screening
Cardiology
CPFT community cardiology
Papworth
GPN
Voluntary sector
Social Care
Clinical
Leeds Teaching Hospital
Haematology
CUH
Diabetes/Endocrine Community services – CPFT
Joint clinics with renal
Slimming companies
Diagnostic Imaging Inhealth and Nighthawk
Private MRI in Peterborough
Anglia Ruskin
CUH and Leicester - formalise
interventional radiology cover
ENT
Concordia
Endoscopy
Gastroenterology
Drink Sense
CUH and RPFT for transplants/
hepatology/ capsule
General Surgery
Trauma centre(CUH)
Geriatric Medicine
CPFT
CCS
Age Concern
Red Cross
Social Care

Future Potential Partners
UTC at Stamford (Lakeside)
GPN/Octagon
Co-location with Urgent
Treatment Centre at
Peterborough
Red Cross
Nutritia

University of Herts
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Specialities
Gynaecology
Lower GI

Existing for development
London and Nottingham Fertility
CUH for some sub specialty e.g. urogynae
CPFT Stoma Care
CUH and Leicester

Future Potential Partners
Lakeside – low complexity
planned care

Lymphedema
MacMillan Centre

Citizens Advice
Thorpe Hall
Palliative care
Neonatal
Community outreach
NUH
Neurology
CPFT
Voluntary sector
Obstetrics
Slimming clubs
Oncology
CUH
Leicester
Ophthalmology
CUH
Oral & Maxillofacial CUH
Orthotics
Pain
Paediatrics
Palliative Care
Pathology
Pharmacy
Plastics &
dermatology
Radiotherapy
Renal
Respiratory
Rheumatology
Stroke

Therapy Services
Thoracic Medicine
Orthopaedics

Upper GI
Urology

CPFT psychology
CUH and UHL for surgery
GOS and NUH
Thorpe Hall
Voluntary Sector
CUH Hinchingbrooke activity
CUH
Buckden community dermatology
CUH
CUH Renal
Leicester Renal
GPN
ASC Rehab in SLCCG
CUH
Voluntary sector
CPFT
Voluntary ASC
ESD (CPFT)

CUH for foetal testing

Anglia Othodontics for
community minor oral surgery
Community providers

East and North Herts
Private providers

Renal Service Limited
Smoking cessation
CPFT

CPFT/JET
UHL
CPFT
CCS
CUH – complex cases
CUH
UHL
CPFT – catheter service
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5.5

Appendix 5 – Individual service strategies

(Separate file)
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