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DRAFT RSS FOR SOUTH EAST ENGLAND

Examination in Public, November 2006 to March 2007

London Fringe  sub matter 8Hiii2   Are the proposals in the Implementation Plan
 (including for social and green infrastructure) clear, justified and well related to the spatial strategy?  What are the priorities? 

Statement by the South East Coast  Strategic Health Authority 7509
January 2006 
South East Coast Strategic Health Authority
York House, 18-20 Massetts Road, Horley, Surrey RH6 7DE
Phone: 01293 778899 Fax: 01293 778888
Email: info@southeastcoast.nhs.uk
Summary

In the October 2006 the South East Coast SHA with South Central SHA submitted a statement to matter 1D that set out our approach to developing NHS infrastructure across the South East. This approach is based on some central policies and principles and therefore will apply to all the Sub - regions including London Fringe.  Consequently in response to matter 8H as it concerns  infrastructure development we are re-submitting submission 1D with an annex 
that gives more local detail about health issues and plans for London Fringe.

ii.
The Creating an NHS Fit for the Future programme which is the corner stone of current NHS strategic planning locally will itself be the subject of formal consultation in 2007 and therefore the precise infrastructure and implementation plans will only be known then. However, the PCTs will work closely with the local authorities and SEERA to ensure that the developing SE Plan implementation plan is properly informed by the NHS.  

iii.
The current implementation plan contains definitions of healthcare facilities for 
example; at Figure 2 Infrastructure Definition on page 12.
· Health Acute care and general hospitals , Mental hospitals  

· Health centres/primary care trusts , Ambulance services

These definitions may need to be revised in the Implementation Plan to reflect the changing models of care as set out in our submission, which illustrates   new ways of delivering health services. Our submission to matter 1D describes what some of these new service models might look like. The PCTs in the London Fringe will work with stakeholders to provide more specific detail as it is agreed and finalised.  (Notwithstanding this, a more appropriate term in usage for “mental hospitals” is Mental Health Services and this section should be amended accordingly.)

iv.
We would also like to comment briefly again on the Roger Tym report and its healthcare costings which are included in the implementation plan Figure 3 Infrastructure Costs for South East England on page 13. We pointed out in our submission to the EiP’s earlier consultation on the Plan that these costings should be considered with some caution. This is because they are largely based on Acute Hospital centred models of care and therefore do not fully reflect emerging healthcare models that will have a different configuration of services and therefore, cost basis.  

v.
Similarly, the local costings for primary healthcare services (Annex 4 – Implementation Plan – October 2006 page 7) should be considered with caution as they may need to be revised for the same reason, and because of the organic and some time incremental nature of population growth and consequent primary care development.
vi.       The health profile information presented in Annex 1 demonstrates some of the key health and demographic challenges for the London Fringe sub region. Although many parts portray good overall health, they mask some significant health inequalities, both intra region and intra sub region. An important question for the SE Plan is how far the spatial plan and Implementation Plan reflect these and other health priorities and support the NHS and other local agencies in tackling them.

1.Introduction - The implications of the development framework set out in the South East Plan are for increased house building and in some cases increased populations. However the changing service models in health care delivery mean that there is not necessarily a direct linear relationship between increased population and the need for large new hospitals. The SHAs and PCTs across the region have begun extensive work on measuring the impact of both population growth and new service models. The general approach of this work is summarised in this submission.

1.2 Since 2003 the SHAs have been working with SEERA and local authorities to assess the impact of the Plan’s proposals and any implications that population growth may have on requirements for Health Infrastructure. 

1.3. The SHAs have undertaken several assessments of the Health needs that may arise as a result of the Plans proposals and also changes to health service models.

1.4. Importantly these assessments factored in the changes to the way NHS services are being modelled and delivered. The results, which are continuing to emerge as the process moves forward, showed that these changes will have an impact upon service demand, configuration of NHS services and therefore, any requirements for additional Health Infrastructure.  

1.5.This work, and further work currently underway across the South East and particularly in the South East Coast area, suggests that although it will be important to continue to secure proportionate and timely revenue and capital funding for growing populations, it will be unlikely that new major Health Infrastructure will be required.  This is because the changes to service modelling and configuration should unlock capacity currently within the system, for example, whilst developments in primary and community care are likely to be required, it is unlikely that major new district general hospitals will be required.

2. 0 National Context – Our Health, Our Care, Our Say

The Government’s White Paper, ‘Our Care, Our Health Our Say’ details a vision of high-quality healthcare support meeting people’s aspirations for independence and greater control over their lives, making services flexible and responsive to individual needs. The intention is to put people more in control and shift to a greater emphasis on prevention.

2.1 People are living longer. There is a need to ensure this means more years of good health and well-being. The number of people aged over 65 with a long-term condition will double each decade. 
2.2 Medical science, assistive technology and pharmaceutical advances will continue to rapidly change the way in which people’s health and well - being can be improved. It is important that the organisation of care fully reflects the speed of technological change. Procedures that could once only take place in hospital can now take place in GP surgeries.e.g endoscopies, vasectomies. Assistive technology raises more possibilities e.g. home chemotherapy, home dialysis and more people can be supported safely in their homes. 

2.3 Our health and social care systems need to be able to improve to offer world class services designed to fit with people’s changing lives, their new expectations, ambitions and opportunities. To do this there will need to be a radical and sustained shift in the way in which services are delivered – ensuring that they are more 

personalised and that they fit into people’s busy lives. We will give people a stronger voice so that they are the major drivers of service improvement.

2.4 Health and social care services will provide better prevention services with earlier intervention. GP practices and Primary Care Trusts will work much more closely with local government services to ensure that there is early support for prevention.  This means a shift in the centre of gravity of spending. We want our hospitals to excel at the services only they can provide, while more services and support are brought closer to where people need it most.

2.5 The intention is to provide more care in more local, convenient settings, including the home. As investment in health grows, primary care and community services will grow faster than secondary care. Future investment decisions will have to be taken with that shift in mind. We will also get better value for money. The same procedure in primary care can cost as little as one third compared to secondary care. Wherever long-term conditions are well managed in the community, emergency bed days are diminished considerably.

3.0 Implications for NHS service configurations
The South East PCTs (supported by the SHAs) have examined what configuration of hospital based services will lead to improved health outcomes and the types of services that can be better provided in primary rather than secondary care settings. 

3.1As previously indicated there is a drive to shift the provision of care and spend away from acute hospital based services to community based services. As part of this process it is also important to consider the more specialist service that would remain on an acute hospital site. In addition to the development of community based services there are a number of other reasons to reconfigure hospital services based on improving clinical outcomes:

· Research showing that units (and individual clinicians) treating more patients achieve better results (clinical outcomes):

· Increasing specialisation and sub-specialisation of major hospital services

· New and evolving technologies requiring investment in highly specialised equipment and staff

· Moves towards consultant led care, especially for the emergency twenty four hour -a-day services (maternity, inpatient paediatrics, emergency surgery, trauma, acute medicine and A&E):

· European Working Time Directive (EWTD) which, from 2009, limits the hours doctors, and other healthcare staff, can work to 48 hours a week

· Changes to the training of post-graduate doctors in leading to the phasing out of the Senior House Officer (SHO) role – known as Modernising Medical Careers (MMC), leading to fewer mid-grade career doctors

3.2 The factors outlined above are making it increasingly difficult to provide a full range of acute services twenty-four hours a-day in relatively small hospitals and indicate we need to change the way that we deliver services. This includes what is delivered from secondary care acute hospital sites and which in some areas may result in potentially significant changes in hospital provision.

4.0 Local context

4.1 Whilst the local health services in the South East area are good at responding in a crisis when someone is ill, they need to do more to help people keep well and provide more resources for supporting people to live independent lives with long term illness. Patients and carers have told us that we need to do things differently to better meet their needs. Doctors and nurses have said that their skills could be used and developed more effectively if we made some changes to the way we do things. 

4.2 Better, easier-to-reach services close to people’s homes will be more convenient and quicker for them to get the care they need. This means investing in new services in the community and looking at whether some services now provided in hospitals can be moved out of hospital settings and be provided nearer to where people live. We would like to tailor services to meet the needs of individuals and not continue to depend on where staff or equipment have historically been located. This kind of thinking could enable people to have their assessment, tests and diagnosis in a more convenient location, closer to home and under the same roof, with minimal waits between each stage.

4.3 This is a real opportunity to bring many of the more routine NHS services right into people’s own neighbourhoods, into local GP surgeries or health and social care centres, leaving the regions major hospitals to concentrate on offering the highly specialist care that only they can provide. In view of the evidence linking better patient outcomes to higher activity volumes referred to above and the shift of more routine activity from the major hospitals, there is likely to be some reconfigurations of major hospitals across the region.

4.4 The South East Coast SHA for example, is looking to address the challenges in relation to the White Paper, delivering improved clinical outcomes and the real financial challenges faced by local services, through a service review titled Creating an NHS Fit for the Future. This is currently taking place across the South East Coast particularly in Surrey and Sussex and in Kent and Medway to a later timetable. The review is being led locally in the local health communities (LHCs) configured around the newly established PCTs. 

5.0 Emerging Models

This review and the changes to the way the NHS delivers services will lead to the development of different models of care.  The descriptions below attempt to provide a flavour of what services could be provided where:

	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 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


5.1 The Local General Hospital has been described in a comprehensive review of the future of the acute hospital carried out earlier this year by the National Leadership Network
.  This report listed a minimum set of acute services required on site to support an A&E department at a local hospital.  These are shown in the table above.  

These hospitals would need to be supported by twenty four hour -a-day access to a full range of acute hospital services, though not necessarily on the same site. 

5.2 As part of the work on the Fit for the Future review the PCTs in Surrey and Sussex are aiming to start consultation late in 2007 and are in the process of refining the options for services on which they wish to consult. The PCTs in Kent and 

Medway are working to a later timetable and are currently talking to stakeholders about the rationale for change and have not yet identified any service proposals. Therefore, it is not possible to describe in detail at this stage, prior to consultation the impact that changes will have on health service infrastructure. 

6.0 Conclusion. The implications of the development framework set out in the South East Plan are for increased house building and in some cases increased populations. However the changing service models in health care delivery mean that there is not necessarily a direct relationship between increased population and the need for additional major health infrastructure in all areas. The SHAs and PCTs across the region have begun extensive work on measuring the impact of both population growth and new service models.  

6.1 Within the NHS, approaches to demand management have begun to shift the demand for care services delivered from more centralised locations such as District General Hospitals, to more local community and primary care provision. This results in reduced demand for more centralised hospital facilities and consequent reduced travel and transport needs but an increased requirement for delivery of services in the community. 

6.2 Two outcomes flow from this :  a  fewer number of very high tech acute hospitals covering a wider catchment area and catering for those who specifically need to have their care delivered in a hospital environment. At the same time,  further development of higher quality, high tech (eg telecare enabled) community based facilities to provide care previously provided in hospital.  These can, and often would be encouraged to be joint ventures with other local providers of services such as social care or educational establishments.  

6.3 The likelihood is that the NHS will not need a major series of new hospitals to be built to meet population growth but may be seeking both the enhancement of a number of larger acute facilities largely on existing sites with the consequent change of use of a number of hospital sites across the South East Region aligned with simultaneous development of such community facilities, sometimes on existing acute hospital premises.  Recent studies in the Milton Keynes South Midlands Growth Area, Kent and Medway and Surrey and Sussex have endorsed the merits of such an approach.  

6.4 Building on this approach it is important that the Plan is able to support innovative ways of delivering accessible healthcare out of the traditional hospital setting. This could be a set of solutions that could include, for example, high street premises, rapid transport for specimens and diagnostic materials, links with commercial telecom systems for telecare and a different type of workforce - such as home assistants. This is why in our original submission to the Plan we suggested that Policy S4 on page 226 should be developed further to ensure that local authorities and the NHS should, where possible, agree an approach for joint planning in order to influence all strategic development. To support this the use of Health Impact Assessment could become an integral part of all Local Development Frameworks decision making. 

London FringeSub-Region

The London Fringesub-region – Summary 

7.0 Sub regional implications: West Sussex ( County Council area, also includes reference to areas covered by the London Fringesub-region as disaggregating this information would remove important context)

9.   London Fringe sub-region : Conclusion 

9.1 NHS Infrastructure  :The implications of the development framework set out in the South East Plan are for increased house building and in some cases increased populations. However the changing service models in health care delivery mean that there is not necessarily a direct linear relationship between increased population and the need for increased health infrastructure in all areas. The SHAs and PCTs across the region have begun extensive work on measuring the impact of both population growth and new service models.  The exact impact of the Fit for the Future review will continue to emerge as the SE Plan Implementation plan is rolled out. The SHAs and PCTs will continue to advise SEERA and local authorities throughout this process.

9.2 Health inequalities :The health profile information presented in Annex 1 demonstrates some of the key health and demographic challenges for the London Fringe sub region. Although many parts portray good overall health, they mask some significant health inequalities, both intra region and intra sub region. An important question for the SE Plan is how far the spatial plans and Implementation Plan reflect health priorities and support the NHS and other local agencies in tackling them.

� updated by SEERA prior to EiP and available online at http://www.southeast-ra.gov.uk/southeastplan/key/infrastructure.html


� “Strengthening Local Services: The Future of the Acute Hospital”, report of the National Leadership Netowrk Local Hospitals Project, March 2006.
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