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Where you come first 

Foreword 

………………………………………………………….. 
The James Paget University Hospitals NHS 

Foundation Trust’s first and foremost priority is 

ensuring our patients remain central to 

everything we do and they always come first.   

We will continue to strive for exceptional high 

quality, safe and compassionate care for all 

our patients and their families.  We are also 

passionate about supporting the national 

direction to provide the right care, in the right 

place and at the right time.  This will require us 

to work creatively and innovatively with our 

community and primary care colleagues. 

We are not alone in experiencing the same 

unprecedented financial pressures as 

other public sector organisations.   Whilst 

we have had historically a strong financial 

track record, we are not immune to national 

pressures, making it essential for us to 

review all our services to ensure they 

represent value for money and they meet all 

appropriate clinical standards.   

We recognise the next five years will be 

extremely challenging for us. It is also an 

exciting opportunity for the Trust to embrace 

the level of changes required by doing 

things very differently.  This will require us 

to be both brave and bold in our decision 

making, placing us at the forefront of 

innovative working practices.  It will also 

require us to have a much more commercial 

attitude focusing on: 

 Business development opportunities; 

 Increasing our profit margins; and 

 Ensuring we have the best possible 

team of staff who are all truly passionate 

about delivering the highest quality of 

services and care.   

It will also require us to radically transform and 

redesign our existing services and staff will be 

required to work in different and yet more 

creative ways using the advancements in 

technology available to us.  This will ensure we 

use our resources to meet the demands of our 

patients, but also deliver them in the most cost 

effective, high quality and efficient way, 

eliminating waste and cutting bureaucracy.   We 

must focus on ‘getting it right first time and 

every time’ to ensure our future viability. 

It will also be critical for us to fully understand 

what our local population want from us and 

ensure we respond to the demographic changes 

predicted over the next few years. This will 

enable us to develop new services or adapt our 

existing services to meet these needs as well as 

the opportunities to move into new markets.  

To do this, we want to deliver more integrated 

clinical care with the Norfolk & Norwich 

University Hospitals NHS Foundation Trust 

(NNUHFT), East Coast Community Healthcare 

(ECCH), the provider of local community 

services and our primary care colleagues.  This 

will ensure our patients and their families receive 

seamless, first class services.  This approach 

will also help to reduce any health or wellbeing 

inequalities and reduce waste.  More 

importantly, it will help to secure the 

sustainability of the local health economy for the 

coming years.  

Our three priority strategic intentions are: 

1. Putting our patients first – providing 

exceptional high quality, safe care 

2. Being the best provider caring for our 

growing elderly population  

3. Developing closer working arrangements 

with our health, social and educational 

partners 

With her appointment our new Chief Executive, 

Christine Allen will bring the leadership and 

direction required to push forward our strategic 

intentions into reality. 

 

David Wright, Chairman of the Board of 

Directors and Governors Council
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Introduction and our strategic intent 

………………………………………………………….. 

What is a strategic plan? 

This strategic plan details the future direction and strategic intentions of the James Paget 

University Hospitals NHS Foundation Trust (‘the Trust’, ‘we’, ‘JPUH’) and the journey we will 

take over the next five years.  It provides an honest and open evaluation of who we are, 

what services we provide and how we see our services changing up to and including 2018.  

Set out in Appendix 1 is a glossary of the common terms or abbreviations used within this 

document. 

Why is this strategic plan so important? 

It is our opportunity to share with our local community how well we are currently performing.  

It also provides the perfect platform to address the critical media attention the hospital has 

received over the past two years and rebuild our reputation as a high quality and safe, well 

managed hospital. We have invested much time and resources in learning the lessons from 

these previous experiences to turn the hospital around.  We are now a feature of much 

positive media attention, most recently for our survival rates, which are some of the best in 

the country.  We also want to share our ambitious plans that will move us forward, making 

further improvements and ensuring patients receive the best possible quality of care and 

attention during their time with us. 

Who approves our strategic plan? 

As a Foundation Trust, this strategic plan has been approved by our Board of Directors and 

supported by the Governors of the JPUH and our local commissioners.  In addition, this 

strategic plan feeds into the Annual Plan, which is submitted and reviewed by Monitor.  

What is our strategic intention? 

The strategic intention of the Trust is to: 

Be an excellent healthcare provider delivering local acute care and other patient 
services of the highest quality to the residents of Great Yarmouth and Waveney as 

well as being part of an integrated healthcare service which includes education, 
research and training. 

 

What further information is available? 

Sitting beneath this strategic document will be the individual divisional and specialty level 

service plans which form the foundations of this document. These plans will provide a 

greater level of information and detail the key actions planned for the next five years.  We 

have collated each of the action points detailed in the main body of this report into Appendix 

2. 
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Key messages 

We face our most challenging times ahead in the history of the hospital.  

With the projected increase in our population, the growth in the proportion of patients over 65 

and 85 and those with dementia, there will be increased demand on our services at a time 

when resources have to reduce by £20 million from our current income level. 

Our fundamental driver will be to protect our core services from the threats posed by gaps in 
key medical posts and the financial challenge, in order for us to continue to deliver high 
quality patient care. 

…………………………………………………………..
This strategy identifies our key areas of focus if we are to remain a viable and thriving 

organisation. Our first and foremost commitment is to our patients and we will strive to 

ensure all our patients and their carers receive the highest and best possible standards of 

care in a safe environment. In addition, we fully support and value our staff and want them to 

be healthy and satisfied with the work they do. We also need to maximise staff productivity 

and efficiencies given the financial constraints we are facing.  The key messages within this 

strategy are: 

1. Quality and safety – putting our patients first 

We recognise that central to our strategy is the need to continually make year on year 

improvements with the quality of care our patients and their relatives receive.  We will 

use the Francis report to ensure lessons are learnt from the Mid-Staffordshire NHS 

Foundation Trust inquiry.  We are committed to and will strive for excellence, ensuring 

all our patients receive the highest and best possible standards of care.  We want them 

to have a positive experience in a safe environment, treated with compassion and 

dignity with the aim of achieving excellent and safe care.   

2. The £20m financial challenge  

We have estimated we will need to find savings of at least £20 million recurrently from 

our 2012/13 baseline by the end of this five year plan.  If this level of savings were to be 

found purely from staff, based on the Trust’s average salary of £30,000, this will require 

a headcount reduction of 24%. We also need to return the Trust’s finances back to 

sufficient surplus to support our requirements for the capital programme of work.  

3. Emergency admissions and beds 

We face a real challenge in relation to our capacity and beds.  In order to reduce our 

costs and recognise the NHS Great Yarmouth and Waveney Clinical Commissioning 

Group (CCG) plan to restrict admissions and reduce acute expenditure we need to plan 

to close beds. However, based on the population growth and expected increase in 

admissions we need to open two more wards, which the CCG is not prepared to fund.  

This is the question we need to resolve as a Trust, and with the CCG, within the lifetime 

of this strategy. 

4. Standing still is not an option 

We can expect certain services will reduce or be moved to other settings/providers, 

which may bring into question our overall viability.  It is essential we continue to grow 

services and expand into new areas to ensure our core services are not brought into 

question due to a reducing turnover. We will prioritise which services to concentrate on 

and strategically grow services in new markets to maintain a viable level of income. 
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5. Purchase of land 

The Trust is ideally placed to become the ‘go to’ health campus for the Great Yarmouth 

and Waveney area.  In the early years of this strategy we will construct a business case 

to take this concept forward with our key partners.  If it is possible, the Trust will 

purchase the land in advance of the business case as this is the only land available for 

any future developments; without this land, the site is sterilised. 

6. Critical medical posts 

From experience, we know that if we cannot attract to key medical positions then it is 

not possible to deliver the service e.g. histopathology.  There are certain key services at 

present that, due to critical national shortages, could be under threat due to current 

vacancies or imminent retirements. We will develop and invest in a range of recruitment 

initiatives to attract and guarantee the supply of staff to deliver the services we need to 

be a successful and sustainable hospital fit for the future. We will also look at initiatives 

to train and grow our own medical staff, providing dedicated support to our junior 

medical staff to offer the opportunities to develop through to the senior medical posts by 

gaining the experience they need.  

7. Clinical partnerships with NNUHFT 

As care pathways continue to be reviewed at national, regional and local level there will 

be some services we currently provide which may be challenged in the future. We have 

always enjoyed a number of joint or merged services with the NNUHFT and we are 

working with NNUHFT to identify the options and opportunities for providing these 

services across the two trusts to secure clinically safe, cost efficient and effective care 

for patients. 

8. Length of stay 

Currently our patients are staying too long in hospital. The Patient Flow team was set up 

in 2012 to improve the way our patients are managed through the hospital and improve 

the processes and systems. One of the main objectives was to reduce length of stay.  

Whilst initially this was successful, length of stay has started to increase again.  A great 

deal of further work will be required in this area.  In addition, the structure to manage 

flow requires review to ensure that any improvements are sustainable. 

9. Integrated care pathways, JPUH presence in the community and GP engagement 

We have demonstrated through our children’s services we can deliver an excellent 

service where we have integrated community and acute care. There are other 

opportunities to replicate this model including care of the elderly. We will seek 

opportunities to directly deliver care in community settings and we will work hard to 

improve our clinical dialogue and relationships with the local GPs to be a first point of 

contact for advice, rapid access for diagnosis and the joint delivery of clinical care. 

10. Management capacity and capability 

We are entering into a new phase as a Trust with a new Chief Executive from July 2013 

and a number of new Executives to be recruited to the team. We are currently reviewing 

our management structure and will implement any necessary changes to meet the 

needs of this strategy. There will be a programme of development to support the 

capacity and capability of senior and middle managers in the Trust to strengthen our 

management capability. 
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Contextual information and planning assumptions 

The Trust is a district general hospital, providing acute hospital services to people, visitors 

and staff who live or work in the towns in and around Great Yarmouth and Lowestoft. 

We are largely a local hospital with 86% of our income provided by the Great Yarmouth and 

Waveney (GYW) CCG.   

The single biggest challenge we face on our services will be the significant increase in our 

elderly population and the number of patients diagnosed with dementia. 

………………………………………………………….. 

As a Foundation Trust, we are accountable to our Governors as well as our wider 
community, including local residents, patients, carers and staff who are involved in what 
happens at this hospital.  

The Trust is a district general hospital, providing acute and other hospital services to people, 

visitors and staff who live or work in the towns in and around Great Yarmouth and Lowestoft. 

We are largely a local hospital with 86% of our income provided by the GYW CCG.  We offer 

some specialist care including oncology and the investigation of blood disorders within our 

dedicated Sandra Chapman Cancer Centre.  We support new trials and research as well as 

providing traditional chemotherapy treatments. 

We pride ourselves on our safety levels and high quality patient care.  We sit within the top 

10% of the best performing trusts in the country for our survival rates, alongside only 16 

other trusts1.  We are one of only two hospitals in the entire East of England to have lower 

than expected mortality rates.  We are also a clean hospital and have lower than expected 

healthcare-acquired infection. Last year, we had no Methicillin Resistant Staphylococcus 

Aureus (MRSA) bacteraemia cases. The results from our last unannounced Care Quality 

Commission (CQC) inspection held in February 2012, also reported full compliance with all 

five standards reviewed: 

 Respecting and involving people who use services; 

 Care and welfare of people who use services; 

 Meeting nutritional needs; 

 Cleanliness and infection control; and 

 Staffing. 

Over the next five years, we have committed a significant level of capital investment.  We 

are intending to extend our A&E department as well as creating a state of the art theatre and 

day surgery complex as well as a number of other clinical refurbishments.    

 

                                                           
1
 There are currently 142 NHS hospitals nationally. 
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Key facts about our population 

The total number of residents registered with a GP in the Great Yarmouth and Waveney 
area is 230,000, which has continued to grow steadily in recent years.  However, over the 
next five years the biggest increase in our population will be in the over 65 age group (see 
figure 1 below).  

Set out in the table below are the projected 

increases in our population for the over 65s, 75s, 

and 85s age group in the next 5, 10 and 17 years. 

  2013 2014 2015 2016 2017 2018 2023 2030 

Total 

Population 
218,000 219,000 220,000 222,000 223,000 223,000 231,000 240,000 

Over 65s 53,000 54,000 55,000 56,000 57,000 58,000 63,000 72,000 

% Over 65s 24.3% 24.7% 25.0% 25.2% 25.6% 26.0% 27.3% 30.0% 

Over 75s 25,000 25,000 26,000 26,000 27,000 28,000 34,000 40,000 

% Over 75s 11.5% 11.4% 11.8% 11.7% 12.1% 12.6% 14.7% 16.7% 

Over 85s 8,000 8,000 8,000 8,000 9,000 9,000 11,000 14,000 

% Over 85s 3.7% 3.7% 3.6% 3.6% 4.0% 4.0% 4.8% 5.8% 

 

Source of information: Office for National Statistics (ONS) - 2010-based subnational population projections by sex and five year age groups for 

Strategic Health Authorities and Primary Care Organisations in England 

In the next ten years our population in the over 65 age group is expected to increase by 

10,000 to 63,000 (+18.9%) and this is set to increase to 72,000 by 2030, a total increase of 

35.9%. In terms of the population of the area, over 65s will make up 30.0% of the total by 

2030, compared to 24.3% in 2013. The over 85 age group is expected to increase by 3,000 

to 11,000 (+37.5%) and this is set to increase to 14,000 by 2030, a total increase of 75%. In 

terms of the population of the area, the over 85s will make up 5.8% of the total by 2030, 

compared to 3.7% in 2013.  Alongside this we also have one of the highest levels of patients 

diagnosed with dementia compared to all other CCGs in the country.   
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This level of growth in demand will mean: 

 An increase in beds by 38, if no community investment is made and length of stay 

remains at the same levels; or 

 A reduction in length of stays to 3.69 days. 

This projected increase in our population and the number of patients diagnosed with 
dementia is the single biggest challenge we face as more demand will be placed on our 
services.  We will have to plan and work creatively to change clinical pathways to ensure 
patients are seen in the most appropriate care setting.  Our local health needs are also 
driven up by our high levels of deprivation, largely in the urban areas of Great Yarmouth and 
Lowestoft. 
 
 
The single biggest challenge we face on our services will be the significant increase 

in our elderly population and the number of patients diagnosed with dementia. 
 
 
Our Trust and the local health and social care systems do not currently have the capacity, 
resources or facilities to deal with this projected increase.  The Trust will work with the CCG 
to put services in place and make the necessary investments to provide the services that will 
be required.   
 
This will not mean an increase in capacity in the way services are currently delivered, but will 
require a radical change in the patient pathway.  The CCG has commenced this process 
with their out of hospital strategy.  We will need to be prepared to deliver services in a 
community setting and in primary care rather than in hospital.  Examples of the type of 
services we will provide include outreach teams for dementia, respiratory and therapeutic 
teams providing our community colleagues with a rapid response to treat and support 
patients and reduce avoidable emergency admissions to hospital. 
 
The 2009/14 Strategic Plan developed by NHS Great Yarmouth & Waveney, entitled 
‘Fastest Improving Health in England’, details a number of the challenges we face as a 
health and social care economy.  Evidence shows that our local population has a particularly 
high use of acute hospital services including a high proportion of admissions from diseases 
that could be managed outside hospital.  This would suggest closer and more integrated 
working is needed with our partners to make better use of existing services provided in 
primary care and in the community.   
 
Work to reduce health inequalities has been a focus of the local health and social care 
economy for some time and some improvements are already being seen.  However, there 
are still four long‐term conditions which account for nearly half of all our local health 
inequality gaps.  These are as follows: 
 

1. Circulatory diseases, including coronary heart disease and strokes; 
2. Diabetes, an important contributor to high rates of circulatory diseases; 
3. Cancers; and 
4. Respiratory disease, mainly chronic obstructive pulmonary disease. 

 
This work will be progressed through the new out of hospital strategy which has been 
developed by the CCG.  This service model is focused on providing care at home whenever 
it is safe and affordable to do so.  This will require both the Trust and the CCG to develop 
both service and clinical integration.  This should lead to a reduction of acute hospital beds 
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as these patients will be cared for in more appropriate settings including their own home, or 
care home, care home with nursing or community hospital. 
 

 Action point 1 : Work with our commissioners to reduce our growing health needs. 

 Action point 2 : Development of integrated, partnership working. 
 

What does our Trust look like? 

We have 405 Inpatient beds; 380 beds are located on the James Paget University Hospital 
site and a further 25 beds are located at Lowestoft Hospital (a mixture of GP and consultant 
beds).  We also provide 26 day care beds and 22 maternity beds.  Our beds are a mix of 
critical, intensive and high dependency care, general surgery and medicine, maternity, 
paediatrics and neonatal.   We currently employ a total of 2,766 whole time equivalent staff, 
this includes 562 of other staff working with us ‘as and when’ the need arises.  We have an 
annual turnover of 12%.  Our qualified nursing and midwifery staff is the single biggest group 
of resource making up 38% of the total staff employed at the Trust. 
  
We provide some specialised services not available at every hospital.  We have a hyperbaric 
chamber specifically designed to enable us to ventilate and monitor critically sick patients 
whilst receiving hyperbaric oxygen therapy.  A full list of all the services we provide is set out 
in Appendix 3. 
 
Some of our services such as midwifery are fully integrated with staff working in the 
community and within the hospital.  This ensures our expectant mothers are seen closer to 
home.  One of our key priorities in the next few years is to increase the level of working in 
other services with our primary care colleagues.  This will include local GPs and practice 
nurses and the provision of outreach services to support our community colleagues ensuring 
patients are treated closer to home. 
 
Who are our commissioners? 
 
The majority of our acute services (86%) are commissioned by the newly formed GYW CCG 
(led by GPs and nurses).  Our specialist services are commissioned by the Specialist 
Commissioning Group and National Commissioning Board which equates to 12.8%, with the 
remaining 1.2% coming from other sources. 
 
The top commissioning intentions of the CCG are: 
 

1. Continuously improving quality and safety in primary care; 
2. Decreasing use of unplanned care; 
3. Improving our care for older people, especially those with dementia and their carers; 

and 
4. Ensuring care is carried out in the most appropriate location and is as close to home 

as possible. 
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What are our GP referral patterns? 
 
GP referrals for the past two years shows a decline in the number of patients referred to the 
hospital by local GPs (see figure 2). 
 

 
 

 
  
 

 

There has been an almost 8.6% drop in GP referrals to the hospital since 2010.  The GP 
referrals started to decline at the point of the critical CQC inspections and associated media 
attention from May 2011 onwards.  The impact of the poor publicity and inspection results 
has clearly weakened our reputation and the confidence of our patients in the services we 
provide.   
 

We must urgently assess this information in more detail to further understand the reasons for 
the decline and develop strategies that will regain the confidence of the public.  We will 
establish much stronger clinical relationships and engagement with GPs to firstly understand 
the changes in referral patterns and then working with them to increase referrals back to and 
beyond the 2010 figures. 
 

 Action point 3 : Critically analyse the reasons for the decline in GP referrals. 

 Action point 4 : Develop strong clinical relationships with GPs in the local area. 
 
Set out in the tables below are the top five increases and decreases in GP referrals. 
 

Top five increases in referrals by 
specialty 

 Top five decreases in referral by 
specialty 

Cardiology  Dermatology 

General surgery  General Medicine 

Neurology  Gynaecology 

Paediatrics  Oral Surgery 

Vascular Surgery  Urology 

We must respond positively to this information and rebuild our reputation with our local 
community and GPs. 

Year No. of GP referrals 

2010 50,678 

2011 47,626 

2012 46,335 

Figure 2 
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Planning assumptions  

Planned activity 

One of the key elements underpinning the strategic plan is the patient activity that is being 

planned for.  In various sections of this plan, some of the drivers of this activity have been 

discussed in detail.  A great deal of work has been undertaken to take these assumptions 

into detailed activity projections.  The underlying five year assumptions can be summarised 

as follows: 

 A significant increase (11.2%) in emergency admissions due to underlying trends and 

demographic changes of 3,136 by 2017/18. This will require our total bed base to 

increase by 48 beds to cope with this level of expected demand; 

 A decrease of inpatient elective activity by moving more procedures to other settings 

such as day surgery or outpatients. This will reduce our elective bed base by 10 beds 

to reflect these changes, so in total a further 38 beds would be required; 

 A continuing rise in A&E attendees; and 

 The planning assumptions of the CCG have been taken into account, with the 

exception of the planned increased in emergency admissions, which is currently 

under discussion.  This strategy assumes a higher increase in emergency 

admissions than anticipated by the CCG. 

Appendix 4 sets out the underlying assumptions in detail.  This activity has been used to 

model the revenue that will be received.  

Appendix 5 sets out by specialty the planned activity for each year of this plan, including, 

new outpatient appointments, elective and emergency admissions.  

The main points arising  

The major issue to arise from this planned activity is the significant volume in emergency 

medical admissions.  As it stands, reflecting current patterns of care and patient flow, we 

would need to construct and staff two new wards to cope with this activity and demand.  In 

addition, there would be a need to invest into our support services, physicians, therapists 

etc.  It is expected there would be no additional funding made available.  

There is a lot of discussion as to how services will be provided in the community to avoid this 

rise in admissions. At present, we have no confidence these will be effective.  This pattern 

can be seen in many other systems, not just Great Yarmouth and Waveney.  It is vital the 

local system addresses this issue and comes up with a realistic and agreed way forward. 

Action point 5 : To have discussions with the CCG at the highest levels to agree the 
appropriate planning assumptions and how healthcare demands will be met. 
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Some key facts and figures about our hospital activity during 2012/13 are detailed below: 
 
Acute activity 
 

Inpatient beds 405 
A&E attendances 67,000 
Emergency admissions 18,000 
Day cases 11,031 
Inpatient activity 3,400 
Outpatient appointment 213,000 
CT scans 22,000 
MRI scans 5,542 
Ultrasound scans 21,000 
X-rays 28,766 
GP referrals 46,335 
Babies born each day 6 

 
Community activity 

 
Miles travelled by our community midwives and nurses 
each year 

104,000 

Face to face contacts made by our midwives 35,224 
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Putting our patients first – quality and safety 

Our patients will continue to be at the heart of everything we do.  We are committed to and 

will strive for ‘excellence’.  Our Quality and Safety Strategy sets out what patients can expect 

from us and includes: 

 Receiving the highest and best possible standards of care, in a safe and healing 

environment 

 Being treated with compassion and dignity 

 Receiving safe care 

 Receiving an exceptional experience 

This means no avoidable harm to any of our patients such as injuries from falls, pressure 

ulcers (developed whilst in hospital), post-operative infections, surgical complications, 

hospital acquired infections, malnutrition and dehydration. 

We recognise that central to this is the need to continually make year on year improvements 

in the quality of care and safety delivered to our patients.  

………………………………………………………….. 

What is the national context? 

The Francis report was published on 6 February 2013, following the independent inquiry into 

the failings at Mid-Staffordshire NHS Foundation Trust.  The report contained 1,919 pages 

and 290 recommendations.  This report will be fundamental in making all NHS trusts embed 

effective governance as well as introducing robust systems and processes to detect and 

prevent such serious failures occurring again.   

The national Compassion in Practice strategy which includes the 6Cs principles (Care, 

Compassion, Competence, Communication, Courage and Commitment), published in 

December 2012 will be integral to the development of all our nursing, midwifery and care 

staff.  

 

The new commissioning framework ‘Planning for Patients 2013/14 – everyone counts’ has 

an increased focus on higher standards and safer care for all patients.  There are a number 

of challenges for the Trust to address and these include: 

 Address the recommendations in the Francis and Winterbourne reports; 

 Embedding the ‘Compassion in Practice’ 6Cs principles; 
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 Medical revalidation; and 

 Leadership development. 

What is the local context? 

We will take the lessons learnt from the Francis report to ensure our patients continue to be 

at the heart of everything we do.  As a Trust, we are committed to and will strive for 

excellence, ensuring that all of our patients receive the highest and best possible standards 

of care, in a safe environment, and are treated with compassion and dignity with the aim of 

achieving safe care.  This means no avoidable harm to any of our patient such as injuries 

from falls, pressure ulcers (developed whilst in hospital), post-operative infections, surgical 

complications, hospital acquired infections, malnutrition and dehydration. 

We recognise that central to this is the need to continually make year on year improvements 

in the care and experience our patients, carers and families receive.  This will be 

underpinned and supported by the work described within the Transformation and Staffing 

sections of this strategy.  These two elements will be essential components of a safe and 

effective organisation going forward. 

The Trust recognises the need to improve the care and experience of those patients living 

with dementia and receiving end of life care.  This would require us to work closely with other 

local stakeholders, including ECCH, social care and the CCG.  The aim will be to deliver 

care closer to home, reduce length of stay by speeding up the assessment for continuing 

care or other healthcare reviews such as home adaptations. 

Action point 6 : Board to consider the actions required to be Francis compliant and embed 
the principles in our values and culture. 
Action point 7 : Fully embed the national 6Cs into our local values and behaviours 
framework. 

What do patients say about us? 

We have invested heavily over the past 12 months in gaining the views and experience of 

our staff and patients.  The output from the patient experience surveys has been a wordle2 

which shows what patients tell us we can be….. 

 

                                                           
2
 Size of words is proportional to number of mentions in compliments about staff at the Trust.   
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Listed below are some less favourable words that patients used to describe us.  We are 

working hard to address this feedback through our values and behaviour framework and the 

introduction of a Patient and Carer Experience Committee (PACE).  Over 50% of the PACE 

membership are those representing by patients and carers. 

 

This work has enabled us to develop a robust organisational values and behavioural 

framework, which is further explored in the workforce section.  This framework will ensure 

each and everyone has a role to play in early detection and prevention of serious failures 

and to safeguard the quality of care to our patients in the future.  Further work will be 

undertaken to introduce real time patient experience feedback by 2015.  This will enable us 

to react to and resolve issues raised quickly. 

We seek to gain patient feedback through a variety of different forums and the Trust’s 

Governors have a key role in this process. 

Action point 8 : Ensure the PACE has a strong voice within the Trust. 
 
Striving for excellence in patient care and experience 

The Trust has developed ‘The James Paget approach to improving the Patient and Carer 

Experience’3.  This clearly describes how we will be improving the patient and carer 

experience.   

The national ‘15 Steps’ Challenge which was developed by the Institute for Innovation and 

Improvement, is a tool which captures a person’s first impressions of a ward or department.  

The tool was developed based on the experiences of a mother of a patient who said she 

would know what type of care her daughter would receive in just ‘15 Steps’ of being on the 

ward.  We see the benefits of this tool and have incorporated this into our Trust’s 

governance framework.   

Action point 9 : Embrace the 6Cs, values and behaviours and embark on embedding these 
new working ethics to all staff. 
Action point 10 : Roll out the 15 Steps Challenge across the Trust.  
Action point 11 : A  detailed plan will be developed to deliver year on year improvements in 
all clinical areas to make the changes required in experience and care within the timescales 
of this plan. 
  

                                                           
3
 Launched May 2013. 
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What will our wards look like to meet the needs of our patients? 

The current wards were designed and built 30 years ago, with six bedded bays without 

dedicated sanitary facilities.  This does not meet the expectations of our patients today.  We 

have been able to upgrade one ward, which is an excellent example of the standards that 

our patients should expect.  The ward has the following features: 

 Four bedded bays and single rooms 

 Individual patient entertainment systems 

 Light and airy 

 Spacious 

 Private sanitary facilities for each bay 

This environment is conducive to improving patients’ experience and meets the expectation 

of our clinicians.  We recognise that different patients have different needs and that the ward 

areas need to be sensitive to this.  For example, the demographic changes expected over 

the next 20 years means we will need to develop an environment that particularly meets the 

needs of the older person.   

In all future upgrade of areas we will consider the recommendations and principles of the 

King’s Fund’s ‘Enhancing the healing environment programme’ to inform our developments.  

This will support the implementation of the national dementia strategy and improve the 

environment of care for people with dementia in our hospital.  In the first instance, we will 

focus on some of the small things that carers often tell us could be improved such as 

effective signage, having light and airy rooms as well as fitting handrails in the appropriate 

areas.  

The Trust will decide on the standards required for each ward and have a programme to 

achieve this over an agreed number of years.  This programme will be heavily reliant on us 

listening and involving our patients, carers and staff as well as using the outcomes from the 

Patient-Led Assessments of the Care Environment (PLACE)4 to inform the changes to our 

inpatient and ward areas. However, this is heavily dependent on the Trust having sufficient 

surplus income to enable us to make this level of investment. 

This will support us to look after the growing number of older people who have multiple 

diseases and disabilities, often with some mental health conditions or elements of confusion.   

It is recognised that specialist skills are required to look after the complex needs of the older 

person and to complement the environment, we will develop our workforce to have the 

sufficient skills, knowledge and experience required to care for this group of patients.  

Action point 12 : Review the current ward configuration to ensure patients are placed on the 
appropriate specialist unit or ward to meet their clinical needs. 
 
Action point 13 : A detailed programme is developed to bring all wards up to the required 
standards using the principles set out in the King’s Fund ‘Enhancing the healing environment 
programme’. 

                                                           
4
 New initiative developed by the NHS Commission Board and replaces the Patient Environment Action Teams 

(PEAT) 
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What can patients expect from us? 

In addition to harm free, safe care for all and the national 6Cs, patients can expect to receive 

an exceptional experience where we listen and care with compassion.  Set out below is an 

example of what an elderly patient can expect to receive during their stay in hospital: 

 

Patient cameos 

We have detailed below some of our aspirations and details of what our patients could 

expect to receive from us in the years ahead. 

Maternity services 
  

Appointments will be at a place and time that suits you  

24/7 interactive support and information via a downloadable ‘app’  

Choice of 3D and 4D images of your baby during your scan 
appointments  

Mums will be able to select where they give birth (e.g. at home 
birth, midwifery led unit or in hospital) 

There will be a named ante-natal and delivery midwife throughout 
all stages of the  pregnancy 

Ability to book a fully fitted room which is decorated with all of 
your home comforts – a welcome pack awaits you…. a double 
bed, duvet, TV, mini fridge as well as access to snacks, drinks, 
magazines and newspapers 

Records will be electronic and viewable on a laptop or your 
smartphone 

 
 

 
 

 

http://www.bing.com/images/search?q=maternity+scanning+images&qpvt=maternity+scanning+images&FORM=IQFRML
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Elective patients 
  
Appointments to see your specialist at a date and time 
convenient to you 

Direct access to appointments available from your 
smartphone, laptops etc or whilst you are with your GP 

Clear and timely communication about your care needs 

One stop clinics with direct access to all diagnostic 
tests that are required for all first appointments 

Decision on whether an operation or other procedures 
will be available at your first appointment.  Date and 
time of these procedures will be available before 
leaving your first appointment 

Expected date of discharge will be provided to you on 
the day of admission, if not before 
Increasing the number of procedures carried out as day 
case surgery 

 

 
Emergency patients 

 

 
 
 
 
 
 
 
 
 

All patients immediately triaged on arrival to the A&E 
department and seen quickly 
GP direct access to diagnostic procedures and 
dedicated assessment area. 
Urgent patients seen immediately by senior staff with 
rapid access to diagnostic tests. 
Patients will be transferred into in-patient beds from 
the front door assessment area within 12 hours of their 
admission to the Trust. 
All patients will be given an expected length of stay 
within the hospital to help them prepare and plan for 
their discharge. 
All staff will work towards ensuring a patient’s stay in 
hospital is of a high standard and that their discharge 
home is brought about, in collaboration with other 
health and social care agencies, as quickly and 
effectively as possible. 

 
What are the priorities for the next five years? 

 

http://www.bing.com/images/search?q=images+of+patient+walking+into+hospital&qpvt=images+of+patient+walking+into+hospital&FORM=IGRE
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Our clinical strategic direction 

We provide local acute elective and other services and are committed to providing high 

quality, safe, reliable, personal and responsive emergency care, elective care, care of the 

elderly, maternity and children’s care, as well as direct access to our diagnostic services.  

Work is in progress to extend the current working week ensuring our patients have access to 

services seven days a week.  We will continue to deliver a range of core and some more 

specialised acute services. 

………………………………………………………….. 

What are our core acute services? 

We are committed to providing patient care in the following core acute services: 

A&E – emergency urgent care Anaesthetics 
General surgery Intensive care (ICU) 
Maternity Medicine for the elderly 
Trauma and orthopaedics Pathology (via EPA) 

These services are interdependent and will remain core.  

In order to make our services sustainable we will strengthen the pathways for patients 

through closer working with local GPs, care providers and social services.  We will also 

develop and enhance the delivery of integrated clinical care in partnership with the NNUHFT. 

This will mean making changes to some care pathways, extending the working week to 

ensure we deliver the highest quality outcomes and care for the benefit of our patients.   

Emergency and urgent care 

Emergency and urgent care is the front door of the hospital for patients whose needs are 

especially acute. Our services comprise of: 

 The accident and emergency (A&E) department – this is available 24/7, 365 days 

per year and treats over 67,000 patients each year brought to the hospital by 

ambulance, self-referred, referred by GPs or by the out of hours team.  We have a 

number of ambulatory care pathways including deep vein thrombosis (DVT), asthma 

and work is in progress by our respiratory specialist nurses to develop a chronic 

obstructive pulmonary disease (COPD) pathway. 

  We recognise the need to expand the capacity of the existing A&E department to 

deal with the increased levels of activity. We have a plan to increase the number of 

resuscitation bays by four. Work will commence on this refurbishment in 2013. We 

will also work more closely with primary care at the front door and some of the future 

options will include the co-location of the out-of-hours GP unit adjacent to the A&E 

department, a minor injuries unit and/or an emergency outreach service. 

 Emergency assessment and discharge unit (EADU) and short stay medical unit 

(SSMU) – are where we intensively assess and review patients to enable them to 

rapidly return to home or to the place where they are cared for or be admitted to the 

appropriate ward in the hospital for further care within 72 hours.  We are currently 
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piloting a consultant led GP assessment for patients with chest pain, which will 

provide rapid access to treatment and diagnosis. 

 Medicine and care of the elderly – is where elderly patients with more complex 

needs will have access to care delivered by a multidisciplinary specialist team of 

doctors and nurses with rapid access to diagnostics. This will enable early diagnosis 

and treatment to be given quickly to stabilise the condition and enable the patient to 

leave hospital and be supported in the community. 

 Critical care – is a multidisciplinary healthcare specialty providing 24/7, dedicated 

one to one care for patients with acute, life-threatening illness or injury.  Our critical 

care clinicians also support A&E, theatres, stroke and our hyper-acute stroke units 

(HASU). 

Action point 14 : Re-configure and expand the A&E department. 
 

Caring for our ageing population 

The national and local demographic data shows a sharp increase in demand for care of the 

elderly services as people are now living longer (see page 7).  However, many older people 

have complex and long term conditions such as diabetes, heart disease, dementia or 

respiratory problems.  This is the single biggest challenge for us to address with our 

colleagues in the community and primary care over the next five years.  There needs to be a 

step change in the way these patients are managed. 

We will take a proactive role in managing and delivering care pathways for our growing 

patient populations, in particular the elderly and those with long term conditions. This 

includes working in partnership with others to address the needs of the community and to 

support our commissioners to reduce health inequalities.  We recognise the growing 

challenges in meeting the needs of an increasingly elderly population and the need to 

develop integrated care pathways with other health and social care providers. 

Caring for this group of people in a planned and responsive way will require our clinical 

teams to work with GPs and practice nurses to identify and assess their needs quickly. With 

the support of hospital specialist medical and nursing teams, we will provide direct access to 

diagnostic tests, with quick turnaround times leading to rapid diagnosis and treatment in the 

most appropriate setting.  This will reduce the number of frequent attendances to hospital 

and free up the hospital’s specialist teams to focus their skills and expertise with patients 

who have more complex conditions that require acute inpatient care. 

There will be a stronger focus on providing excellent care for patients with dementia or with 

complex co-morbidities.  This will require a multidisciplinary team with involvement from our 

mental health, social services and community colleagues. 

We do not currently have a strong and dedicated care of the elderly service with the 

specialist clinicians required to run such a service.  As the need for the service is going to 

dramatically increase, from evidence elsewhere in this plan, it must be a top priority to 

establish a well staffed, dedicated care of the elderly department. 

Action point 15 : Establish a well staffed, dedicated care of the elderly department. 
Action point 16 : Rapid access to diagnostics. 



Page 21 

Where you come first 

Patient flow team 

Currently our patients are staying in hospital too long.  We need to look at new ways of 

working as we would wish to manage a greater part of this process breaking down the 

barriers in order to make further efficiencies in the entire patient journey. 

The Patient Flow team was set up in 2012 to improve the way our patients are managed 

through the hospital and the processes and systems in the following three areas: 

 

 

 

 

One of the main objectives for the patient flow exercise was to reduce length of stay.  Whilst 

initially this was successful, length of stay has started to increase again.  A great deal of 

further work will be required in this area.  In addition, the structure to manage flow requires 

review to ensure that any improvements are sustainable. 

Strong relationships have now been established with many of our partners including social 

services.  Increasing the amount of information sharing and meeting up face to face has 

helped to break down the barriers and enable us to resolve specific patient discharge issues 

with clear accountability. 

Serious discussions need to be held with the CCG on the infrastructure and management 

arrangements for patient flow across the healthcare system. 

Further agency wide partnership and collaborative working is now being replicated across all 

other areas in particular with our community colleagues.  This will ensure that the right staff 

and equipment are available quickly to facilitate a seamless and rapid discharge home.  It 

will also help to reduce readmissions rates and minimise the frequent attenders to A&E.  

To further improve patient flow, initial work has commenced to develop an enhanced 

recovery and hospital at home programme.  The priority areas being considered include: 

 The frail elderly  Trauma and orthopaedics 
 

Action point 17 : Continue the review of internal patient flow arrangements with the emphasis 
on reducing length of stay on a sustainable basis. 
Action point 18 : Agree with the CCG a clear plan for investing into the infrastructure and 
management arrangements to deliver system wide patient flow improvements. 
Action point 19 : Work with the CCG and ECCH to establish an enhanced recovery and 
hospital at home programme. 
 

 

 

 

Front door Care on the 
ward 

Discharge 
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Elective care 

Elective care refers to those patients whose treatment is provided on a planned basis. This 

includes: 

 Outpatient department – is where patients are referred by their GPs to see a 

clinician to diagnose and manage their health condition.  We will expect our planned 

care including outpatient appointments and planned procedures or treatments to be 

reliable and efficient, with ease of booking, short waiting times, minimal cancellations 

and good clinical outcomes. 

 Theatres – is where patients undergo their procedure or operation (only for complex 

procedures).  We are planning a state of the art day case complex, which will include 

three new theatres. 

 Our core surgical specialties - will grow to meet the needs of our increasing elderly 

population including: trauma & orthopaedics, general surgery including upper and 

lower gastrointestinal surgery and breast surgery. 

 Best practice tariff – we are focused on ensuring our patients are seen and treated 

in the most appropriate place for their care.  This will improve our patient experience, 

clinical outcomes and in doing so will also increase our performance, maximise our 

income and ensure we make best use of our resources.  

The new day case complex will require a complete review of all the processes surrounding 

inpatient and day case surgery.  This will include issues such as revising all clinical job plans 

and timetables.  The Elective Division will take the opportunity to undertake a complete 

review of the elective service, which will commence in the first half 2013/14 and be 

completed by summer 2014.  This review will address the above points. 

Action point 20 : Complete elective review by summer 2014. 
Action point 21 : Develop a detailed plan to ensure we take full advantage of the best 
practice tariff for the benefit of our patients. 
 

Other clinical services 

We will continue to provide a wide range of other important clinical services, where it is: 

 Clinically appropriate to do so; 

 Commissioned, funded and delivered within the revenue generated; and 

 Delivering good outcomes. 

Some of which will be in network arrangements and partnership with clinicians and services 

provided by NNUHFT. These include: 

 

By definition, these services are not core and will be subject to on-going review with 

recommendations to the Board of Directors as to whether the services can meet the clinical 

Chronic pain Dermatology ENT 

Haematology Neurology  Oncology  

Ophthalmology Oral surgery Paediatrics 

Vascular Urology  
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standards in a sustainable way within the resources they currently generate.  Any review 

would consider the option of the services continuing to be provided locally but by a different 

provider. 

 
Imaging services 

The imaging departments are facing challenging times to deliver services with an increasing 
level of demand, competition from other providers, including the private sector and   the 
financial constraints requiring us to do more for less.   To deal with the increases in demand, 
in particular for MRI, ultrasound, and breast imaging, some replacement equipment, 
including CT and MRI scanners will be required.  This brings an opportunity to relocate this 
new equipment to improve patient flow for rapid turnaround and to support early diagnosis. 
 

With the implementation of “any qualified provider” for non-obstetric ultrasound and MRI 

from 1 April 2013, this will require the department to maintain and look to increase its market 

share to ensure the sustainability of these services.   

 

Expected increases in demand and the need to reduce length of stay, will require us to 

extend the working week and be more accessible.  This will not necessarily require extra 

staff.  However, we recognise the need for a highly qualified workforce to support these 

initiatives, providing consistent levels of care and safety as well as ensuring we are 

competitive and make the best use of our expensive resources (both staff and equipment).  

The imaging services have recently introduced weekend working to improve the access for 

our patients. 

 
We are currently looking at the opportunities for the on-call service to be provided remotely, 
with the NNUHFT being our preferred partner. 
 
Action point 22 : Radiology equipment provision and service redesign to improve rapid 
access. 
Action point 23 : Review of seven day a week working (across all clinical services). 
Action point 24 : Review of on-call arrangements. 
 
Pathology services 

 

With effect from 1 December 2012, our pathology service has moved to form the Eastern 

Pathology Alliance (EPA). This is a partnership between the Queen Elizabeth Hospital King’s 

Lynn, the NNUHFT and ourselves.  This has brought together and consolidated the local 

pathology services into one organisation with the hub of service being located at the 

NNUHFT and satellite sites at the other two hospitals. There are a number of benefits this 

brings including: 

 Minimising test variability to improve patient safety and clinical outcomes; 

 Improved IT connectivity to ensure efficient electronic reporting of results; 

 Increased opening hours – to improve access to clinicians; 

 Electronic tracking of samples – to improve efficiencies; and 

 A rigorous monthly reporting regime supported by a dedicated pathology contract 

providing service specific performance management. 
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Maternity services 

Our Maternity Service is fully integrated, providing care and support within the hospital and 

in the community.  We also offer a midwifery led birthing unit on our Dolphin Suite.  Our local 

birth rate has remained stable for the past five years and currently we have on average six 

babies born each day, which equates to 2,237 births each year.  Our performance in home 

births and caesarean sections are as follows: 

Year Home births CS rates England CS rate 

2011/12 76 (3.3%) 21.5% 25% 

2012/13 35 (1.7%) 22.7% National data currently not available 

 

Over the next five years, we want to continue offering home births to our expectant mothers 

and increase this in line with the local Norfolk performance of 3.7%.  Our CS rates are 

currently below the national levels.  However, we have seen an increase in demand over the 

past 12 months.  We are now working closely with staff, expectant mothers and their families 

to identify ways of reducing our CS rate further by providing all of the information needed to 

make an informed choice.  

However, there are a number of challenges we face: 

1. We have the second highest teenage pregnancy rate in the country; 

2. We are seeing an increase in women and their families who have one or more 

unhealthy lifestyle behaviours such as smoking, low levels of physical activity and 

excessive alcohol consumption; and 

3. Over 30% of our team’s caseloads now require intervention from the safeguarding 

children team. 

These challenges provide an opportunity to work more closely with our community, social 

services and health prevention teams to improve the support and advice and help to improve 

the health and well-being of women and their families. 

Our maternity services gained CNST level 2 in 2010 and are working hard towards level 3 

assessment in March 2014.  This recognises that processes have been embedded to 

minimise the number of adverse events occurring and indicates we are operating safe levels 

of care compared to other trusts.   

We continue to strive to provide services to enable expectant women and their families to 

have easy access to supportive, high quality maternity services, designed around their 

individual needs and those of their babies as well as supporting the choice of having a home 

birth. 

 

The maternity service currently has a significant mismatch between the revenue generated 

compared to the cost of providing the service in a safe manner.   This service has been 

identified as a core service within this plan and one we wish to continue to provide.  It is 

expected that there may be some tariff changes which may narrow this gap.  The Board will 

need to continuously monitor the impact of the deficit generated by this service both on the 

service itself and the financial viability of the other services. 
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Action point 25 : The Board to continuously review the sustainability of the maternity service 
and in particular when the new tariff is introduced. 
 
Integrated acute and community children and young people (CYP) service 

The integrated acute and community CYP service represents the type of service model we 

would like to replicate across a number of other areas. In particular we have an integrated 

acute and community model producing excellent services with strong clinical leadership, a 

flexible workforce, a high local reputation evidenced through an increase in referrals. The 

allergy service is a centre of excellence accepting referrals from beyond our current 

boundaries.  This service is also provided within the revenue generated.  

As an example of the way the service works, six principles have been devised by the 

Strategic Network for Child Health and well-being in the East of England and will be used as 

our building blocks for services over the next five years. 

      
Child and 

family 
focused 

Health 
promotion 

Transformation Setting Information 
and 

communciation 

Evidence 
based and 
sustainable 

      

We will ensure 
the voices of 
children and 

young people are 
heard 

throughout the 
health care 

system and their 
needs drive 

planning and 
delivery in 

collaboration 
with clinical 

expertise 

We will prioritise 
investment and 

resources to 
improve the 

health and well-
being of our 
children and 

young people 

We will invite 
children, young 

people and 
families to be 

active participants 
in the review and 
future design of 

services 

We will offer 
children, young 
people and their 
families services 
in settings where 

they feel 
welcome, 

comfortable and 
accepted and 
cause as little 
disruption to 
family life as 

possible 

We will share the 
best information 
and intelligence 

between 
professionals and 

with children, 
young poeple and 

their familes to 
allow the best 

possible 
healthcare 

We will 
commmission 

and deliver 
services to 
consistent 
standards, 

informed by best 
practice and 

available 
evidence.  All 
children and 

young people will 
have equitable 

access to services 
to meet their 

needs 

Our acute paediatric inpatient service continues to be regarded regionally as a centre of 

excellence and it is our aim to retain this service on a 24/7 basis.  

Our vision is to continue to strive for care closer to home for all children, including acute 

care, on-going support respite and therapy services.  This will require changes to the way 

the current children’s community nursing and medical teams work. The CYP has a strong 

track record of innovative services including a Paediatric Assessment Unit with rapid access 

to tests and diagnosis together with local tertiary clinics for neurology, gastroenterology, 

clinical genetics and cardiology and paediatric surgery that are held in conjunction with Great 

Ormond Street Hospital and Addenbrooke’s Hospital. 

There is a shared vision from all of the acute and community paediatricians who want a 

joined up seamless service for the care of CYP.  There are already some joint clinics set up, 
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but more are planned to cover all specialities so these are managed as a combined service, 

with more integration to continue to secure the success of the service. 

How will our services improve? 

 Urgent care pathways will be introduced throughout primary care, A&E and inpatient 

areas so families follow the same pathway wherever they arrive for treatment. This 

will be done in collaboration with the local CCG and ECCH.  The services at the 

hospital will continue and we will further develop these links with A&E.  A joint 

consultant between A&E and paediatrics is currently being discussed. 

 Neonatal services have undergone a significant reorganisation over the last eighteen 

months. As we move forward over the next five years we need to ensure that the 

practises are embedded. There are expensive pieces of equipment which will need to 

be replaced in the NICU. 

One of the major challenges for the CYP services is the lack of a designated outpatient area.  

With the move towards more ambulatory models of care, the service is currently exploring 

the opportunities to have a joint acute and community outpatient /ambulatory service within 

the hospital grounds, with access to therapies, psychology, school health all under one roof.  

Action point 26 :  Replicate the paediatric service model and lessons learnt in all other 
appropriate services. 
Action point 27 :  Provide an improved paediatric outpatient facility. 
 

Therapists 

 

We have an internal integrated Physiotherapy and Occupational Therapy (OT) service which 

prides itself on excellent team working and a core workforce supported by Assistant 

Practitioners (APs).  Although our APs have a less complex caseload, they carry out both 

physiotherapy and OT assessments and interventions, supported by the qualified clinicians. 

This workforce model works well, but requires regular skill mix reviews to ensure the 

necessary level of skills and support is available. 

One of the key strategic aims for the next five years is to integrate with our community and 

social care partners to achieve a therapy system that supports acute and community 

provision in line with the national direction to provide the right care, in the right place at the 

right time.  This will include a single point of access, improved information sharing and 

shared IT systems.  To move towards a new service delivery model will require an extension 

to the current working day, review of patient pathways and processes, and the manner in 

which resources are managed.  Evidence has shown a seven day a week service reduces 

response times, reduces hospital length of stays and enables a rapid response and 

turnaround of patients who attend A&E.  This change in service delivery is essential if we are 

to achieve a sustained reduction in length of stay of acute patients, and also to support 

patients in the community to avoid admissions. 

The Nutrition and Dietetics Service provides advice and support in both the acute and 

community settings. This has enabled a smooth transition for patients between the two 

teams and pathways are being developed to make further improvements.  As the nutritional 

needs of our population become more complex this team will have more involvement with 
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our high risk populations in the community.  More patients will be cared for in the community 

to avoid patients being admitted to hospital. 

A number of new developments are planned, which moves towards a more specialist dietetic 

and multi-disciplinary care.  These developments will require radical and creative new ways 

to deliver these services for less. 

Action point 28 :  Conduct service reviews in physiotherapy, occupational therapists and 
dietetics. 
 

What are our growth areas? 
 

We currently have a turnover of approximately £165m.  This is above the £150m threshold 

which is normally set to ensure a health organisation is viable.  We can expect certain 

services will reduce or be moved to other settings/providers which may bring into question 

our overall viability.  It is, therefore, essential we continue to grow our core services and 

expand into new areas to ensure that our core services are not brought into question due to 

a reducing turnover. 

 

There are opportunities for us to grow the services we offer and we will work with 

commissioners to provide the care they require. 

 

Care of the elderly - This must be the highest priority for us as we move forward.  This 

plan demonstrates there will need to be a significant increase in services provided due to the 

ageing population.  We need to position ourselves to become the provider of choice for not 

only the services we currently provide but also for any replacement services as care is 

moved into the community, closer to home and any other growth opportunities provided.  

This re-enforces the need to establish a dedicated care of the elderly department that is able 

to support both acute and community services.  To achieve this we will require commissioner 

support and strong internal clinical leadership. 

Vertical integration – We have demonstrated through our children’s services that we can 

deliver an excellent service where we have integrated acute with community care. There are 

other opportunities to replicate this model, resulting in improvements in the quality of care 

that is delivered within the existing or reduced resources.  This will include care of the 

elderly.  Other areas will need to be explored such as therapists, diagnostics, urgent 

care/minor injuries and out of hours services. 

Increase elective activity – It has been shown elsewhere in this plan that there has been a 

reduction in new outpatients referrals, coinciding with the reputational damage around the 

CQC inspections.  We are very aware patients will continue to exercise choice in their 

provider of healthcare.  In this locality we have always experienced this, especially in the 

border areas with Norwich.  By addressing the reputational issues, engagement with GPs, 

delivering consistently high quality care it should be possible to increase the referrals 

received and corresponding elective activity. 
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Education and research – Our education and research facilities have a strong track record 

of success and is seen as a centre of excellence.  We wish to build on the existing industry 

sponsored research opportunities to generate an additional income stream for the Trust. We 

plan to develop a research culture within the hospital, which will increase the academic 

profile of the hospital and as innovative research increases, this will help us to recruitment 

permanent medical staff.  In turn, this will reduce our reliance on expensive locum doctors, 

further improving our standards and enable us to be at the forefront of education and 

research in the UK. 

New services – We need to continuously monitor services where patients have to travel out 

of this area to receive treatment.  This is with a view to establishing a local service where 

this can be achieved within the revenue that can be generated and the clinical standards 

delivered. 

Non-NHS services – We need to consider services other than the traditional NHS services 

that have formed part of our current portfolio.  This could include increasing private practice 

through the new private outpatient facility, taking advantages that a Health Campus may 

offer, private screening, wellness clinics etc. 

Action point 29 :  Strategically grow services to maintain a viable level of income. 
 

Private patients 

The hospital has dedicated facilities where private patients are treated during their inpatient 

or day case stay.  There are significant opportunities to develop our private patient activity 

and we have invested heavily in a purpose built outpatient facility comprising of five 

consulting rooms, leased to a group of consultants (East Point Private LLP).  The 

consultants expect that with this facility they will significantly increase private outpatient 

activity, and hence the resulting private surgery.  This will result in additional revenue to both 

the consultants and the Trust. 

Further collaborative work is required to: 

 Improve access to diagnostic tests (radiology, pathology and endoscopy), theatres 

and other minor treatments;  

 Increase the level of appropriate data sharing and increase awareness of the 

service; and 

 Identify future investment opportunities. 

Service issues to address 

Given the challenges we face, we are at risk of not being clinically viable as a stand-alone 

district general hospital.  We have always enjoyed a number of joint services with the 

NNUHFT.  These historically include oncology, ENT, neurology and cardiology.  With the 

national movement towards specialisms, there will be pressures for further movement 

towards more integration.   
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As care pathways continue to be reviewed at national, regional and local level there will be 

some services we currently provide which may be redesignated in the future. The current 

areas of focus include: 

 Stroke services, especially the provision of hyper-acute stroke care as this service 

may be delivered on a regional basis 

 Cardiology diagnostic services  

 Haematology  

 Genito Urinary Medicine (GUM) 

 Dermatology 

 Fertility services 

 Maternity services 

 Lowestoft Hospital 

We are working with NNUHFT to identify the options and opportunities for providing these 

services across the two Trusts to secure clinically safe, cost efficient and effective care for 

patients. 

Action point 30 :  Continue joint Board co-operation with NNUHFT in the review of selected 
services. 
 

Capacity and space issues 

This plan demonstrates quite clearly the growth in our elderly population.  This will impact 

differentially on specialties and some of the specialties affected do not have accommodation 

with sufficient capacity to cope with the increased outpatient workload.  In particular, with the 

growth in demand for care from conditions which require long term treatment, we are 

outgrowing the capacity or the space we have available in: 

 Cancer  Diabetes  Diagnostic support 

 Gynaecology  Ophthalmology  Rheumatology 
   
In addition the environment for patient care does require improvements in some areas of the 

hospital including: 

Day case areas Medical outpatients Paediatric outpatients 
Surgical outpatients Ward areas  

 

We have an agreed business case for the development of a new state of the art day surgery 

complex, which will include three new theatres and a dedicated day surgery ward. 

We also recognise much of our accommodation is sub-standard in places.  This is a key 

priority for us as the current ward set up of having six bedded bays does not meet today’s 

high patient expectations as well as the pressure from increased competition and patient 

choice.  We want to focus on providing a high level of dignity and care in a safe, newly 

decorated environment.  There has been investment designated to re-decorate clinical and 

ward areas as part of our capital programme over the next five years. 

By far the biggest issue in terms of capacity is the need to plan correctly for our bed 

requirement to meet the growth in our emergency admissions arising from both the 
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demographic elderly increase and the year on year demand.  The potential range of beds 

required is discussed in this plan, but it is possible that within the next five years at least a 

further two wards, with the associated infrastructure and staffing, may be required.   

This is further discussed later in the plan where perversely, the revenues received may be 

reduced from current levels despite the requirement to open these new wards. 

Action point 31 :  Capital programme to reflect the additional capacity and environmental 
improvements required. 
Action point 32 :  To obtain system agreement to the numbers of patients to plan for and how 
any increased capacity will be funded. 
 

Non-clinical services 

In the previous sections we have discussed how clinical services could be delivered 

differently in the future.  The same principles apply to our non-clinical services where we 

need to ensure we have effective services that are value for money. All options must be 

considered including outsourcing. 

Action point 33 :  Review value for money options including outsourcing of non-clinical 
services. 
 

Health Campus 
 

In 2002/03, the Trust obtained parcels of land.  These are shown outlined in yellow on the 

plan below.  The objective was to secure future development potential, with approach and 

take off facilities for the emergency helicopter and additional car parking.  This land may 

prove insufficient for all of the Trust’s development potential.  The diagram below 

demonstrates the hospital is landlocked on three sides, the only other potential development 

area is shown in blue.  This is a large plot of land (approximately five acres) and will be 

sufficient for any future needs. 

 
 

The land in question is currently owned by the Allotment Association but under the Great 
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Yarmouth Borough Council Local Development Framework is earmarked for health. The 

Trust is currently in negotiation to purchase this land. 

 

The Trust is currently configured as a traditional district general hospital, delivering a wide 

range of acute services.  The NHS is going through a period of radical change which 

includes: 

 More clinical work being competitively tendered (any qualified provider); 

 Moving care from acute to community settings; 

 Patients expect a wider choice of services and care settings; 

 The boundaries of health, social care and other organisations will become more 

blurred; 

 Some current organisations may be of insufficient size to be sustainable; 

 Opportunities for joint ventures or joint working between the Trust and the private 

sector; and 

 The Trust also needs to place itself to take advantage of opportunities in the fields of 

research, training and education. 
 

What can be seen internationally, and indeed from some of the larger UK hospitals, are 

acute hospitals being the core of a healthcare campus including the main acute site, 

research facilities, community facilities, primary care – including minor injuries, private 

providers such as dentists optometrists, residential and nursing care.  The Trust is ideally 

placed to become the health campus for the Great Yarmouth and Waveney area.  This will 

need to be in conjunction with our partners and other stakeholders such as the Great 

Yarmouth and Waveney CCG, University of East Anglia (UEA) and ECCH.  In the earlier 

years of this plan, the Trust will construct a business case to take this concept forward.  If it 

is possible, the Trust will purchase the land in advance of the business case as this is the 

only land available for any future developments, without this land, the site is land locked. 
 

 Action point 34 : Purchase land. 

 Action point 35 : Develop a business case for the new Health Campus with our key 
partners. 

 

Education, training and research 

In the context of the development of a funded Academic Division incorporating all the Trust’s 

work concerned with education, training and research, our vision is to proactively support all 

our learners, including all of our permanent staff, those on placement here, students and the 

apprentices we are responsible for, through the provision of high quality learning resources 

and through excellent teachers and trainers.  

The Trust is in the process of developing a comprehensive education, training and research 

strategy, having set up an Academic Board and having created an academic division by 

bringing together most of the education and research related work on-going within the 

organisation.  Our priorities include equipping our workforce (and the NHS’s future 

workforce) with the right skills and knowledge to deal with the increasing needs and 

complexity of our patients and, in doing so, to deliver safe, consistent, high quality services 

and care with compassion.  
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We also have a strong and well established dedicated research team who have generated a 

significant amount of revenues in previous years.  We are fully committed to growing our 

research facilities and exploring the opportunities to expand and take on additional work.  

Detailed below are a number of our aspirations for the coming years: 

 Working in collaboration  Be the best for under and post 
graduate teaching 

 Develop great leaders and role 
models 

 State of the art infrastructures 

 Values and behaviours  Performance and accountability 
framework 

 Talent mapping and succession 
planning 

 Multi professional training 

 Culture of innovation and adeptness   Growing our own 
As a University Hospital with a dedicated medical school, training the next generation of 

health professionals and developing research is a key priority for us.  We have invested 

heavily in the re-development of the Burrage Centre - a new complex housing a library, a 

conference venue and other learning facilities which has recently opened.  

 

Strengths, Weaknesses, Opportunities and Threats (SWOT) analysis 

Set out below is the outcome of our SWOT analysis for the Trust: 

 

 

 

 

 

 

 

 

 

 

 

 

 Action point 36 : A detailed plan will be developed to address the actions emerging 
from this SWOT analysis. 

Advantages Disadvantages 

Threats 

 Private / commercial sector competition 

 Increasing levels of emergency 
admissions and ageing population 

 Specialist centres 
 

Opportunities 

 Business development on the borders  

 Increase integration with NNUHFT, 
community and other providers 

 Dedicated Health Campus 
 Development of our excellent middle 

and senior managers 

Strengths 

 Strong financial track record 

 Full CQC compliance 

 Loyal staff 

 We are a University hospital with a 
medical school 

 

 

Weaknesses 

 Lack of community presence and 
engagement with GPs 

 Weakened local reputation 

 Lack of transformational change – 
need to do more with less 

 Availability of medical staff 
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Riding the perfect storm - Finance and performance (including IT 

and Estates) 

Strong financial track record achieving a Monitor financial risk rating of 4 on a consistent 

basis.  

Need to find savings of at least £20 million recurrently from our 2012/13 baseline by the end 

of this plan.   

Savings required will be equivalent to a headcount reduction of 24%. 

The current capital programme will not be affordable unless the Trust moves back to a 

sufficient surplus position.  

………………………………………………………….. 

What is the national context? 

By 2015, the NHS is expected to save £20 billion through efficency savings and changing 

the way we work.  

Acute care currently accounts for 47% of the total NHS budget with any future budget 

increases expected to go into supporting social care and the CCGs.  It is not envisaged that 

any additional funding will be made available to the acute sector for the forseeable future. 

What is the local context? 

We are facing unprecedented finance challenges alongside other NHS trusts, both locally 

and nationally with no indication this will change in the immediate future.  Historically, we 

have had a strong financial track record achieving a financial risk rating of 4 on a consistent 

basis. 

It has been estimated we will need to find savings that result in removing £20 million 

recurrently from our 2012/13 baseline by the end of this five year plan.  If this level of 

savings were to be found purely from staff, based on the Trust’s average salary (£30,000), 

this will require a headcount reduction of 24%.  

Historically, the achievement of CIP savings has been poor.  Robust arrangements will be 

needed to ensure support is provided to make radical changes and implement new ways of 

working, ensuring savings are achieved without compromising patient care and safety (see 

Transformation section page 38).  The NHS, nationally, faces a shortfall of £54bn by 

2021/22 if these savings are not made. 

What are the financial constraints and risks facing the Trust? 

The single biggest financial constraint we face is the cost of staff salaries which account for 

over £110m each year.  Adding to this cost pressures is the need to find £2m each year to 

cover incremental pay point adjustments on existing staff salaries.  Staff terms and 

conditions will have to be reviewed and changed if the Trust is to be viable in the future. 
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Significant financial risks are also associated with the new framework5 for services.  The new 

contract focuses heavily on fining trusts that do not meet specific performance targets.  An 

example of this is the A&E ambulance handover, which could potentially cost the Trust over 

£600,000 in fines based on past performance. 

How will the Trust deal with the financial challenges ahead? 

In order to deal with the financial challenges in the next five years, some tough decisions will 

have to be made.  This will include the review of staff terms and conditions and whether a 

headcount reduction would be needed to reflect the loss of income that is projected.  We are 

keen to find ways of minimising the risk of compulsory staff redundancies through increasing 

productivity of existing staff, increasing activity levels (through business development 

opportunities with other CCGs) and changing the way we work. 

Over the next five years, there will be a real need to take a firm commercial attitude towards 

increasing the opportunities to grow our healthcare business to ensure the long term 

sustainability of the Trust.  One area of focus will be to increase the profit margin of our 

services and make difficult decisions on loss making areas so we can be a financially secure 

in the future. 

Further savings will also need to be found to reflect any reductions in the Trust’s annual 

contract with the local CCG. The breakdown of the savings target for the next three 

years is as follows: 

Three year 

summary 

breakdown 

Value of savings 

required (£) 

CIP target as a % of 

the Trust’s total 

income 

2013/14 7.5m 4.5% 

2014/15 6.5m 3.9% 

2015/16 7.1m 4.3% 

Total  £21.1m  

 

Each year, we aim to stretch our CIP target to achieve 5% savings year on year.  This 

approach will create a ‘buffer’ in our savings plan, increasing the level of our expected 

surplus and minimise the risk of slippage or none delivery of the CIP programme. 

We have under achieved our CIP programme in the past and have not conducted 

sufficient transformational work to enable us to do more with less.  A new structure will 

be introduced for 2013/14 to ensure there is added focus on directly performance 

managing the divisional and corporate areas and holding all individuals to account for 

the savings they sign up to deliver.  This new arrangement will reduce the risk of our 

savings targets failing in future years. 

 Action point 37 : Put in place accountability arrangement to ensure CIP delivery. 
 

 

 

                                                           
5
 Everyone Counts: Planning for Patients for 2013/14 
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Our finances at a glance 

The diagram below illustrates the financial challenge we face in the next five years based on 

the assumptions of this plan.   

 
 
The starting income position is £158.5m and this assumes an increase in: 
 

 Activity and casemix (£2.7m) 

 Demand (£9.4m) 

 Service developments (£0.3m) 
 

This also assumes a decrease in the following areas: 
 

 Tariff price deflator (£8.9m) 

 System QIPP plans (£8.7m) 
 
By the end of this plan, the Trust’s income is expected to be £153m, which is on the cusp of 
financially viability. 
 
Information technology advancements 
 
In order for us to deliver on many of the challenges already mentioned in this plan, it will be 

essential for us to use the next generation of IT.  It will require the integration of existing 

systems internally and with our preferred partners externally.  It is also about enabling our 

staff to bring in their own IT devices such as smartphones, laptops etc.  This will, in turn 

improve efficiencies and enable clinicians and managers to access emails and other 

information off-site.  In essence, we want to make information available to those that need it, 

in the format they require, where they need it and on whatever device they need it on. 

Capital programme 

Over the next five years, there will be no further capital monies available.  Indeed the current 

planned total will not be affordable unless the Trust returns a reasonable surplus in each 
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financial year. Some of the current major items in the capital programme are set out below.  

Any new schemes identified during this period could result in existing schemes being 

displaced. 

Scheme Value Completion 
date 

Burrage centre £0.5m Mid May 2013 

Pathology department  £0.84m 2013 

Picture Archiving and Communication 

System (PACS) 

£0.9m 2013 

IT storage £1m 2014 

A&E expansion £1m 2014 

Theatre and day case complex £8.3m 2015 

Outpatients upgrades £2.5m 2016 

Diagnostic equipment £3.7m 2017 

Ward upgrades £3.5m 2018 

Total capital investment planned £22.24m  

 

  Action point 38 : Need to return the Trust’s finance back to sufficient surplus. 
 
What does the 2013/14 transformation/ cost improvement plan (CIP) challenge looks 
like? 

Our 2013/14 target for savings is £7.5m.  The 13/14 savings programme is divided into three 

distinct areas as follows:  

 

 

 

 

 

 

 

 

  

Big ticket projects 

Divisional CIPs 

Transformation, 

service redesign and 

business 

development 
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The agreed programme for 13/14 is summarised in the table below: 

Agreed big ticket schemes 
Minimum 

Savings £'s 
Maximum 

Savings £'s 

Elective activity 1,200,000 1,200,000 

Bed reduction - 11 beds 500,000 660,000 

Reducing agency and locums 1,970,000 1,995,000 

Procurement and outsourcing 337,700 534,000 

Pharmacy 100,000 100,000 

Terms and conditions 300,000 300,000 

Management restructuring 
review 

100,000 450,000 

Catering 100,000 300,000 

Fighting fund contribution 250,000 250,000 

Big Ticket total 4,857,700 5,789,000 

Divisional/Corp CIP target 4,000,000 4,000,000 

Total plan value 8,857,700 9,789,000 

We have created a buffer within this year’s programme to ensure that the level of savings 

are achievable.  Based on the performance in 2012/13 programme we had slippage of 

approximately 20-25%, which has increased our target for this year by circa £2m. 

What are the priorities for the next five years? 
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Time for change – Transformation, service re-design and business 

development 

Transforming and redesigning our services is about improving the quality of patient care, 

patient experience and the way we deliver services.  This has to be in the context of the 

extremely challenging financial constraints we face.  This means we have to do more for 

less. 

Transformation will engage with all stakeholders, patient, staff and carers to deliver the scale 

of change required. 

In order for the Trust to be sustainable in the longer term, we will also focus on business 

development opportunities and look to increase our profitability through challenging the 

status quo. 

…………………………………………………………..
Local context 

Until now, our transformation and service redesign programme has been largely non-

existent with only small scale and locally determined improvement efforts.  There is now 

the real appetite to make improvements across the whole Trust but also, more 

importantly, agreement that a shared approach across the whole health and social care 

system is required to deliver the large scales savings required in the next five years.  

This approach would enable services to be reformed in a methodical, sustainable and 

measurable way. 

Why is transformation, service re-design and business development so 

important? 

We take pride in the services we offer to our patients and we are excited about the 

opportunities that exist to further improve our services.  This will be achieved by creating 

innovative solutions and new ways of working to make our services sustainable and as 

cost effective and efficient as possible.  By putting our patients first and listening 

carefully to all our stakeholders, we must all embrace change.   

The journey over the next five years will be extremely challenging for all of us and at 

times this will lead to some tough decisions being made.  There is less money and 

resources available, which gives us the burning platform to change the way we currently 

work.  It is essential we move to a more efficient, high quality, productive and seamless 

service to ensure we are sustainable in the longer term. 

These difficult times, will require each and every one of us to look carefully at what we 

do.  We will also create a culture that accepts constructive challenge and criticism by 

carefully listening to our patients, carers and staff.  This will help to radically transform 

and re-design our services to improve the quality of our service and will reduce waste 

and ultimately save lives linking the Transformation plan to the Quality and Safety 

strategy. 

Along with the opportunities detailed on page 27 and 28, we will also create a business 

development framework to actively pursue new business development opportunities by 
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focusing our resources to the biggest return on investment.  We must seize the 

opportunity to grow our services (both clinically and non-clinically), embedding the 

commercial principles of success and implementing good practice throughout the whole 

Trust. 

What does our challenge look like? 

As set out in the finance section, there is a significant financial challenge ahead.  We will 

need to make savings of £20m over the next five years. This equates to a minimum of 

£4m each year - standing still is not an option.   

A whole system change programme is required if the NHS is not only going to survive 

but to thrive as it goes through the most challenging times seen in its history to reform 

with less financial resources being made available.  This will require us to focus on three 

distinct areas of development: 

 Whole system transformation and service redesign – working with community, 

social care and commissioning colleagues and other partners we must pull 

together and make large scale changes to deliver the savings required. 

 Business development opportunities – Grasping the opportunity to expand our 

clinical and non-clinical services, focusing on the commissioning borders to 

maximise our returns.  

 Internal transformation and service redesign – Creating an environment to allow 

staff to be empowered to develop innovative approaches to service delivery, to 

minimise waste and improves efficiencies. 

 
The biggest challenge in achieving the large scale savings at the pace required is whether 

the Trust has the sufficient capability and capacity of adequately skilled and experienced 

improvement experts to deliver this scale of change.   We should not underestimate the 

senior level support required to deliver the scale of change, when at the same time 

competing priorities for management time and resources is ever increasing. 

 

Set out opposite, is the new NHS 

change model.  We will embark on a 

programme to introduce and embed the 

principles of this model throughout the 

Trust to bring about system wide, large 

scale change.  
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 Action point 39 : Embrace and embed the key principles from the new NHS change 
model.  

 

It will be important to put in place a solid infrastructure to support the transformation and 

service re-design programme, ensuring our patients are central to everything we do.  

This is articulated in the diagrams below.  

 

What does Year 1 look like? 

In the first year, it is all about getting the basics right.  We will keep it simple and 

increase the level of engagement with our key stakeholders and clinical and non-clinical 

colleagues.  This will also mean a move away from the traditional “salami slicing” 

approach to making savings and will require the Transformation Team to move away 

from pure CIPs.  This will enable the team to concentrate their skills and efforts on 

improving the quality of the services we provide to our patients and staff, thus creating 

an environment to grow our own innovations. 

The 2013/14 transformation programme has a heavy reliance on ‘big ticket’ projects, 

which represents up to £5.8m worth of savings.  Examples include reducing our reliance 

on temporary and agency staff, focusing on patient flow and elective productivity, estate 

rationalisation, commercialisation of the front entrance and procurement. 

In order to move forward the following six core principles will need to be accepted and 

embedded throughout the organisation: 

1. Use benchmarking information to compare our performance with other similar 

trusts 

2. Understand the quality impact and risks upon our patients, putting in place clear 

mitigating actions to reduce the risk before any changes are made 

3. Understand the full costs and benefits of each service we deliver 

4. Conduct process mapping to identify inefficiencies, waste or delays 

5. Introduce new ways of working  

6. Measure the success of our improvement projects to ensure the full benefits and 

savings have been realised and patient care or safety has not been affected 
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Success in the first year will be dependent on securing greater engagement from our 

patients, staff (clinical and non-clinical) and other stakeholders such as the new CCG, 

social services and other NHS and private sector organisations.  We will also conduct a 

series of internal departmental reviews to identify inefficiencies and waste, as well as 

conducting ‘walking the floor’ initiatives on a regular basis. 

We welcome the opportunity that closer working arrangements with the NNUFHT will enable 

to ensure sustainable, high quality services and further efficiencies can be realised between 

the two acute providers.  This equally applies to working more closely with the community 

services (ECCH) to identify care or treatment which can be safely and more appropriately 

provided in the community or by our primary care colleagues.  This will ensure that care is 

provided to our patients closer to their homes and we provide a seamless transition from 

hospital to community care and vice versa. 

We will also work closely with our other local hospitals in the region; The Queen Elizabeth 

King’s Lynn NHS Foundation Trust and West Suffolk NHS Foundation Hospital.  There is an 

opportunity to share best practice, ideas, performance data and innovation to further improve 

efficiencies.  

 Action point 40 : Identification of key acute/community priorities. 

 Action point 41 : Develop strong working relationships with other local Foundation 
Trusts to share information and innovation. 

 

What are the key drivers? 

There are three important drivers needed to deliver the scale of the change to ensure 

savings are achieved in the coming years and the quality of patient care improves.  

These drivers are detailed below: 

 

 Action point 42 : Develop a transformation, service re-design and business 
development programme focusing on sustainable system wide change to deliver £20 
milllion savings over the next five years linked to quality improvement. 
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How are we set up and how do we move forward? 

The role of the newly formed Transformation Team will be to provide support and 

facilitate transformation and service redesign at speciality and departmental level.  This 

support will include: 

 Transferring our sector specialist skills; 

 Making change a reality; 

 Ensuring new working arrangements or practices are sustainable, fit for purpose 

and are in line with the Trust’s strategic vision. 

Many of the best ideas for change come from the staff themselves.  Encouragement and 

support will be given to draw out these ideas and developing plans to realise the 

improvements or opportunities to reduce waste. 

Moving towards the fifth year we will have had to change the way we work.   

Transformation will become fully integrated into everybody’s day to day thinking and 

working routines showing system level improvements.  The benefits of this as we move 

towards this concept will be: 

 Our patients will always come first 

 Clinical outcomes will greatly improve 

 Full accountability 

 Productivity increases 

 Change is a reality  

 Performance is sustained 

 Genuine efficiency savings are made 

 
“Without innovation, transformation and service 
re-design, public service costs tend to rise faster 

than the rest of the economy.  Without 
innovation the inevitable pressure on containing 

costs can only be met by forcing already 
stretched staff to work harder” 
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What are the priorities for the next five years? 

The top three key priorities for the next five years are as follows: 
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Investing in our workforce – Human resources and staffing 

We fully support and value our workforce and want them to be healthy and satisfied with the 

work they do.  This will be achieved through a package of health and well-being initiatives 

which are being developed.  We are also supporting our staff to develop and progress to 

achieve their full potential.  To achieve this we are in the process of implementing a robust 

performance development and management framework.  

  

Following on from a significant ‘listening and learning’ exercise we are currently embedding 

both our values and the behaviours we expect from our staff.  This will drive up our quality 

standards, improve patient safety and clinical outcomes.   

One of our additional key challenges is how we maximise staff productivity and efficiencies 

given the financial constraints we are experiencing.  This will require all of us to work 

differently and more flexibly to meet the needs of our patients. 

………………………………………………………….. 

What is the national context? 

Two thirds of a typical hospital budget is spent on paying its workforce.  Staff are clearly key 

to the quality of an organisation’s service delivery and to its success overall. 

What is the local context? 

We permanently employ 2,204 staff, plus 562 additional staff employed to work ‘as and 

when’ required. This represents an annual salary bill of around £110m.  Our single biggest 

staff group is our qualified nursing, midwifery and health visiting staff and they represent 

30% of the entire workforce.  This is closely followed by the staff who directly support our 

clinical teams. 

 

 

 

 

 

 

It will be essential for us to work closely with our partners to deliver the aspirations of our 

strategic workforce aims in the next five years.   

There are also many important links to other areas such as Education, Training and 

Research (see page 31). 

  

 No of staff 
 

% 

Medical staff 284 11 

Qualified nursing, midwifery & health 
visiting staff 741 

30 
 

Qualified scientific, therapeutic & 
technical staff 272 

11 

Support to clinical staff 714 28 

NHS infrastructure support 496 20 

Source: ESR data – March 2013 
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What are the current workforce challenges?  

In the past, the size and coastal rural location of the hospital has impacted upon our ability to 

recruit staff into both clinical and non-clinical staff positions.  We consider there are four key 

workforce challenges for us to deal with, and the health and well-being of our staff is central 

to achieving these: 

: 

How will these challenges be managed? 

 
“Planning and developing the workforce is 

complex. It requires involvement from many 
different stakeholders, all of whom must 

understand their role and responsibility in the 
delivery of this strategy”6 

 

 

1. Attracting a supply of good quality staff  

From experience, we know that if we cannot attract to key medical positions then it is not 

possible to deliver the service e.g. histopathology.  There are certain key services at present 

that due to critical national shortages our following services could be under threat due to 

current vacancies or imminent retirements: 

A&E Care of the Elderly 
Dermatology Radiology 
Stroke  

 

We are keen to build upon our work to extend and develop new roles within the organisation 

to make difficult to fill posts more attractive.  We already have a number of Assistant 

Practitioners and Physicians Administrative Assistants who are instrumental in supporting 

                                                           
6
 All quotes in this section have been taken from NHS South Central Workforce Strategy 2010-2015. 

 

1. Attracting a supply 
of good quality staff 

 

2. Culture, leadership 
and performance 

management 

3. Getting staff working 
in the right place and at 

the right time to  
maximise productivity 

and improve 
efficiencies  

4. Ensuring the 
working environment 

is fit for purpose 

 

Health and well-being is central 

to the delivery of our four key 

workforce challenges 
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our qualified clinicians. We will also develop and invest in a range of recruitment initiatives to 

attract and guarantee the supply of staff to deliver the services we need to be a successful 

and sustainable hospital fit for the future.  We have already built up close working 

relationships with the NNUHFT with many shared medical consultant posts which enhance 

the delivery of key services within this Trust.  One of our key strategic aims is to develop 

staff locally through the provision of high quality training opportunities and flexible career 

pathways designed to ‘grow our own’, ensuring we retain and reward our best and most 

talented staff. 

One of our objectives has been to reduce the use of agency nursing staff through a proactive 

recruitment programme including overseas recruitment.  We will continue to assess our 

needs on a proactive basis to ensure we have a sufficient supply of high quality nurses. 

This will be supported through participation in the new Local Education and Training Board 

(LETB) to develop the healthcare workforce. 

 Action point 43 : Targeted recruitment plan for key strategic clinical posts.  

 Action point 44 : Continue to assess and recruit to ensure our nursing workforce is 
fully established 

 

2. Culture, leadership and performance management 

 
“Managing staff effectively brings a number of 
significant cost benefits.  It will also create a 

workforce that is engaged, has a proactive and 
‘can do’ attitude that is self-motivating and 

drive up productivity as well as standards of 
care” 

 

We will move the organisation towards a 'culture of excellence'.  This will be achieved 
through a newly developed and implemented employee accountability framework. 

In April 2013, we launched our new values and behaviours which support the provision of 
high quality patient care and high standards of 'customer service'.  Work is on-going to 
cascade these new values and behaviours (as set out in figure 3 below) to all levels of staff, 
ensuring they are embraced and embedded throughout the whole organisation. 

Figure 3 – Our values and behaviours
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In order to be successful we need to ensure we deliver high quality care within the financial 
constraints we face.  We plan to develop key leadership and managerial skills to support our 
staff through the next five challenging years. For example this will be achieved through 
making full use of the leadership programmes developed by the NHS, available nationally, 
regionally and locally.  This will be supplemented through the delivery of bespoke training, 
which meets the specific needs of our staff working at the Trust.  This work is currently on-
going. 

Linked to the new performance framework will be our ability to identify our most talented and 
highly performing staff and also proactively plan for succession. 

 Action point 45 : Develop and implement leadership and managerial skills 
programme for our staff. 

 

3. Getting staff working in the right place and at the right time 

 
“There is increasing evidence that patient 

mortality is lower in organisations where staff 
are happy and well supported” 

 

Whilst it is not possible to determine the exact number of staff we will need in 2018 and 
beyond, we will continuously review, re-model, reorganise and flex our workforce to ensure 
local staffing structures remain 'fit for purpose'.  However, as a working assumption we will 
need to work with the figure to reduce headcount by approximately 600 staff over the time of 
this plan. 

We will also ensure the workforce is aligned to our strategic intentions, it is within the 
budgetary constraints and more importantly, it meets the needs of our patients.  This will 
require our staff to work in different ways to ensure we maximise our productivity and that 
our workforce represents value for money. 

Further opportunities to reduce our employment costs will be made through changes to our 
staff terms and conditions.  Some national changes will be implemented with effect from 1 
April 2013.  However, other local changes are (in the context of the nationally negotiated 
sets of pay, terms and condition, of employment) currently being reviewed and worked up for 
the Board’s consideration. 

 Action point 46 : A detailed workforce plan is required demonstrating that future 
projections fit within the resources available. 

 
4. Ensuring the working environment is fit for purpose 

 
“Providing the right care in the right place and 
at the right time is one of our key aspirations.  

This will ensure we have the best possible 
outcomes for our patients” 

 

It is important the physical environment in which our staff work is fit for purpose and creates 
an atmosphere which is a ‘great place to work’, (although this has to be within the 
constrained resources we have to live within).  Our priority will be to refurbish and decorate 
the clinical and ward areas in the first instance. 
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What will the workforce of the future look like? 

Every day we will strive to improve the quality of care and safety we provide to our patients.  
At the same time, healthcare services will not be able to stand still but will be required to 
create sustainable new ways of working.  This will include new processes, flexing the way 
staff currently work and closer working relationships with our partners to meet this challenge 
of providing more for less.   

Ultimately, this will mean that with the financial and demographical challenges we face, there 
will be fewer staff providing care, for more people, with more complex needs in changing 
healthcare settings.  We will develop our clinical workforce to support the changing 
demographics within our population, to deal with a growing number of older people who are 
acutely ill.  There will be greater partnership and integrated working between the hospital 
and our community colleagues to help people manage their own conditions as far as it is 
possible.  However, the implications of community initiatives failing to keep the growing 
number of elderly patients out of hospital have already been highlighted in this plan. 

We will also invest time on role re-design building on our successful work which has seen 
the recruitment of Physicians Administrative Assistants and Therapy Assistant Practitioners.   

Staff will be more skilled in prevention of ill-health to prevent the development of long term 
conditions. 

 Changes to our healthcare services that will impact on 
our workforce will include: 

 Providing more care at home 

 Reducing the number of acute beds (in the short term, but 
will increase to cope with increasing levels of demand) 

 Standardising and transforming patient care pathways, 
rapid turnaround with one stop diagnosis testing facilities 

 Providing high quality end of life care at home 

 Reducing hospital admissions, attendances and length of 
stays 

 Investing in technology that reduces the need for patients 
to travel 

 

We are currently reviewing our management structure to ensure it is fit for purpose for 
addressing the issues contained within this plan. 

 Action point 47 : Board to review management structure and implement necessary 
changes.  

Our future vision for JPUH and staff 

 Challenging but rewarding 

 A healthy and happy workforce 

 High attendance records 

 Proud to work for the NHS 

 First choice for employment 

 Career advancements and opportunities 

 Empowered and accountable staff 

 Values and behaviours being adhered to 

 Compassion, respect and dignity in the way we deliver our services 

 Commitment to the Trust’s five year strategy and providing the best quality of care 
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What are the priorities for the next five years? 
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Appendix 1 

Glossary of commons terms 

Acute care 

Specific care for disease or 

illnesses that progress quickly, 

feature severe symptoms and 

have a brief duration 

Access 

How easy it is to get into the 

hospital services, including 

parking, booking appointment, 

public transport and waiting 

times 

Accident & Emergency (A&E) 

departments 

A&E is open 24/7, 365 day a 

year providing assessment and 

treatment to patients with a 

spectrum of illness and injuries, 

some of which may be life-

threatening  

CCG 

Clinical Care Group, the Trust’s 

commissioners. 

CIP 

Cost improvement 

plan/programme 

Commissioning  

The processes in which the 

Clinical Commissioning Groups 

(CCG) and the hospital 

undertake to make sure that 

services meets the needs of 

their patients 

Complex care 

The specialised care of patients 

who may have more than one 

condition leading to complex 

needs 

COPD 

Chronic obstructive pulmonary 

disease 

Critical care 

The specialised care of patients 

whose condition (s) are life-

threatening and who required 

comprehensive care and 

constant monitoring 

CT scan 

Computerised tomography 

scan.  Pictures of structures 

within the body created by a 

computer that takes the data 

from multiple x-ray images and 

turns them into pictures on the 

screen 

Dermatology 

The study of the skin and its 

diseases 

DGH 

District General Hospital 

ECCH 

East Coast Community 

Healthcare provider of 

community services, a 

community interest company 

owned by its staff 

Elective care 

When a person chooses to 

have hospital care that is not 

acute 

GP  

General Practitioner 

Long terms conditions 

Conditions, such as diabetes, 

asthma, and arthritis, which 

cannot currently be cured but 

show progress can be 

managed and influenced by 

medication and other therapies 

Monitor 

Monitor is a non-departmental 
public body of the United 
Kingdom government and 
regulates NHS Foundation 
Trusts. 

MRI scan 

Magnetic resonance imaging 

scan.  A special radiology 

technique designed to image 

internal structure of the body 

using magnetism, radio waves 

and a computer to produce the 

images of the body structure 

NICU 

A neonatal intensive care unit 

provides specialist care for ill or 

premature new born infants 

Oncology 

The study and treatment of 

cancer 

Orthopaedic surgery 

Surgery concerned with 

conditions involved the 

musculoskeletal system 

Outreach 

Treatment or care provided in 

the community, not in hospital 

Paediatric 

Relates to children 

Primary care 

The collective term for all 

services which are people’s 

first point of contact with the 

NHS, such as GPs and 

dentists. 

Radiotherapy 

The use of radiation as part of 

the treatment for cancer 

Urology 

Specialty that focuses on the 

urinary tracts of the males and 

females, and on the 

reproductive system or males. 

UEA    

University of East Anglia 

http://en.wikipedia.org/wiki/Non-departmental_public_body
http://en.wikipedia.org/wiki/Non-departmental_public_body
http://en.wikipedia.org/wiki/United_Kingdom_government
http://en.wikipedia.org/wiki/United_Kingdom_government
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Appendix 2 - Key strategic actions to be addressed 
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List of key actions: 

About our Population 

Action point 1 : Work with our commissioners to reduce our growing health needs. 
Action point 2 : Development of integrated, partnership working. 

  

GP referrals 

Action point 3 : Critically analyse the reasons for the decline in GP referrals. 
Action point 4 : Develop strong clinical relationships with GPs in the local area. 
 

Planning assumptions 

Action point 5 :  To have discussions with the CCG at the highest levels to agree the 
appropriate planning assumptions and how healthcare demands will be met. 
 

Quality and Safety 

Action point 6 : Board to consider the actions required to be Francis compliant and embed 
the principles in our values and culture.  
Action point 7 : Fully embed the national 6Cs into our local values and behaviour framework. 
Action point 8 : Ensure the PACE has a strong voice within the Trust. 
Action point 9 : Embrace the 6Cs, values and behaviours and embark on embedding these 
new working ethics to all staff. 
Action point 10 : Roll out the 15 Steps Challenge across the Trust.  
Action point 11 : The Quality Strategy will set out a programme to deliver year on year 
improvements in all clinical areas to deliver the improvements required in experience and 
care within the timescales of this plan. 
Action 12 : Review the current ward configuration to ensure patients are placed on the 
appropriate specialist unit or ward to meet their clinical needs. 
Action 13 : A detailed programme is developed to bring all wards up to the required 
standards using the principles set out in the King’s Fund ‘Enhancing the healing environment 
programme’. 
 

Our clinical strategic direction 

Action point 14 : Re-configure and expand the A&E department. 
Action point 15 : Establish a well staffed, dedicated care of the elderly department. 
Action point 16 : Rapid access to diagnostics. 
Action point 17 : Continue review of internal patient flow arrangements with the emphasis on 
reducing length of stay on a sustainable basis. 
Action point 18 : Agree with the CCG a clear plan for investing into the  infrastructure and 
management arrangements for system patient flow. 
Action point 19 : Work with the CCG and ECCH to establish an enhanced recovery and 
hospital at home programme. 
Action point 20 : Complete elective review by summer 2014. 
Action point 21 : Develop a detailed plan to ensure we take full advantage of the best 
practice tariff for the benefit of our patients. 
Action point 22 : Radiology equipment provision and service redesign. 
Action point 23 : Review of extending the working day. 
Action point 24 : Review of on-call arrangements. 
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Action point 25 : The Board to continuously review the sustainability of the maternity service 
and in particular when the new tariff is introduced. 
Action point 26:  Replicate the paediatric service model and lessons learnt in all other 
appropriate services. 
Action point 27 :  To provide an improved paediatric outpatient area. 
Action point 28 :  Conduct service reviews in physiotherapy, occupational therapists and 
dietetics. 
 

Growth areas 

Action point 29 :  Strategically grow services to maintain a viable level of income. 
Action point 30 :  Continue with joint Board co-operation with NNUHFT in the review of 
selected services. 
Action point 31 :  Capital programme to reflect the additional capacity and environmental 
improvements required 
Action point 32 :  To obtain system agreement to the numbers of patients to plan for and how 
any increased capacity will be funded. 
Action point 33 : Review value for money options including outsourcing of non-clinical 
services. 
Action point 34 : Purchase land. 
Action point 35 : Develop a business case for the new Health Campus with our key partners. 
Action point 36:  A detailed plan will be developed to address the actions emerging from this 
SWOT analysis. 
 

Finance and performance 

Action point 37 :  Put in place accountability arrangement to ensure CIP delivery. 
Action point 38 : Need to return the Trust’s finance back to sufficient surplus. 
 

Transformation, service re-design and business development 

Action point 39 : Embrace and embed the key principles from the new NHS change model. 
Action point 40 : Identification of key acute/community priorities.  
Action point 41 : Develop strong working relationships with other local Foundation Trusts to 
share information and innovation. 
Action point 42 : Develop the transformation and service design programme focusing on 
sustainable change to support the delivery £20million of savings over next five years linked 
to quality improvement. 
 

HR and staffing 

Action point 43 : Targeted recruitment plan for key strategic clinical posts.  
Action point 44: Continue to assess and recruit to ensure our nursing workforce is fully 
established. 
Action point 45 : Develop and implement leadership and managerial skills programme for our 
staff. 
Action point 46 : A detail workforce plan is required demonstrating that future projections fit 
within the resources available. 
Action point 47 : Board to review management structure and implement necessary changes. 
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Appendix 3 

Our services 

Division Specialties and services  

Emergency  
 

Accident and Emergency (A&E) 
General Medicine 
Gastroenterology 
Endocrinology 
Diabetes 
Haematology 
Cardiology 
Dermatology 
Nephrology and renal dialysis 
Genito-urinary Medicine 
Rheumatology 
Respiratory Medicine 
Care of the Elderly 

Diabetic Liaison 
Clinical Measurement 
Coronary Care 
Rehabilitation 
Intensive Care Services 
Hyperbaric services 
Oncology 
Sandra Chapman Centre (day 
treatment 
for adults with haematological 
disease 
and cancer) 
Therapies 

Elective General Surgery 
Vascular Surgery 
Breast Surgery 
Gastro-intestinal Surgery 
Urology 
Trauma and Orthopaedics 
Ear, Nose and Throat 
Oral Surgery 
Ophthalmology 

Anaesthetics 
Endoscopy 
Clinical Specialties of Continence 
and 
Stoma Audiology 
Dental and Orthodontics 
Community Dental Services 
Pain Management 
Palliative Care 

Family and diagnostic Antenatal screening  
Gynaecology 
Obstetrics 
Maternity services 
Community midwifery 
Neonatology 
Parentcraft 
Radiology and diagnostic imaging 
Radiography 
Screening services 
Ultrasound services 
Specialist imaging 
Mammography 
MRI & CT scanning 
Medical illustration 

Fertility services  
Paediatrics 
Paediatric Surgery 
Children’s Centre 
Community Paediatric Service 
School Nursing 
Safeguarding children 
GP beds Community services 
Outpatients 
Blood Transfusion 
Bereavement Services 
Social Work Support 
Pharmaceutical services 
Lowestoft Hospital 

Corporate Finance 
Human Resources 
Service Improvement 
Information Services 
Support Services 
Post Graduate Medical Education 
Complaints and Legal services 
Foundation Trust & 
Communications 
Infection Control 
Medical Records 

Information Technology 
Estates 
Procurement 
Capital Planning 
Risk, governance and clinical audit 
services 
Patient Liaison 
Library services 
Commercial support 
Information Governance 
Cancer planning and performance  
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Appendix 4 – Baseline activity based assumptions 

Set out below is the underlying baseline activity assumptions used to model the 

revenues that will be received: 

 

 1.3% reduction in the 2013/14 tariff 

 1.5% reduction in tariff from 2014/15 onwards 

 Emergency threshold is assumed to be based on the 2008/09 baseline for every year 

(per 2012/13 tariff). 

 All other tariff mechanisms are applied on the basis of the 2012/13 tariff through the 

average price calculations. 
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Appendix 5 – Specialty based activity assumptions 

Set out below is the specialty based activity assumptions for each year of this plan. 
Source: Information service department  
 
First outpatient appointments 

 
Follow up appointments 

 

Spec Code Specialty 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18
100 General Surgery 2,626     2,564     2,503     2,444     2,386     2,329     

101 Urology 2,534     2,353     2,185     2,029     1,884     1,750     

103 Breast Surgery 1,703     1,674     1,646     1,618     1,591     1,564     

107 Vascular Surgery 610        599        588        577        566        556        

110 Trauma & Orthopaedics 9,100     9,022     8,945     8,868     8,792     8,717     

120 ENT 1,864     1,726     1,598     1,480     1,370     1,269     

130 Ophthalmology 5,812     5,859     5,906     5,953     6,001     6,049     

140 Oral Surgery 1,851     1,740     1,636     1,538     1,446     1,359     

143 Orthodontics 231        212        195        179        164        150        

160 Plastic Surgery 276        299        324        351        380        412        

191 Pain Management 1,334     1,201     1,081     973        876        789        

300 General Medicine 3,271     3,068     2,878     2,700     2,533     2,376     

303 Clinical Haematology 576        547        547        547        547        547        

307 Diabetic Medicine 164        188        216        248        284        326        

320 Cardiology 1,719     1,986     2,294     2,650     3,061     3,536     

330 Dermatology 3,103     2,860     2,746     2,664     2,611     2,585     

340 Respiratory Medicine 1,284     1,401     1,529     1,668     1,820     1,986     

360 Genito-Urinary Medicine 2,848     2,706     -            -            -            -            

361 Nephrology 211        185        163        143        126        111        

370 Medical Oncology 18          9            4            2            1            -            

400 Neurology 1,644     1,605     1,567     1,530     1,494     1,459     

410 Rheumatology 820        827        834        841        848        855        

420 Paediatrics 2,449     2,571     2,700     2,835     2,977     3,126     

501 Obstetrics 1,099     1,032     969        910        855        803        

502 Gynaecology 2,720     2,495     2,288     2,099     1,925     1,766     

503 Gynaecological Oncology 62          63          64          65          66          67          

560 Midwife Episode 2,572     2,574     2,576     2,578     2,580     2,582     

800 Clinical Oncology 777        852        935        1,026     1,126     1,235     

822 Chemical Pathology 4            3            2            1            1            1            

53,282    52,221    48,919    48,517    48,311    48,305    Total

Spec Code Specialty 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18
100 General Surgery 7,500     8,682     8,476     8,276     8,080     7,887     

101 Urology 4,368     4,166     3,869     3,592     3,336     3,098     

103 Breast Surgery 2,296     2,135     2,100     2,064     2,030     1,995     

107 Vascular Surgery 561        593        583        572        561        551        

110 Trauma & Orthopaedics 12,646    14,113    13,993    13,872    13,753    13,636    

120 ENT 3,259     3,000     2,778     2,573     2,381     2,206     

130 Ophthalmology 17,579    20,617    20,782    20,948    21,117    21,286    

140 Oral Surgery 1,620     1,152     1,083     1,018     957        900        

143 Orthodontics 376        508        468        429        393        360        

160 Plastic Surgery 361        329        356        386        418        453        

191 Pain Management 1,567     1,261     1,135     1,021     919        828        

300 General Medicine 6,633     5,933     5,566     5,221     4,899     4,595     

301 Gastroenterology 353        -            -            -            -            -            

303 Clinical Haematology 4,911     5,114     5,114     5,114     5,114     5,114     

307 Diabetic Medicine 313        193        222        255        292        335        

320 Cardiology 1,778     2,436     2,814     3,250     3,755     4,337     

330 Dermatology 6,128     6,390     6,136     5,952     5,834     5,776     

340 Respiratory Medicine 2,330     2,596     2,833     3,091     3,373     3,680     

360 Genito-Urinary Medicine 1,197     1,137     -            -            -            -            

361 Nephrology 1,408     1,216     1,071     940        828        729        

370 Medical Oncology 451        41          18          9            5            -            

400 Neurology 1,206     993        969        946        924        902        

410 Rheumatology 2,396     2,475     2,496     2,517     2,538     2,559     

420 Paediatrics 5,431     6,440     6,763     7,102     7,457     7,831     

501 Obstetrics 5,844     6,506     6,109     5,737     5,390     5,062     

502 Gynaecology 6,023     5,083     4,661     4,276     3,922     3,598     

503 Gynaecological Oncology 245        779        791        803        816        828        

560 Midwife Episode 16,380    11,792    11,801    11,810    11,819    11,828    

800 Clinical Oncology 4,251     3,704     4,065     4,461     4,895     5,369     

822 Chemical Pathology 270        12          8            4            4            4            

119,681  119,396  117,060  116,239  115,810  115,747  Total
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Procedure Based Outpatients 

 

Spec Code Specialty 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18
100 General Surgery 1,827     1,882     1,938     1,996     2,056     2,118     

101 Urology 2,050     2,173     2,303     2,441     2,587     2,742     

103 Breast Surgery 132        136        140        144        148        152        

107 Vascular Surgery 1            1            1            1            1            1            

110 Trauma & Orthopaedics 61          43          30          21          15          11          

120 ENT 6,659     6,859     7,065     7,277     7,495     7,720     

130 Ophthalmology 9,249     9,804     10,392    11,016    11,677    12,378    

140 Oral Surgery 829        854        880        906        933        961        

143 Orthodontics 890        917        945        973        1,002     1,032     

160 Plastic Surgery 4            4            4            4            4            4            

191 Pain Management 429        343        274        219        175        140        

300 General Medicine 120        124        128        132        136        140        

301 Gastroenterology -            -            -            -            -            -            

303 Clinical Haematology 7            7            7            7            7            7            

307 Diabetic Medicine -            -            -            -            -            -            

320 Cardiology -            -            -            -            -            -            

330 Dermatology 2,567     2,237     1,950     1,700     1,482     1,292     

340 Respiratory Medicine -            -            -            -            -            -            

361 Nephrology -            -            -            -            -            -            

370 Medical Oncology -            -            -            -            -            -            

400 Neurology -            -            -            -            -            -            

410 Rheumatology 1            1            1            1            1            1            

420 Paediatrics -            -            -            -            -            -            

501 Obstetrics 2            2            2            2            2            2            

502 Gynaecology 2,087     2,150     2,215     2,281     2,349     2,419     

503 Gynaecological Oncology 1            1            1            1            1            1            

560 Midwife Episode -            -            -            -            -            -            

800 Clinical Oncology 61          64          67          70          74          78          

822 Chemical Pathology -            -            -            -            -            -            

26,977    27,602    28,343    29,192    30,145    31,199    Total
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Day case 

 

Spec Code Specialty 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18
100 General Surgery 4,958     5,507     6,117     6,794     7,546     8,381     

101 Urology 2,610     2,662     2,715     2,769     2,824     2,880     

103 Breast Surgery 17          18          19          20          21          22          

107 Vascular Surgery -            -            -            -            -            -            

110 Trauma & Orthopaedics 3,234     3,266     3,299     3,332     3,365     3,399     

120 ENT 504        502        500        498        496        494        

130 Ophthalmology 5,147     5,301     5,460     5,624     5,793     5,967     

140 Oral Surgery 432        389        351        316        285        257        

143 Orthodontics -            -            -            -            -            -            

160 Plastic Surgery 125        131        138        145        152        160        

173 Thoracic Surgery -            -            -            -            -            -            

180 Accident & Emergency 42          40          38          37          36          35          

190 Anaesthetics 10          7            5            4            3            2            

191 Pain Management 346        366        388        411        435        461        

300 General Medicine 2,307     2,314     2,322     2,330     2,338     2,346     

301 Gastroenterology -            -            -            -            -            -            

303 Clinical Haematology 1,239     1,115     1,004     904        814        733        

307 Diabetic Medicine -            -            -            -            -            -            

314 Rehabilitation -            -            -            -            -            -            

315 Palliative Medicine -            -            -            -            -            -            

320 Cardiology 53          58          64          70          77          85          

324 Anticoagulant Service -            -            -            -            -            -            

330 Dermatology 2,334     2,358     2,383     2,408     2,433     2,458     

340 Respiratory Medicine 7            8            9            10          11          12          

360 Genito-Urinary Medicine -            -            -            -            -            -            

361 Nephrology -            -            -            -            -            -            

370 Medical Oncology 7            4            2            1            1            1            

400 Neurology -            -            -            -            -            -            

410 Rheumatology 12          10          8            7            6            5            

420 Paediatrics 97          141        204        296        429        621        

422 Neonatology -            -            -            -            -            -            

424 Well Babies -            -            -            -            -            -            

501 Obstetrics 5            4            3            2            2            2            

502 Gynaecology 1,332     1,282     1,234     1,188     1,144     1,101     

560 Midwife Episode -            -            -            -            -            -            

654 Dietetics -            -            -            -            -            -            

800 Clinical Oncology 15          22          32          46          67          97          

822 Chemical Pathology 73          78          84          90          96          103        

840 Audiology -            -            -            -            -            -            

24,906    25,583    26,379    27,302    28,374    29,622    Total
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Elective Inpatients Spells Beds

Spec Code Specialty 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18
100 General Surgery 763        683        611        547        490        439        9            8            7            6            6            5            

101 Urology 513        449        393        344        301        264        3            3            2            2            2            2            

103 Breast Surgery 2            2            2            2            2            2            0            0            0            0            0            0            

107 Vascular Surgery -            -            -            -            -            -            -            -            -            -            -            -            

110 Trauma & Orthopaedics 1,088     1,010     938        871        809        751        12          12          11          10          9            9            

120 ENT 523        505        487        470        453        437        1            1            1            1            1            1            

130 Ophthalmology 68          51          39          29          22          17          0            0            0            0            0            0            

140 Oral Surgery 20          16          13          11          9            7            0            0            0            0            0            0            

143 Orthodontics -            -            -            -            -            -            -            -            -            -            -            -            

160 Plastic Surgery 4            5            7            9            12          16          0            0            0            0            0            0            

173 Thoracic Surgery -            -            -            -            -            -            -            -            -            -            -            -            

180 Accident & Emergency 1            1            1            1            1            1            -            -            -            -            -            -            

190 Anaesthetics -            -            -            -            -            -            -            -            -            -            -            -            

191 Pain Management 24          25          26          27          28          29          0            0            0            0            0            0            

300 General Medicine 376        318        269        227        192        162        3            3            2            2            2            1            

301 Gastroenterology -            -            -            -            -            -            -            -            -            -            -            -            

303 Clinical Haematology 193        220        251        286        326        371        2            2            3            3            3            4            

307 Diabetic Medicine -            -            -            -            -            -            -            -            -            -            -            -            

314 Rehabilitation -            -            -            -            -            -            -            -            -            -            -            -            

315 Palliative Medicine -            -            -            -            -            -            -            -            -            -            -            -            

320 Cardiology 9            9            9            9            9            9            0            0            0            0            0            0            

324 Anticoagulant Service -            -            -            -            -            -            -            -            -            -            -            -            

330 Dermatology -            -            -            -            -            -            -            -            -            -            -            

340 Respiratory Medicine 29          33          38          43          49          56          0            0            0            1            1            1            

360 Genito-Urinary Medicine -            -            -            -            -            -            -            -            -            -            -            -            

361 Nephrology 11          5            2            1            -            -            -            -            -            -            -            -            

370 Medical Oncology 1            1            1            1            1            1            -            -            -            -            -            -            

400 Neurology -            -            -            -            -            -            -            -            -            -            -            -            

410 Rheumatology -            -            -            -            -            -            -            -            -            -            -            -            

420 Paediatrics 233        245        257        270        284        298        1            1            1            1            1            1            

422 Neonatology -            -            -            -            -            -            -            -            -            -            -            -            

424 Well Babies -            -            -            -            -            -            -            -            -            -            -            -            

501 Obstetrics 47          49          51          54          57          60          0            0            0            0            0            0            

502 Gynaecology 417        373        333        298        266        238        2            2            2            1            1            1            

560 Midwife Episode -            -            -            -            -            -            -            -            -            -            -            -            

654 Dietetics 1            1            1            1            1            1            -            -            -            -            -            -            

800 Clinical Oncology 15          18          22          26          31          37          0            0            0            0            0            0            

822 Chemical Pathology -            -            -            -            -            -            -            -            -            -            -            -            

840 Audiology -            -            -            -            -            -            -            -            -            -            -            -            

4,338      4,019      3,751      3,527      3,343      3,196      35            32            30            28            27            25            Total
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Where you come first 

Non Elective Inpatients Spells Beds

Spec Code Specialty 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18 2012/13 2013/14 2014/15 2015/16 2016/17 2017/18
100 General Surgery 2,916     2,974     3,033     3,094     3,156     3,219     40          40          41          42          43          44          

101 Urology 462        485        509        534        561        589        4            4            5            5            5            5            

103 Breast Surgery 1            1            1            1            1            1            0            0            0            0            0            0            

107 Vascular Surgery -            -            -            -            -            -            -            -            -            -            -            -            

110 Trauma & Orthopaedics 2,098     2,140     2,183     2,227     2,272     2,317     45          46          47          48          49          50          

120 ENT 232        239        244        251        256        264        1            1            1            1            1            1            

130 Ophthalmology 66          69          72          76          80          84          1            1            1            1            1            1            

140 Oral Surgery -            -            -            -            -            -            -            -            -            -            -            -            

143 Orthodontics -            -            -            -            -            -            -            -            -            -            -            -            

160 Plastic Surgery -            -            -            -            -            -            -            -            -            -            -            -            

173 Thoracic Surgery -            -            -            -            -            -            -            -            -            -            -            -            

180 Accident & Emergency 197        224        254        288        327        371        0            0            1            1            1            1            

190 Anaesthetics -            -            -            -            -            -            -            -            -            -            -            -            

191 Pain Management 2            1            1            1            1            1            -            -            -            -            -            -            

300 General Medicine 13,491    13,774    14,063    14,358    14,660    14,968    221        226        231        236        241        246        

301 Gastroenterology -            -            -            -            -            -            -            -            -            -            -            -            

303 Clinical Haematology 522        548        575        604        634        666        3            3            4            4            4            4            

307 Diabetic Medicine -            -            -            -            -            -            -            -            -            -            -            -            

314 Rehabilitation -            -            -            -            -            -            -            -            -            -            -            -            

315 Palliative Medicine -            -            -            -            -            -            -            -            -            -            -            -            

320 Cardiology 506        531        558        586        615        646        8            9            9            10          10          11          

324 Anticoagulant Service -            -            -            -            -            -            -            -            -            -            -            -            

330 Dermatology 5            8            13          22          37          61          -            -            -            -            -            -            

340 Respiratory Medicine 138        96          67          46          32          22          4            3            2            1            1            1            

360 Genito-Urinary Medicine -            -            -            -            -            -            -            -            -            -            -            -            

361 Nephrology 1            1            1            1            1            1            -            -            -            -            -            -            

370 Medical Oncology 32          35          39          43          47          52          0            0            0            0            0            0            

400 Neurology 7            7            7            7            7            7            -            -            -            -            -            -            

410 Rheumatology 1            1            1            1            1            1            -            -            -            -            -            -            

420 Paediatrics 2,045     2,000     1,956     1,913     1,871     1,830     6            6            6            6            6            5            

422 Neonatology 275        286        298        310        323        336        -            -            -            -            -            -            

424 Well Babies -            -            -            -            -            -            -            -            -            -            -            -            

501 Obstetrics 4,408     4,408     4,408     4,408     4,408     4,408     16          16          16          16          16          16          

502 Gynaecology 432        437        442        447        452        457        3            3            3            3            3            3            

560 Midwife Episode 10          6            4            2            1            1            -            -            -            -            -            -            

654 Dietetics 1            1            1            1            1            1            -            -            -            -            -            -            

800 Clinical Oncology 159        175        193        212        233        256        0            0            0            0            0            0            

822 Chemical Pathology 1            1            1            1            1            1            -            -            -            -            -            -            

840 Audiology 2            2            2            2            2            2            -            -            -            -            -            -            

28,010    28,450    28,926    29,436    29,980    30,562    353          359          365          372          380          387          Grand Total





 

James Paget University Hospitals NHS 
Foundation Trust
Lowestoft Road
Gorleston
Great Yarmouth
Norfolk
NR31 6LA

Main switchboard: 01493 452452
Website: www.jpaget.nhs.uk 

General email:
foundationtrust@jpaget.nhs.uk 

Contact us






