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1. Introduction  
The Community Hospital inpatient beds were included in the Healthcare For the Future public 
consultation which highlighted the challenges in providing sustainable, high quality community inpatient 
provision in the north of Cumbria. 

During the consultation in autumn 2016, Community Alliance Groups formed in Wigton, Maryport and 
Alston Moor, in response to the proposed bed closures. The communities were unhappy with the 
proposals to close beds and formed as groups to develop their own counter proposals. The groups 
included health professionals and members of the community. Each of these areas submitted a 
document to the consultation process describing a new service model; at this time all proposals 
included an inpatient medical bed base

In March 2017 NHS Cumbria CCG Governing Body agreed to reduce overall bed numbers from 133 to 
104, consolidating the beds onto 6 sites in multiples of 16 or 24 beds.  However, recognising the work of 
the communities, they supported this being implemented in a phased way and including alternative 
models of care being developed through the proposals from the communities, in Alston Moor, Maryport 
and Wigton.

This will also support the development of the 8 Integrated Care Communities.

The decision to consolidate beds in community hospitals is an enabler to implementation of the ICC 

CPFT continued to work with the Alliance groups  to develop the plans, these final plans informed by the 
co-productive approach were then submitted to the CCG in April 2018 where they were approved, 
however there were some elements of the plans that the CCG sought greater assurance on. 

When progress in changing the service model was discussed at System Leadership Board – where the 
leaders of our health providers and commissioner organisations meet collectively -  in September, a 
formal record of thanks was noted for the hard work and commitment of the community alliances and 
health and care staff in those three areas. NHS leaders also acknowledged how difficult the process had 
been and the mixed emotions felt by those involved. They also clearly stated that these innovations 
would not have happened without the development and determination of the community alliances.

2. Process  
An implementation group was set up to oversee the delivery of the project meeting fortnightly. The 
implementation group had widespread internal and multi-agency representation. There has been 
project manager support and a project/implementation plan was developed.

Members of the project group also sit on the Community Alliance Groups providing two way feedback.

Timelines

 Alston Moor beds formally closed on 5th April 2018 having temporarily moved to a community 
model in April 2017

 Maryport and Wigton started to reduce to 9 beds from 12th April 2018 – and worked with 9 beds 
from the 1st of May 2018



 Maryport started to reduce beds from the 27th of August 2018 and transferred to a community-
based service from the 17th of September

 Wigton  started to reduce beds from the 10th of September 2018 - and transferred to a community 
service on the 1st of October

3. Staff  
Staff have been through a management of change process to transition them into community roles or 
roles in other community hospitals.

Health staff/admin staff

 All staff have been transferred into alternative posts without the need for an interview process
 Their first or second choice of employment has been honoured
 Staff who can’t drive have been offered £250 towards driving lessons 

Catering and support staff

 15 members of staff have been retained or redeployed into alternate roles
 2 members of staff have taken community health care assistant posts
 5 members of staff have taken redundancy as a preference to redeployment or re-training

Following the end of the consultation in June and in preparation for the transition into the community 
teams in October CPFT is providing the following analysis, training and opportunities:

 Staff skills analysis to determine additional training needs.
 Identification of training required to progress enhanced community work and day services – to 
include, cannulation and IV, advanced examination skills, blood transfusion, ECG , spirometry, 
compression bandaging. 
 Staff have had the opportunity to shadow community staff 
 Team Leader workshop –was held in September 2018 

4. New Service Models
The following community services have been developed which correspond to some of the deliverable 
suggestions put forward in the Community Alliance Group Plans.

ICC (Integrated Care Communities) Coordination Hubs- 
All 8 ICC hubs are operational 8 – 6.30.This will be expanded to 8-8 in the autumn. An additional 45 
members of staff have been employed into roles associated with the hubs. The role of the Professional 
of the Day to support the hubs in decision making has been agreed and all ICC’s are in the process of 
developing and embedding this role. 



Home First teams - supporting patients to go home from Emergency Department (ED) and Emergency 
Assessment Units (EAU) 7 days a week 
The CIC team have been up and running for some time and have great success in sending people home 
with the right support. Four full time therapists have been recruited to the Home First Team in WCH and 
will be in post by October. In the meantime, the current staff at WCH are on call Monday to Friday to 
undertake this role when possible.  

Workforce & Recruitment - 90 new roles delivering more care outside hospitals 
Staff consultation processes have been undertaken with over 600 staff in CPFT. The majority of nursing 
and therapy staff are now starting to work across  the core hours of 8 – 8 seven days a week, some are 
working outside of these hours to provide cover 24/7. 90 new ICC posts have been filled either by new 
recruits or via the consultation process in the community hospitals.  

Community Hospitals 
Staff moving into the ICC Community based roles in October have been undertaking training and 
development in preparation for their roles. Senior Nurses are working with colleagues in the ICCs to 
develop services appropriate to their areas.

The following describes progress in each community.

Service models in preparation for inpatient bed closures relating to Community Alliance Group Plans 

Alston Moor

We said we would deliver,

 An enhanced community team 
 Continued Support into Nurse Led Treatment Centre
 Close working with General Practice- 

 Enhanced Nursing Support into Residential care beds

We have delivered 

The temporary closure of the beds in April 2017 and permanent closure in April 2018, allowed the 
transfer of staff from the in-patient beds to community services to provide a comprehensive community 
nursing service for the residents of Alston Moor, this has included rapid response, care planning and 
assessment, long term condition management, end of life care and support to patients during poor 
health to keep them at home. 

Nurse Led Treatment Centre – continues to support local community 

Occupational therapist working from GP surgery  offering advice and assessment for , equipment 
provision to aid personal independence in everyday activities, advice & practical support around falls 
prevention & management, manual handling advice to carers, emotional & practical interventions for 
loneliness & social isolation cognitive/early dementia ,home .



Alston Moor – We have access to 2 beds at Grisedale Croft Residential Home for residents of Alston 
Moor whose care needs cannot be met at home , these beds are supported by the residential care team 
with nursing and therapy needs provided by community health team .

Agreement to be part of remote access piolet for paediatrics, cardiology, gastroenterology and cancer. 
This means that some Alston Moor patients who require OPD in those specialities can have them by 
video link from the community hospital.

Resource and Activity

A significant staffing resource has been transferred into community services. Where vacancies exist they 
are being recruited to appropriately to the needs of the ICC.

The below chart demonstrates the increase in community activity following the temporary closure of 
beds in April 2017 which was made permanent in April 2018.

Around 3x more people have had contact with the community team compared to an inpatient only 
service.

Patient Experience

Alston Moor Community services have been in place for some time now. The data shows that triple the 
number of Alston Moor patients have had care provided at home since the transfer to a community 
model. This has saved travel time for patients and carers, and time away from home. It has allowed 
patients who would otherwise have ben cared for in acute care to be cared for in Alston Moor. Some 
examples of what this means for patients have been provided (Appendix 1).

Maryport

We said we would deliver

 An enhanced integrated community team 
 Ambulatory care services – 8 patient capacity 
 Close working with General Practise- 
 Frailty and well-being services
 Enhanced Nursing Support into Residential care beds



We have delivered 

 Clinical day beds are being developed. Acute, community and primary care staff have been involved 
in developing pathways and standard operating procedures. Services are currently being piloted 
alongside the development of formal procedures. Staff are undertaking appropriate training and 
development including shadowing acute colleagues. Patients are already benefitting from enhanced day 
services in Maryport. 
 Staff moving from in patient beds will enhance current community nursing and rehab teams to 
provide has included rapid response, care planning and assessment, long term condition management, 
end of life care and support to patients during poor health to keep them at home. 
 Therapy-led health and wellbeing clinics are being developed. These will proactively target specific 
cohorts of patients identified through risk stratification involving a range of appropriate services such as 
clinical checks, mobility assessments, advice and guidance including support from the third sector
 A range of nurse-led clinics are planned including dressing clinics, ear syringing 
 The building is being developed with a new office and meeting space, this includes hot desks, fixed 
desks, clinical consultation rooms, bookable small meeting rooms and a multi-purpose room suitable for 
physical rehabilitation, group work, staff meetings. 
 Plans drafted for small sensory garden with potential funding identified
 Twelve third sector organisations have expressed an interest in working in partnership and 
developing relationships and a range of options are being explored including third sector hot desks, 
bookable meeting rooms, joint display boards, presence during clinics 
 We have access to 2 beds in Parkside Residential Home for residents of Maryport whose care needs 
cannot be met at home, these beds are supported by the residential care team with nursing and 
therapy needs provided by community health team.

Patient experience 

The new service model is in the early days of delivery, therefore there is little in the way of data or 
patient experience to measure it against. However because some of the clinical day beds commenced in 
advance of the bed closures we do have some examples of good patient experience related to the new 
unit and its ability to deliver intravenous infusions/medications in Maryport .

Example of three patients – who have received IV medications in Maryport Hospital who would 
normally have gone to Carlisle Infirmary and been in-patients. This has saved 40 bed days in the acute 
trust and allowed patients to attend Maryport Hospital as day patients spending their evenings with 
their families. This has saved travel time and cost for the patient and their families. (Thank you letter 
attached appendix 2)

Resource and Activity

A significant staffing resource of health and administrative staff has been transferred into community 
services and the clinical day bed unit. Where vacancies exist they are being recruited to appropriately to 
the needs of the ICC.

The clinical day bed unit has 8 beds, however its capacity is likely to be higher than this as not all service 
users will need to be in the beds all day. Therefore on average we could expect to accommodate 12 
service users each day. 



The increase in community staffing will increase community contacts, based on current activity and the 
numbers of staff deployed into the community we could see an increase of between 40-60 contacts a 
day across all community services.

Caveats 

 These are estimated predictions based on current activity
 Assumes no vacant posts 
 Staff will be new in post and will require mentorship and further training so optimum contacts will 
not be realised immediately
 Other ways of working such as clinics could increase or decrease numbers

Wigton

We said we would deliver

 An enhanced integrated community team 
 7 day a week rehab services 
 Ambulatory care services – frailty 
 Close working with General Practise-
 Enhanced Nursing Support into Residential care beds

We have delivered

 Staff moving from in patient beds will enhance current community nursing and rehab teams to 
provide has included rapid response, care planning and assessment, long term condition management, 
end of life care and support to patients during poor health to keep them at home. 
 Good communication and enhanced working with GP practises 
 7 day a week rehab services 8am-8pm
 Ambulatory service linked to rehab centre – nursing assessment 
 Wigton – We will have access to 6 beds in Inglewood Residential Home for residents whose care 
needs cannot be met at home. Inglewood Residential Home requires some refurbishment works to 
improve the environment for patients /clients. Health will provide capital funding up to the sum of 
£140k to enable the refurbishment works at Inglewood. The current timeline indicates that the work 
will not be complete until the beginning of March 2019. However we have agreed with the CCC that we 
will have access to 6 beds in Wigton and Solway under a spot purchasing agreement. Depending on 
availability in October this may require us utilising a combination of Council owned and Independent 
Sector beds within Wigton and Solway during this period.

Resource and Activity

A significant staffing resource of health and administrative staff has been transferred into community 
services. Where vacancies exist they are being recruited to appropriately to the needs of the ICC.

The increase in community staffing will mean more community contacts, based on current activity and 
the number of staff deployed into the community we could see an increase of between 50 -70 contacts 
a day across all community services.



Caveats 

 These are estimated predictions based on current activity
 Assumes no vacant posts 
 Staff will be new in post and will require mentorship and further training so optimum contacts will 
not be realised immediately
 Other ways of working such as clinics, rehabilitation and access to residential care beds could 
increase or decrease numbers

Patient experience 

The new service model is in the early days of delivery, therefore there is little in the way of data or 
patient experience to measure it against. However this will be monitored as part of the process of 
evaluation.

5. Other hospitals  
Following closure of the inpatient beds in October, Wigton Hospital will be used as a transitional 
environment for the refurbishments of Brampton and Penrith Hospitals. Keswick hospital will remain 
open during its refurbishment utilising outpatient space as temporary ward space. The transitional ward 
will be staffed by the team from the ward being refurbished.  

Medical cover will be provided by General Practitioners employed by CPFT or by General Practice.

6. Conclusion 
The project was managed through the implementation group. Beds were formally closed in Alston Moor 
and reduced to 9 in Wigton and Maryport from April 2018. This period has been essential in starting the 
process of development and training for staff moving into the new community model.

Beds formally closed in Maryport /Wigton late September to October, moving to a community model.

The community models need time to embed; their effectiveness will be monitored through the 
Community Care Group governance process.

A number of community services have been developed both through the ICC work and through the 
Community Alliance plans. Mapped against the original plans it is clear that services were in place when 
the beds close in Wigton and Maryport that will contribute to the development and enhancement of 
community services and provide services closer to people’s homes where they have not previously 
existed .

The Community Alliance Groups continue to work with health and social care professionals in 
developing services for their towns and surrounding areas.



System Leadership Board – where the leaders of our health providers and commissioner organisations 
meet collectively - have recorded a formal record of thanks was noted for the hard work and 
commitment of the community alliances and health and care staff in those three areas. 

It was also acknowledged that the process had been very hard for those involved. The leaders clearly 
stated that these innovations would not have happened without the development and determination of 
the community alliances.



Appendix 1 Patient Stories Alston

Patient C

A patient who uses the day unit for support also had regular visits out of county to have a catheter 
changed. The patient had problems during the day and on a community nursing visit the issue was 
resolved quickly and without the need for any admission. The patient was then visited the next day 
and assessed to offer further reassurance to their carer.

How would this have been in the old model?

As the staff were committed to the ward, there was no capacity to give community nursing visits so 
the issue would not have been known to staff until a call to 999 or CHOC was made. The patients did 
not have regular visits to his home from other services within the health system so it would not have 
been picked up by another service and escalated either. At the time of the issue the nurse led 
treatment centre would have closed.

Patient F

A terminally ill patient who was unwell on the Friday of a bank holiday was able to be giving regular 
nursing visited over the bank holiday. Regular observations were undertaken to ensure that it was 
clinically appropriate for the patient to remain at home and equally to be able to judge if it would be 
appropriate to admit the patient into hospital. The patient and partner expressed their wish to 
remain at home if possible. The regular visits meant reassurance especially for the partner.

How would this have been in the old model?

No nursing staff would have been available to carry out the clinical observations that were required 
for this patient. If the patient’s partner was concerned over the weekend it is likely that CHOC or 999 
would have been called and highly likely that a hospital admission would have taken place to 
assurance the clinical observations took place. It is likely that the patient would have remained in 
hospital for some time meaning that the partner would have had to travel daily to visit.



Appendix 2 Thank you letter in relation to Intravenous Infusion Service Maryport

For more information contact:

Report by Emma Russell Urgent Care Lead North, Provider Services 
Julie Clayton Head of Communications and Engagement
Tel:  01768 245490
email:  julie.clayton@northcumbriaccg.nhs.uk

mailto:julie.clayton@northcumbriaccg.nhs.uk

