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22 January 2007 

Dear Mrs Morgan,

Draft South East Plan: Examination in Public
With particular reference to Matter 8F (Milton Keynes and Aylesbury Vale) Sub-matter 8Fi (Strategy and Implementation)
Reference:  7434
Thank you for the opportunity to submit comments on the South East Plan.  This letter summarises the view of Milton Keynes Primary Care Trust (MK PCT). 
1. Background and Introduction.

1.1 This statement should be read in conjunction with:
· The response and statement by the South East Coast and South Central Strategic Health Authorities. MK PCT endorses this statement.

· The response and statement of Milton Keynes Council.  MK PCT endorses this statement.

1.2 This statement has been prepared in the light of responses to a public consultation on the draft Growth Strategy commissioned  by Milton Keynes Council and Buckinghamshire County Council.

1.3 It also draws on a range of other sources including work commissioned by the MKSM Health and Social Care Sub-group of the Growth Implementation  Group (see www.mksm.nhs.uk for a document library) and on more local knowledge and experience of planning for improving public health and for commissioning health and social care services.
General Comments and Points
Demographic characteristics

1) Milton Keynes has a population that is younger that the average for the South East and for the country as a whole.  Apart from age, its demographic and socio-economic characteristics are more similar to the country as a whole than to the more affluent and healthier South East.  

Leading causes of death

2) The major causes of death are typical of most developed countries – with cardiovascular disease, cancer and respiratory disease being the major killers.  Death rates for all these conditions are higher in Milton Keynes than the average for the South East. The death rates for respiratory disease and cancer in Milton Keynes are higher than the average for England and Wales.  Theses diseases need to be tackled both by prevention and the provision of effective treatments if health and inequalities in health (see below) in Milton Keynes are to improve.
Inequalities in health

3) There are also marked inequalities in health within Milton Keynes with expectation of life at birth for a boy in the poorest ward in Milton Keynes being approximately six years less than the average for Milton Keynes.  Tackling these inequalities in health is a priority for the local population, for MKC and the Local Strategic Partnership (as reflected in the MK Community Plan) as it is for the MK PCT and the NHS as a whole.  It is a high priority for MK PCT that growth should be planned and delivered in a way that reduces rather than exacerbates inequalities in health. 

Recognising and tackling risks to future health

4) The population of Milton Keynes is affected by many of the same risks to health as the rest of the population in England and Wales.  Particular threats to long term health include tobacco use, rising levels of alcohol misuse, rising levels of obesity (caused by poor diet and sedentary lifestyles) and climate change.  Some of these issues can be influenced by the way growth is planned and developed.  These opportunities should be recognized and taken. 
5) In particular, while not claiming any specific expertise in town and spatial planning, the MK PCT would seek assurance that land use and other developments were planned and delivered in ways that:

· maximise the potential for active transport (i.e. walking and cycling) for commuting and shopping as well as leisure. 

· minimise the need for car journeys – this would include the provision of services closer to home and reduction in the need for residents to travel to distant towns for services that might be provided locally in Milton Keynes or elsewhere in the MKSM sub-region. 

· minimise the carbon foot print of the sub-region including Milton Keynes
It would also be prudent to consider the consequences and plan for the possibility that climate change might not be avoided.  For example, by ensuring that flood protection in Milton Keynes is adequate to cope with plausible rises in sea level and by considering the implications for trees and buildings of increasingly extreme weather and storms. 

We believe that although these principles are not inconsistent with the current draft of the SE Plan, there is scope for them to run through the plans more visibly and to be applied more rigorously.
The emergence of the Milton Keynes South Midlands Sub-region

6) MK PCT believes that it is essential that the growth of MK should not be considered in isolation but in the context of substantial growth across the whole of the MKSM sub-region.  As the population grows, the way the populations live and work is already changing.  The populations of Milton Keynes, Northampton and Bedford (each in a different Government Office / Region and in a different NHS Strategic Health Authority area) are becoming increasingly interdependent, with many people living in one town but seeking various combinations of their work, shopping and leisure in another.  

`

7) As the lives of people in the MKSM growth are changing, so are their perceptions of place.  Increasingly, people are moving from thinking of their communities as small towns on the edge of sub-regions centred elsewhere e.g. Oxford and perhaps Leicester, to becoming large towns at the centre of their own sub-region with their own hinterland.  This changing outlook is reflected in changing attitudes and expectations. Increasingly, the view is expressed that, as the population of MKSM grows, it makes less and less sense for people to have to travel to what they regard as awkward locations such as Oxford for services when the size of the local population would, they believe, support a wider range of  more local services within the MKSM area.  It will be important that NHS and other service plans – particularly for more specialized services that require a population base in excess of that of a single PCT – are developed with a MKSM sub-region wide perspective as well as with an individual SHA / GO perspective. 
Specific comments in relation to sub-matter 8Fi – strategy and implementation

8) The NHS strategy for health, health care and social care is well set out in a range of Department of Health publications including the NHS Plan (2000), Choosing Health – Making Healthy Choices Easier (2004), Our Health, Our Care, Our Say – a New Direction for Community Services (2006). 
9) Key themes of these policies include:

· An increased emphasis on prevention

· An increased emphasis on tackling inequalities in health

· An increase in the proportion of care close to home – including providing much of the care currently provided in hospital in community settings

· Closer working between the NHS and local government

· The further development of a market in health and social care with services being obtained from an increasingly diverse range of provider organizations – many of which may not be owned or managed by the NHS

10)  At the same time as there is a strategy to move more care into community settings, there are also strong pressures to centralize more specialized services.  These pressures include:

· evidence that for a range of conditions and treatments, units and clinicians treating more people achieve better results

· new technologies requiring investment in highly specialized and scarce equipment and staff

· the move towards consultant provided 24/7 services (as opposed to consultant led and junior doctor provided) services

· working time regulations that limit the number of hours that doctors and other staff can work to 48 hours / week making it impossible to staff many specialized services in small hospitals (which therefore see relatively small numbers of patients) in a way that provides sufficient clinical experience for people to maintain expertise.
11) It is increasingly recognized that this combination of transfer of less specialized District General Hospital (DGH) services to community settings coupled with centralization of more specialized services is likely to substantially change the nature of DGHs that have been the back-bone of NHS hospital services for the past 50 years.  

12) There is as yet no complete agreement as to how this will happen.  One model that is currently being debated is summarized in the table below:

	Type of provider unit
	Description of services

	Critical care hospital, teaching hospital 
	Major trauma 

Specialist services e.g. cardiac surgery, neuro surgery

Major A&E

Urgent care centre

Obstetric unit, including co-located midwife led unit

Level 3 Neonatal care unit

Inpatient paediatrics

Emergency surgery

Complex elective surgery

Critical care unit

Acute medicine including interventional cardiac centre

Pathology laboratory

	Major acute hospital 
	Major A&E

Urgent care centre

Obstetric unit, including co-located midwife led unit

Level 1 or Level 2 Neonatal care unit

Inpatient paediatrics

Emergency surgery

Complex elective surgery

Acute medicine including cardiac centre

(? Pathology laboratory)

	Local General Hospital (as described by the National Leadership Network) 
	A&E or urgent care centre

Acute medicine cases not requiring specialist services

Level 2 Critical Care

Non interventional coronary care unit

Hot lab

X ray, ultrasound and CT scan 

Option to co-locate low risk elective surgery

	Community hospital or polyclinic 


	Outpatients

Low risk elective surgery

Urgent care centre

Primary care services

X ray and ultrasound


13)   In this model , the Local General Hospital would need to be supported by twenty four hour -a-day access to a full range of acute hospital services.
14) MK PCT believes that, as plans for service reconfiguration are developed it will be crucial that the MKSM sub-region is considered as a whole, and not just as three separate parts of the margins of the territories of three separate health authorities.
15) An MKSM Health and Social Care Sub-group (HSCG) of the Growth Implementation Group (GIG) was established with funding from the Office of the Deputy Prime Minister.  Its main outputs to date include the following reports and publications: 

· Healthy Sustainable Communities: Key Elements of Spatial Planning

· Healthy Sustainable Communities: A spatial planning checklist

· Healthy Sustainable Communities: Planning for Access

· Healthy Sustainable Communities: What works

· Building in Health: a Checklist and Guide to Developing Healthy Sustainable Communities

· A user guide to the Planning Process and Local Delivery Vehicles

· Health Impact Assessments – Corby, Milton Keynes, Luton

· MKSM: Study of Population and Migration

· Strategic Framework – Acting Strategically as a Growth Area: The Health and Social Care System

· Milton Keynes/South Midlands: Disease Specific Morbidity Forecasts

· Bridge to the Future: A Strategic Overview – Milton Keynes and South Midlands.

16) The majority of these documents represent resources to help planners in health and other sectors develop plans that are conducive to supporting health and tackling inequalities.  They are not plans in themselves.
17)  An important conclusion of the MKSM sub-group work has been an estimate of the likely increase in demand for health services in MKSM between 2006 and 2031, and the quantification of the difference in relative change in capacity that is likely to be required to meet the needs of the expanded population.  These results are summarized in Appendix A.  This demonstrates that, assuming similar changes in the way that care is delivered across the MKSM areas, there is likely to be a greater need to increase capacity to allow residents of Milton Keynes to access hospital facilities than is likely to be the case elsewhere in the MKSM area (187% for Milton Keynes residents, 107% for Northamptonshire residents and 90% for Bedfordshire and Luton residents).  Although the absolute level of increased capacity required will depend on how much care is moved from hospital to community settings, these figure give an indication of the relative degree of change required across the MKSM sub-region for the future population of the sub-region. 
18) The recent restructuring of the NHS has led to the creation of new Strategic Health Authorities (SHAs) and new, larger Primary Care Trusts (PCTs).  As the HSCG document “Bridge to the Future” concludes: 

· “There is a clear vision for MKSM to be a health and attractive place to live…

· ..planning for population growth is well advanced, however most [NHS] organizations are planning to a maximum of 5 to 7 years.  The longer term requirements and some cross boundary issues need further exploration…

· ..There is a need to examine the options for providing specialist services in the sub-region, which could be based on a) maintaining the status quo b) developing a hub and spoke model; or c) providing services within the sub-region. 

19) MK PCT endorses these conclusions.  We note that in the recent public consultation on the growth strategy that health facilities were the most frequently mentioned type of infrastructure required to support growth, including hospitals, GPs and dentists.  A majority of respondents favoured a second hospital rather than improvements or extensions to the existing hospital. 

20) MK PCT believes that there is a now need for the organizations of the newly restructured NHS to draw on both the emerging views on health service configuration, the data, analyses and tools developed by the MKSM HSCG to work with the public to develop plans for future health services – including highly specialized services – that will meet the needs of the future population the MKSM sub-region.  Developing the necessary processes should be an important priority of the new NHS organizations once they have their senior staff in place.
Summary

In summary, the growth plans for MK and the surrounding area are creating a new social and economic sub-region that sits astride three government offices and three strategic health authorities and is served by five PCTs. 
The demographic and health characteristics of this sub-region are similar to the average for England and Wales but very different to the average for the generally more affluent and healthier South East.  

We believe that a priority for NHS planning mechanisms is to make sure that the future needs of the MKSM sub-region are considered and acted upon as a sub-region and not as three independent parts of three planning administrations. 

Finally, the sub-region also experiences significant inequalities in health.  If these inequalities are to be tackled and not to be exacerbated it will be important in planning growth to consider how to revitalize and regenerate existing areas of multiple disadvantage and poor health.
Thank you for the opportunity to contribute to this examination.  We hope these comments are of help.  

Yours sincerely
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Dr Nicholas R Hicks MA FRCP MRCGP FPH

Director of Public Health
Milton Keynes PCT and Milton Keynes Council
Cc  
Dr Simon Tanner, Director of Public Health, South Central SHA

Ms Glynis Phillips South Central SHA

Dr Jenifer Smith, South Central SHA

Mr Carl Petrokofsky, South East Government Office

Mr Graham Ball, Acting Chief Executive, MK PCT

Mr John Best, Chief Executive, Milton Keynes Council

APPENDIX A: SERVICE DEMAND FORECAST 2006-2031 for the Milton Keynes South Midland Sub-Region

(Based on age adjusted population growth)

Inpatient (Elective & Emergency) Admissions

	
	2006
	2011
	2016
	2021
	2031
	% increase demand

2006-2031

	Bedfordshire & Luton
	130,093
	151,521
	182,397
	219,522
	248,412
	 90%

	Aylesbury Vale & MK
	  63,364
	83,128
	112,750
	155,106
	182,237
	187%

	Northamptonshire
	151,325
	175,779
	213,374
	260,766
	314,143
	107%

	MKSM
	344,782
	410,428
	508,522
	635,394
	744,792
	116%


Outpatient Attendance – All Specialities

	
	2006
	2011
	2016
	2021
	2031
	% increase demand

2006-2031

	Bedfordshire & Luton
	  412,148
	  432,861
	  457,304
	  483,976
	  531,761
	29%

	Aylesbury Vale & MK
	  290,425
	  320,452
	  342,402
	  364,720
	  417,842
	43%

	Northamptonshire
	  493,922
	  525,204
	  561,235
	  598,361
	  698,191
	41%

	MKSM
	1,196,495
	1,278,517
	1,360,940
	1,447,057
	1,647,795
	37%


Accident & Emergency Attendances


	
	2006
	2011
	2016
	2021
	2031
	% increase demand

2006-2031

	Bedfordshire & Luton
	141,238
	148,337
	156,713
	165,853
	182,229
	29%

	Aylesbury Vale & MK
	  95,058
	104,886
	112,071
	119,375
	136,763
	44.1%

	Northampton
	137,219
	145,909
	155,919
	166,233
	196,967
	43%

	MKSM
	373,515
	399,132
	424,702
	451,462
	512,959
	37%


GP Consultations

	
	2006
	2011
	2016
	2021
	2031
	% increase demand

2006-2031

	Bedfordshire & Luton
	2,604,334
	2,754,000
	2,927,764
	3,121,315
	 3,481,249
	33%

	Aylesbury Vale & MK
	1,759,650
	1,949,056
	2,091,855
	2,243,807
	 2,604,000
	48.1%

	Northamptonshire
	2,989,526
	3,192,677
	3,428,283
	3,688,860
	 4,374,561
	46%

	MKSM
	7,353,510
	7,895,733
	8,447,902
	9,053,979
	10,459,811
	42%


Emergency Patient Journeys

	
	2006
	2011
	2016
	2021
	2031
	% increase demand

2006-2031

	Bedfordshire & Luton
	138,252
	145,200
	153,399
	162,346
	178,375
	29%

	Aylesbury Vale & MK
	110,733
	122,182
	130,551
	139,060
	159,315
	43%

	Northamptonshire
	184,329
	196,004
	209,450
	223,305
	260,562
	41%

	MKSM
	433,314
	463,385
	493,400
	524,711
	598,251
	38%


Source:
Supporting the Development of health & Social Care Strategy Framework for the MKSM sub-region:  Baseline Modelling of Demography, Demand & Capacity, H&SCSG, March 2005
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