KENT COUNTY COUNCIL

NHS OVERVIEW AND SCRUTINY COMMITTEE

MINUTES of A meeting of the NHS Overview and Scrutiny Committee held at
Council Chamber, Sessions House, County Hall, Maidstone on Friday, 8th June,
2007.

PRESENT: Mr A R Chell (Chairman), Mr M J Fittock (Vice-Chairman), Mrs C Angell,
Mr M J Angell, Mr AD Crowther, MrD S Daley, Mr D A Hirst, Mr G A Horne MBE,
Mr | T N Jones, DL (Substitute for Ms A Harrison), Mr J F London (Substitute for Ms
B J Simpson), MrW V Newman, DL (Substitute for Mrs E D Rowbotham) and
Mr M J Northey (Substitute for Mr R Tolputt)

OTHER MEMBERS PRESENT: Mr G Gibbens, Mr P Lake.

OBSERVERS: Mr R Appadoo (West Kent Primary Care PPIF), Ms C Swann (Kent
and Medway Mental Health and Social Care PPIF), Mr D Easton (East Kent Hospitals
PPIF) and Mr J A Ogden DL (Chairman of KCC Standards Committee).

IN ATTENDANCE: David Turner, HOSC Research Officer and Denise Fitch,
Assistant Democratic Service Manager (Policy Overview).

UNRESTRICTED ITEMS

28. Membership change
(ltem. 1)

It was noted that Mr J A Davis had replaced Mr C Hibberd, and Ms B J Simpson had
replaced Mrs P A V Stockell as Members of the Committee.

29. Minutes — 11 May 2007
(ltem. 3)

RESOLVED that the Minutes of the meeting held on 11 May 2007 were correctly
recorded and that they be signed by the Chairman.

30. Matters arising relating to the Minutes

1. Business Plan for the Private Finance Initiative (PFI) — Pembury (Minute No. 25
of 11 May 2007)

(i)  Mr Crowther stated that there was a chapel on this site that had served the
hospital for many years. It was proposed to demolish this and use the space for car
parking. English Heritage had now listed the building and he believed that the
Committee should express its support for the retention and protection of this building.
The Chairman said that clarification would be sought from the Trust and fed back to
Members.

2. Maidstone and Tunbridge Wells PPl Forum
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(i)  Mr Fittock mentioned a letter from the Maidstone and Tunbridge Wells PPI
Forum relating to the meeting on 11 May 2007 and asked how the Committee would
be dealing with it. Mr Chell stated that he had not seen the letter but that he would
talk to Mr Fittock outside of the meeting about this.

3. Local Involvement Networks (LINks)

(i) Mrs Angell stated that it was important for the Committee to be kept informed
about developments regarding the introduction of LINKks.

(iv) Mr Chell confirmed that there would be a full report on LINks on the agenda of
the July meeting.

4. Community hospitals in west Kent

(v) Mrs Angell expressed regret that a stakeholder meeting in relation to the review
of community hospitals in west Kent had been held on the afternoon of the County
Council meeting on 17 May and, therefore, it had been difficult for Members to
attend. Mr Chell stated that the community hospitals review would be on the agenda
for the next meeting of the Committee. The good news arising from the review was
that it was planned to retain all the community hospitals in west Kent.

31. Urgent Business

The Chairman stated that he was of the opinion that the committee should receive
representations about the renaming of the Minor Injuries Unit at Edenbridge and
District War Memorial Hospital as a matter of urgency, as this change had already
been made and, therefore, it was not appropriate to leave this item until the next
meeting.

32. Stourcare - Out of Hours Service

(Item. 4)

(Peter Robinson, Eastern and Coastal Kent Primary Care PPIF, Jayne MacDonald,
Head of Primary Care and Community Contracts, and Lynne Selman, Director of
Citizen Engagement and Communications, Eastern and Coastal Kent PCT, were in
attendance for this item)

(1) Mr Robinson set out the background to the StourCare Out-of-Hours service and
the change to the contract, which had been the subject of a recent review after six
months of operation. He stated that joint working between the Forum and the NHS
Overview and Scrutiny Committee had led to a satisfactory outcome. He made the
Committee aware that there would be a full review of the Out-of-Hours Service in late
2007 or early 2008 for the PCT area and the existing contract had, therefore, been
extended to the end of May 2008. He stated that he believed the PPIF and the NHS
Overview and Scrutiny Committee should be involved in this review at an early stage.

(2) Ms Jones stated that, as a result of the work of the PPIF, there had been a
renegotiation of the contract between the PCT and StourCare and a satisfactory
result for the public in the area had been achieved. She highlighted the fact that the
PCT was part of the national pilot for the Urgent Care Review programme. Work on
this had started and the PPIF had a representative on the Project Board.
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(3) Inrelation to engaging with the public and organisations, Ms Selman stated that
the PCT was setting up a “virtual panel” across the PCT area to use for consultation
for the Urgent Care pilot. This was a key part of their ongoing work.

(4) The Chairman expressed the Committee’s thanks to Mr Robinson for the
detailed piece of work that the PPIF had undertaken and stated that this was a good
example of PPIFs being the “eyes and ears” of the NHS Overview and Scrutiny
Committee.

(5) RESOLVED that the update on StourCare Out-of-Hours Service be welcomed
and noted.

33. Renaming of the Minor Injuries Unit at Edenbridge and District War
Memorial Hospital

(Dr A Russell, Chairman of the League of Friends of Edenbridge and District War
Memorial Hospital, and Julian Ross, Director of Public Engagement and Sharon
Jones, Director of Community Services, West Kent PCT, were in attendance for this
item)

(1) A petition from the League of Friends of Edenbridge and District War Memorial
Hospital regarding the Minor Injuries Unit at the hospital (attached as Appendix 1 to
these Minutes) was tabled, along with information supplied by West Kent PCT
(attached as Appendix 2). The Chairman welcomed Dr Andrew Russell to the
meeting and invited him to address the Committee. Dr Russell made the following
points:-

o The Minor Injuries Unit at Edenbridge had been a nurse-led unit for the
past nine years and had worked satisfactorily.

o On 24 May the West Kent PCT at their Board meeting had decided, on
safety grounds, that the unit should be renamed a “Treatment Clinic” with
immediate effect.

o A consultation period on the future of the Clinic was due to run from 2 July
for three months and he expressed concern that the name change had
occurred one month before the official consultation period had started.

o The PCT had given the reason for the renaming as the low throughput of
patients, which did not give staff adequate exposure to all types of case for
the safety of patients.

° He made the point that there had never been any question of poor safety;
the unit had a 100% safety record, with no complaints.

o He highlighted the important support given to the unit by Dr Julian Webb,
the A&E consultant who covered this unit and others in the area. He
audited the unit’s work regularly and visited the unit weekly to discuss the
work with nurses; in the view of Dr Webb, the unit was safe.

o The nurses at the unit rotated with colleagues at the Sevenoaks Hospital
Minor Injuries Unit and, therefore, saw the same case-mix.
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(2) In conclusion, Dr Russell stated that he believed that the name change at this
time, before a consultation on possible closure of the Unit, would lead people to
believe that the Minor Injuries Unit had already ceased to exist. This would prejudice
the consultation that was about to take place and, therefore, was unfair. He
suggested that the question of the final closure of the Unit might be a subject for
further consideration by the NHS Overview and Scrutiny Committee.

(3) Ms J Ross was invited to speak and stated how disappointed she was that the
good news in relation to community hospitals had been overshadowed by more minor
issues. She made the following points in relation to the Minor Injuries Unit at
Edenbridge:-

o The PCT had taken legal advice and they had the right to change the
name of the unit.

o Out of the 11 patients a day that were seen in the unit, 50% were sent by
GPs for re-dressings or Electrocardiograms (ECGs). ECGs had actually
already been paid for in the General Medical Services contract and did not
need to be provided in a Minor Injuries Unit.

o The issue was not the safety of the current service. Rather, there was a
risk in retaining the name “Minor Injuries Unit” that, if a patient were to
present with a serious injury, the service would not be able to cope, given
that it was not used to such cases. The name “Treatment Clinic” was a
more accurate reflection of the service actually being provided.

o The PCT would be going out to consultation on the future of the renamed
Treatment Clinic.

o The PCT had data from 2004 and the numbers using the unit had not
changed. Although it had the support of the local community, it was not a
well-used facility.

o It should be noted that the outcome of the review of community hospitals
was: to keep all six hospitals; to re-open those beds that had been closed
in recent years; and to bid for national capital funding. This new
investment would include modernising the x-ray facilities at Edenbridge.

o Another contentious issue that had arisen was the matter of possibly
transferring the Renal Dialysis Unit to Tonbridge Cottage Hospital. This
would be going out to consultation. On the whole, the outcome of the
community hospitals review was very good news — and the controversy
around the small changes at Edenbridge and Tonbridge should not be
allowed to obscure this.

(4) Ms S Jones stated that she had a clinical background and a passion for
community hospitals. She corrected the statement made by Dr Russell regarding Dr
Webb, the A&E consultant. Dr Webb was not clinically in charge of the Minor Injuries
Unit at Edenbridge: he only audited clinical notes, not the actual work of the unit.
Only 9-11 patients a day used the unit, and 50% of them attended to have their
dressings changed; this was not a proper workload for qualified nurses. There was
not the throughput of patients at Edenbridge to consolidate training and there were
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problems getting nurses to work there. She said, from a personal point of view, that if
she were a Nurse Practitioner she would not stay in that unit. There was actually
only one member of staff who rotated between Edenbridge and Sevenoaks Hospital.
She stated that there was no one definition of a Minor injuries Unit. When the
Healthcare Commission and PriceWaterhouseCooper had audited emergency units,
they had broken them down into three types. Type 1 was a full A&E unit; Type 2 saw
at least 20,000 patients a year; and Type 3 saw at least 10,000 patients a year.
Edenbridge was seeing just 3,000 patients a year and, as such, did not even count
as a Type 3 facility. In changing the name of the unit at Edenbridge, the PCT was
merely calling it what it really was — which was a Treatment Clinic.

(5) The Chairman stated that he welcomed the result of the community hospitals
review overall. Members made a number of points in response to what they had
heard and Ms Ross responded.

(6) RESOLVED that:-
(i) the presentations and discussions be noted;

(i) the next meeting of the NHS Overview and Scrutiny Committee would
consider West Kent PCT’s community hospitals review in its totality.

34. Vice-Chairman in the Chair

Mr Fittock, Vice-Chairman, took the Chair for the remainder of the meeting, as the
Chairman had to leave early, for which he apologised.

35. General Pharmaceutical Services

(Item. 5)

(Mike Keen, Chief Executive of the Kent Local Pharmaceutical Committee, Professor
John Butler, the Chairman of Kent and Medway Pharmaceutical Regulations
Committee, Julia Ross, Director of Civic Engagement, West Kent PCT, Jayne
Macdonald, Head of Primary Care and Community Contracts, Eastern and Coastal
Kent PCT and Anne Bretherton, Chief Pharmacist, West Kent PCT, were in
attendance for this item)

(1) The Chairman welcomed Mr Keen to the meeting and invited him to give his
presentation. Mr Keen’s presentation (attached as Appendix 3) covered the
following:-

What is a Local Pharmaceutical Committee?

Where does it draw its powers from?

How does pharmacy help to improve services to patients?
How does pharmacy help public health?

What is control of entry?

(2) Professor Butler from the Kent and Medway Pharmaceutical Regulations
Committee, the body responsible for awarding contracts to applicants for pharmacies,
explained that the number of pharmacies in Kent and Medway over the past 15 years
had remained approximately the same. However, the location of the pharmacies had
changed; and large pharmacy companies had taken an increased share of the
market. There was a tendency to have more pharmacies in supermarkets and also
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to move pharmacies out of high streets and to co-locate with doctors’ surgeries,
which ran in parallel with the increase in the redevelopment/relocating of doctors’
surgeries. Professor Butler explained that in rural areas under regulations it had
been possible since 1982, with consent, for doctors to dispense, as often in these
areas it was not commercially viable for pharmacists to operate.

(3) Ms Bretherton stated that in Kent the PCTs were looking at formally setting in
place a Clinical Governance Framework based on the national programme. East
Kent PCT had the responsibility to carry out the performance monitoring visit. In
West Kent every pharmacy had a visit and pharmacist would go on the visit with a lay
Member. This visit would be pre-arranged and anything arising from it would form
part of an action plan. PCTs gave pharmacies help and support so that they could
address any issues identified as requiring action. In relation to a question on
counterfeit drugs, she stated that the PCT had no influence as this was a national
problem. In relation to unused drugs, Ms MacDonald and Ms Bretherton stated that
they headed teams of Prescribing Advisors who visited GP practices and supported
GPs. Members asked a number of questions, and received responses, regarding the
following points:-

o As regards the regulation of pharmacists, it was explained that they had a
professional code of ethics and that their professional body, the Royal
Pharmaceutical Society of Great Britain, played a regulatory role (although
the regulatory and representative functions of the Society were to be
separated under planned reforms to the regulation of healthcare
professionals).

o All pharmacies had to agree their opening hours with the contracting PCT.
New pharmacies had to specify their total opening hours and their core
contract hours, which had to be at least 40 hours per week. When the
Pharmaceutical Regulations Committee received an application, the
applicant usually offered to open in excess of 40 hours, but contractors
were able to withdraw from any commitment to provide additional hours
(with three months’ notice). The Committee could only accept the hours
that were being offered — if the pharmacy did not offer to open on
Saturdays or Sundays, or in the evening, then they could not be forced to
do so. Given a choice of applicants in the same area, the Committee
would choose the one offering the greater coverage, other things being
equal.

o One of the problems with the regulatory system was that it was reactive.
Pharmacists chose where they wished to provide services and there was
no direct means of directing provision at underserved areas. PCTs worked
to try and develop local pharmacy services where there were gaps. There
were certain areas where pharmacists would not find it attractive to open
up a pharmacy; on the other hand there were others areas that were
“‘over-pharmacied” — for example, Westwood Cross Retail Park in Thanet,
which did not necessarily need the four pharmacies that it had.

o The Galbraith Inquiry, which was looking at the NHS pharmacy “control of
entry”, was due to report before the end of June (although the report itself
might not actually be published). This could lead to further reforms in the
“control of entry” mechanism.
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o The provision of “advanced” and “enhanced” services by community
pharmacists was a cost-effective way of providing medical help and advice
in the community.

° PCT prescribing advisors went round to every GP practice, to provide
unbiased evidence on drugs, thereby acting as a counterweight to the
targeting of GPs by pharmaceutical companies. GPs valued this advice.

(4) The Chairman thanked the presenters and representatives from the PCTs for
attending the meeting and giving Members an interesting overview. He stated that
the NHS Overview and Scrutiny Committee hoped to be able to contribute to the
discussion about the future of the “control of entry” regulations following the Galbraith
Inquiry.

(5) RESOLVED that the presentations and discussions be noted.

36. Infection Control

(Item. 6)

(Rose Gibb, Chief Executive, Amy Page, Service Improvement Director, Maidstone
and Tunbridge Wells PCT, James Nash, Director of Infection Prevention and Control,
East Kent Hospitals NHS Trust, Mark Devlin, Chief Executive and Iris Smith, Director
of Infection Control, Dartford and Gravesham NHS Trust and Helen Goodwin, Head
of Governance and Risk with Kath Hughes, Modern Matron for Infection Control,
Medway NHS Trust were in attendance for this item)

(1) The Committee received presentations from each of the Acute Hospital Trusts
across Kent and Medway regarding the processes and procedures that they had put
in place concerning infection control and the incidence of hospital-acquired infection
within each Trust (attached as Appendix 4). Members’ questions were answered by
PCT colleagues.

(2) In response to a question from a Member, Ms Hughes undertook to provide
Members with data showing the numbers of patients that had contracted Clostridium
difficile and MRSA, expressed as a proportion of the total number of patients treated.

(3) RESOLVED that health colleagues be thanked for their informative
presentations.

37. Public Health Strategy for Kent

(Iltem. 7)

(Meradin Peachey, Director of Public Health, and Mark Lemon, Policy Manager, KCC
Department of Public Health were in attendance for this item)

(1) Mr Gibbens introduced the latest draft of the Public Health Strategy for Kent,
which had been circulated to key stakeholders for comment and discussion before
being taken to a meeting of the full County Council on 24 July 2007. Ms Peachey
stated that she was pleased the Committee were looking at this. It was an opportunity
for the PCTs and KCC to clarify what they meant by public health. The strategy set
out six key outcomes for all partners to focus on. Some of the targets were already
part of the Local Area Agreement for Kent. Mr Lemon emphasised that the document
was work in progress and, even when agreed, it would still be work in progress, as
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the strategy would continue to evolve and develop. After the County Council meeting
on 24 July 2007 the document would go out to public consultation.

(2) Members made the following comments on the document:-

It would be helpful to have more discussion in the document on food — for
example, the importance of adequate information being shown on food
packaging, so that informed choices could be made; and also the need for
information about how to find healthy, local food.

In relation to obesity, the “pleasure principle” was important: a healthy diet
and lifestyle needed to be presented as enjoyable.

It was noted that KCC’s Environment and Regeneration Directorate had
set a good example of encouraging staff to take exercise in an enjoyable
way.

The Healthy Schools programme was acknowledged as another good
example of promoting healthy lifestyles.

The Alcohol Abuse Select Committee’s recommendations would feed into
the next version of the Strategy, which was due to be published in October
2008.

Members were pleased to see that mental health was included in the
document.

It was noted that a lot of work had been done to reduce teenage
conception rates.

Members who sat on Local Strategic Partnership Boards would find it
helpful to have advice about how to challenge other organisations to
ensure that they were working along the lines set out in the strategy. It
was noted that once the document had been agreed, there would be
discussions with the Local Strategic Partnerships and district authorities.

The challenges around health inequalities were starkly illustrated by the
different life-expectancy rates found in geographically adjacent wards in
some parts of the county.

It would be useful to have a map of the county illustrating the different
indices, so that the various aspects of health inequalities could be visually
presented.

It was noted that Environmental Health, which was a district council
function, was key to public health — but it was important to look at major
public health issues where all local authorities could make a big difference
to a large number of people. One of the main issues that district councils
wanted action on was air-quality improvement.

It was noted that the County Council was a major player in relation to
public health and had the opportunity to have a very powerful lobbying
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voice but it was important to be very careful about which issues were
selected for lobbying.

o It was suggested that establishing “excellence in public health” awards for
organisations could be considered.

(3) An undertaking was given that as part of the consultation on this document, it
would go to PPIFs.

(4) RESOLVED that the latest draft of the Public Health Strategy for Kent, and
comments made by Members of the Committee, be noted.

38. Fit for the Future update
(Item. 8)

(1) Tabled at the meeting was a paper from Ms J Ross, Director of Civic
Engagement for West Kent PCT, which set out the current situation regarding Fit for
the Future (attached as Appendix 5). Work on Fit for the Future was continuing, with
the health economy across Kent and Medway on track to deliver a formal update for
all stakeholders in July. At an extraordinary County Council meeting on 24 July
2007, the PCTs would have an opportunity to share more detail about next steps
regarding Fit for the Future and there would be an opportunity for Members to speak
to a range of clinicians and staff about the service improvements that were planned.
Once the public document was published, there would the opportunity for a full
discussion with the Committee and to discuss in detail about what would happen next
in west Kent.

(2) RESOLVED that the report be noted.
39. Date of Next Programme Meeting

(1) Tabled at the meeting was a paper from Ms J Ross, Director of Civic
Engagement for West Kent PCT, which set out the current situation regarding Fit for
the Future (attached as Appendix 5). Work on Fit for the Future was continuing, with
the health economy across Kent and Medway on track to deliver a formal update for
all stakeholders in July. At an extraordinary County Council meeting on 24 July
2007, the PCTs would have an opportunity to share more detail about next steps
regarding Fit for the Future and there would be an opportunity for Members to speak
to a range of clinicians and staff about the service improvements that were planned.
Once the public document was published, there would the opportunity for a full
discussion with the Committee and to discuss in detail about what would happen next
in west Kent.

(2) RESOLVED that the report be noted.
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Minute ltem 33

Petition to the NHS Overview and Scrutiny Committee of Kent County
Council by the Leaque of Friends of Edenbridge and District War
Memorial Hospital

Subject of the Petition

1. On May 24 the West Kent Primary Care Trust Board announced that the Minor
Injury Unit (MIU) at Edenbridge Hospital should be renamed as a treatment clinic
with immediate effect for safety reasons;

The PCT should consult on the closure of the Treatment Clinic, currently the MIU
The PCT should provide a redressing clinic for 1 to 2 days a week for existing
patients until such time as current patients are discharged when it should cease;
and

4. That new redressing patients are redirected to other services.

@ N

In subsequent discussion with the PCT it is confirmed that the proposed new Treatment
Clinic will continue to function as the present Minor Injuries Unit during the consultation
period commencing July 2.

Thus the only substantive change during the consultation period is one of name but not
of function. This change is recommended by the PCT Board on grounds of the alleged
safety of the patients.

The patients are alleged to be at risk because the number of patients seen is deemed to
be too low to maintain the competence of the Emergency Nurse Practitioners who staff
the unit.

The grounds for objection to the name change before the consultation period

1. If the unit continues to function as previously during the consultation period there is
no reason to change the name.

2. The present Minor Injury Unit has a 100% safety record and has been running as a
nurse led unit since 1998. There has never been a complaint from the public.

3. The Consultant Surgeon in clinical charge is very supportive of the unit, visits
weekly to see patients and staff and carries out a regular audit of the work.

4. No arguments of substance have been advanced to justify the renaming of the unit
without due consultation.

5. The inevitable consequence of a change of name without consultation will lead
members of the public to believe that the Minor Injury Unit has ceased to exist.
This could adversely affect the availability and operation of the unit during the
consultation period.

6. A proper consultation can only take place in relation to the entirety of the Board’s
decisions and not part only.

7. The name should not be changed prior to consultation taking place.

Dr Andrew Russell, Chairman, League of Friends

June 5 2007
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Summary for NHS Overview and Scrutiny Committee 8 June 2007
Edenbridge Minor Injuries Unit
1. Definition of a Minor Injury Unit

There is no one definition of a Minor Injuries Unit. The Health Care Commission,
working with Price Waterhouse Coopers, undertook reviews of all A&E units during
2004/5. These were mandatory audits carried out in acute trusts and PCTs that
delivered significant levels of A&E services. This included nurse led Minor Injury
units and walk in centres. They defined them as type 1, 2 and 3. Types 1 are those
units with access to a full range of specialist departments, such as eye departments
and children’s A&E departments. Type 2 included Gravesham Community Hospital
as it treats 20,000 patients a year whilst type 3 included those minor injuries units
departments where the level of attendances were more than 10,000 patients per
year. Whilst Gravesham and Sevenoaks MIUs were included in these audits the
Edenbridge Minor Injuries Unit was excluded by the auditors as its attendances were
deemed too low. Therefore, in this context, it can be argued that Edenbridge MIU
was not regarded as an MIU.

The PCT has also assessed the access criteria and key characteristics of both minor
injuries units and walk in centres across England.  The following seem to be
common features in all minor injury units and are also reflected in a Kings Fund
Document on Walk in Centres."

e Initial Point of Contact. Patients attend with new unforeseen health problems
to the unit as the first point of contact. They are not referred to the unit by
another service;

e Immediate Access. Patients require neither appointment nor referral,

e No or limited follow-up care. Treatment or advice is given for the presenting
problem. If further care is needed patients are advised and redirected to
attend the appropriate services;

e No substitution of care. Minor Injuries Units are not substitutes for care that is
provided elsewhere.

2. Observations

It appears that the Edenbridge Minor Injuries Unit is working outside these criteria as
patients are often referred to the unit, there are high levels of follow up care given
and a primary care treatment/redressing service makes up a significant part of its
activity. In all these aspects it is an outlier when compared to the other units.
Therefore it is the PCT’s view that this service is not serving its primary function of a
MIU and should be renamed as a treatment/redressing service. This is not changing
the service that it provides, but giving it a name that more accurately describes the
service offered. Legal advice was taken prior to this action being instigated.

! Mountford L, Rosen R (2001) ‘NHS Walk-in Centres in London An initial assessment’, Kings Fund
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3. Activity Levels

To provide care safely, health care professionals need to treat a critical mass of
patients to be able maintain their skills. This argument would apply even in a health
system with unlimited resources. The strategic review looked at the statistics for
average attendances at a range of MIUs and took note of the Healthcare
Commission report previously mentioned. On the basis of this and the professional
judgement of the members of the management team responsible for clinical
governance an MIU would need to see a minimum of 20-30 appropriate patients per
day to be clinically viable. Edenbridge falls far short of these levels.

On average Edenbridge MIU sees between 9 — 11 patients a day. It has recently
increased up to 14 patients a day but often a service under scrutiny will gain a
temporary increase in activity. Up to 50% of these are for redressings that could be
undertaken in a clinic or GP practice environment. These also do not require to be
undertaken by an Emergency Nurse Practitioner. A local GP practice also sends
patients to the unit for ECGs whereas it is more usual (and we would argue better for
the patient) for these to be undertaken at the practice.

There has been concern that the opening hours limit the number of patients attending
the unit. Modelling the peak activity times against the other three units the PCT
manages (Sevenoaks, Gravesend and the Urgent Care Centre at Darent Valley
Hospital) it is clear that mornings (9 — 12) and early evenings (4 — 7) are the busiest
times. However looking at the data opening the unit for longer hours would only
mean an increase of 3 — 5 patients a day and would require a disproportionate
increase in staffing costs. Also as up to 50% of attendees at Edenbridge MIU are for
redressings, only 1 to 3 of these patients would be true MIU attendees.

It has been suggested to the review team that the Minor Injuries Unit should provide
leg ulcer care on behalf of a local practice. However, it is not normal practice for a
minor injuries unit to provide this service and is outside the key characteristics of an
MIU as described above. Redressings and leg ulcer care also do not require an
emergency nurse practitioner. The Minor Injuries Unit would not be functioning
appropriately.

Another issue that has been raised is that the unit is not effectively advertised and so
unknown by the local population.  This is incorrect. The unit is advertised on
websites, in directories, and in neighbouring cottage hospitals. Also we had 140
people attending a stakeholder workshop in April who were all aware of the unit.
The unit has come under scrutiny in 2002 and 2004 and on these occasions up to
4,000 people have expressed their views on the unit. Therefore it is well known
locally.

Concerns had been expressed that the threat to the MIU was as a result of financial

considerations. While it is the PCT’s duty to ensure that it obtains value for money,
as we have shown the reason for these recommendations are clinically based.
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COMMUNITY HOSPITAL MIU ATTENDANCES

COMMUNITY HOSPITALS ATTEND | ATTEND | ATTEND
per per per
DAY MONTH YEAR
Cromer Hospital 25 173 >9,000
Weymouth Hospital 43 1,333 16,000
St Albans Hospital 27 834 10,000
Orsett Hospital (Thurrock) 36 1108 13,300
North Cambridgeshire Hospital 33 1000 12,000
Royal Victoria Infirmary Newcastle 19 583 7,000
Trafford Hospital 27 808 9,700
Uckfield Hospital 33 1000 12,000
Crowborough Hospital 11 333 4,000
Chippenham Hospital 79 2416 29,000
Withernsea Hospital 16 475 5,700
Southmead Hospital (Bristol) 55 1666 20,000
Stratford (Warwicks) Hospital 23 691 8,300
Mendip Hospitals 26 800 9,600
Panteg Hospital (Gwent) 27 833 10,000
St Mary’s Hospital (Portsmouth) [includes Walk- 137 4166 50,000
in Centre)
Grinden Lane Primary Care Centre 55 1666 20,000
(Sunderland)
Average (minus highest and lowest) 35 1026 12773

Figures assume opening 365 days per year.
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West Kent Community Hospital Review

Conclusions & Recommendations

1. Introduction

This document brings to the PCT Board the recommendations of the review team
looking into the future of our Community Hospitals.

The purpose of this report is to provide a summary for the PCT Board concerning:

The outcome of the review of the Community Hospitals;
To outline the strategic review document;
The key recommendations of the review;
To seek approval of the recommendations of the review.

The review has taken a long time to complete and it is recognized that this has been
an unsettling period for stakeholders — particularly for staff who have been concerned
about their futures. The executive management team is grateful for the contributions
made by stakeholders and appreciative of the patience shown. There are some
significant findings arising which would probably not have come to light without such
a comprehensive exercise.

If the recommendations are supported, public consultation will be needed regarding:

the closure of the Minor Injuries Unit at Edenbridge and District Memorial
Hospital
The reprovision of the Livingstone Hospital.

2. Summary of Key Proposals

There is a significant degree of variation in practice throughout the 6
community hospitals. By adopting best practice consistently in all of them,
particularly with a focus on active rehabilitation, we expect to make major
improvements to the quality of care provided while at the same time improving
efficiency and cost effectiveness.

Based on an exercise to model the need for community hospital beds, the
current open bed base would be sufficient were all community hospitals
currently operating in the optimum way. However, since they are not, it will be
necessary to reopen 18 beds in the short term to meet demand.

As services evolve over the next 3-5 years, it will be necessary to reopen all
the existing closed beds. While these will not all be required in the short term,
we propose to open them in advance of need just as soon as the revised
models of service are put in place and staff recruited.

Not surprisingly, there is strong and widespread support within the area for our
community hospitals. This is shared by our executive team as we see
community hospitals as being a key component of our strategy to provide
more care for people more locally.

There is a need for all the hospitals in the south of the area to remain in place
and continue to provide the majority of services as at present, though many of
these services will need to be modernized. We plan to make a number of
investments in these to augment service.
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» The fabric of the Livingstone Hospital in Dartford no longer meets modern
requirements. A cost benefit analysis of refurbishment, reprovision or
rebuilding will need to be done. The working assumption, subject to the cost
benefit analysis and a full business case, is that reprovision may be the most
likely option. However, the model of care provided at the Livingstone is
excellent despite the challenging physical environment and will be retained in
whatever the physical manifestation of the successor building.

» The MIU at Edenbridge Hospital is not clinically viable and should be closed.

3. Background & Context

The former PCTs in South West Kent and Maidstone Weald commissioned a review
of their community hospitals in August 2006. The scope of the review originally
focused on the four community hospitals in the south of the PCT area. However the
formation of West Kent PCT on 1 October 2006 resulted in 2 more community
hospitals being part of the PCT and so the scope was expanded. Originally, the
review had an emphasis on the financial aspects of the community hospitals.
However the brief was made more extensive and comprehensive to ensure that it
was patient focused, considered quality, efficiency, effectiveness and sustainability of
the services. These areas were placed at the heart of the review.

Most of the PCT’s community hospitals pre-date the NHS and were established
and/or have benefited from local benefactors. One was built with local donations as
a war memorial. The PCT recognizes that its community hospitals have a civic
importance for communities and that there is a strong sense of local ownership.
However, the current locations reflect history rather than an overall plan. To some
extent the services currently provided in community hospitals also reflect history as
much as strategic planning.

4. Principles
The following principles set the context for the review:

= West Kent PCT has a challenging financial position. The community hospital
review is set within this context. Affordability and sustainability are key to the
future of the community hospitals.

= However it was equally important to ensure that the following were also core to
the review:

Safety & Governance
Quality

Efficiency

Quality of environment
Equity

VVVYVYY

Considerations of privacy and dignity, infection prevention and control were intrinsic
to the Safety & Governance and Quality of environment.

5. Findings

5.1 Patients in community hospitals need high quality care that gets them well as
quickly as possible to enable them to return home and to families. There are real
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dangers for patients remaining in hospital beds for longer than necessary. There
are unnecessary variations in the average length of stay in the community
hospitals. There is also potential to improve the efficiency in the use of
community hospital beds by improving the average stay to 18 days. This requires
an active rehabilitation focus which will be necessary if the PCT is to deliver the
service modernisation required by our aspiration for many more people to be
cared for in local settings. The current range varies from 26 to 18 days once long
stay patients, such as continuing care patients, are excluded. Therefore the
community hospitals need to improve efficiency and the throughput of patients to
allow an increase in capacity. The PCT has a range of adult community health
services that can provide care in the patient's home to allow this to happen. The
PCT is also about to commence a review of adult community health services to
ensure that it is well placed to support the improvement in the average length of
stay in the community hospitals.

Not all of the hospitals were able to demonstrate that they have written and
agreed admission and referral criteria, operational policies and a modern set of
service standards. It is essential that each hospital has these written and agreed
as well as a service level agreement against which they are performance
managed.

Further work can also be undertaken to use the day centres more effectively and
efficiently. This would mean that some patients could be offered day care to
provide for their health needs rather than being admitted to a community hospital
bed. This is particularly the case for those who need rehabilitative care.

5.2 The PCT needs to ensure that all the community hospitals implement the best
practices as advised by the Department of Health and the Chief Nursing Officer of
England. These include The Essence of Care and the Chief Nursing Officer’'s 10
Key Roles for Nurses and 10 Key Roles for Allied Health Professionals. ‘The
Essence of Care’ has been designed to support the measures to improve quality
set out in ‘A First Class Service’ and is an important part of implementing clinical
governance at a local level. The benchmarking process outlined in “‘The Essence
of Care’ helps practitioners to take a structured approach to sharing and
comparing practice, and enables them to identify best practice and to develop
action plans to remedy poor practice. The 10 key roles empower nurses and
allied health professionals to undertake a wider range of clinical tasks including
the right to make and receive referrals, admit and discharge patients, order
investigations and diagnostic tests, run clinics and prescribe drugs. At present
the implementation of both of these has not been systematic or even (in the case
of the Essence of Care) implemented at all in some of the community hospitals.
Implementation of these would help to ensure that the effectiveness and
efficiency of the services is consistent across the PCT area. They would also be
used as the tools that would ensure that the National Service Frameworks for
Older People and Long Term Conditions are consistently implemented and
evidenced in all the community hospitals. This would include the following:

» Performance data on activity, length of stay, skill mix levels, costs and
standards of care;

»= An agreed number of clinical and documentation audits;

»= The clinical audits focussed upon evidence based care;

= A programme for the Essence of Care will be implemented and monitored;
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* Yearly benchmarking exercises.

Each hospital should have its own governance framework based on the models
that have already been put in place within the PCT. Each hospital should have its
own governance group with terms of reference that covers:

Patient care issues such as complaints, falls, infections;

Essence of Care and other benchmarks

Sharing lessons learnt from incidents elsewhere in the PCT;
Checking that clinical supervision is in place and is being effective;
Organization and delivery of care is evidenced based.

5.3 The 6 community hospitals have 177 beds of which 115 are currently open. The
modelling has shown that if we were more efficient we currently have the correct
number of beds open for the current and future population growth. Our future
plans for services closer to local communities will allow for the prospect of the
PCT making greater use of community hospital beds and facilities — providing the
care is up to date, the standards are high and the costs are economic. Whilst we
still have work to do to agree the balance between inpatient beds and other
services it is clear that we need to provide these beds more efficiently. The
modelling we have done is based on improving our average length of stay to 18
days. The current range varies from 26 to 18 days once long stay patients, such
as continuing care patients, are excluded. Whilst the current model of care is not
as efficient as it could be, it is clear that there is enthusiasm, vision, expertise and
commitment by the staff in the care and expertise that they provide.

5.4The PCT needs to make its services affordable and it appears that there are
variations in the costs of running the community hospitals. This seems mainly to
be a variation in skill mix with some hospitals having a high level of registered
nurses and a low level of band 2 and 3 nurses i.e. support staff or “health
care/rehabilitation assistants”. There are also apparent differences in the cost of
hotel services and in particularly catering costs. It is planned that further work will
be undertaken once the Head of Facilities management is in post to understand
this across the three current providers within the PCT area.

5.5Edenbridge Minor Injuries Unit
5.5.1 Definition

There is no one definition of a Minor Injuries Unit.  The Health Care
Commission, working with Price Waterhouse Coopers, undertook reviews of
all A&E units during 2004/5. These were mandatory audits carried out in
acute trusts and PCTs that delivered significant levels of A&E services. This
included nurse led Minor Injury units and walk in centres.  They defined
them as type 1, 2 and 3. Types 1 are those units with access to a full range
of specialist departments, such as eye departments and children’'s A&E
departments. Type 2 included Gravesham Community Hospital as it treats
20,000 patients a year whilst type 3 included those minor injuries units
departments where the level of attendances were more than 10,000 patients
per year. Therefore, whilst Gravesham and Sevenoaks MIUs were
included in these audits the Edenbridge Minor Injuries Unit was excluded by
the auditors as its attendances were deemed too low.
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During this process the PCT has assessed the access criteria and key
characteristics of both minor injuries units and walk in centres across
England. The following seem to be common features in all minor injury
units and are also reflected in a Kings Fund Document on Walk in Centres.?

» |nitial Point of Contact. Patients attend with new unforeseen health
problems to the unit as the first point of contact. They are not referred
to the unit by another service;

= |mmediate Access. Patients require neither appointment nor referral;

= No or limited follow-up care. Treatment or advice is given for the
presenting problem. If further care is needed patients are advised and
redirected to attend the appropriate services;

=  No substitution of care. Minor Injuries Units are not substitutes for care
that is provided elsewhere.

5.5.2 Observations

It appears that the Edenbridge Minor Injuries Unit is working outside these
criteria as patients are often referred to the unit, there are high levels of
follow up care given and a primary care treatment/redressing service makes
up a significant part of its activity. In all these aspects it is an outlier when
compared to the other units. Therefore it is the PCT’s view that this service
is not serving its primary function of a MIU and should be renamed as a
treatment/redressing service.

5.5.3 Activity Levels

To provide care safely, health care professionals need to treat a critical
mass of patients to be able maintain their skills. This argument would apply
even in a health system with unlimited resources.

The strategic review looked at the statistics for average attendances at a
range of MIUs and took note of the Healthcare Commission report
previously mentioned. On the basis of this and the professional judgement
of the members of the management team responsible for clinical
governance an MIU would need to see a minimum of 20-30 appropriate
patients per day to be clinically viable. Edenbridge falls far short of these
levels.

On average Edenbridge MIU sees between 9 - 11 patients a day. It has
recently increased up to 14 patients a day but often a service under scrutiny
will gain a temporary increase in activity. Up to 50% of these are for
redressings that could be undertaken in a clinic or GP practice environment.
These also do not require to be undertaken by an Emergency Nurse
Practitioner. A local GP practice also sends patients to the unit for ECGs
whereas it is possible that these could be undertaken at the practice.

There has been concern that the opening hours limit the number of patients
attending the unit. Modelling the peak activity times against the other three

2 Mountford L, Rosen R (2001) ‘NHS Walk-in Centres in London An initial assessment’, Kings Fund
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units the PCT manages (Sevenoaks, Gravesend and the Urgent Care
Centre at Darent Valley Hospital) it is clear that mornings (9 — 12) and early
evenings (4 — 7) are the busiest times. However looking at the data opening
the unit for longer hours would only mean an increase of 3 — 5 patients a
day and would require a disproportionate increase in staffing costs.

It has been suggested to the review team that the Minor Injuries Unit should
provide leg ulcer care on behalf of a local practice. However, it is not
normal practice for a minor injuries unit to provide this service and is outside
the key characteristics of an MIU as described above. Redressings and leg
ulcer care also do not require an emergency nurse practitioner. The Minor
Injuries Unit would not be functioning appropriately.

Concerns had been expressed that the threat to the MIU was as a result of
financial considerations. While it is the PCT’s duty to ensure that it obtains value
for money, as we have shown the reason for these recommendations are
clinically based. The Edenbridge service is not expensive to run and its unit costs
are within the expected range.

5.6 There is an opportunity to provide a new service at Tonbridge Cottage Hospital
for renal dialysis patients. This arises from the desire of Guys & St Thomas’s
NHS Trust to relocate from the Pembury site. Work has been ongoing to confirm
the viability of this proposal, which also envisages an increase in provision from
14 to 20 units.

5.7 Edenbridge Hospital: The current x-ray facility is close to the end of its useful life
and is in serious need of upgrading if the facility is to meet the challenge of
expansion envisaged in this paper.

5.8 Livingstone Hospital: The service model in place at the hospital is modern and up
-to-date and has been commended by the NHS National Director for Older
People.

The main estates problems are concentrated at the Livingstone Hospital where
inpatient facilities are based in the original hospital building. Although it is
notionally a 38 bedded inpatient unit on the ground floor layout restricts the
practical use to 30 beds and has done for some time. The inpatient unit was
extended in 2002 but still provides cramped working and unacceptable patient
care conditions. The beds are too close together and breach infection control
guidelines. At present this risk is minimised by not using all the beds but even
this measure is inadequate.

5.9 The NHS run day centres should be remodelled so that they maximise their
potential. Any patient not requiring clinical care should be discharged. The
current provision is focussed on social activities rather than healthcare.

5.10 Quality of the Environment
Despite the age of 5 of the 6 community hospitals, the problems associated with

the current buildings are perhaps not as significant as may be expected. The
overall backlog maintenance figure of £500k is relatively low. The bed pan
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washers in all of the community hospitals need to be replaced immediately. This
is an urgent infection prevention and control measure.

Sevenoaks Hospital: The biggest cost will be the refurbishment of the kitchen at
Sevenoaks. It is recommended that a decision as to whether to refurbish this or
not will depend on the outcome of the review of the hotel services. A capital bid
will be developed for 2007 to further develop and improve the infra structure of
Sevenoaks Hospital.

6. Detailed Recommendations

6.1The PCT should implement modern service models, appropriate to individual
need across all sites.

6.2All sites should develop a range of operational, clinical, professional and
managerial policies consistent with national and local best practice.

6.3 Current beds should be reopened in a phased manner once new service models
are in place and recruitment is completed. There are other dependent factors, for
example, if we are successful in a capital bid for Sevenoaks Hospital we will need
to keep some or all of the ward space available for decanting.

6.4The PCT should aim to open the all the beds at Edenbridge and Hawkhurst
Hospitals within three to six months. Seven beds at Sevenoaks will also be
opened within the same timescale. The timetable for the remaining beds at
Sevenoaks will be subject to the outcome of the capital bid (see below) as if that
is successful it will be used as decanting space and in any event are not currently
essential.

6.5 Further work should be undertaken within the next twelve weeks with Guys and
St Thomas’s NHS Trust on the development of the potential renal dialysis unit at
Tonbridge Cottage Hospital. The trust is looking to relocate the unit currently at
Pembury and increase the dialysis units from 14 to 20 for the local population.

6.6 A capital bid should be made in 2007 for Sevenoaks Hospital. The bid should
aim for improvements in:

outpatients

ward areas
rehabilitation facilities
MIU

YV VY

6.7 Edenbridge MIU:

= The MIU service should be renamed as a treatment clinic with immediate
effect for safety reasons

= The PCT should consult on the closure of the treatment service, currently the
MIU

= The PCT should provide a redressing clinic for 1 to 2 days a week for existing
patients until such time as current patients are discharged when it should
cease

» That new redressing patients are redirected to other services
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6.8 Edenbridge X-Ray
A capital bid should be made to replace and upgrade the current x-ray facility.
6.9 Livingstone Hospital

Although the hospital has a successful model of care in place the building no
longer meets modern requirements. A cost benefit analysis of refurbishment,
reprovision or rebuilding should be commissioned.

The working assumption, subject to the cost benefit analysis and a full business
case is that reprovision may be the most likely option with a dedicated
‘Livingstone Unit' run and managed by PCT staff on the Darent Valley or
Gravesham Hospital sites.

6.10 The PCT should work with local voluntary groups to reprovide current day
centre activity.

6.11 The PCT should do further work to assess the value for money of the hotel
services. The PCT has three providers and a significant variance in the costs of
the service.

6.12 There is a mixed model of medical cover across the hospitals and the PCT
should work with GPs and practice based commissioners on this service.

Page 14



Minute ltem 35

sa)iwwo) Aoewueyd
|BO0T JUBY BAIINOSXT JBIYy)D

‘U2dy |9BY9IIN

JUSM
Ul S89IAI8S Adewleyd

SHN buipinoid

Page 15



AUl Jo |03u0D, sl jeyp) =
suleay oiqnd djay Aoewlieyd seop MOH =

¢/ Sjuaied
0} S92IAI8s anoldwi 0] djay Aoewueyd seop MOH =

2 WoJ] S1omod S]1 Melp 1l SS0p aJay)\)\ =
/,99)1lLWO0 ) [eonnadsewleyd |20 e sl Jeyp) =
:Aepoj} 18A02 0} pudjul | so1do |

S99)JlWwo) Adewlieyd |eo07

Page 16



sJapinoad Aoewaeyd
Jo sadA) pue siapinoud JO 8|01 By | =

S92IAJ8S 0] SS8o9k 9|gelinba Bulinsug =

S9JIAI9S POUOISSILLWOD
buipinoud ‘s D4 yum Bujiop) =

¢, Sjualled 0] saoineg anoldwii
djoH Aoewueyd seoq MoH

Page 17



a|qe|ieAe Sa2IAI8S pue S||I)s Jo abuel ay| =

Buiaq|ioapn
pue yjjesH Joj ylomawelq buluoissiwwo) ay| =

S Aoewueyd saop alaym
— Jay)ebo) bunjiom sailioyiny |20 pue SHN =

]0BJIUOD
Aoewueyd jeuoljeu ay) ybnouy) bulojiuow

pue Ajijenb Jo pJepuels wnwiulw e Bulpincld =

suieay odlgnd pue Aoewlseyd

Page 18



Jiuem olignd ay) saop Jeyp) =
SWwI0Jal 9|qISSOd =
;9le aM alaym 0] 18b am pIp MOH =

4Au3 Jo jouo), sl jeypn

Page 19



j9Jay wo.l) ob am op aJaypn
‘ale am alaym Jo Asewwuns Jalig AJaA e si siy |

AJjua JO |0JJUO) =
ujjeay oignd pue Asewleyd =

sjualjed

0} s82IAJas Buinosdwil ul 8jos s Aoewleyd =

S9a)ILWO0) |edlnadewleyd |eo0T
:paJan09 Aepo) aney

|
SN
UOISN|OU0))

Page 20



Page 21



This page is intentionally left blank

Page 22



U TRTY

= il g WweysaAels pue piojiieq

©
™
=
[
=
[
2
>
A=
=

|0JJUOD) PUB UOIUSASIH UONI8JU|




'S|ejIdSo [elaussn) ul Wwea | [0JU0) UOIJodjul 8y] JO Jaquuisil
e se Jejs buisinN ayj jo Jjaquiayy Joiuss e Jo juswAojdwe ay|
(1961) uonoaju| jo |013U0) "g 9100\

Ol ainnj
aulos je S| paAojdwaun ue jo Ajjiqissod ay) Jnoqe Ajnpun ALiom

0] Uey] 82UBPIDdUI S} 8INPAJ JYBIW Jey) ainsesw Aue aje|duwisjuod

0] J8SIM W3S pP/nom Ji Jey) yons si Aiasiw Jo Jjo] jussa.id
SJI Inq “po1pald 0} sjqissodul SI UOI}03JUI-SS0ID [ejidsoy Jo aininj 8y |

‘Aepoj] pieay Ajaiel Si }nq Gy L Jhoge
auo Jeljilue] e Sem SI1JoIqiiue JO JusApe ay] JO 8snedaq s|ejidsoy ui
Aiessadauun awo028q pinom sjsibojolisjoeq jeyj Juswnb.ie Jejituls vy

'sjejidsoy [ejauss) Ui 19jsIS [0J]U0N)
uoijosyul ue Joj aaejd e aq Jjabuoj ou [(IM aldy] Jey] SSaUBAIJ08)8
JO [oA8] B 1YoNs payora.l aA_Y [[IM UOI}O8JUI-SS0.1D [ejidsoy Jo
[0J]UOD BY] 8)ep 8.ininj aWos Je Jsyjaym uonsanb ayj suiews. aisy |,

Page 24



TVIIISOH SHN TNO

H0gY3dNS TYLIdSOH
MY A BTN

VSYIN NVH.L
AS40M SI
JNddAdNS
SHN MiN

“S10300p 3jew 3sow Aq

ulom ‘Buiyaop Jo way Sssjuolpuny Ing SA1jRI0ISD e S| 31 3y, :ples oH

6nq Bunsna-eusIoEq 8U 4o Sele: UBIY SRRy SIENdSOY WIOg g
-pouueq

A SOUSIEM 15U PUE SOf PUE GYS UO PSSSPUNE] 84 [l ‘PISLUZ
110q ‘[eudsoy Uie 8SeyD PUB XSSSIPPIAL ULON 18 SULIojUN sasin}
vsun
Bnasedns jeydsoy ous jo peaids oy JEqUIOS 0} SAUBPING |
>uIBAU MoU 101135 dn UMEIP OARY SIEMASOY LOPLOT] LFIOU OM

seojnJ YSHIN mau dn mesp sjendsoH

seueuUORseN feydsoy Jno

UsIqan: 8pISPaq LMo Jnok gl

ued Pq 10 eMoq © Bulsn JsyE SPUBY NOK UESD PUE NOK Ly S [EoIPaL BULE +
SPUBU 1oLy USEM O} SIOYSIVREIS sy +

SIOYSIA SABU 10U PINOYS UONEIoS] U) SIUSHEY *

P39 84} U0 S 10U PINoYS SIOYSIA, *

ouiy € je siousin omy AIUO

PeUjEq/PRISMOUS AjUSa) 8q PINOUS SIOISIA, *

se1ddns K99[10} BULQAEBEMUDIU JOPUNE] O} SOAREIR. X5 +

IR1dSOY O BUIIOD @10/2q USEL =

opoo sseuluesl> Ssusped

Ayreoporid 10 350U pawooy

¥ uoposjuy
MO 0} SPUBY JidU) USEM LEIS ISISUI PUE USIGQNI UMO JIBU) JOSI00 ==
) Syuaned sasipe osje P00 JuIod-}. §UOREIROSSY SIUSEd Bl [

4 Buusjus 810j8q Aadosd SIAJSLIBL) PAYSEM SABY SIOHSIA
24N @)jew pUE SSLO J18Y) 2PUNE] O} S3AYEIRI ¥SE PINouS Ay

“81081ApE Aes ‘'ySuI 103 03 jeydsoy 0} Bujwos si0jeq o
dn qnios pue sedym [e2Ipaw UMO Jiou} Buq PINOYS SjushEd ie]

VSUI Uo ed1Ape JjasinoA ues)o,

AVAAV 000°0¢
TIDE S9NdHAdS

SQUVM ALYId ¥3A0 ﬂl

‘puelbuz ui suosbung 40 863100 |eAOY
®y3 Aq paysijgnd podau 3U3 JO sioyine ay3 Jo suo S| ‘X2ssNS ‘jeydson
dHed A3y 3e 3s160j01qo.dIW JueNSUD ‘puepsquing jeBIN 1g

"4BSMOBU 119Y3 Yd3Ip 03 S10300p P4em Joy sjjes paydwoud Ae
PI21SaA
uondajul Jo 821nos swud e se son BuiAuspl yoseasas Bujwepy

Jusned o3 jusned wouy sbng |ejey Ajjenusiod Je10
I pue (snainy
-0jAydens juessissy uj DIYIBW) YSYHIW BuiAiieds aie S813 paaul

‘s|eydsoy s3005 uj sjusned bulj sbngiadns

343 Jo 821n0s A3 e se P3leanaL usaq saey Sen->28u ,s10100g
San-3d9u ul 6nq 3y A1sed SOIpaw jeydson

$30a ALdia

VSHI Ja)ipi Jo peeids
8U3 doys 0} seN ey Ul >on) o) paiepio Bulaq ase SYO, 1000

wasend eAewiH puy LIS W Ag
Bnq vsuw
Aipesp jeaq o3 Aeme paxony san sy daa) 03 pjo} aJe si0300q

iNO LONM :SQ¥VM NO ¥3T11IM

SIOMO[J [JIM
dn Suruan)
WIOLJ SIOSIA
sueq endsoyg

S0z 2 A AopEimuL wom Ayeg

B TEEE YOUW uo 1eM
e el Suonewl pesp]

oamel o sy Buueer> VLSO

_ b | e

19]e| siedA cy

1) AVd SYINVID) [

speaads;

Ty ———————)

rod

-,

Page 25



(ezuanju| ‘gl)

soseasi(] buibiawa-ay

Page 26

SUOI}IPUOD 2IUOJIYD

Juone|ndod buiby

SOjoIqNUY JO SN

syebuie |



Bulpuey  suopnesaid

PUOD’R LDHLBAAL LDIPBJU| o JLBLLIh]
aualbAy poo4 I, piepues
uonezi|La)s
i
ST A
A, by ,..,._,”.___. aualBAy pueH
' aulJogJny i \ .2 | a.ed punopp
n ) ,wfr.#ﬁa“ uonsabu| P g
] — 3 Ft o
suo1}2193s pue h__.u ¥ ﬁ__.fa JOBJU09 J03lIQ % ‘_._.___h H.U.x
SUOWBIOXS JO [0U0D eelsr .___w 0 sojdwiexy ______..,.___ % __..m__ .

o _!__r__w uolssiwisuel] JO sues|y m £7 bes , 0UI| 'R JBJOYIED

Y ' 5 Ay

Z / ===g .

] 1o1doiq /) fffff?fflﬂfff]ﬁﬂr / spunop ﬁ___
ﬁw - w uonsabu| ._:..

UBIBAY PUBH il SPUNOAN K] fioyendsay (=2, senbiuyosy

i ! =
b SuolLI08s W UOIO3JUI SSOIO sojdwex3 5, ondesy

w._ Suol8I0Xg m. J0 ysu ay3 Buionpau uonosyu|

() sojdwexy ” JO ureys ayj u1 syul| syea.q

M__.. X3 JO [epod = @2130e4d |013U0D UOIBYU|
ﬂ____, AL joRUI pue Jussaid
.w.‘ ..._____.h.___. =V aq }SNw uonIBUI JO Uleyd
W ’ ayj uI SHyUI| [|e = UonIBUI SSOID)
Kisbing
sejqelq 4

sofduexy  sE  gusped ysu
B ybiy asiubooay

§
Bujusaiog m |0J3U0Y) UOI}O3JU|

UoISSIPY 3id q
R JSOH A&
UOHEZI|LIB)S ceettP Juswdinb3 L
® uoidAUISIq Vi a|doad Bun 4 a|qndaosng A
SIIOAI9S9Y oun N ,
S8snJIA __.___ 0 ol soseasIp
: elaloeg _n An m ur..fdmum..... = BuiAjapun jeaa]
\_ Sjuaby snopoaju ()

JUSLUUOJIAUS UBS|)
h__-_‘
T A uley ayj yealq 0} op am Jeym jo sajdwexg

y3jeay aakojdwig | \ W&V\hﬁ\ -
. uoI393juj JO ureys ay} Bunjeaig

1SNYL SHN
suawioads @ sgemg

HHE weysanels) 9 piojueq

Page 27



e qe-

29Q AON

190 1deg Bny

unp Ae

ol

Gl

0¢

—

Ajuo syusnedu| —g-

(ynm papiwpe + syusnedul) [€J0] —y-

2002-900¢ selwaessloeyqg VSHIN

186.1e] //9007 ==

Gc

L0€

Page 28



(spouip winipuisol) jo uiens uaininladAy) 2zo @dA Jo saseo palyiuapl Aue pey jou aney apn

Z 9be Jo aAnoadsalll suswioads Alojeloge| aAlisod (e Buluodal aq |im am 200z |1Ady wod4

.SOJON
yoiep qa4d uepr 29Q AON 190 ydag Bny Anp aunp ARep Judy yolep qa4 uepr
AOHO awoy mc_w._sz .n_muv 904N0s [euwsIXT /UM PSRIWPY wige Sased ucm_umo_c_ —
Z£=_]
= 7
L00Z Yy21e - 900¢ Asenuer < L~

(suawoadg Aiojeiroqe] aAIsod)
$,G9< S9sED 9|1dIJIPp WNIpL}SO|D

ol

Sl

0C

S¢

Page 29



(sjuswaoe|day aauy| B diH 9A13939|3) suoljesadQ jo JoaquinN

0001 006 008 00.L 009 00S oov 00€ 00¢ ool 0

| spunom aauy pajoajul

(517474 sjuewdde|das sauy

gl spunom diy peajoayul

|eydsoy wouy abieyasip -
Buimoj|o} palind20 ||

snamne ‘ydeyg Aq pesnes [¢ oL — Suo0I1j93ju| JO Jaquinu [ejo |
a19Mm suonoaaul g} IV

€V6 suonesadQ jo Jaqunu |ejo |

wewsseidex Wior di 12101 WY

wiea)} Buibpliq / piem wouy abieyasip [JUN UOISSIWPE WOJ) UdYEHIPUN dDUBJ[IDAINS JO SHNSIY

9002 12qwadaq — 002 IHdY
sjuawaoe|day aauy ® diH 9AI329|3

SUOI}99ju] PUNOAA dAleIdQ 1SOd

Page 30



%¢€0 %290 weauspoo|q Alewid
%9°0 %G5S0 10e1] Alojesidsal Jamo
%6°0 %20°¢ |eunsajuiolses)
%81 %.LC’ | eluownaud
%90 %08’ | 1084 Aleuln
%60 %LC| als |ealbing
%00 %P, 0 SNJINOION

%G1 %86°| S[I0IYIp WINIPLISOID
%€0 %8¢’ VSN

aley |eydsoH Aajje uale(q

sjey |euoeN

adA} uonoaju|

%CS

%618

|endsoH AsjleA alieQq

leuoneN

9]ey 20uUd|eAald

/00z Aenigad paysiignd
9002 S|ejdsoH 8jndy ul suoiodju|

P8)BID0SSY 8J4eoy)|eaH Jo A8AING 8oud|eAsald paiIY ] 8y) JO S)nsey

Page 31



Jers buisin |
Joj Alojepue

sinogey|ep
a)epdn |enuuy

JJEIS MON \<O\ IN |0JU0D UondBU|
||e Jo) Aiojepuely V\Q ul spea Joluas
uononpu| \V Qw R JJBIS YUl

$10)00( Juspng R Jolunp sbunesy
||e Joj Aiojepue deq/pJe
uonoNpU| 1ed/REM

Page 32



—

e u “,v Ila
(SI0¥SIA pue sjuaiied ‘yeis) ausibAy pueH

2 SUOI}98jul J18Y}o pue YSYIN 1noge Buiop am aJe Jeyp

Page 33



ya

salnpadold

K
Juswead |

va 1e)s

aJeoy)|esH

SIONSIA

\HcmEcEScm_

sjuailjed 10} JUBWIUOIIAUD Ue3d|D ‘9jes
e apinoad 0] WYL e se Buiiopn

Page 34



|0J3U0D UOIJUBABI4 UOI323ju| Jo)oalig Aindag
S1490Yy ang
|0J3UO0D pue UoIjudAald Uoi}oaju] J03oalliqg
yseN sawepr

L0-900¢ - 114dy
Jiodau aeak Jo pus

]0J3U09 UOI}OdjU|
JSni]L SHN judyj }se3

Page 35



(s19b6.1e] HQ) elwaelaloeq YSHIN -

S[IPIPIP WNIPHISO[D -

|0JJUOD) UONO8JuU| BuLIN}ONIISOY

uoissnasip Joj saido|

Page 36



(,Z0) uiens usjniiniedAy mau ay| e
a|geJau|nA syusijed |eudsoy Ajep|3 .

Adelay)
oljoigiue buialedad syuaned ul Ajule|y

S1}1]00 pue eaoydlelp Jo asned juepodw| e

Page 37

S[IPIJIP WNIPLISOID




9)IS/UJUOW/SBSED G| > 0] 9|IDIYIP D JO S8)el 80Npay —
Bulqliosaid JaAo [04JU0D ysligeisg —

/0-90 40} seAnoslgqo

paJinbaJ sainseaw |0JJu0o UOIO8JUI MBN

A||eoo| payodaua ulenis JzO
900¢ ga4-uer 3PP D JO Bjel pasealou]

90-G00g Jo Modal [enuuy | HM3
S[IDIYIP WNIPLISO|D

Page 38



VC | Ve |9V |19 |99 €9 |G | |9 |89 |6V | LG |y | 1P |85 |90 |9 | ¢S |9C| W | €| CE|9E |CV |EV | 1S |6V | V9 |85 | L9 |9V |V | | LE | OV 8V €V | 09| CV | €S 19 | IO e
TN Y NAT ANDS VT TNV NAD T WAWNWOKB| W | IN W INH TN OIS & T T NN T
0
0l
— saJinsesuw |0.JjU0)

\

0¢

/\

0¢

oy

0§

007 | $007

£00C

09

04

900Z 2unp-g00g uer sjejo} Ajyuow a|1d1ip J Jud)y jsed

08

Page 39



9l Ll 8l Ll 0¢ 14 €e *14 44 0¢ 14 174 4% 1744 9 99 €9 [E10)-M T e
14 g YA 14 [ Ll 8 ¢l 9 Ll 8l g g 9l Ve 214 Gl PIOJUSY e
8 9 6 6 14 YA ¢l 9 ¢l Ll [ €l () Gl Ve 9¢ 144 91E0.IB | cmm
v 9 z v g L 4 L b 8 g 9 9L | € | 9L | ¢t | vz |Anqisen
>Mw4 YINL | €EINL | CNZ | LINLZ |ZLINO | LLINO | OLINO | 6INS | 8INO | ZIN9 | 9IN9 | GIN9 | #IN9 | €IN9 | CIN9 | LINS
0
/ \ ol
- -0z
[E10}-M T e L o€
PIOJYSY cmmmmn
E5)1=107 ] -]V pu—
Ainqusjuen - Ov
- 09
(0]

1002 Keiy ayis pue yjuow Aq sased maN [ejidsoy Aq ajauip 9 LHMI

($"'C 98eI0AY SHN) SAep Paq 0001/ €' 1 > 9BI S[IOUJIP D

:L00T UL [[E} P3UIEISnS

Page 40



891 01 | ° @)e1 Aq pajuel sjsni) SHN
000

ook

noe

ooe

J00E 1HMI

- 0¥

eI
93eIAY SHN

ﬂil oos
\ ooy

oo
i

900€ 1HMA

s

ey

s)sni} SHN L0-900Z SAep pad 000'L/31ed 3[a1WIp O

/002 bulnp Jayunj uajjej aney pue
900¢ bunnp abeiane SHN 8y} Mojaq aiam sajel a|IoIIp O 1HM3

Page 41



70-€00¢
10J ainbij uo uononpal 9,09 sl 1ebiel HA -

SUOI}oajul wealdls POO|J VSHIN

Page 42



1ea A

19 0} 66 WO} UORINPaY
£0-9002 0} Z0-100Z VSHIN 1H)3

82 19 Gl 18 0. G8 66 VSHAE
L0900z | L9002 | §0G00C | S0F00C | U002 0-T00Z | Zh0
- 09
4 - 00!
jobie) Ha | [ euneseq Ha
0G1

Page 43



_'300T Y2UEW — 00T U0y EJED AJULOL- BILPEIE]

YoM Y4H RUN0C 3000 USEESAUALOUE 3ANIRdSa Iyl BASY DUE 0|0 JURISWD E SUE SISNU) SHMN ISED YINOS 0007
YMEW 9 SO0T SS00e0 woy pue)Bus wisn) A9 sEER-RRT 000°0L S84 senusEane] wo W Jo see Bupusssy ) sunbiy

-l

X L'H HAA S

(sapoo 1se3 Wnog) 3sna |
1% 4o 305 H M NI

|

| 2z 20-0007 |

90-S007 LHMH 7

sz nea s [l
SETL) R _H_

d3e10A® SHN 9} M0[oq dIe sojel TH)H

(]
=

sAep-pag 000'01 19d sEnusEINSEq YSHW Jo MEY

(%]

N

in
(]

e

9002 Y2del

0] S0z 1290120 pue|Bu3 ui 1snil Ag selwsaelaloed YSMN o s31e1 Bulpuaasy

sa)el [eUONBN SNSIaA }se3 Yinos

Page 44




*1 Jayuny ||e) 0) Speau Ing e

Buljje) pue abelaAe mojaq SI alel YSYIN

1HM3 VSdIN

Page 45



Jels Joj Buiuiesy paaodul
+ PasSIA8) 8 0] S|020j0.4d UOI}08[|02 81N)Nd poo|g —

UOIJ_UILUEBIUOD 0] 8Np S}|NSaJ 8A+ 8S|ed

|OAS| plem
Je pabeuew aouewlouad aq 0] aoueljdwod bulusaldg —

sosde| buluaalos YSYIN
sJ0)o0p |eyidsoy Joiunl jo Buiuiel) paaoidwi —
payoune|-al 8g 0] saloljod aul| A| pasipiepuels —

Page 46

palinbal aled aul| A| paAoldwl| .

yoJep\-uepr sisAjeuy asne) 100y WoJ} SUOSS9|
|0JUOD YVSHIN




llel 0} buinunuod pue abelaAe
|euoljeu MO[aq sajel YSHIN PUE I|IDIYIP D

JN220 suoIjo8jul
Aym Ajnuapl 0] pasn buiaq sisAjeuy asnen) 100y —

aoe|d ul spea| |0J]U0d UoI}o8jul |BdIulD —
|oA3| pJem e je mou  diysisaumo, —
PaJN)oNJ)Sal usaq Sey [0JJUOD UOI}OBJU|

Page 47



This page is intentionally left blank

Page 48



}snil SHN Aempa|y
UoJlEe|\ |0J1U0D) UOoOBjU|
saybnH yiey

,L00¢ aunr
ajepdn [0JJU0D Uood8jU|

G P T i ——
- =1 | ..r.- =
ro o W TR L e P,
- -"J — -- -- 1

3SniL SHN

SHN Aempa 9yl

Page 49



"L Dd 9Yl yum uoleloge||od 8so|o salinbal
SIY} SuOnjodjul Ylim papiwpe sjusied
sapn|[oul SIy) se ‘JeaA bulwod ay) J1oJ siy)

aAsIyoe 0] ue|d aAIsusyaldwod e Sl a1ay|

6L S!'8-,00¢ 40} 1obiey ay] -

67 SeM
19bJe | - sejwaela)oeq £ pey am /-9007Z

10} 18b4e) SIy) payoealq Ssey 1sni| sy e

Joble] VYSYHIN

Page 50



‘sjualled jueasi|al ||e 0] pailjdde
aq 0] suonuaAiau| 1oedw| ybiH saAI] buines

‘uoIjoajuIsIp us ajeludoidde pue sisdase ulejuiew
0] s)oed uoluasul aul| jesaydiiad pue |esjuad Jo asN

saullepinb [eiqooiwnuy yym asoueldwon

dVSV sJalayies Aleuun 4AD‘Al 1O [eAowal pue
S82IA8P SAISBAUI ||e JO Juswabeuew ay)] JO MBIASY

‘Juswieal) pue uole|osi ‘Buiusalds
Buipnjoul ‘Adljod YSHIN a4} yim aoueljdwo)

Jeis ||e 4o} Buiuies) |0JJUu0D) UOIDS}U|
aualbAH puey yim asueljdwon

apnNn|oul SUOI}29jU| 82NPaY 0} SUOI}IY AdY

Page 51



[ejoL

Jep qe4 uep 298( AON 190 1deg ny Inr aunp e [udy
80/.002 ejeq |enjdy 80/.002
6l 4 4 [ € 4 [ | | | | | |
|elo] e qo4 uer 29( AON 190 ydag bny Anp aunr Aely [udy
80/,002 Aioyoalel) 80/2002
|elo| Ie qo4 uep 29( AON 190 1dag bny Anp aunp Aely [udy
80/,002 ejeq |enjdy 20/9002
8¢ 4 4 14 14 4 | € € [ 4 [4 |
|elo| e qo4 uer 29( AON 190 1dag Bny Anp aunp Aely [udy
10/9002 Aioyoalel) £0/9002
|10 | Jep\ ge- uer 29(Q AON 190 1deg ny ine aunp eN [dy
90/S5002 ejeq |enjdy 90/5002
8¢ € € g g € [ 14 14 [ € 4 [
|elo| Ie| qo4 uep 29( AON 190 1dag Bny Anp aunp Aely [udy
90/5002 Aioyoalel] 90/5002

SuOoIjo9JU| ellWoeIa)oeg YSYIN JO JoquinN

ISNIL SHN

mMNNE Kempa aylL

Page 52



‘Jijuow jsed ayj uoissiwpe
snoiAald ou usaqg sey aJay] JI uoissiwpe
JO SJINOY 8% UIylm usye) ssjdwes

9SOUj} J0} \YOH By} 8euapun 10d ayl -

‘payIodal usy) ale paules| SU0SSaT "Wes)
|eolul|o ayy Aq pes| si Siy | “seiwelsa)oeq
VSHI\ || J0) uayeuapun SI uonebisaau| .

(VO¥) sisAleuy asne) J00Y

Page 53



sAep Bupjiom
G Ulym W0} yOY Jo

odal
Ajypuow 1o subis pue saAlgdal 039

A

g Ued 9)9|dwod pue yOy
Ajunwwod syepapun | Dd

A

Isyuio

dAemdaysp)urmpreqans
I10d [eiseo) p umwiseq g

JnSquI0

dABMPIW ) IOUIIB SIID
LOd Aempay [

soryder3owap
uaned
puey e *—

elwaeI)oRy
sinoy gy aid

W10} VO Pusg

alen Aewnd

\ 4

BJEp SSTIN 819jawo) e
uodal yOy Alyiuow ao|dwon) e
:Wea ] |0)Uu0Y) UoRI|U|

A

Wwio} YOY JO g Hed 8je|dwod | J|

A

shep
Bunpiom G ul [ D] 0} sBulpuyy uinyal
pue Oy 819|dwod wes} [eaiul)

f

BIWSRISIOR] SINOY 8 1S0d
_

:Buimojjoy 8y} wuoyul 0} wea |
[0J3u0D) uonodyu| “Aep Buryiom
XU UIYlIM 82UsWwiwod 0} (¥Oy)
sisAjeue asneo 100y ElWaeI9oeq

VSHIA O uoljewlijuo)

uoday pusg

N SqUDdoYe@ Wy AleS
|e1se0) uls)sey

paje|dwoo

YN syulodAempati@As|iel UnJew

:Aempaly

:10d

S

V Med

35naL SHN

SHN Aempa\ ayL

A 4

10T

yu'}Seod}seayinos@)Jiamoq euol)

00
¥ syu

VOd puss }SB02}SEaUINOS®UOSHAq0I [AIep

‘VHS

b

SJ9UOISSIWWOY

Page 54



‘suswinads Allunwwon pue 45 sapnjoul
SIy) aouaH AbBojolqoJoiw ul paAladal
sa|dwes [|e woJj) JBAO pue sieaA Gg
a|doad sapn|oul buuodau Alojepuew siy |

sAep paq 000} 1ed G/'| 19b1e} maN

‘sAep paqg 0001 Jod 66° | SI bunuoda.
Alojepuew 4o} | 9D Jo 81kl Jualng

'1L.gD Joj 18s 196.1e] maN

1ob.e |
(1dD) uixo] 8jioIyip wnipusold

Page 55



L00Z Aseniqag
"(VdH J4ad se) $00¢ 10} #9520 Jo ainby
Auanoe Buisn sAep paq 000‘L uodn paseq sl ajeld a8y ‘sAep gz Jaye uiebe pajunod ale sjuaied uo ssidwes jeadas sajdwes Ajunwwod e

Buipnjoul ABojoiqo.oly 0) Jues sajdwes |e sI SIy} ‘JeA0 pue sieak g9 sjusied |je Buiodal Alojepuew YdH 8yl se ainbly swes 8y} si siyl "g°'N

6L 9002 Jeqwieoaq — Alenuer

ez S00zZ Jeqweoeq — Alenuer

622 002 Jeqweoaq — Alenuer :sAep paq 000} 4O 81el 1sn1] SHN Aempaly
80/.00¢ eleQ |enpy I 80/.00¢ eyeq payosloid ,0/S00¢ eleQ [enpy

[eloL

Ayunwuwo) pue 3RV

I1snu| - pouad ul 9joi4Ip
wnipLjsoln Jo JaquinN

[ejoL e ged uer | 98 | AON | OO | lde8g ny inc | sunp BN | Ay
80/2002 sa.nb14 |en3dy 80/2002 JEDA
(G2'1) 88l
= |10 [[BIon0 9l 9l 8l 8l 9l 9l 9l cl A" 14 9l 8l |10l
€9 9 S 9 9 S S 9 14 14 14 9 9 Ayunwuwo) pue 3RV
Isni - pouad Ul 9/oI4Ip
szl oL Ll cl cl L Ll 0] 8 8 0] 0] cl WNIpLISO[D 10 JaquINN
[e1o | Jep EN uer | 29(Q AON 10 | Wdaes | bny | Anp | aunp | Aepy [udy
80/,002 Kioyoales | 80/2002 lea\
a)jep o} pouad ul sjioiyip
(66°1) G2 €c 14" 44 Gl Ll 14 0c Gl Gl 0c Gl 7l | Wnipljsojg  Jo  JaquinN
[e1o | e EN uer | 28ag | AoN 190 | Wdes | bny | Ainp | sunp | Aepy udy
10/9002 10/900¢2 JEDA
pouad ul sjioiyip
(0z'2) /82 8¢ €c 8l 9l [44 14" cl Gl 8l 8l €c 0€ | wnipljsojg  Jo  JaquinN
|[e1o | ey EN uer | 28ag | AoN 190 | Wdes | bny | Ainp | sunp | Aepy udy
90/5002 90/500¢2 JEDA

(Aunwiwio pue [e3IdSOH) Sose ) eaoyielq UIXo | aJIoijjIp WnIplijSo]) jo bunioday Alojepuepy

3sni] SHN

SHN Aempan ayL

Page 56



Jonpoud paseq auliojyn buisn piepuels ybiy e
0} buiues|o Juswdinba pue Bulues|d |EJUBWUOIIAUT

‘Jusw)eal)
aul| 1S4} SB 8]0ZepIUCJ}S|N UM S8SeD Jo juswieal |

suonneosald 9| 0}
aouaJaype pue swool a|buls ul saseo ||e JO uolje|os|

'sgqnJ puey |oyodly 1ON siuaned 130
10J Jajem pue deos bBuisn sualbAy puey jus||oxg

soljoIqIjuE
pa)olsal/ saulapinb |eiqosolwiue payepdn

Buiquosaid |eiqooiwnue Juapnid

ueld uoljoy 1do

Page 57



This page is intentionally left blank

Page 58



|0J4UOD PUD UOILUDADUY UOILI2JUT 04 JOLI2UIQ bulLoy m
%20207 [1D9

+5Nd| SHN m__m>>
2bpiuqun] ¥ 2uoispiow
UIy4im ssauboud
|0J4UO0) UOI4I24UT

b

A

Page 59



\ _.M 2SJNN Ul [044U0)

UoI4224UT 2Y4 JO 2|0y 2y =
ubipdwoy) SpULPH JNOL UL2|H =
2WWDJboJd S2A17 bUIADS =
SJ14SI1LDLS DIW2DJ210Dg YSHW =
SO1LSILDLS /121 41D WNIPIILSO[D

UoILDIUASAUd JO 2UI|4NO

Page 60



L0-1dy

L0-1eN £0-9e4 L0-uer 90-%.d 90-AON 90190 90-des 90-Bny 90-nr 90-unp

90-Aepy

90-Idy

- - -“ - - - - - * - - ‘l ; , ,
=
ll-llll-llll-

1068 1SN | s 19618 AOUOIT Y}[EOH |BO0"] commmmmms 1SN | ——F—— AINQUIS] = =B~ = %} ) =4 SUOISPIE)| —O—

L1002 |14y 03 9007 |1dy (s8by |Iy) sase) aj1a11q wnipliyso|) maN Ajyjuoy

-0l

0¢

0€

4

09

09

0L

Page 61



Q
(3p)

lc

Ly

061

29601

s|ejo]

Z 0 0 0 ele]) 026 Jepy
Z 0 0 0 0Ll 8€6 qad
4 0 ) l 202 8¢01 uep
Z | 4 g 291 1G6 29(Q
4 | 4 g 291 106 AON
Z | 0 l 2Ll 9.6 190
Z | 4 g 29l €98 deg
€ | € v 991 Zv8 Bny
€ | ) Z L1 ev6 Ainp
€ € € 9 61 0v6 aunp
€ v 4 8 LGl 1G8 Kep
€ | € v chl 181 1dy
sain}jiny sainj|n)
pooig pooig
aAlIsod aAl}Isod (swsiuebio |y) passasoid
VSN paiinboy paiinboy VSN sainyn) pooig sainynd
pajoafoid Aunwwod |eyidsoH |ejoL aANIsOd [ejo) poojg |ejo

Page 62



W W W 0 G 06 6 ¥ 0 8 | c) p | VSHA Wng —a—

¢ | 8 | %€ ¥ & 0 8 | 9% G < | 6 9 ¢ jobie wn)—¥—
0 L0 L0 90 90 90 | 90 90 | 90
ady | -y | 0o 10-uer 080 | -AON 90-10 dog  -Bny 90-InF | 90-unf

80/L00¢ PUe L0/900¢ dAljejnwNY - SelWdel2}oeq YSYIN

Page 63



3/191441p WNIPILLSO[) }O

20U2s24d 2y} pup WodJ4 Uoi4d2}ul SO YSId 2yl buionpay ‘9 oN
24D J242Y4Dd Adbuld "G ON
sfua14od pa4o|IluaA JO 24D) “ ON
UoI422Jul 241S [0216uns buituanaud ‘S ON
2|pung SISA|DIp [puU2y 22 ON
=% 2402 2ul| [pJaydiuad ‘g2 oN
2JDJ J212YlDI SNOU2A [DJIU2) 2 ON
UOILDUIWDLUO0D
%, |DIGOJDIW JO ¥SId Y4 bulfuanadd ‘T ON
Ny £l :SUOIJUIAU4UT 4oodwiT YbIH

,pJD) 2402G padup|pg,
:JU2WsSsassy }|2S

VYSIW buipnjoul

“SU0I432JUT P24DI100SSy 3J4DIY4|D2H
20Np2ay 04 awwoubouyd Auaal2q v,

S2AI7 buinpg

Page 64



/ $2|JD27 2u21bAH PUPH M321A2J |[IM
S2111]19D4 2A0JdWI 0} S22JN0S2J P2SD2JIUT

buiuiout a2nbiuyosay Joj xoq +ybi| 40 asn
2boubis ||om pup 4004

|2A2| pJDM LD U2y DLJapun (Sa141[1904
PUD |DUOILDAJIS]O) SLIPND 2u21bAY puDPH

21|gnd |pJ2u2b 2yi
pup }JDJS |[D Y4IM SS2U2J40MD buispaudug

suoidwoy) [021UI|H 40 uo1LpbiLsuT

ubiodwp) SpuoH JnoL uo?z|H

Page 65









“U4pIIY JnoA asiasadng 3se3lg

SPUOXS OF 10 Sisum pue $puey oA punoe AyBnosoy;
Esaufasz_«s_&uf.?ugm_
Spuey Aip nok Jo mojjoy . oy gpuiyos g

‘SNOLLO3NI IN3AJ¥d OL SN dTH

Page 68

Juawedap/piem
sy Buineaj 20/2q pue Buuyua o) Joud spuey nok Pajuisp ey

SI0}ISIA

NOILN3LLY



ss2204d Abm-om | =

UOI4DWJO Ul 2PDISD)
buitipny =

buiuiod | =

uo1LNg1Jiuod Jiay4 buisoauouy =
buiyuom dn pauio =

Page 69



Page 70



Minute ltem 38

West Kent m

Primary Care Trust
Directorate of Civic Engagement

Fit for the Future

Update for Health Overview & Scrutiny Committee
8 June 2007

Work on Fit for the Future continues, with the health economy across Kent &
Medway on track to deliver a formal update for all stakeholders in July. The public
document will describe the work that has been going on within and across health
economies over the last year, including:

= Qutcomes and key messages from the MORI social research and deliberative
event

= Qutcomes of local consultation with the public and partners

= Qutcomes of the demographic and financial modelling that has been carried out
to 2015/16 and the assumptions that we’ve built into our planning

=  Why and what we’ll be working on under the Fit for the Future banner both across
Kent & Medway and within local health economies, including specific initiatives
and next steps

The public document will describe an evolutionary process of modernisation and
improvement for the local NHS, providing clarity about the areas we will be focusing
on over the next year or so.

For West Kent key initiatives will include:

= Urgent Care — we’ll be putting in place ‘Urgent Care Centres’ where primary care
staff can provide a service for non-emergency attendances at A&E. We'll also be
considering what more can be done in primary care settings (e.g. GP surgeries
and high street pharmacies)

» Planned Care — we’ll be looking at key areas where people can be diagnosed and
treated in community settings closer to home and reviewing our adult community
services to support this

» Maidstone & Tunbridge Wells NHS Trust — subject to the response of the
Secretary of State we will be working with MTW to implement the outcomes of the
recent Surgical & Orthopaedic Consultation

= Community Hospitals — following the recent review we will be re-vitalising all our
community hospitals, including re-opening many of the closed beds, establishing
the most modern models of care across all the hospitals and applying for capital
funds to upgrade Sevenoaks Hospital and X Ray facilities at Edenbridge. We will
also consult on the future of the service provided in the Minor Injuries Unit at
Edenbridge, the potential to provide renal dialysis at Tonbridge and the
refurbishment, re-building or reprovision of the Livingstone Unit in Dartford

= Children’s Services — continuing implementation of the Health Visitors’ Review
and improving services for children and adolescents with mental health needs
(CAMHS) in partnership with the Children’s Trust

» Mental Health — we’ll be redesigning the adult mental health pathway and
improving services for older aged adults with dementia
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» End of Life Care — we’ll be reviewing the care that’s available and working to
provide more choice for people at the end of their life

Through all of this we will be continuing on-going discussions with the public and
other stakeholders, and are in the process of setting up a Patient Advisory Group to
work with us on reviewing and re-designing services. Any substantial variations in
service will be subject to full and formal Section 7 consultation as deemed
appropriate or necessary in discussion with the HOSC.

Across Kent & Medway we will be focusing on a number of high-level specialty areas
(for example vascular and stroke services and trauma services). A major clinical
event to support this work is scheduled to take place in July when the National
Clinical Advisory Team will be coming to Kent to work with our most senior clinicians
across the County. Again, outcomes of this work maybe subject to formal
consultation.

At the Extraordinary Council meeting on 24" July in the afternoon we will be sharing
more detail about Fit for the Future Next Steps and give councillors the opportunity to
speak to a range of clinicians and staff about the service improvements we're
planning.

| would value the opportunity for a full discussion with the HOSC, perhaps in
September once the public document is published, to talk in more detail about what
happens next in West Kent.

Julia Ross
Director of Civic Engagement
8 June 2007
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