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RECOMMENDATIONS

1  The Panel supports the need for change in thedation and delivery of the health

services reviewed in Bexley, Bromley, Greenwich andewisham.

2 The Panel strongly believes that its Recommendahs Three to Thirteen for the
location and delivery of services will only be effdively implemented to provide
sustainable care if Recommendationsourteen to Nineteenare rigorously applied.
The actions described in these recommendations mube undertaken before any

major changes to the services at Queen Mary’s Hogpl Sidcup (QMS) take place.

3 The Panel supports the proposals to meet the emgency care needs of the
population by concentrating services on three siteat Princess Royal University
Hospital (PRUH), Queen Elizabeth Hospital (QEH), ad University Hospital
Lewisham (UHL), and the closure of emergency careesvices at Queen Mary’s

Hospital (QMS), subject to Recommendations Four, We and Six below.

4  The Panel supports the proposals to meet the wgt care needs of the population
through urgent care centres integrated with the A&E departments and medical
assessment services at PRUH, QEH, and UHL, togethavith the urgent care
centres already planned in the community and a 24dur urgent care centre at

QMS, integrated with a medical assessment service.

5  The Panel supports the proposals to concentragmergency surgery on three sites,
PRUH, QEH and UHL. The Panel does not support 12-hg differentiated take
(8am to 8pm) at UHL and recommends that this localy retains 24-hour

emergency surgery.
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RECOMMENDATIONS

The Panel recommends that further work be undertaka with the London Ambulance
Service to confirm the number of additional emergeay ambulances required to support
the proposals. The appropriate commissioners shouldlso undertake further work on

non-emergency patient transport provision to suppadrthe proposals.

The Panel supports the proposals to concentraganned surgery on the QMS and UHL
sites and, as modified in the Joint Committee of PG (JCPCT) decision, the
continuation of adult day case surgery at PRUH, QEHQMS and UHL.

The Panel supports the proposals to relocate plaed surgery from Orpington Hospital
to QMS. However, the Panel recommends that the plarfor the future of the Orpington
Hospital site be clarified urgently and that Orpingon Hospital staff be fully involved in
all further considerations.

The Panel recommends the development of detailgdans for critical care to support
the proposals and the engagement of the South Edstndon Critical Care Network to
ensure that the proposals meet capacity requiremestand the required standards

across the network.

The Panel supports the proposals for maternity seiges that will provide local
community midwifery, antenatal and postnatal servies in all four boroughs with
consultant-led maternity units at PRUH, QEH, and WHL. The Panel also supports the
establishment of midwife-led units in these trustgand recommends the retention of the

midwife-led unit at QMS, which should become a statralone unit.
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RECOMMENDATIONS

The Panel supports the proposals to concentrate neatal services in support of
consultant-led deliveries at PRUH, QEH, and UHL, ad recommends that the South
East London Perinatal Network Board ensures the copliance of each site with

relevant standards prior to implementation.

The Panel supports the proposal to concentraggaediatric inpatient services at PRUH,
QEH and UHL, with the closure of all paediatric inpatient beds at QMS. It
recommends, however, that consideration be given tontinuing day case cancer care
for children and young people at QMS. In addition,the Panel recommends that the
children currently utilising the Paediatric Oncology Shared Care Unit (POSCU), their
parents and guardians are thoroughly involved andnformed throughout the change

process.

The Panel does not support the current proposaifor non-complex paediatric surgery.
The Panel recommends that a further examination othe suitability for non-complex
paediatric surgery at PRUH, QEH, QMS and UHL be uncertaken.

The Panel recommends that urgent work takes placeotagree the clinical and patient
pathways to achieve a seamless service across prignasecondary, community and
social care, taking a whole systems approach. Thimust include liaison with local
authorities and detailed agreement as to which comuamity and social services need to
be in place and operational before changes are mad hospital services. The Panel also
recommends that estates and facilities planning wkrto accommodate the proposals be

undertaken as a matter of urgency.

The Panel recommends that a rigorous review dhe workforce implications of the
proposals be conducted as soon as possible, basedgreed patient pathways, ensuring

the full involvement of staff representatives.
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RECOMMENDATIONS

The Panel recommends that a clear process isnmdiately put in place that will allow
the financial viability of the proposals to be reasessed and assured through the lifetime
of the programme, and that this should be oversedoy NHS London.

The Panel recommends the immediate operation of theewly established Transport
Group comprising staff, patients, members of the poblic and representatives from the
London Ambulance Service, Transport for London andTravelwatch, with a specific
requirement to work together to mitigate the effect of the proposals on those

individuals most affected.

The Panel recommends that a comprehensive and inglive public engagement strategy
relating to the implementation phase of the propoda be specifically agreed with both
the Joint Health Overview Scrutiny Committee (JHOSGQ and Bexley Overview and

Scrutiny Committee (Bexley OSC) prior to commencentd of implementation.

The Panel recommends that NHS London oversedgetimplementation of the proposals
within an achievable and agreed timescale, througthe work of commissioning groups

and project boards already established.
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1.2

1.3

1.4

1.5

OUR REMIT
What was asked of us

The Independent Reconfiguration Panel’s (IREegal terms of reference are set out at

Appendix One.

Two referrals were made to the Secretary aeSta Health, The Rt Hon Alan Johnson
MP, the first of which was on 28 August 2008 by @atlor David Hurt, Chairman of
the London Borough of Bexley's Health and Adult Bb€are Overview and Scrutiny
Committee (OSC) who wrote exercising powers ofrrefauinder Section 7 of the Health
and Social Care Act 2001. The second referral wadenon 19 November 2008 by
Councillor Sylvia Scott, Chair of the Joint Heal@lverview and Scrutiny Committee
(JHOSC) consisting of members from the local autiesr of Bexley, Bromley,
Greenwich, Lambeth, Lewisham, Southwark and Kenin®o This referral was made
pursuant to regulation 4 (5(a)) and 4 (7) of thedlAuthority (Overview and Scrutiny
Committee Health Scrutiny Functions) Regulation®2@S.l. 2002 No 3048), made
under s.7 of the Health and Social Care Act 20@dw(iconsolidated in s.244 of the
National Health Service Act 2006).

Both referrals concerned proposals developedhkyBexley, Bromley, Greenwich,
Lewisham and West Kent Primary Care Trusts (PCheytthe location and delivery of
services currently provided at Bromley Hospitalsiclading the Princess Royal
University Hospital and Orpington Hospital), QueEhzabeth Hospital Greenwich,
Queen Mary’'s Hospital Sidcup and University Hodpitzwisham, together with
associated developments in community services. proposals had been set out in a
consultation documem Picture of Healthlaunched on 7 January 2008 by the Bexley,

Bromley, Greenwich, Lewisham and West Kent PCTs.

The Secretary of State for Health requestedcadwn the referrals from the IRP, which
undertook an initial assessment and subsequentigextithe Secretary of State that the
Panel wished to consider the issues further anddvbe willing to undertake a full
review if requested. Terms of reference for theene were set out in a letter from the
Secretary of State to Dr Peter Barrett, IRP Cluair29 December 2008.

Copies of correspondence are included at Appesdwo, Three and Four.
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1.6

The IRP was asked to advise the Secretaryabé i 31 March 2009:

a)

b)

Whether it is of the opinion that the proposals ¢banges to the distribution of
services between Bromley Hospitals, Queen Elizab#ibpital (Greenwich),

Queen Mary’s Sidcup and University Hospital Lewrshand the associated
development of community services will ensure theigion of safe, sustainable

and accessible services for local people, and tfwity not;

On any other observations the Panel may wish toemakrelation to the

proposals; and

On how to proceed in the interests of local peapléght of a) and b) above and
taking into account the issues raised by Bexley €E@8d the Joint HOSC in
their referral letters of 28 August 2008 (and adwhal commentary of 19
December) and 19 November 2008 respectively.

It is understood that in formulating its advice tRanel will pay due regard to the

principles set out in the Independent Reconfigorafanel general terms of reference.
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2.2

2.3

2.4

2.5

OUR PROCESS
How we approached the task

The NHS London Strategic Health Authority (SHAhd the Bexley, Bromley,
Greenwich, Lewisham and West Kent PCTs were askegrdvide the Panel with
relevant documentation for the review and to hel@arage site visits, meetings and
interviews with interested parties. TAePicture of Health APOH) team, on behalf of

the PCTs, carried out these tasks.

The JHOSC and Bexley OSC were also invitedréwige documentation and suggest
other parties to be involved in meetings and in&vg. The Panel identified additional
sites to visit and stakeholders to interview. Ostaf all visits, meetings and interviews

are at Appendix Six.

The IRP Chair, Dr Peter Barrett, wrote an oe¢ter to editors of local newspapers on 5
January 2009 informing them of the Panel’'s involeein(see Appendix Five). The letter
invited local people, especially those who eithadt they had new information that was
not submitted during the formal consultation precesbelieved that their voice had not
been heard, to contact the Panel. A press releasessued to local media on 5 January
2009, publicising the review process and invitirgpple to contact the Panel. A further
press release providing information on progress wwased during the review (see

Appendix Five).

Visits and evidence gathering were carriedoguan IRP sub-group, consisting of seven
Panel members; Peter Barrett who chaired the smipgrFiona Campbell, Sanjay
Chadha, Ailsa Claire, Nick Coleman, Jane Hawdon Bay Powles. Other Panel
members attended on a number of days during theweWll of the evidence received
was shared with sub-group members who were sugpartd accompanied throughout

by members of the IRP Secretariat.

Panel members visited the four acute hospitaladed in the APOH proposals, namely
Princess Royal University Hospital, Queen Elizabidtdspital, Queen Mary’s Hospital
Sidcup and University Hospital Lewisham, as welDapington Hospital, Darent Valley
Hospital, the proposed site of Eltham Community pitaé, and a number of community

health facilities including the Waldron Health Qenin New Cross, the Kaleidoscope

10
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2.6

2.7

2.8

2.9

2.10

2.11

2.12

Centre in Lewisham, Beckenham Beacon and Lakesaldtid Centre in Thamesmead,

for six days in total (see Appendix Six).

The Panel also heard oral evidence over a ¢dtalne days. A list of the people and

organisations seen during these sessions is an8lpp&ix.

Informal ‘drop-in’ sessions for staff took péaat the four acute hospital sites on the
evenings of 10, 11, 17 and 18 February 2009 (sqeAgix Six).

Meetings were held with five local MPs over exipd from 11 February to 4 March.

Written evidence was also received from five otbeal MPs and the Mayor of London.

A list of all written evidence received fronetlsHA, PCTs, NHS Trusts, the JHOSC,
Bexley OSC, MPs and all other interested partieg Bppendix Seven.

Throughout its consideration of the proposihls, Panel’s focus has been the needs of
patients, their relatives, public and staff, takingo account the issues of safe,
sustainable and accessible services for local peapket out in the IRP’s general terms

of reference.

The Panel wishes to record its thanks tohalke¢ who contributed to the review, either
by providing written or oral evidence or by contagtthe IRP offering their views.
Particular thanks are due to the staff of the Waaldrealth Centre, Bexley Borough
Council, and Sidcup Leisure Centre for the useheirtbuildings and facilities, and the
APOH team for arranging the large number of sitgitwiand assisting with overall
arrangements. The Panel was also impressed byab@rmeéntation provided by the

SHA, PCTs and Overview Scrutiny Committees.

The advice contained in this report represtr@ainanimous views of the Chair and all

members of the IRP.

11
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3.1

3.2

3.3

3.4

THE CONTEXT
A brief overview

The services that are the subject of the padp@sd review by the IRP are provided by
four south east London acute trusts, namely Bronthmspitals (Princess Royal
University Hospital (PRUH) and Orpington HospitaQueen Elizabeth Hospital (QEH)
Greenwich, Queen Mary’s Hospital Sidcup (QMS) andversity Hospital Lewisham
(UHL). Their services are commissioned mainly bxefprimary care trusts, namely
Bexley, Bromley, Greenwich, Lewisham and West Kditte PCTs are the sponsors of
the APOH proposals, for which a Joint Committe@omary Care Trusts (JCPCT) was

created.

The stated aim of the APOH programme is twofbidt, to improve health services for
approximately one million people living in the folmoroughs of Bexley, Bromley,
Greenwich and Lewisham, and parts of West Kentprsgcto address urgent financial
issues. The four acute trusts had a combined tledici£E20.4m in 2007/8 and an
accumulated debt of £121.5m in 2007/8, forecags®oto £205.9m in 2010/11.

Pre-consultation engagement with the publgaben October 2006 and ran until March
2007. Across south east London, 180 meetings ttatepwith community groups. In
December 2006, the first briefing of the HOS@sd patient forum members took place
and, in July 2007, a review was carried out byGiice of Government Commerce to
provide quality assurance. At this stage, APOH foamally refocused on to the urgent
clinical and financial issues affecting the acutests in outer south east London.
Consequently, Lambeth and Southwark PCTs left thendl APOH programme
structure, although they remained closely involved. total of 23 options for
reconfiguration of services was reduced to three pioblic consultation and, on 7

January 2008, a 14-week consultation exercise atasched.

The consultation document states tlia¢ ‘purpose oA Picture of Healths to address
the urgent clinical and financial issues that areeyenting your local NHS from
providing better, safer and affordable care. Weidvad that our health services cannot

continue as they are and that we have to changa'th€he document further states that

! Consisting of the Health Overview and Scrutiny @uittees from Lewisham, Greenwich, Lambeth, Soutkwar
Bexley, Bromley and West Kent. These subsequesrtbaine the Joint HOSC.

12
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3.5

the proposed changes would enable the NHStremt more patients closer to their
homes” and “better organise hospital services, especially egegicy care, maternity
and children’s services and planned surgery, sd thatients are treated more safely
and quickly in units that are designed to meetrtparticular needs”. The document
also states that the options consulted on woulnvathe NHS to*manage ... money

better in the future”.

All three options presented for consultatimopesed that all four hospitals would
provide outpatients and tests, an urgent care eecitildren’s assessment and treatment

centres and a medical assessment service for pddgle.

In all three options, it was proposed that othewises atPRUH, QEH and QMS
would be:

* PRUH and QEH would become specialist emergency centres proyidictident
and emergency (A&E), surgical and non-surgical gmecies, trauma surgery,
inpatient maternity services and inpatient chiltseservices. Planned surgery

would not be provided.

*  QMS would specialise in planned surgery and would becarbase for community
healthcare services. A&E, surgical and non-surgemlergencies, trauma care,

inpatient maternity and inpatient children’s seegavould not be provided.

The proposals for other services to be providedlldt. were different in the three

options:

e Option 1. UHL would provide A&E, non-surgical emergencieadaplanned
surgery. Surgical emergencies, trauma surgery,tislgamaternity and inpatient

children’s services would not be provided.

e Option 2. UHL would become a specialist emergency centiging A&E,
surgical and non-surgical emergencies, trauma syrgepatient maternity and
inpatient children’s services as for PRUH and QEHivould also provide planned

surgery.

13
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3.6

3.7

3.8

3.9

e Option 3. UHL would specialise in planned surgery simila@MS. A&E, surgical
and non-surgical emergencies, trauma surgery, ieTgatnaternity and children’s

serviceswould not be provided.

Consultation documents were distributed toro¥80,000 households and 46,000
businesses. 145,000 documents were placed in puhlitets such as libraries,
pharmacies and GP surgeries. 309 public meetinge Weld including 111 with
traditionally under-represented groups. More thé0@ people attended meetings and
public events, and 1,306 telephone calls, emailslaters were received in response to
the consultation document. There was also a sefipiess adverts and releases, together
with regular website updates. The consultation dwnt was accompanied by a

guestionnaire produced by a team from Imperial €gya!

On 10 June 2008, a workshop took place teevetne criteria upon which the decision
on the options would be made and, on 20 June 20@8srial College presented an
analysis of the consultation responses at a ptddidback event. 8,374 questionnaires,
79 letters, 71 voice messages, four petitions @832 telephone texts were analysed.

This was interpreted as representing 8.40 respasighen 1,000 inhabitants.

Information from an Integrated Impact Assesd#m@A) was made available to the
JHOSC at a presentation given by the APOH team @nMay 2008, after the
consultation had been completed. The presentatibich was termetwork in progress
and therefore draft”,reported on the setting up of an IIA Steering Qrawmith an
independent chair, a sponsor PCT chief executinel, @ local authority and user
representative. The work considered and addredsedntipact of travel access and
equalities for traditionally under-represented grmuas well as the environmental impact

and carbon footprint of the proposals.

The JCPCT decision-making meeting took plate€bd July 2008. At the meeting, the
JCPCT agreed to adopt Option 2, but added two ti@mm to form the selected option

known as Option 2d. The variations provided for dage surgery to be retained on all
four acute hospital sites, together with estalbhigha 12-hour ‘differentiated take’ for

emergency surgery at UHL, whereby emergency surgatraissions would be accepted
between 8am and 8pm.

14
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3.11

3.12

On 4 August 2008, the Bexley OSC decided fer e proposals to the Secretary of
State for Health and referral was made on 28 AugQ68. The key components of the

Bexley OSCreferral were:

* Adverse impacts of the Joint Committee of PrimargreC Trusts’ decision on

services and local residents
* Undue influence of financial factors and PFI scheime reconfiguration
* Flawed and inadequate consultation

» Lack of public support for Joint Committee of Prijm&are Trusts’ preferred option

Limited assurance of deliverability

On 10 September 2009, the JHOSC, which indludembers of the Bexley OSC, met
and also decided to refer the proposals to theeBegr of State. A referral letter was
subsequently sent on 19 November 2008. JH@SC's reasons for its referral were:

» The consultation process was flawed

* The late completion of the Integrated Impact Assesd
» Loss of services at Queen Mary’s Hospital

* Inadequate financial modelling

 Lack of Integrated Impact Assessment for the gegugcal areas covered by

Lambeth and Southwark Councils

However, the JHOSC letter also stated thatdfesral was not seeking a review of the
decisions about the configuration and deliveryesges at Greenwich and Lewisham -
a statement that required clarification during lR® review. The JHOSC confirmed it

was not contesting the proposals in respect of sleawn but, subsequent to the
submission of its referral, recognised that theppsals relating to Greenwich were
inextricably linked with those relating to Bromleapd Bexley. The referral letters are at
Appendices Two and Three.

15
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3.13 Between the date that the JHOSC decided te raakferral (10 September 2008) and
the formal referral being made to the Secretargtate (19 November 2008), the APOH
team produced a paper for the JHOSC dated 23 Qct@bé8 titled Service
developments to be progressed alongside referr@ecretary of Statelhe purpose of
the paper was for the JHOSC and JCPCT to agreehvgleitvice changes were outside
the scope of the referral and thus could move favimmediately to implementation.
The paper was considered by the JHOSC on 27 Ocf#8. During the review, the
IRP was informed that agreement had been reachsohire areas, although the minutes

have only been produced in draft form and havebeen formally ratified

3.14 On 3 December 2008, the Bexley OSC met toeagnadditional commentaryrelating
particularly to decisions agreed at the JHOSC mgetn 27 October 2008.

3.15 The Secretary of State for Health asked tHe &t an initial assessment of the two
referrals. Following receipt of that advice, theci®¢ary of State requested on 29

December 2008 that the IRP undertake a full review.

% This document and the subsequent discussion anareagpagreement, although undertaken with the diest
intentions by all parties, has led to some confusiad uncertainty for staff, public, stakeholdensl some

managers and contributed to the ambiguous wordirilged JHOSC referral letter.

16
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4.1

4.2
42.1

INFORMATION
What we found

The Panel received a substantial volume otewriand oral evidence, which has been of
great assistance in enabling it to reach its canmhs and subsequent recommendations.
The Panel is most grateful to those people who tbekrouble to give evidence and for
the care taken by those who made presentationsciedlp those members of the public
who were coping with difficult personal and famdiycumstances at the time. The Panel
considers that the documentation received, togetitbrthe information obtained during
oral evidence gathering sessions and other meepnggides a fair representation of the
views from a variety of perspectives. The evideswemitted to the Panel is summarised
below under headings that emerged during the revidw tables and map have been
taken from documentation submitted to the IRP leyNiiHS.

Population profile

Approximately one million people live in thHeur south east London boroughs of
Bexley, Bromley, Greenwich and Lewisham. This istserise over the next 10 years,
due to factors such as the Thames Gateway regemer@here is a dividing line locally
between the north and south of the area in ternteeohealth status of the population
overall. The health of residents closer to the Tésmm the northern wards of Bexley,
Greenwich and Lewisham is generally worse tharh& gouth of these boroughs and
than in the borough of Bromley. People’s healthhiase areas is also generally worse
than the rest of London and national average<sréenwich and Lewisham, people live
about two years fewer than most Londoners (77 femn and 81 for womehyvhereas in
most parts of Bexley and Bromley, people have bétgalth and live up to two years
longer than people in many places in London. Therean increasingly elderly
population in Bexley and Bromley and, although peap Bexley and Bromley are
largely more affluent and in better health, theeeaso pockets of inequality and poorer

health status in these boroughs.

3 Life expectancy in South East London 2003-2005

17
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4.2.2 Greenwich and Lewisham both have high leg&ldeprivation, Greenwich ranking 24
and Lewisham 39 out of 354 of the most deprivedbghs in the UK. There are also

areas of deprivation in the boroughs of Bexley Brmimley.

([ N Iy

Worse than In line with  Better than
London London London
average average average

Population profiles and health needs

(Source: DH Community Health Profiles)

Health Indicator

Deprivation

Lambeth | Southwark | Lewisham | Greenwich | Croydon

Bromley Bexley

Children in Poverty

Homelessness

GCSE Achievement

Life expectancy

Infant Mortality

Early deaths: cancer,
heart disease & stroke

Deaths from smoking

Alcohol admissions & drug
misuse

Mental Iliness & Violent
crime

Physically active adults

Binge drinking adults

Healthy eating adults

Obese Adults

Obese Children

Teenage Pregnancy

Tuberculosis

4.2.3 The following table shows the number of peapl the four boroughs who are from
Black and Minority Ethnic (BME) groups.

Bexley Bromley | Greenwich| Lewisham| Total Sector
Total 221,000 298,000 222,000 253,000 994,000
Population
BME 18,800 24,800 49,100 84,800 177,500
Groups

18
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4.3
43.1

4.3.2

4.3.3

4.3.4

Service profile
The table below summarises the current &gtati the four hospitals most affected by

the proposals.

BHT QEH QMS UHL
(PRUH,
Orpington,
Beckenhan)
Total acute, critical care
and maternity beds 537 468 338 501
No. of acute beds in 2008 492 414 299 439
No. of critical care 15 17 10 20
No. of maternity beds 30 37 29 42
Bed occupancy 95.0% 94.8% 90.0% 85.3%
A&E attendances 2007/08 03,434 99,900 66,339 124,890
Non-elective inpatient
spells 2007/08 25,742 32,876 20,008 31,843
Total elective (inpatient
and day case) 2007/08 33,110 23,440 18,752 20,958
Outpatient attendances
2007/08 249,708 186,225 150,802 187,927

Bromley Hospitals Trust (BHT)
Bromley Hospitals Trust consists of the PrincessydRoUniversity Hospital and

Orpington Hospital.

Princess Royal University Hospital (PRUH)dsated at Farnborough Common in the
London Borough of Bromley (population 298,000).idta 30-year Private Finance
Initiative (PFI) funded hospital, costing £155m arwmpleted in 2003. BHT entered
into an additional £10m PFI agreement to supplyjntaan and/or replace certain

medical equipment. At present, PRUH provides asdidand emergency (A&E)

services, general medicine, emergency and planmegry (the latter in both the main
hospital building and in a purpose built day suyganit), trauma and orthopaedic
surgery, a critical care unit providing both leebnd level 3 care, children’s services
(inpatient, assessment and treatment), consukantdaternity services and a level 1

neonatal unit and outpatient services.

Orpington Hospital contains a 66-bedded itneat centre opened in 2003, which

provides planned surgery (located on the top flogkdlditionally, the hospital provides

19
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4.3.5

4.3.6

4.3.7

4.3.8

intermediate care managed by the PCT, a rangeetdiies and specialist rehabilitation,
together with outpatient clinics and diagnosticiliaes (located on the ground floor).

Rooms are also leased to independent organisations.

In 2005, BHT was invited to proceed to itsos&l phase of application for foundation
trust status. However, the Panel noted that BHTH@BEd QMS are included in the list
of 20 hospital trusts that have been identifiedragely to achieve FT status by 2010.

The Healthcare Commission’s assessment of BiH€ach of the last three years is set

out in the table below.

2007/08 2006/07 2005/06
Quality of services Fair Good Fair
Meeting core standardgy Almost met Fully met Almost met
Existing national target{ Partly met Fully met Fully met
New national targets | Good Good Weak
Use of resources Weak Weak Weak
Maternity Least well Least well performing
performing

Queen Elizabeth Hospital (QEH)

QEH is located in Woolwich in the London BoroughGxfeenwich (population 222,000)
on the site of a former military hospital. It i§IFfunded and opened in 2001. There is a
separate 15-year PFI contract for certain medigalpenent, which began in 2002. QEH
currently provides A&E services, general mediciamergency and planned surgery,
trauma and orthopaedic surgery, level 2 and Jatitare, children’s services (inpatient,
assessment and treatment), consultant-led matesgrityces and a level 1 neonatal unit,
a medical assessment service for older people atghtient services. It also provides
urology and dermatology services for the boroughSreenwich and Bexley. An urgent
care centre (UCC) pilot scheme was initiated witthia A&E department in February
2009.

The Healthcare Commission’s assessment of fpEEach of the last three years is set

out in the table below.
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2007/08 2006/07 2005/06
Quality of services Good Good Fair
Meeting core standardy Almost met Almost met Almost met
Existing national target| Fully met Fully met Fully met
New national targets | Good Excellent Fair
Use of resources Weak Weak Weak
Maternity Fair performing | Fair performing

4.3.9 Queen Mary’'s Hospital Sidcup (QMS)
QMS is located at the southern extremity of thedan Borough of Bexley (population
221,000). It was extensively rebuilt in the la@7Qs and early 1980s. QMS currently
provides A&E services (including a UCC managed bg PCT), general medicine,
emergency and planned surgery, trauma and orthapsedyery, level 2 and 3 critical
care, children’s services (inpatient, assessmeahtraatment and the paediatric oncology
shared care unit (POSCU)), consultant-led matesstyices and a level 2 neonatal unit,
a midwife-led birthing unit, a medical assessmentise for older people and outpatient

services.

4.3.10 The Healthcare Commission’s assessment d @@vleach of the last three years is set

out in the table below.

2007/08 2006/07 2005/06
Quality of services Fair Fair Good
Meeting core standard{ Fully met Almost met Fully met
Existing national target| Partly met Fully met Fully met
New national targets | Good Weak Good
Use of resources Weak Weak Weak
Maternity Least well Least well
performing performing

4.3.11 University Hospital Lewisham (UHL)
UHL is located in the London Borough of Lewishampogulation 253,000). The
inpatient beds are in the modern Riverside Buildang in A Block (the women’s and
children’s block) which opened in the 1980s. Thedrside Building is PFI-funded and
the hospital is in discussion with its PFI partabout a fifth operating theatre. Services
currently provided include A&E (with a stand-alopaediatric-staffed children’'s A&E
department), general medicine, emergency and piasoggery (the latter in both the
main surgical ward and theatres and in a treatroentre), trauma and orthopaedic

surgery, level 3 intensive care unit, children’svges (inpatients, assessment and

21



Independent Reconfiguration Panel A Picture of Itea

treatment), consultant-led maternity services atelal 2 neonatal medical and surgical

unit, a medical assessment service for older pespdeoutpatient services.

4.3.12 The Healthcare Commission’s assessment &f idHeach of the last three years is set

out in the table below.

2007/08 2006/07 2005/06
Quality of services Fair Good Good
Meeting core standardy Almost met Fully met Almost met
Existing national target| Partly met Fully met Fully met
New national targets | Good Good Good
Use of resources Fair Weak Weak
Maternity Least well Least well
performing performing

4.3.13 Community Services
The following is a brief description of those commity services and facilities visited by
the Panel during the review.

4.3.14 Beckenham Beacomanaged by Bromley Care Trust, is a new facilitpvjling
outpatient and diagnostic services for the popahatif north Bromley. These include
antenatal care, physiotherapy and genito-urinarglicme. There is also an adjoining

new minor injuries unit with a UCC due to open tate2009.

4.3.15 Kaleidoscopeis the Lewisham Centre for Children and Young Reopocated in
Catford. The Centre provides a comprehensive rahgervices for children and young
people who have a disability or other specialistltie mental health, social care or

education needs.

4.3.16 Eltham Community Hospitat a proposed development with a service spetibican
Greenwich PCT’s Outline Business Case, confirmefidijrHealthcare for Londomand
APOH. Services envisaged include 40 intermediate bads; GP services; a range of
community services; outpatient services; a UCCgmhstics; and interactive health

information.

4.3.17 Lakeside Health Centres located in Bexley and provides: family plannimgtenatal

clinics; maternity care; well baby clinics; postatare; parentcraft classes; smear tests;
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minor surgical procedures; asthma clinics; diabeliescs; travel clinics; dietetics; high
blood pressure and heart disease clinics; bloodinges mental health services;
chiropody; speech therapy; and audiology.

4.3.18 Other hospitals affected by the APOH proposals
A number of other hospitals are affected by thappsals.

4.3.19 Darent Valley Hospitals a PFI-funded acute general hospital trust sgrei population
of approximately 300,000 people living in Dartfo@dravesham, Swanley and Bexley.
Activity undertaken at Darent Valley relating to ¥y residents increased by 17
percent in 2008/09. Besides a range of acutecgnalready in place, leart Centre
was established in 2007, andS#aone Centran 2008. Darent Valley has a level 1

neonatal unit and takes maternity and neonatakaalen QEH is at capacity.

4.3.20 The King’s Health Partners Academic Health Scienceatre (AHSCromprises Guys
and St Thomas’ NHS Foundation Trust (GSTT), King®llege Hospital NHS
Foundation Trust (KCH), South London and MaudsléyS\Foundation Trust (SLaM)
and King’s College London. The AHSC works closeliyhJHL, including an initiative

to improve maternity service standards in line wiiealthcare for Londonand
Maternity Mattersguidance.

4.3.21 Networked Servicesneonatal services at PRUH, QEH, QMS and UHLetogr with
those at Darent Valley Hospital, GSTT and KCHtnfothe South East London
Perinatal Network - one of five such networks innton reporting to the London
Perinatal Steering Group. GSTT and KCH provide ll&/aeeonatal units for the South
East London Perinatal Network. Babies requiringele¥ treatment are transferred to
GSTT or KCH and then returned to the local unitdontinuing care.
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4.3.23 The distances between the hospitals isuseh dhe table below.

4.4
44.1

Hospital Hospital Distance in miles

UHL to QEH 4.50

UHL to QMS 7.00

UHL to PRUH 8.00

QEH to PRUH 10.75

QEH to QMS 6.00

QMS to PRUH 6.25

Financial profile

As the Healthcare Commission assessments, sth@wvfour acute trusts have had
financial problems for some years. At the pointted JCPCT’s decisions about APOH
in July 2008, the income and expenditure positmmtifie outer south east London NHS

was as described in the table below.

No change (Baseline) Income & Expenditure statement - Nominal prices

£ million

OSEL PCTs

OSEL Trusts

2007/08

2008/09

2009/10

2010/11

Bexley Funding 355.9 360.1 378.8 398.7
Commissioned services & costs (355.8) (357.1) (375.6) (395.3)
Contingency 0.0 (3.0) (3.2) (3.4)
NET POSITION 0.1 (0.0) (0.0) (0.0)

Bromley Funding 403.5 429.6 448.9 473.1
Commissioned services & costs (403.5) 426.5) (445.7) (469.8)
Contingency 0.0 (3.1) (3.2) (3.3)
NET POSITION 0.0 0.0 0.0 (0.0)

Greenwich Funding 372.4 404.9 423.3 444.0
Commissioned services & costs (373.3) (400.6) (420.0) (439.6)
Contingency 0.0 “4.3) 4.4) “4.5)
NET POSITION (0.9) (0.0) (1.1) 0.0

Lewisham Funding 426.3 453.3 472.1 496.5
Commissioned services & costs “4z6.2) 448.3) (466.1) (489.5)
Contingency 0.0 (5.0) (6.0) (7.0)
NET POSITION 0.1 0.0 0.0 0.0

Net PCT in year surplus / (deficit) (0.7) (0.0) (1.1) 0.0

Note: The in-year PCT deficits in 2007/08 and in 2009/10 are driven by Greenwich tPCT in-year positions. These in-year
positions are, however, funded by a surplus carried forward by Greenwich tPCT and therefore are not a resource pressure
on the health economy.

BHT Income 158.5 172.2 176.1 180.2
Expenditure (176.4) (172.0) (175.8) (179.8)
NET POSITION 17.9) 0.2 0.3 0.4
QEH Income 148.1 149.0 147.4 151.5
Expenditure (151.5) (154.5) (152.7) (158.0)
NET POSITION (3.4) (5.5) (5.3) (6.5)
QMS Income 101.3 95.6 94.3 93.2
Expenditure (104.2) (109.7) (113.7) (119.6)
NET POSITION (2.9) (14.1) (19.4) (26.4)
UHL Income 171.1 163.2 165.5 168.8
Expenditure (167.3) (162.9) (165.8) (171.1)
NET POSITION 3.8 0.3 (0.3) (2.3)
Net Trust in year surplus / (deficit) (20.4) (19.1) 24.7) (34.7)
OSEL health economy in year net surplus / (deficit) I (21.1) (19.1) (25.8) (34.7)
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4.4.2 The deficits incurred by the acute trustsaughe end of 2007/08 had accumulated into a
combined debt of £121.5m.

4.4.3 In addition, to the acute sector’s deficitsl @accumulated debts, the Panel was advised
that Bexley Care Trust is required to repay over ttext two financial years an

overspend of £10.7m.

4.4.4 As part of the NHS London-wide agreement undfthe repayment of legacy debt
accumulated by certain trusts (including thoseuteosouth east London), the Panel was
informed that Bromley, Greenwich and Lewisham P@ilscontribute nearly £22m in

total from their resource allocations over the rext years.

4.5 The need for change

45.1 The purpose of APOH, as stated in the coatsaiit document, istd address the urgent
clinical and financial issues that are preventinguy local NHS from providing better,
safer and affordable care’and this was reinforced in the evidence given lgyARPOH
team who stated thatAPOH was founded on an overwhelming clinical cdee
change”. Emphasis was placed on the way in which clinigianross the acute trusts
had worked together and that it was intendetptd clinicians in the driving seat for a
change”. There was agreement between those in the NHS rendHOSC thatno
change was not an optionlt was stated in the consultation document thathout
making changes, services will become increasingbafe, unaffordable and unable to
meet national standards and clinical best practice”

4.5.2 Further reasons given by the APOH team for @ltange is necessary:

* Hospital servicespread too thinly; need to create critical masdeiver ‘quality
with efficiency’; current service failing to provedquality of service structure and
outcome; current service configuration an obstaxienprovement; impact of all of
these factors most evident in the smallest unit QM

*  Out of hospital servicesurrently insufficient; do not sufficiently suppqreople in
the community; inappropriate admissions to hospitaview by the National
Clinical Advisory Team (NCAT) in 2007 stated tHaA Picture of Healthis not
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45.3

4.6
4.6.1

4.6.2

4.6.3

about hospital closure but rather the redesign,isgution and improvement of

hospital services”

Not everyone agreed with the need for chaipe. Panel heard from a number of
people who wished to see services remain as aemresxd some who felt that the

proposals were driven only by financial issueseathan clinical quality as well.

Emergency and urgent care

The Panel heard evidence that the Royal @l Surgeons (RCS) recommends a
catchment population of 450,000 — 500,000 for anteageneral hospital providing the
full range of facilities, specialist staff and exjee for both elective and emergency
medical and surgical care. Whilst recognising tineuenstances of rural populations, the
RCS suggests smaller hospitals should be reorghtosgchieve a catchment population
of at least 300,000. At present, in outer south easdon, there are four acute hospitals

serving a population of around one million people.

There are currently insufficient consultaatsl staff to staff four A&E departments
properly. The proposal under Option 2 would provide A&E departments at PRUH,
QEH and UHL, while the A&E department at QMS wouldse. At present, QMS only
has two A&E consultants. The Panel heard that thke@e of Emergency Medicine
recommends a minimum of four consultants for a bmepartment and eight for a
medium sized department. It was argued by the AR&h that this overall situation
would be resolved through the revised configuratiehich would create a critical mass
of patients, bring consultant numbers up to sttgnghable relevant clinical skills and
experience to be maintained and would take accotitihe European Working Time

Directive.

In addition to the three A&E departmentsyehare plans to have UCCs at each of the
four hospital sites. One has already been operati@MS for the past year. UHL has a
Primary Care Centre adjacent to its A&E. It iSrasted by APOH that up to 80 percent
of people currently attending A&E could be seepnimary care. Besides the four UCCs
located at the hospitals, the minor injuries uhBeckenham Beacon will be extended to
become a UCC and Eltham Community Hospital is plaoned to have a UCC in 2010.

The aim is that those arriving at an A&E departmeatlld be diverted through triage, if
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4.6.4

4.6.5

4.6.6

appropriate, to the co-located UCC. Those arridhg UCC who need emergency care
would be transferred to an A&E department - by alatee if the UCC is not co-

located.

The Panel received a substantial volume @femrand oral evidence, from members of
the public and from the JHOSC and Bexley OSC, esqdng concerns over the proposed
loss of A&E services at QMS. Some believed thatrtremoval might lead to a domino
effect of other services being withdrawn, whildters consider that QMS is ideally sited
to deal with road traffic accidents from the nead®, A20 and M25. Concern was
expressed over the difficulty of accessing alteveaA&E facilities at PRUH or QEH,
and the Panel heard many requests for retentidtheoA&E department at QMS. The
Panel was told of potential confusion amongst thielip of what a UCC was and what
services it offered. One member of the public dbedr his visit to the A&E department
at QMS, but had not realised that he had beenewliagto the UCC. The Panel heard
from many that, in their opinion, the case for alesof the A&E department at QMS
had not been made in the consultation documemipudh there was broad support for

the proposed older person’s and children’s assedamés to be established there.

The Panel visited the A&E facilities at tloeif acute hospitals and found them all to be
busy. The department at QEH was cramped and urabpeovide staff teaching or
changing facilities and the Panel heard of the rfeeagxpansion from clinicians. The
facilities at UHL were most in need of modernisatend development. The cubicles at
UHL's A&E department are sub-divided by curtains ander to accommodate the
volume of patients being treated and this has teguh a lack of privacy. The Panel
heard of outline plans to expand the facility, whigould include a UCC, but substantial

capital finance would be required.

The Panel heard in evidence that the majofitgdmissions to the four acute hospitals
are medically related. A critical mass is requited@reate an acute medical unit, which is
the model of care recommended by the Royal Coléd#hysicians. The Panel was told
that it was intended to implement such a unit plytiat PRUH, QEH and UHL, but not

at QMS where, due to insufficient staffing, it wast considered possible. This would

mean the redistribution of medical beds from QMfss the other three acute hospitals.
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4.6.7

4.7
4.7.1

4.7.2

4.7.3

However, under the proposals, a Medical Assess®enice for older people will be in

place at all four locations.

The APOH team described the future emergerenical care pathway, which would be
initiated through either self-referral via A&E/UC@ GP referral direct to a Medical

Assessment Unit where appropriate. A&E and Medidabessment Unit medical

arrivals would be handled by a single team andrswtant physician would be present
in the emergency admitting area for 12 hours per &atients would be streamed -
either to a specialist unit if required or to reman a medical short stay ward or in short
stay elderly care beds. Those patients needingd| leiwrgensive care would be taken to a

medical high dependency unit.

Emergency surgery

The Panel was told by the APOH team thategsystof emergency surgery that have
centralised treatment into larger units offer digantly improved care and treatment
outcomes. Currently, all four acute hospitals pte\emergency surgery for a combined
population of just under one million people.

Under the APOH proposals, emergency surgenyldvno longer take place at QMS.
The Panel heard that the reconfigured services dvdad consultant-based, with
consultants personally involved rather than disteorh the delivery of care. In terms of
a vision for the clinical care pathway, it was sththat, initially, the patient would be
triaged by a senior A&E nurse and then examinedbgxperienced A&E doctor who
would decide on the next stage of treatment. dfghtient was to be transferred to the
Surgical Assessment Unit and a surgical procedwr® mecessary, then they would be
operated on within 12 hours and the consultant dvdnd part of the decision-making
process. The Panel was also told that the APOH moedald deliver consultant-led

orthopaedic trauma lists seven days a week.

One of the variants of the selected optioptidd 2d, involves what is termed
‘differentiated take’ - restricting emergency susgé 8am to 8pm at UHL. In giving

evidence to the Panel, senior representatives @bt disagreed that the ‘differentiated
take’ model is in the interests of patient safeiycessibility and service sustainability,

when applied to the population served by UHL. Plamel was told that local clinicians
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4.7.4

4.7.5

4.8
48.1

were not involved in the work to examine the suiigbof this model of care in the
context of UHL'’s service, and the surgical clinitsaseen by the Panel were not familiar
with how the model would work in practice. It wiasther stated that UHL'’s ability to
deliver other services agreed by the JCPCT would cohenpromised, should
‘differentiated take’ be adopted, with potentiabgrious consequences for the local
population. The Panel was told of some potentiatfical difficulties associated with
the set hours, including the necessity to comdatgical procedures by 8pm of patients
admitted during the day; the care of patients diyeadmitted but subsequently requiring
surgery out of hours; and the effect of lack ofgsal cover at night on other clinical

services.

The ‘differentiated take’ arrangement is treédy unusual, although it is in place in a
small number of UK hospitals. The Panel was tolt the Royal Colleges of Physicians
and of Surgeons have expressed reservations diiseutnbdel, on the basis that some
patients need both medical and surgical assessandrtreatment at the same time. Very
little support was presented to the Panel for adéghtiated take’ amongst those who gave
evidence, though it had support from the APOH ChahiAdvisory Group and Lewisham
PCT. However, the latter stated in evidence thawould only support a safe and
deliverable model.

The evidence about emergency surgery at UkHmelified a theme raised by the
JHOSC, and heard by the Panel throughout its re\abaut the critical interdependence
of this locality and its hospital with King's, Gugy/and St Thomas’s hospitals.

Ambulances

The consultation document states tias will need more emergency ambulances to
take patients directly to the right hospital foetbest care”. In giving evidence to the
Panel, London Ambulance Service (LAS) stated thiaad been involved in APOH at an
early stage and felt that its views had been remptes in the proposals. A description
was given by LAS of the service provided by emecgeambulances, approximately
half of which carry paramedics with all staff nowirjing the emergency service entering

as student paramedics.
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4.8.2

4.8.3

4.8.4

4.9
49.1

Whilst acknowledging that journey times tspital are very important to patients, LAS
stressed that it was more important for a patierie taken to the most appropriate, as
opposed to the nearest, hospital. For exampl#, ata trained in ECG interpretation
and can recognise certain heart conditions, erglplatients to be taken to one of eight
hospitals that specifically treat the conditionrthermore, emergency ambulances carry
a computer decision support system which aids mecisiaking, and it is the crews
themselves who make the judgement on where to @akatient. This conforms to
information contained in thélealthcare for Londonand High Quality Care for all

documents.

Evidence given to the Panel established ithptementation of APOH would require
additional ambulance support, particularly throtigg closure of the A&E department at
QMS and the consequent increased ‘blue light’ jeyrtimes. For Options 1 and 3, this
was calculated as two extra ambulances whilstOfation 2, it was stated by the APOH
team that only one extra ambulance would be reduirBome divergence of opinion
exists on whether Option 2 requires one or twoasmbulances, but the Panel was
informed during evidence giving that one ambulanges sufficient. Meanwhile, the
PCTs have already given a commitment to fund oneaeambulance. The Panel
received no evidence of any planned increaseseémtm-emergency patient transport
service associated with the proposed changes.

The Panel heard anxieties expressed by thake catchment area of QMS as well as
members of Bexley OSC that ambulance provision déel insufficient in the event of
the closure of the A&E department at QMS.

Planned surgery (also termed elective surgery)

Planned surgery is provided by all four a¢utsts and presently takes place at five NHS
sites, including Orpington. The consultation doeunirstates that, by separating planned
and emergency care, fewer operations would be dadcand infection rates could be
reduced. Under Option 2d, routine planned inpatsemngiery would no longer take place
at PRUH and QEH, but would be concentrated at Ukl @MS. The planned surgery
unit at Orpington Hospital would move to QMS. Hmeg one of the variations
resulting from the consultation phase, as a resptmsccess issues raised, was that day

case surgery would take place at all four hospnadts, rather than at only two as
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originally proposed. The Panel heard that, wherepts for planned surgery may require
level 3 critical care, that is, when the surgergamplex or the patients have significant
medical co-morbidities this surgery would continade performed at PRUH and QEH.
This would mean that more patients may require n@dnsurgery at PRUH and QEH
than was thought under the original proposals, rii@iy limiting the effective

separation of planned and emergency surgery.

4.9.2 During the review, the Panel was informed BidT had decided to move the elective
surgery unit from Orpington Hospital to PRUH in Goer 2008 because of financial
reasons. This decision had been reversed, thoegRahel heard from staff that they had
been told it had been postponed for one year aaldtiiey now expected it to move in
October 2009. Other staff felt there was a questiark over the whole future of

Orpington Hospital.

4.10 Critical care

4.10.1 There are critical care units at all fouspitals (but not at Orpington Hospital, where
emergencies are covered by a resident doctor arsingustaff, all of whom are acute
life support trained). At QEH and UHL, which prdei level 3 care, there is an
estimated need for three to four additional bedshd@a accommodate the increase in
emergency workload from QMS and these have beentifigel within the existing
Intensive Therapy Unit and High Dependency Unitoaamodation. Similar expansion
requirements at PRUH seem to be less easy to acodaten The critical care unit at
QMS delivers level 2 and 3 critical care and acksegood outcomes$iowever, there
are only three consultants, one of whom returnemnfiretirement and does not
participate in out of hours work. The current matlistaffing arrangements are,
therefore, fragile and, the Panel was advised, siasable. Under the APOH proposals,
QMS would provide only level 2 care for surgicakipats and would cease to admit

level 3 patients.

4.11 Maternity and neonatal services

4.11.1 Between 2002 and 2006, there was a threzemeincrease in births across the four
boroughs. In 2006, there were 14,261 births, &mnlis predicted to increase to more
than 18,000 births by 2010 and 21,000 births by620he predicted rise in births is

expected to affect Greenwich and Lewisham more Bexley and Bromley, although it
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is not clear whether recent increases in birthstduaigration will continue at the same
rate. The Panel heard that, of the Bexley and Begngopulations, 70 percent of
pregnant women are considered to be at low risk&ds in Lewisham and Greenwich,
70 percent are considered to be high risk.

4.11.2 The number of deliveries at each of theeabaspitals is shown in the following table:

Hospital Deliveries 2006/7
PRUH 3,731
QEH 4,180
QMS 2,951
UHL 3,399
Total 14,261

4.11.3 Under the APOH proposals, PRUH, QEH and UMdiuld continue to provide a
consultant-led obstetric service, together withwiiie-led units (MLU), whilst the QMS
consultant-led obstetric service and its MLU woaldse. However, Decision 39 at the
JCPCT meeting on 21 July 200&8nfirmed that a decision regarding the stand-alone
Midwifery-Led Birthing Unit at QMS would be made light of the Healthcare for
Londonreport, due in 2009.”

4.11.4 The Panel heard that maternity strategies #x each of the four PCTs, but that APOH
will influence working towards a single strategyelPanel also heard that UHL intends
to work closely with GSTT and KCH to develop itsrowaternity strategy. In terms of
overall numbers of births predicted for the fututeyas considered that three consultant-
led units would be sufficient. Furthermore, wille texpansion of the home birth service
and MLU deliveries, three consultant-led units vadolde more than adequate. On
choice, it was stated that, at present, the onlyUMlas located at QMS, whereas in
future there would be MLUs at the other three hadépito benefit women in outer south
east London. QEH and BHT have identified poterditds for their MLUs, whilst UHL
is considering off-site options as placing it or thain hospital site may not necessarily
meet the needs of its population. Additionally, AP@ould see antenatal and postnatal

care established in new community settings. It stated that many women of overseas

33



Independent Reconfiguration Panel A Picture of Itea

origin are not registered with GPs, so the extensidfacilities in the community would

benefit them.

4.11.5 The APOH team had sought advice from theaR@&@pllege of Obstetricians and
Gynaecologists (RCOG) and the Royal College of Mives (RCM) about the proposals
for maternity services and, with appropriate protedn place, there was agreement
about the desirability for centralisation, and bGtblleges would have accepted a plan
for two consultant-led obstetric units. Howevée ICPCT ultimately decided to opt for

three units, rather than two.

4.11.6 The Panel heard that the argument for atostithe obstetric unit at QMS was primarily
on safety grounds because there are insufficiensudtants to staff all four obstetric
units and they are not meeting the standards fosudtant presence on labour wards,
currently 40 hours. RCOG guidance $afer Childbirthfor units delivering between
2,500 and 4,000 births per year is 60-hour consulbaesence by 2009. There is an
aspiration under APOH to provide 98-hour consulfar@sence, which is the presence
recommended by the guidance for births exceedi®@04, An increased consultant
presence was also needed in recognition of thetliattiess experienced junior doctors

would be emerging from the revised training scheme.

4.11.7 The Panel heard a variety of views from aliasts, midwives and members of the
public about MLUs. Opinions were divided about wieetMLUs should be co-located
with consultant-led obstetric units or be standialanits. The majority preferred co-
located MLUs but that they should have separateaeceés. The Panel heard that the
intention was to increase midwife numbers in linghwBirthrate Plus It was also
informed by the APOH team that, across all the surithey were approximately 50
midwives short when assessed against National iBeaGuidelines although it was
stated that there is no problem in terms of regreitt It was also stated that skill mix is

more critical than purely numbers in midwife toipat ratios.

4.11.8 The Panel heard much criticism from the JBOBexley OSC, MPs, members of the
public and some staff of the plan to close constdied obstetrics and the MLU at

* Ratios for Midwifery Workforce Planning at Natidn&HA and local level
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QMS. There was praise for the quality of servic®®S and concerns were expressed
about difficulty in accessing either PRUH or QEHeTPanel was informed that the
fabric of the building housing the QMS maternityitumas in poor condition and that
there were concerns about the building’s fithess garpose. Many people were
concerned about the ability of PRUH and particyl@EH to absorb the extra numbers
of births that would occur with the closure of &S unit. However, the Panel heard
that, should the proposals proceed, Darent Vallegptal, which also has an MLU, is
anticipating an extra 800 to 1,200 obstetric adimissper year, including an additional

500 to 750 births per year from the borough of Bgxl

4.11.9 All the hospitals have had episodes of labheard closure and instigated maternity
diverts for a variety of reasons. In 2007, QEH etbsn 14 occasions, UHL closed five

times and QMS and PRUH each closed twice.

4.11.10Neonatal services are provided at all four hospita present, with PRUH and QEH
designated level 1 units, and QMS and UHL leveh2su All the hospitals are currently
operating above the designated level in the netvamdk not all babies requiring high
dependency or intensive care are transferred om fevel 1 units. All are at, or are
above, their funded capacity either by stretchiadf ®r by using bank staff. UHL is the
only unit that has medical staffing appropriate tloe levels of care actually provided.
Physical capacity is very constrained, with all tesnother than QMS overcrowded,
though parents’ facilities at all units are goodM® currently acts as an overflow for
QEH. QEH had not yet identified where additionabies would be cared for, should

the plan to close the neonatal unit at QMS proceed.

4.11.11All units other than UHL have shared paediatrichragal rotas and there is a risk that
middle grade doctors who are covering paediatnitsob hours may not be immediately
available for neonatal duty, as required by theigriAssociation of Perinatal Medicine
(BAPM) 2001 standards. Furthermore, BAPM 2001 meguthat, for units providing
intensive care, there should be 24-hour cover hyiddle grade doctor or that an
advanced neonatal nurse practitioner, whose oslyoresibilities are to the neonatal and
maternity services, should be provided. Currently,unit other than UHL meets this

standard.
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4.11.12The Panel heard evidence questioning the effeats®nof the neonatal network,

particularly in relation to capacity planning, airaj and setting standards.

4.12 Paediatric services

4.12.1 The Panel heard that, for paediatrics, na¢diaff are spread too thinly and that there is
significant variation in the quality of service ass the four hospitals. The service is
critically dependent upon key individuals, and #dfere vulnerable. One of the aims of
APOH is to respond to the changing patterns of ocageiring shorter lengths of stay in
hospital and greater care in the community. Thasl$eto a model with fewer beds but
enhanced ambulatory care. The Panel heard tha ihaChildren and Young People’s

Strategydeveloped by the four PCTs, with the Bexley strpteeing the most advanced.

4.12.2 Paediatric surgery takes place at all four hospitdl present and, under the chosen
Option 2d, it is proposed that this will continubpugh complex surgery currently
undertaken by UHL will move to the tertiary cenéttethe Evelina Hospital, GSTT. The
Panel heard that the provision of paediatric syrggea complicated issue and the view
of PRUH, QEH and QMS representatives appeared tthéie planned non-complex
surgery for children should be concentrated onsitee However, the Panel heard there
was uncertainty as to how to deal with emergencgdiadric surgery and detailed
proposals were not available to the Panel.

4.12.3 In anticipation of the implementation of tpeoposals Darent Valley Hospital is
planning on between 300 and 850 emergency chilgr@tmissions and between 20 and
50 planned admissions from children from the bohooigBexley.

4.12.4 Evidence was heard about the Paediatric l@gg&hared Care Unit (POSCU) at QMS,
which supports some 40 to 50 children in Bexleyedbwich and Dartford, with care
provided by six paediatricians. The Panel was tdlthe intention to move the unit to
either PRUH or QEH. PRUH is at present the prefefoeation but a decision has not
yet been made. UHL also provides shared care fitareh with cancer. Concerns were
expressed by members of the public, in particudaieipts of children receiving treatment
at the POSCU, about accessibility to PRUH and ithe to take a sick child for urgent
treatment for a potentially life-threatening corwht In addition, concern was expressed

that more routine oncological care for childrenreatly provided at QMS, such as blood
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and blood product transfusion, could not continuthout the facility for an overnight

stay. An example of this was blood transfusionsictvttan take up to five hours and,
therefore, patients could have to wait until thikofeing day unless attended to by mid-
morning. It was stated that no specific mentiors wede in the consultation document
of the intention to move paediatric oncology inpats away from QMS. The Panel
heard that a meeting between parent representatindsTrust staff to discuss the

proposed model had been cancelled at short notice.

4.13 Primary care and community services

4.13.1 The consultation document stated the imdentio provide more services in the
community so that people do not have to go to hakfm get simple tests done or to see
a consultant; that they can better manage a lamg-tendition to avoid an emergency
journey to hospital or the condition getting woreethat they have more support when
coming back from hospital. Detailed information abservices to be provided in the
community was not available to the Panel, partityli@ demonstrating how care would
be delivered closer to people’s homes. Currentyiable experiences were reported by
members of the public who gave evidence, thoughas clear to the Panel that there
was significant ongoing development by the PCTeluising new buildings and use of

existing facilities as well as new initiatives.

4.13.2 The Panel, however, heard from the APOH td@hone of the principles of pathway
design would be a seamless service for patientsingdetween primary/community
and secondary/tertiary care with appropriate limite social care. In terms of avoiding
hospital admissions, there would be urgent assegsomwering many specialities in
support of GPs and community teams including comtypumatrons and chronic
obstructive pulmonary disease nurses. There wadsl lze follow-up outpatient clinic
appointments for early discharges, enhanced contynaarvices for hospital at home,
physiotherapy and intravenous therapies, togeth#ér access to intermediate care.
Additionally, specialist input would be provided narsing homes including respite and

end of life care.

4.13.3 The APOH team described plans for earlyhdigge, including expansion of community
provision, improvement of cross-boundary flows,téeintegration between health and

social care on all hospital sites, and consistffeective and agreed care pathways. The
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Panel was told of current developments in the foomoughs, including step-up/step-
down units, increased provision of intermediateecand “virtual” wards. The APOH
team described the risk of failing to change, whwbuld mean that community
developments would be isolated from specialist Gard the patient pathway would
remain fragmented. The Panel heard that cost-eféecare in the community could be
developed, but that it needs careful coordinafidre importance of GP engagement was

stressed.

4.13.4 The Panel also heard that practical diffiesilare being encountered in some areas and

that there are limitations on the speed at whiftagtructure can be established.

4.13.5 The Lewisham GP Federation spoke about #etianship between primary and
secondary care in Lewisham. It was stated thatetlvesis a tradition of healthcare
workers committing long term to the area and beognpiart of the community, with co-
operative working between GPs and UHL. Additionathye Panel was told that UHL
has traditionally provided the next generation eiMisham GPs. Patients, in general, are
unwilling to travel any distance outside their coomity. Because of ease of access, the
alternative to UHL is seen by many people to be G8TKCH - not QEH or PRUH.
Enthusiasm was expressed for the intention to paiés in the UCC planned at UHL
and also forjoined-up community working, although there was recognititivat
sufficient GP practices would need to be availabl®ughout the community. The
importance of this was stressed, with Lewisham rigava substantial ethnic minority

population that sees their GP as a ‘safe’ persdroae whom they can trust.

4.13.6 The Panel was told about a proposal forQMS site to become a ‘Health Campus’.
This would be provided in golyclinic environment and would consist of GP and
practice nurse appointments over extended houth, primary care being delivered to
both registered and non-registered patients. Distrurses, health visitors and social
services staff would work together to support Iquatients’ needs. There would also be
secondary care clinics, such as outpatient appeimisn community clinics for blood
testing and for patients with long-term conditiortberapy sessions, counselling,
physiotherapy and diagnostics. Minor surgery woalsb be undertaken. The Panel
heard that the ‘Health Campus’ would provide a gneeange of comprehensive care all

in one place. Some members of the public expresediew that the ‘Health Campus’
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proposal would affect the future viability of GPngees locally as younger people were
more likely to visit polyclinics, while older peaplwould still wish to see a GP in their
locality. Some members of the public were concetthatipolyclinicscould deplete GP

surgeries in the community, which again would disaddage older people in particular.

The Panel also heard evidence expressing suppa@efaices close to people’s homes.

4.14 Capacity, estate and capital projects

4.14.1 The current estate of the four hospitalgesan condition. Under the Land and Property
appraisal criterfa PRUH and QEH are assessed to be at Estate @ond®i, UHL at
‘B/C’ and QMS at ‘C’. Orpington Hospital is at EegaCondition ‘B’.

4.14.2 The capacity planning for APOH prior to tHePCT decision shows a baseline acute
bed capacity (excluding day case beds) of 1,78%ha¢h 189 are currently closed. The
Panel heard evidence that under the APOH propabalsjumber of acute beds required
is projected to fall to 1,459, mainly through skeorhospital stays and the provision of
services that will prevent hospital admissions. gaguently, implementation will

involve shedding the capacity for over 300 acutgstecross outer south east London.

4.14.3 The Panel heard evidence that the follovdgyg estate issues are subject to review by
the APOH team:
* A&E capacity at QEH/PRUH and UHL
* ICU capacity at QEH/PRUH
*+ UCCs at UHL/PRUH/QEH
» Location of ward and support services
* Layout changes
* Maternity and neonatal capacity at QEH/PRUH/UHL &wétion of MLUsS
» Elective centre layout at QMS
» Bexley campus content and layout

» Out of hospital facilities developed

® Definitions: B — Sound, operationally safe andibith only minor deterioration

C - Operational but major repair or replacement Wbke needed soon, that is, within
three years for the building elements and one yeathe engineering elements.
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4.14.4 The table below is a summary of indicatigpit@l costs at the Decision Stage of APOH

(21 July 2008).

Organisation Indicative Capital
QEH £12.4m
BHT £7.75m
UHL £1.25m
QMS Subject to Campus development
PCT for UCC x3 £7.6m Based on UHL figures
KCH £12.0m
GSTT £7m-£15m depending on option

4.14.5 The Panel heard evidence that some of tiptataspend would occur through
adjustments to PFI contracts. Additionally, the &amas told that mosiut of hospital
facilities would be funded by Local Improvement &nce Trust (LIFT) and that this
would, for example, apply to certain facilities dne Bexley Campus. The Panel
understands that offset finance could be achiekiemligh initiatives such as disposals,

although no specific detail was given.

4.15 Workforce

4.15.1 The Panel received little evidence of anykéawce planning, other than information on
transitional costs associated with the APOH prolsoSéhere was, however, an outline
plan to undertake this workstream through joint kirg with the service redesign and
finance and capacity workstreams. This area of wiockuded education and training
issues, organisational development and human rmesooranagement, as well as
workforce planning. The Panel heard that veryelijtlint working between management
and staff side had taken place, although someihgiskessions had been undertaken. An
acute sector management and staff side group tetheeduter South East London

Partnership Committee has now been established.

4.16 Finance

4.16.1 By the end of 2007/8, the four acute trustsl a combined accumulated debt of
£121.5m. Under the ‘no change’ option, this wagqmted to increase to £205.9m by the
end of 2010/11. The in-year deficit in 2010/11 wasjected to be £34.7m before
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savings initiatives. The Panel was told that adop®tf Option 2d would produce an
overall surplus of £10.8m in 2010/11, taking intocaunt £5m of cross cutting

initiatives.

4.16.2 The single biggest change in financial pasits at QMS, whereby a projected deficit of
£26.4m in 2010/11 is projected to turn into a £0&mplus as a result of the proposed
major changes in location and delivery of serviddge Panel understands, however, that
much of the saving is related to staffing costhalgh it is further understood that staff
would be needed to relocate with their servicestteer sites, so the net saving to the
acute trusts would be reduced. The large reductonrs because the new cost is based
only on the activity in the planned treatment centith associated clinical services and
overheads. This reflects a reduction comparedheoekisting site and overhead costs,
and part of the released capacity would be useth®yBexley Care Trust and QMS to
deliver integrated health services on the Bexleyn@#s. The capital costs for this

development have not been finalised.

4.16.3 As a result of day case surgery continuiniget provided at all four hospital sites under
Option 2d, £10.7m worth of day case activity - thatuld have flowed out to other
providers — will be retained. In addition, activityould be rearranged so that QMS and
UHL would both be projected to lose income, whiBRUH and QEH would be
projected to gain income. The net improvement tome and expenditure across the
newly formed South London Healthcare Trust (se®.2)2and UHL is projected to be
£7m.

4.16.4 Because they are either wholly or partiBRt-funded, PRUH, QEH and UHL all pay an
annual availability payment and facilities managetmgayment as part of their PFI
contract extending over either a 30 or 35 yearogeriThe Panel heard that it is very
difficult and costly to amend the terms of the PHiis fact had been identified at an
early stage of the APOH programme and contributethé¢ feeling expressed in some
guarters that the presence of PFI buildings andaiseciated fixed costs were the main
problem and had been used to predetermine the metad APOH against QMS. The
Panel also received evidence about the analysie gaor to the JCPCT decision to
compare the relative costs to the NHS of optiora@d an option that would substitute

QMS for PRUH in the proposed configuration of seeg. This analysis captures the
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effect of a number of relevant factors includingital costs, optimal use of buildings as
well as PFI commitments. Overall, Option 2d is ffigantly less costly and, therefore,

more affordable than the alternative using QMS.

4.16.5 As part of APOH, reduction in length of siayan important factor in being able to
deliver improvements in efficiency, particularlyreduction in the use of acute hospital
beds and the associated costs. APOH is aiminghieae top quartile performance (as at
2005/06) by 2010/11. On staffing cost reductiohs, main reduction would be at QMS
where there is a projected reduction of £43.9m 040211 under Option 2d, which

would represent a reduction of 55 percent.

4.16.6 During the review, changes to the NHS paynbgnresults regime for 2009/10 were
being modelled for their impact on the financiaspion of outer south east London. The
Panel was told by the NHS that the impact of thelsenges on previous financial

projections used in APOH would be marginal.

4.16.7 A Challenged Trust Board was set up to dathl those trusts with the worst historic
deficits in the NHS in England. PRUH, QEH, QMS ddHL are all subject to this

regime.

4.17 Consultation process

4.17.1 The referrals by the JHOSC and the Bexle€ @3ate to the period of activity after 7
January 2008 and specifically to the content andneain which the information was
presented to the public and stakeholders. In cengigl the performance and compliance
of the APOH consultation, the Panel was impressigd te level of pre-consultation
engagement and activity undertaken in the precedimgmonths, together with the

preparation and production of associated pre-ctatsuh documents.

4.17.2 The finalised APOH proposals were set outhmA Picture of Healthconsultation
document launched on 7 January 2008. (The levalsstibution and supporting events
are outlined in section 3.6). A recurring themeimyrevidence from the public and
stakeholders was that it was not possible to utalsdsfully both the proposals
themselves and what the proposals meant for eaticydar district within the review

area. The Panel heard differing views as to whetiemformation was easy or difficult
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to understand. However, there was concern overldbk of detailed explanatory
information on such issues as transport and traeekss and the provision of additional
emergency ambulances, together with a clear deéseripf which hospital services
would be provided for people living in each of theroughs. Additionally, it was
strongly argued by Bexley OSC that the case fongbaspecifically for QMS, was not
made in the document. The same point was madenbynder of members of the public,
and the Panel was told on a number of occasionpéuple believed the loss of services
at QMS was a ‘done deal’ prior to any formal demisbeing made, because QMS was
the only non-PFI hospital in the proposals. Howetlee Panel heard in evidence from
the APOH team that, as a potential option, QMS leeh modelled as a fully admitting
hospital, with one of the other acute hospitalsuliameously modelled as a borough
hospital. The analysis demonstrated an adverseofd358m altogether and the Panel
was told that it would have made no sense to itleisr extra financial burden when

higher quality clinical services could be achiebgdmplementing the selected option.

4.17.3 The document itself states that it prestamtsummary of our plarisand that further
information, signposted in the document, is avédain its website. The Panel found
little evidence that the groups, stakeholders diliput met were either able to or in a
position to do this, that is, access and analysesittensive and complex information on
the website.

4.17.4 The Panel also noted the absence in thailtatisn document of any reference to the
Cabinet Office Code of Practice on Consultationsl af any statement on the
consultation criteria. Similarly, there was an afose of assessment criteria in the

document.

4.17.5 The JHOSC, Bexley OSC, and many individuaisde reference to the lack of
availability of the document, citing examples afge sections of the community that did
not receive anything. The evidence provided by AlROH team shows a significant
effort to ensure that all sections of the commumigre informed and consulted. The
Panel also heard from the JHOSC and Bexley OSC wiregn problems in distribution
occurred, the APOH team acted swiftly to rectifg thituation. There were numerous

examples evidenced by the Panel where the APOH temintaken actions to correct

43



Independent Reconfiguration Panel A Picture of Itea

problems, particularly in relation to informationdawhere the team was learning from

and responding to the process.

4.17.6 Concern was expressed by many people, ingustaff, about the wording of the
guestionnaire - specifically about the relevance kanking of the five question areas.
The Panel noted the ‘crystal mark’ awarded to thestjonnaire, presumably for its use
of the English language rather than its claritypafpose. The Panel also noted that the
document and the questionnaire were two separatamknts compiled by two different
organisations. In its referral, Bexley OSC clainibdt the questionnaire hdtbading
guestions” Members of the public, in evidence, referred ® ‘thst tube diagram’ in the

document, which indicated that the chosen optidhasleast safe’ of all the options.

4.17.7 The Panel noted the report produced by thetr€ for Health Management, Tanaka
Business School, Imperial College London, which wasented to the decision-making
meeting on Monday 21 July 2008. Concern was expdess the Panel about the
meeting being held at London Bridge rather thamiwithe four boroughs, together with
only three days notice being given to the publid stakeholders; also that press releases
and advertisements only being published on Fridaydly 2008. The Panel was told
that the London Bridge location, which is out of ttonsultation area, was chosen as the
most easily accessible location for all and tha JCPCT operated under Greenwich
PCT Standing Orders which allow for three clear Siayotice of meetings. The
arrangements for this important meeting may havectfd the numbers of people

attending and could have been handled in a mohesive and accommodating manner.

4.17.8 Significant pre-consultation and analysisrkwaas undertaken by the APOH team,
including the Big Ask campaign and the involvement of patient groupsthe
development of the options. This emphasis on iremkent was not carried into the
consultation period itself and was not fully refest in the evidenced information
presented to the public. There is, though, evidethe¢ significant information, for
example, assessment criteria, costings, transpagisnmetc was made available at
meetings and events throughout and following thesattation period, with the APOH
team attempting to specifically act to rectify dfalls in understanding.
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4.18 Transport and travel

4.18.1 Whilst recognising that people rarely tralvetween hospitals, instead travelling from
where they live to the hospitals, the distancews/éen the current healthcare facilities in
outer south east London are relatively short. Closeamination of the transport
infrastructure, particularly the roads and bus d@taindicate that some locations and
areas have greater adverse transport issues thars.oburing the course of the review,
concern was expressed by people in the centre anth ©of the four boroughs,
particularly in Sidcup and parts of Bromley, thagy would have difficulty in travelling
by public transport to other hospitals. Howeveg Banel found that overland railway

services between all of the main areas of populatiere good.

4.18.2 The APOH team commissioned a study and r@poiransport by Operational Research
in Healthcare (ORH), the results of which were pnésed to the Panel. The information
available included details of patient flows, jowrene impacts on affected patients, an
analysis on the most adversely affected patients @rblic transport users by ward.
However, there was little or no evidence of the o$ehis information during the
consultation period or that any meaningful engageroe activity had taken place with
stakeholders and the public to identify where thesimaffected areas might be,
particularly the development of a strategy to naiteggany detrimental impact.

4.18.3 The variant in Option 2 — Option 2d - to thame day case surgery on all sites would
reduce the adverse impact of travel. In additibe, Panel recognises that the proposed
clinical areas of change would also by their natassen the impact, as also would the
overall strategy of moving care out of hospitaltings, provided that this really was
closer to people’s homes. However, the proposalsidvimvolve additional public bus
journeys for those without access to private veli@dnd additional distances of travel
for those visiting children, new mothers and othersospital receiving emergency care.
Car parking on all of the hospital sites appearsbéo problematic. Bus services
throughout the four boroughs appear to be plensifl timely. Journey times, however,
are lengthy and access by bus from the south ofeBdér QEH is time consuming and

currently involves at least two buses.
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4.19 Integrated impact assessment

4.19.1 The referral from the JHOSC expressed conoser the late completion of the
integrated impact assessment and the lack of sacdssessment on the geographical
areas covered by Lambeth and Southwark councilsvilence, the JHOSC said it was
disappointed at the failure of APOH to make sudbrmation available to it in order to
inform their response, particularly as in theirwjehe proposals had failed to show how
they would address health inequalities. The Pametequently heard no evidence from
any source relating to people living in the borasighLambeth or Southwark about how

they might be affected by the proposals. This dit] therefore, appear to be an issue.

4.19.2 APOH did not produce an integrated impaseasment prior to the consultation process
but undertook significant activity in this area Ibaduring and after to ensure some
information was available prior to the decision-mgkmeeting on 21 July 2008. The
‘work in progress’ was presented to the JHOSC onM&y 2008. The information
presented to the Panel in February 2009 by the ARE&dth, encompassing health
inequalities, travel implications and carbon footprwhilst still not complete, shows
progress in establishing impacts and gives examgiasitigation requirements. For
example, there is an acknowledged need to develdprass borough model of
integrated care between health and local authosgyvices to ensure streamlined and

flexible discharge planning”.

4.20 Management capacity and merger of trusts

4.20.1 The hospital trusts have suffered from & Gfcstability amongst senior management in
recent times. For example, PRUH has had five awxetutives over the past two years,
and the chief executives at both QMS and UHL ateriim managers as are many of the
executive directors. Notwithstanding the challengdsAPOH, the Panel received
evidence that the capacity to lead and managea$ygitals was stretched in a way that is
unsustainable for the future and that this is beiddressed by the merger of PRUH,
QEH and QMS.

4.20.2 Although the merger of BHT, QEH and QMS iatesingle trust on 1 April 2009 is
separate from the APOH proposals, the Panel resegrhat its formation will have an

effect on the implementation of APOH. The mergdates to the leadership and
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management of the proposed trust and does nottlgliiegpact upon clinical services,
whereas the proposals in APOH are about the regesdistribution and improvement
of hospital services. Whilst the issues facingltheservices in south east London have,
in different ways, prompted both APOH and the merglee merger process is not

dependent upon the implementation of APOH.

4.20.3 During the taking of evidence by the Panelas evident that, in some areas, the focus
of staff in particular was on the merger, wherdes APOH proposals had receded into
the background. Elsewhere, a number of people werdused over the difference

between the merger and APOH.
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5.1
5.1.1

5.1.2

5.2
5.2.1

5.2.2

OUR ADVICE
Adding value

Introduction

The Secretary of State for Health asked the IR&tase whether it is of the opinion that
the proposals for changes to the distribution atises between Bromley Hospitals,
Queen Elizabeth Hospital (Greenwich), Queen MaS8idcup and University Hospital
Lewisham and the associated development of comggetvices will ensure the
provision of safe, sustainable and accessible cs\ior local people, and if not why

not.

The proposals for the changes were developed byBthey, Bromley, Greenwich,
Lewisham and West Kent PCTs and set out in theut@mt®n documenA Picture of
Health (APOH) launched in January 2008. The principainaets of the proposals relate
to A&E, non-surgical emergencies, emergency anchrged surgery, maternity and

neonatal services, and paediatric services.

The Need for Change
The Panel heard that APOH was founded omutigimical and financial issues that are

preventing the local NHS from providing better,esadnd affordable care.

Prior to the consultation, clinicians, patseand the public were engaged in articulating
what changes might lead to better services. Thelgsions from this work were
subsequently reviewed and supported overall, barnally and externally, including
by the National Clinical Advisory Team (NCAT) andHS London. The Panel heard
ample evidencencluding many contributions from senior cliniciawsrking in all four
hospitals that, without change, the quality of ey would deteriorateThe JHOSC, in
its letter of referral to the Secretary of Statates] that itis not against change where it
IS necessary and in our report we expressed the that it is wrong not to change
services where they are currently not the best tdoeyd be and we accepted the need for

change in the location and delivery of health sesiin South East London.”
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5.2.3

5.24

5.2.5

5.2.6

Financial issues have been present for maagsyin outer south east London, resulting
in an accumulated debt for the four acute trusiS1@fl.5m at the end of 2007/08. Even
with recent turn-round initiatives, the 2008/09viear deficit of the four acute trusts
combined is projected to be £22.2m and, with nongba their accumulated debt is
projected to be £221.1m by the end of 2010/11. Tésl of debt is undermining the

guality and sustainability of local services.

The Panel heard much evidence during theweeither in support of, or in recognition
of, the need for change. However, it viesv such change was to be effected that caused
a divergence of opinion. For example, the Panetché@m a substantial number of
people who strongly opposed the proposed closurethef A&G&E and maternity
departments at QMS. The JHOSC, in its letter cérref to the Secretary of State, stated
that “the JHOSC is of the view that some of the decsiamived at by the JCPCT do
not represent the right decision for ‘outer’ Solthst London and there are potential
alternatives which should be fully considered.”"However, there appears to be
widespread acceptance of the need for change @sdlthe Panel also supports the need

for change.

Recommendation One

The Panel supports the need for change in the logah and delivery of the health

services reviewed in Bexley, Bromley, Greenwich andewisham.

Throughout its review, the Panel heard hapttoposals had been derived and modified
in response to consultation. Taken together, theHzelieves that its recommendations
about changes in location and delivery of servelesuld provide safe, sustainable and
accessible services for the population of the fbaroughs. However, the changes
involved are both large in scale and complex inirthgetail, involving many
interdependencies across services and organisaansling on the clinical redesign
work started by the APOH programme, and reflecsioge of the concerns expressed by
both scrutiny committees, the Panel has identifiether preparatory work that must be
addressed in realistic timescales to ensure theetglof safe, sustainable and accessible

services for the people of south east London.
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5.2.7

5.3
5.3.1

5.3.2

5.3.3.

Recommendation Two

The Panel strongly believes that its Recommendsatidiree to Thirteen for the

[1°]

location and delivery of services will only be effigely implemented to provid
sustainable care if Recommendatidhsurteen to Nineteenare rigorously applied.
The actions described in these recommendations Ineushdertaken before any major

changes to the services at Queen Mary’s Hospitidupi (QMS) take place.

Location and Delivery of Services
Emergency care
The Panel received evidence from clinicians ancersthhat continuing to run a full

range of emergency care services from four sepa@gpital sites was not sustainable.
There are not enough medical staff to provide feeparate services properly and a
critical mass of skills and experience is needeckrtisure the safe and sustainable
delivery of services. People have a reasonablectaipen of seeing and being treated by
clinical staff with the necessary skills and expece to provide high quality care. The

Panel accepts that the current configuration of @parate services is not sustainable.

In terms of the APOH proposal to concenteate@rgency care services on three sites, the
strong views expressed in favour of retaining QM&evnot matched by evidence of
sustainable, alternative options. In addition te ttinical quality argument, the Panel
considered the evidence relating to catchment @obipuls, access, the availability of
suitable facilities and affordability, as well dgetintroduction of additional UCCs and
medical assessment services across the four basouigiking all these into account, the
Panel agrees that emergency care services shauldture, be concentrated at PRUH,
QEH and UHL with a UCC and medical assessmentses\at QMS.

Recommendation Three

14

The Panel supports the proposals to meet the emergsy care needs of thg
population by concentrating services on three siteat Princess Royal University
Hospital (PRUH), Queen Elizabeth Hospital (QEH), ad University Hospital
Lewisham (UHL), and the closure of emergency careesvices at Queen Mary’s
Hospital (QMS), subject to Recommendations Four, e and Six below.
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5.3.4 Urgent care

5.3.5

5.3.6

5.3.7

5.3.8

The Panel heard evidence about plans to establid@stat PRUH, QEH and UHL in
addition to the UCC established at QMS in the gast. The Panel was told by APOH
that up to 80 percent of people arriving at A&E Idobe seen in a fully functioning
UCC, as set out in the core specification presetddtie Panel. The Panel agrees with
the proposals for UCCs to be established at PRUEH @1d UHL.

The Panel believes that retention of the U&CQMS is important for the local
population. The Panel heard that the APOH team bheen working with LAS
concerning future arrangements for emergency ambetaonce the A&E department at
QMS closes. These arrangements will need to ernbatetransfers from the UCC at
QMS for emergency admission to other hospitalschnécally safe and appropriate. The
presence of a medical assessment service at QM&nh&dered to be an integral and

essential part of the proposed model of care.

The Panel noted that the JHOSC recommenthed PCTs refer the development of
Urgent Care Centres to local Overview and Scrut@ymmittees.”This was accepted
by the JCPCT, which stated that each PCT wouldimmoatto involve its local population
as well as their overview and scrutiny committegrttiermore, in their recommendation,
the JHOSC stated]f the proposals go ahead, the PCTs should developublicity
campaign to inform the public of the different rangf services available at each site.
The campaign should also address the differencedsst an Urgent Care Centre and
Accident and EmergencyThe JCPCT agreed with this and the Panel strasugbports

both of the JHOSC’s recommendations and their implgation.

On availability, the Panel heard of the ititanthat the UCC at QMS would be open 24
hours a day, seven days a week, whilst the opamings of the other UCCs would be

considered as part of the implementation plan.

In addition to the UCCs at the four acutepitats, the Panel supports the development
of UCCs in the community closer to people’s homésich would provide easier access
to services. These include the UCCs at Beckenhaatd@eand the proposed site of

Eltham Community Hospital, both of which the Pavisited.
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5.3.9

5.3.10

5.3.11

Whether there is a need for further UCCs sxctbe four boroughs is the subject of

further consideration by the PCTs that needs torbaght to a conclusion.

Recommendation Four

The Panel supports the proposals to meet the urgertre needs of the populatior
through urgent care centres integrated with the A&E departments and medical
assessment services at PRUH, QEH, and UHL, togethevith the urgent care

centres already planned in the community and a 24dur urgent care centre at

QMS, integrated with a medical assessment service.

Emergency surgery
At present, emergency surgery, including trauma,darprovided separately by the four
acute hospitals. The Panel accepts that the diifactors relating to critical mass, skills

and experience set out in paragraph 5.3.1 alsy.appl

5.3.12 The Panel heard that implementation of d&di- differentiated take (8am to 8pm)

would potentially undermine the JCPCT’s main detisio adopt Option 2. The Panel
concluded that, with respect to limiting the emexgesurgery hours at UHL, neither the
effect on surgical patients nor the implications éher clinical services that require
surgical input have been fully considered. UHL sshaisy, if not busier, than the Kings
Health Partners Foundation Trust in terms of enmergesurgery. Furthermore, in
gynaecology, orthopaedics and ENT, all of which gleeined to be provided at UHL,
the critical mass of the service is large enougbustain a 24-hour emergency service.
The Panel was concerned that, in adopting the 12-Uiferentiated take model, the
sustainability of the emergency service at UHL wdopbtentially be at risk. Weighing
up all the evidence received about the 12-houerkfitiated take proposal for UHL, the
Panel considers that 24-hour emergency surgery €octnducted by UHL in
collaboration with Kings Health Partners is in test interests of the local population.
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5.3.13

Recommendation Five

The Panel supports the proposals to concentrate emgency surgery on three sites
PRUH, QEH and UHL. The Panel does not support 12-ha differentiated take
(8am to 8pm) at UHL and recommends that this localy retains 24-hour

emergency surgery.

5.3.14 Ambulance provision

5.3.15

5.3.16

5.3.17

In giving evidence, the APOH team stated that thepgsals would require one
additional emergency ambulance and this was coafirby LAS. However, because the
patient pathways had not yet been defined, the |IPaesrd doubts that one extra
ambulance would suffice and that two might be ndedstead. Once all the work is
completed on patient pathways, the Panel consittatsverification of the ambulance

requirement must be undertaken.

The Panel did not receive evidence indigathmt any work is being carried out to
determine the level of non-emergency patient trarispequired to satisfy the
requirements of APOH. This is important in ensgrthat future services are patient-

centred and accessible.

Recommendation Six

The Panel recommends that further work be undertaka with the London
Ambulance Service to confirm the number of additioal emergency ambulance$
required to support the proposals. The appropriatecommissioners should als@
undertake further work on non-emergency patient transport provision to

support the proposals.

Planned surgery

One of the stated aims of APOH is to split emergesad planned surgery. The Panel
agrees that this is desirable, where it can beeseli bringing the benefits of reduced
cancellations and waiting times and reduced riskro$s infection. The Panel supports
the concentration of planned surgery on the QMS @HdL sites and the retention of

adult day case surgery at all four hospital sitelsich was a specific response to the
public’s call during the consultation phase fortbeaccess to hospital services.
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5.3.18

5.3.19

5.3.20

5.3.21

Recommendation Seven

The Panel supports the proposals to concentrate ptaed surgery on the QMS
and UHL sites and, as modified in the JCPCT decism the continuation of adult
day case surgery at PRUH, QEH, QMS and UHL.

Orpington Hospital

During the taking of evidence, the Panel heardv&rdence of views over plans for
Orpington Hospital. Despite the consultation docotsating that, under all options,
Orpington Hospital would continue to provide seedmther than planned surgery, there
appears to be considerable uncertainty amongst ataut the hospital’'s long term
future. The Panel supports the decision to trangfanned surgery from Orpington

Hospital to QMS. It also supports the view givenewidence that Orpington Hospital

would be valuable as a back-up facility during itt@lementation phase of APOH, not

least because the redistribution of a significaminber of beds from QMS is a major
undertaking. A clearly set out plan for Orpingtomdgital, including timescales, is

required and staff should be fully involved and tkieyformed of developments.

Recommendation Eight
The Panel supports the proposals to relocate plandesurgery from Orpington
Hospital to QMS. However, the Panel recommends thahe plans for the future

of the Orpington Hospital site be clarified urgently and that Orpington Hospital

staff be fully involved in all further considerations.

Critical care

In considering the provision of critical care withAPOH, the Panel had concerns about
whether the critical care facilities at PRUH, QERrAJHL would be able to expand,
particularly at PRUH, to undertake the work curkemtone at QMS. In addition, the
clinical case for a stand-alone level 2 unit at QM&s not convincing. The future
absence of emergency services on this site, togetile the proposed concentration
elsewhere of complex surgery and surgery on patienth serious co-morbidities,
would suggest that there would not be sufficierttepds requiring genuine level 2 care

to make the unit viable. The Panel considers thauigical unit able to deliver
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5.3.22

5.3.23

5.3.24

augmented care to surgical patients and provid#éiedal organ support prior to transfer

to one of the other units is the most appropriat&a.

Recommendation Nine

The Panel recommends the development of detailedgpis for critical care to
support the proposals and the engagement of the ShuEast London Critical
Care Network to ensure that the proposals meet capdy requirements and the

required standards across the network.

Maternity care
Under the proposals, there is overall agreementlinycians that the needs of

population are best met by three consultant-ledetdds units, taking into account

add a MLU at each of the three hospital sites, ttagewith initiatives to increase

the
the
number of births predicted for the future. Besitles consultant-led units, the plan to
the

homebirth numbers across the four boroughs, shentdire that three units are more

than adequate to meet the demand. Having seen bemnwhfacilities during visits, the

Panel acknowledges the good work being undertakealation to the establishment of

community-based maternity services and the intarttioincrease the number of babies

born either in a MLU or at home. In terms of whigfit would close, the Panel acce

pted

the evidence that closing QMS provides the mordaswable service in the future.

However, the Panel strongly supports the retergfcthe MLU at QMS as a stand-al

unit. This would provide an additional choice foowen in the borough.

one

Recommendation Ten

The Panel supports the proposals for maternity seiges that will provide local
community midwifery, antenatal and postnatal servies in all four boroughs with
consultant-led maternity units at PRUH, QEH, and UH.. The Panel also
supports the establishment of midwife-led units irthese trusts and recommend
the retention of the midwife-led unit at QMS, whichshould become a stand-alon

unit.

D
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5.3.25

5.3.26

5.3.27

5.3.28

Neonatal care

At present, neonatal services are provided at @lir facute hospitals. Under the
proposals, they would continue at PRUH, QEH and Ubllt not at QMS. The Panel

was concerned to hear that level 2 work is undertedt PRUH and QEH, which are
only level 1 units. Additionally, because they Beel 1 and not staffed for or accredited
at level 2, a large number of babies are transleaway from PRUH and QEH to

receive treatment elsewhere. The Panel was alsseowed to hear that, except for UHL,
the other hospitals have shared paediatric/neonatted, with the risk that middle grade
doctors who are covering paediatrics out of houay mot be immediately available for

neonatal duty. The Panel concluded that, currettily,hospitals appear to be working
independently and it heard no evidence indicativag the South East London Perinatal
Network is functioning effectively in a co-ordindtevay. Neonatal services do not
appear to be underpinned by a strategy and thd Baleves that urgent engagement of
the perinatal network is essential to ensure thatproposals meet both the required
standards and capacity requirements as part ofvitler south east London network

arrangements.

Recommendation Eleven

The Panel supports the proposals to concentrate neatal services in support of
consultant-led deliveries at PRUH, QEH, and UHL, ad recommends that the
South East London Perinatal Network Board ensuresite compliance of each sitg

A4

with relevant standards prior to implementation.

Paediatric care

During visits to the four acute hospitals and wthikking evidence, the Panel heard
much about the current and proposed models of atdoylcare, paediatric assessment
and integrated care for children with complex neaad it commends the work done in

this area of care.

Evidence was heard concerning the curretrlalition of inpatient paediatric services at
PRUH, QEH and QMS, with a need to concentrate iapatare, given the declining
rate of inpatients nationally, so that clinical Iiskican be safely maintained and
enhanced. This isin accordance with the Royal €gell of Paediatrics and Child

Health'’s plans for the increase in paediatric ¢garthe community. The Panel heard that
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the preferred option was the closure of all paediahpatient beds at QMS and the
optimisation of resources at PRUH and QEH. The Paceepts the evidence that this

option offers a more sustainable future than ttegraatives.

5.3.29 On services for children with cancer (15cpet of the paediatric activity at QMS), the

5.3.30

5.3.31

South East London Children’s Cancer Network andvibkeng Persons’ Cancer Working
Group were agreed that maintaining the inpatienS€0 beds at QMS was not an

option and that this activity should move to eitR&UH or QEH.

The future of the POSCU was raised in evaddyy a number of people whose children
attend the unit. It appears that, during the caasah phase, the future of POSCU itself
was not overtly brought to the attention of the lmubThe plan under APOH is to

relocate the main service to either QEH or PRUHhWRUH as the preferred option.
The Panel has established that the main servicet meislocated within general

inpatient/day care paediatrics with the requisgsoaiated 24-hour infrastructure, but
that there is potential to have a satellite siteyjled that general paediatric ambulatory
services are also located at that site. The Pdmeefore believes that consideration
should be given to establishing a satellite day case service at QMS for the benefit of

children and their families.

Recommendation Twelve

The Panel supports the proposal to concentrate paedric inpatient services at
PRUH, QEH and UHL, with the closure of all paediatic inpatient beds at QMS.
It recommends, however, that consideration be giveto continuing day case
cancer care for children and young people at QMS.n addition, the Panel
recommends that the children currently utilising the POSCU, their parents and

guardians are thoroughly involved and informed thraughout the change process

5.3.32 Paediatric surgery

Under Option 2d of the proposals, it is intendedcemtinue non-complex paediatric
surgery at all four acute hospitals. During evidetaking, the Panel heard that that there
was uncertainty as to how the proposals would kentdorward, particularly in the case
of emergency surgery. The Panel, therefore, casuqgbort the proposals as they stand

and believes that a further examination of non-demppaediatric surgery is urgently

57



Independent Reconfiguration Panel A Picture of Itea

5.3.33

5.4
5.4.1

5.4.2

5.4.3

required. However, it does support the recent dectitaken in respect of UHL for

complex paediatric surgery to be undertaken at GSTT

Recommendation Thirteen

The Panel does not support the current proposals fonon-complex paediatric
surgery. The Panel recommends that a further examattion of the suitability for

non-complex paediatric surgery at PRUH, QEH, QMS ad UHL be undertaken.

Next Steps

Capacity planning

In assimilating the huge volume of documentaticsoamted with APOH, the Panel was
impressed by the methodology and work carried outlétermine, in principle, the
capacity requirements to implement the proposaisessfully. However, the subsequent
work is somewhat opaque and the Panel did not séwar evidence of the detailed
workings of how the capacity requirements wouldrbplemented in practice, based on
a detailed understanding of how patient care aridwagys would be organised. The
Panel was, therefore, concerned to ensure thatctbigal element of the process be

undertaken.

Recommendation Fourteen

The Panel recommends that urgent work take place tagree the clinical and
patient pathways to achieve a seamless service agsoprimary, secondary,
community and social care, taking a whole systemgproach. This must include
liaison with local authorities and detailed agreemet as to which community and
social services need to be in place and operationéfore changes are made tp
hospital services. The Panel also recommends thadtates and facilities planning

work to accommodate the proposals be undertaken asmatter of urgency.

Workforce

The Panel were told that many of the clinical gyatienefits of the proposals would
flow from skilled and experienced clinicians bemgre available and directly involved
in patient care at critical times. From the infotima and evidence presented, the Panel

considered workforce planning to be the weakest afectivity within the project. The
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5.4.4

5.4.5

5.4.6

work appeared to focus on ‘transitional’ arrangeta@md little else, with those involved
in this area of work seemingly resigned to the faet they could not plan ahead until
“the way in which we are going to work knowri. This in turn arises from there being
no apparent planning around new patient pathways.Planel recognises the difficulties
in mapping workforce requirements, but believes thare could and should have been

done.

Recommendation Fifteen
The Panel recommends that a rigorous review of thevorkforce implications of

the proposals be conducted as soon as possible, dzthson agreed patient

pathways, ensuring the full involvement of staff rpresentatives.

Finance

As recognised by the APOH team and stated in theuwtation document, the purpose
of APOH is to address the urgent clinical and friahissues. During the review, the
Panel heard evidence about both revenue and capmtds, and it recognises that
significant detailed work was put into modelling tbptions. However, by necessity, the
costings were calculated based on a ‘top down’ @gagr for the business case and the
Panel has considerable unease that there hastno¢gme a shift to detailed ‘bottom up’
work to establish firm costings. Additionally, cimgfs were based on assumptions prior
to the determination of individual care pathwaysic® these pathways have been
formulated, the associated physical capacity aaffirsg will need to be assessed which,

in turn, will need conversion into the costing regment.

In terms of the capital cost requirement BOM, the Panel has a number of misgivings,
including that no sum had been allocated to the (@4& and that, other than bed
numbers, little was known about how and at what keg facilities would be provided.
It also heard conflicting evidence relating to i@ capital receipts at the UHL site

and how they are to be handled in the overall ahp#lculations.

59



Independent Reconfiguration Panel A Picture of Itea

5.4.7

5.4.8

5.4.9

5.4.10

5.4.11

5.4.12

Recommendation Sixteen

The Panel recommends that a clear process is immedtiely put in place that will
allow the financial viability of the proposals to ke reassessed and assured through

the lifetime of the programme, and that this shouldoe overseen by NHS London.

Transport

The Panel acknowledges that much work has beenrtakda to establish the public
transport issues arising from the APOH proposdi® Fanel also recognises the impact
of the day case decision on travel and accessmniains concerned, however, that much

of the outcome of the work has not been openlyegmies! to patients and the public.

From the evidence heard by the Panel inioelab geography, access and current
transport provision, and from the Panel's own eigmeres throughout the review, it is
satisfied that the adverse impacts on travel tgitaswill affect a minority of people.
However it also recognises that, when transpoficdifies do occur for patients and
families, they will be at critical times, relatiri)g accessing emergency, paediatric and
maternity care. All practical steps must, therefdre taken to mitigate these difficulties.

In addition, the Panel recommends that ek &lready undertaken be extended to take
account of the current proposals being formulatedespect of the Bexley Health
Campus and other GP and community facilities.

Recommendation Seventeen

The Panel recommends the immediate operation of theéewly established
Transport Group comprising staff, patients, members of the public and
representatives from the London Ambulance Servicelransport for London and
Travelwatch, with a specific requirement to work tggether to mitigate the effects

of the proposals on those individuals most affected

Consultation

The Panel has considered the concerns of both HIESC and the Bexley OSC in
relation to the conduct of the consultation. Whitgit concurring with the JCPCT
decision on 21 July 2008 that the consultation imad, in full, the Cabinet Office Code
of Practice, particularly in relation to clarity tfe consultation document, the Panel is
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satisfied that appropriate actions were taken m phe-consultation phase and then

throughout the process as a whole.

5.4.13 The Panel is pleased to note the continuaifothe Consultation Advisory Panel but
believes that greater emphasis must be placedfectigé and meaningful engagement

with both staff and public during the implementatjghase.

5.4.14) Recommendation Eighteen

The Panel recommends that a comprehensive and insliwe public engagemen
strategy relating to the implementation phase of t proposals be specifically
agreed with both the JHOSC and Bexley OSC prior tocommencement of

implementation.

5.4.15 NHS London
Taking into account the magnitude of the propodeaihges, together with additional
factors such as the creation of the new South LonHealthcare Trust and the
implications ofHealthcare for Londonthe Panel believes that NHS London must be

more closely involved in the preparations for amglementation of the proposals.

5.4.16| Recommendation Nineteen

The Panel recommends that NHS London oversees thmplementation of the
proposals within an achievable and agreed timescaldéhrough the work of

commissioning groups and project boards already eablished.
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