By:

To:

Item 3
Overview and Scrutiny Manager

NHS Overview and Scrutiny Committee — Friday 11 May 2007

Subject: A New Direction for Orthopaedic and Emergency Care — Maidstone &

Tunbridge Wells NHS Trust

Background

1)

@)

3)

Maidstone and Tunbridge Wells NHS Trust (hereafter “the Trust”) plans to
centralise all emergency orthopaedic surgery and emergency general surgery
at the Kent and Sussex Hospital in Tunbridge Wells, and all complex planned
inpatient surgery at Maidstone Hospital. The Trust’'s proposals were set out in
the document A new direction for surgical and orthopaedic care, around which
a formal public consultation was conducted between October 2006 and
January 2007.

On 12 January 2007, the NHS Overview and Scrutiny Committee considered
the Trust’'s proposals and rejected them on the grounds that:

e the proposals are not in the interests of health services in Kent, particularly
for those persons who look towards the hospitals within the Maidstone and
Tunbridge Wells NHS Trust for their healthcare; and

e the Committee believes these proposals would more appropriately be
considered as an integral part of the much wider ‘Fit for the Future’ review.

Since that meeting, the committee’s three party spokesmen have been
negotiating with the Trust and with the West Kent Primary Care Trust (PCT),
which (as the main NHS body commissioning services from the Trust) is
responsible for deciding whether the reconfiguration can proceed.

Proposed reconfiguration

(1)

Set out below is a comparison of the current configuration of services and the
one that would apply were the reconfiguration to go ahead:

Service Type corﬁiugrﬁgttion Proposed configuration
Planned Both Sites Maidstone only
Emergency Both Sites Tunbridge Wells only
EEMETEY SUTERY Day cases Both Sites Both Sites
Outpatients Both Sites Both Sites
Planned Both Sites Maidstone only
_ Emergency Both Sites Tunbridge Wells only
Orthopaedics Day cases Both Sites Both Sites
Outpatients Both Sites Both Sites




(2) It is stated by the PCT that the proposed changes are likely to have the
following impact on patient flows among the population that looks to the
Maidstone and Tunbridge Wells NHS Trust for its hospital services:*

Change at Change at Ch:tr;]%er at Total
Tvoe of patient Maidstone Tunbridge hospital patients
yp P Hospital Wells Iocaﬁons affected
(per week) (per week) (per week)
(per week)
Surgical and
Orthopaedic + 20 -20 None 20
planned patients
: +21
Surgical and
: Ashford
Orthopaedic -84 + 49 + 7 Medway 84
emergency + 7 Dartford/
patients Bromley
All other services Nil Nil Nil
Net change - 64 + 29 +35 104

Reasons for change put forward by the Maidstone and Tunbridge Wells NHS

Trust

(1) The Trust states that current arrangements are not as safe or as effective as

they could and should be, since they involve:

e trying to run parallel services on two sites with insufficient staff and too-
small catchment populations — a situation that cannot be addressed by
simply taking on more staff (for clinical, financial and practical reasons);

e lack of separation between elective and emergency surgery — leading to
too many cancellations of elective surgery at short notice and an
unacceptably high risk of hospital-acquired infection (due to mixing
elective-surgery patients with unscreened emergency patients);

e inadequate use and development of staff skills;

e (greater lengths of stay for patients than is necessary.

(2) The Trust states that its proposals will produce safer and better services, with
significantly improved clinical outcomes, by successfully addressing all of the
issues set out above.

! A different set of figures was given by the Trust to the NHS OSC meeting on 12 January 2007.
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West Kent Primary Care Trust Board meeting

1)

At its meeting on 15 March 2007, the PCT agreed the Trust's proposals,
subject to the following provisos:

a. That implementation of the proposals are delayed until the publication of
the Fit for the Future consultation document, to ensure that there is no
contradiction between these proposals and those that may emanate from
Fit for the Future review.

b. That clear staffing arrangements are established to ensure that medical
staffing, including Consultant level, within the [Accident and Emergency]
department at Maidstone hospital is appropriate, as deemed by external
review.

c. That clear staffing arrangements and protocols are established to ensure
that access to surgical advice for medical emergencies at Maidstone
hospital is appropriate, as deemed by external review.

d. That protocols are established to ensure that minor orthopaedic cases can
continue to be dealt with at Maidstone hospital. (E.g. simple breaks)

e. That agreement is finalised between [the Trust] and the PCT regarding the
development of new medical services at Maidstone hospital including the
catheterisation laboratory and dedicated stroke unit. Further work will
follow to consider the establishment of a pain clinic.

f. That [the Trust] continues to work with the relevant transport and other
authorities to examine the issues of travel and access for relatives.

Letter from the Chief Executive of the Maidstone and Tunbridge Wells NHS

Trust

1)

The Chief Executives of the PCT and the Trust have stated that the PCT
Board decision must be seen in the context of the following reassurances
given to the committee’s three party spokesmen in correspondence from the
Chief Executive of the Trust (dated 13 March 2007):

1. The Status and staffing of the A&E Department at Maidstone

We can confirm that the A&E Department at Maidstone will be staffed by
Medical Staff and the proposal is as per the [Maidstone British Medical
Association] recommendation that this is undertaken by A&E specialist staff
for between 12 and 15 hours per day with acute general physicians supporting
services out-of-hours. | can confirm that the A&E medical staff will continue
under A&E Consultant leadership and that both Maidstone and Kent & Sussex
A&Es will continue under single Clinical Directorship.

| enclose for your information copies of correspondence to staff that have
raised these concerns to demonstrate the commitment.

3:3
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2. Acute general surgical provision at Maidstone

| can confirm that the greatest proportion of surgeons with sub-specialist
interest will be based at Maidstone. They will provide an emergency on-call
rota and this emergency on-call rota will support the totality of services at the
Maidstone site. This will ensure unlimited access to a surgical opinion and the
full range of sub-specialist expertise.

With respect to emergency surgery | can confirm that any elective patient who
has had surgery on that site who deteriorates will, if it is clinically appropriate,
have any further emergency surgery on that site.

Additionally, in the rare circumstance that anyone should present into A&E
with a clinical emergency which it is believed cannot be stabilised and
transferred, then naturally those patients would also receive surgery at
Maidstone.

3. Provision for orthopaedic trauma at Maidstone

Elective orthopaedics (until 2010), day case orthopaedics, outpatients and
fracture services will continue on the Maidstone site. This will enable the full
provision of urgent orthopaedic opinion to be made available. The service
model as proposed always envisaged that in the event a patient with an
orthopaedic injury should arrive at Maidstone A&E, we would stabilise, treat
and transfer that patient, and this we regard as our duty of care. It must be
noted that we continue with this duty of care for any and every patient who
presents at either Kent & Sussex or Maidstone A&E services irrespective of
service reconfiguration. You may be aware that we already undertake this
duty of care, for example, for emergency vascular patients at both our hospital
sites where we stabilise, treat and transfer those very critical emergency
patients. We do not envisage that there will be any change to our ability to do
this for either surgical patients or orthopaedic patients in either the current or
proposed service model.

Ongoing representations

(1) The committee’s three party spokesmen have also negotiated with and
received ongoing representations from some key stakeholders, most notably:

(@) The Leader of the County Council, who called upon this committee to
meet in April to determine whether the matter should be referred to the
Secretary of State

(b) Maidstone Borough Council’'s External Scrutiny Committee

(c) The Maidstone Division of the British Medical Association

(d) Maidstone and Tunbridge Wells NHS Trust

(e) West Kent PCT

(2) A chronology of events and correspondence is attached to this report as
Appendix I. A summary of correspondence exchanged with NHS colleagues in
late April 2007 is attached as Appendix II.
34
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Conclusions and recommendations

(1) At the NHS OSC meeting on 11 May 2007, the committee’s three party
spokesmen will table a document detailing the results of further
correspondence with the Chief Executives of Maidstone and Tunbridge Wells
NHS Trust, West Kent PCT and the South East Coast Ambulance Service
NHS Trust, and setting out the spokesmen’s conclusions and
recommendations.

(2) It will then be for the committee to decide, in light of all the information before
it, whether it wishes to withdraw its rejection of the reconfiguration or to
exercise its statutory power to refer the reconfiguration proposals to the
Secretary of State for Health.

(3) A note regarding the statutory role and responsibilities of the committee is
attached as Appendix IlI.

Alan Chell Mark Fittock Dan Daley
Chairman Vice Chairman Liberal Democrat spokesman
3.5
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13 June 2006

15 June 2006

28 June 2006

19 July 2006

20 July 2006

25 July 2006

9 October 2006

12 October 2006
16 October 2006
23 October 2006
24 October 2006
30 October 2006

7 November 2006
20 November 2006
23 November 2006

30 November 2006

21 December 2006

Appendix |
Chronology

Maidstone and Tunbridge Wells NHS Trust Management
Board holds a meeting for clinicians on “Strategy, Policy
and Modernisation” at The Hop Farm Country Park

Rose Gibb (Chief Executive of Maidstone and Tunbridge
Wells NHS Trust) meets NHS OSC spokesmen to outline
possible changes to the Trust's clinical strategy

Trust Board members meet to discuss emerging themes
for change in the Trust’s clinical strategy

Joint meeting of the Trust Board and West Kent Primary
Care Trust Board discusses Maidstone and Tunbridge
Wells Trust’s proposed clinical strategy

NHS OSC hears a presentation from Rose Gibb (Chief
Executive of Maidstone and Tunbridge Wells NHS Trust)
on the proposed clinical strategy

Trust Board agrees the proposed clinical strategy

Joint Trust / Primary Care Trust consultation around A
new direction for surgical and orthopaedic care begins

Consultation meeting held in Tonbridge
Consultation meeting held in Tunbridge Wells
Consultation meeting held in Sevenoaks
Consultation meeting held in Maidstone
Consultation meeting held in Maidstone
Consultation meeting held in Crowborough
Consultation meeting held in Maidstone
Consultation meeting held in Larkfield

Trust holds an “Option Workshop” on the proposed
changes, attended by a range of stakeholders

Leader of Kent County Council, Paul Carter, writes to

Rose Gibb (Chief Executive of Maidstone and Tunbridge

Wells NHS Trust), stating that the council is unable to

support the proposals on the grounds that: they pre-empt

the “Fit for the Future” review of health services across

Kent and Medway; new services should be introduced
3:7
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8 January 2007

12 January 2007

26 January 2007

29 January 2007

5 February 2007

26 February 2007

27 February 2007

8 March 2007

9 March 2007

12 March 2007

and shown to be effective before existing provision is
decommissioned; and it has not been made clear how
any financial savings will be reinvested in patient care

Joint Trust / Primary Care Trust consultation ends

NHS OSC considers the proposals and rejects them (the
approved minutes of the meeting are attached as
Document A)

NHS OSC spokesmen meet informally with Steve Phoenix
(Chief Executive of West Kent Primary Care Trust) and
give him a document outlining 14 reasons for the
committee’s rejection of the proposals (attached as
Document B)

NHS OSC spokesmen write to Steve Phoenix (Chief
Executive of West Kent Primary Care Trust) welcoming
commitments given at the meeting on 26 January to
explore certain issues further and requesting the
opportunity to address the Primary Care Trust Board
when it discusses this issue

Rose Gibb (Chief Executive of Maidstone and Tunbridge
Wells NHS Trust) writes to Paul Wickenden (Overview
and Scrutiny Manager, Kent County Council), responding
to the 14-point document (see attached Document C)

Rose Gibb (Chief Executive of Maidstone and Tunbridge
Wells NHS Trust) writes to Paul Wickenden, summarising
her discussions with representatives of the Maidstone
Division of the British Medical Association (letter attached
as Document D)

NHS OSC spokesmen meet informally with Steve Phoenix
(Chief Executive of West Kent Primary Care Trust)

NHS OSC spokesmen meet informally  with
representatives of the Maidstone Division of the BMA

NHS OSC spokesmen write to Steve Phoenix (Chief
Executive of West Kent Primary Care Trust) and David
Griffiths (Chairman of West Kent Primary Care Trust) —
with the correspondence copied to Rose Gibb (Chief
Executive of Maidstone and Tunbridge Wells NHS Trust)
and James Lee (Chairman of Maidstone and Tunbridge
Wells NHS Trust) — seeking certain clarifications and
assurances (letter attached as Document E)

Maidstone Division of the BMA launches a document
entitled Surgical and orthopaedic care: the right direction,

3:8
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13 March 2007

14 March 2007

15 March 2007

12 April 2007

24 April 2007

27 April 2007

30 April 2007

which contains its response to the Trust's proposals and
suggests alternative arrangements

Rose Gibb (Chief Executive of Maidstone and Tunbridge
Wells NHS Trust) writes to the NHS OSC spokesmen,
giving clarifications and assurances in response to the
points raised in their letter of 9 March (letter attached as
Document F)

NHS OSC spokesmen write to David Griffiths (Chairman
of West Kent Primary Care Trust Board), expressing
disappointment that the Board paper does not refer to:
their 14 reasons for rejecting the proposals; the ongoing
dialogue they have had with the Primary Care Trust to try
and resolve the issue; or their letters of 9 March (letter
attached as Document G)

West Kent Primary Care Trust Board agrees the
proposals — with certain conditions (Board paper attached
as Document H)

NHS OSC spokesmen meet informally with Rose Gibb
(Chief Executive of Maidstone and Tunbridge Wells NHS
Trust), Steve Phoenix (Chief Executive of West Kent PCT)
and Dr Roger Hart (Honorary Secretary of the Maidstone
Division of the BMA)

NHS OSC spokesmen write to Rose Gibb (Chief
Executive of Maidstone and Tunbridge Wells NHS Trust),
Steve Phoenix (Chief Executive of West Kent Primary
Care Trust) and Paul Barratt (General Manager for South
East Coast Ambulance Service), seeking certain
reassurances before the committee meeting on 11 May
(see attached Document I)

Steve Phoenix (Chief Executive of West Kent Primary
Care Trust) and Geraint Davies (Director of Corporate
Affairs and Service Development, South East Coast
Ambulance Service NHS Trust) respond to the NHS OSC
spokesmen (letters attached as Documents J and K)

Rose Gibb (Chief Executive of Maidstone and Tunbridge

Wells NHS Trust) responds to the NHS OSC spokesmen
(letter attached as Document L)

39
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Appendix Il

Summary of correspondence, April 20077

1) Fit for the Future

Points raised by NHS OSC NHS response Comments

spokesmen

The actual outcome of the Fit e “The overall approach e This response falls short
for the Future consultation [of FFTF], along with of what was sought by
should be awaited before the some specific initiatives, the NHS OSC

proposed changes to MTW will be described in a spokesmen.

services are implemented. consultation document e The response could be

to be produced in the
summer along with our
colleagues in Eastern &
Coastal Kent and
Medway PCTs.
However, given the
nature of the Fit for the
Future programme it is
likely that formal public
consultation will take
place in phases relating
to specific elements over
a period of time. For this
reason the
recommendation was to
wait until the
consultation document is
produced to ensure the
proposed changes fit
with the overarching
principles and direction
of travel described in Fit
for the Future.” (PCT,;
Trust)

e “This will be further
tested through the PCT
Board'’s review of
Maidstone & Tunbridge
Wells’ (MTW) detailed
implementation plans.”
(PCT,; Trust)

e “[T]hese changes are
about improving patient
safety and access to the
best possible care. We
need to ensure that the
changes are consistent
with the wider strategic
model, but we do not
want to delay vital
benefits to our

said to indicate that:

o the consultation
over FFTF will
actually be a
foregone
conclusion; or

o FFTF will be
essentially
irrelevant to
emergency
services.

e It remains unclear to
what extent FFTF will
actually be the subject of
consultation and what
the exact timetable for
any consultation will be.

2 NHS OSC spokesmen’s letter dated 24 April 2007; West Kent Primary Care Trust letter dated 27
April 2007; South East Coast Ambulance Service NHS Trust letter dated 27 April 2007; Maidstone and

Tunbridge Wells NHS Trust letter dated 30 April 2007.
3:11
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population.” (Trust)

2) Modelling for future services

Points raised by NHS OSC
spokesmen

NHS response

Comments

The PCT Board paper
understates anticipated
population growth in Maidstone.

“The PCT have asked
Meradin Peachey, Joint
Director of Public Health
for Kent County Council
and Kent PCTs, to work
with the HOSC to
understand the
discrepancies between
the figures you quote
and those that formed
part of their Board
paper, and to finalise a
single set we all agree.
If a miscalculation was
made in the Board paper
then this will be
acknowledged and the
PCT team will review the
implications on the
proposed changes.”
(Trust)

If there has been a
miscalculation, it “would
only alter projections
over a 10 -15-year
period [by] 5 — 10,000.
While this may be
important for, say family
doctor services, where
the optimum population
for specialist surgery is
500,000 plus the
implications are not
material.” (PCT)

“[T]he known
demographic statistics
have been factored into
the planning models ...
The outputs of this
model have been quality
assured and checked by
the Department of
Health at a number of
Gateway reviews and
the modelling has been
confirmed as robust.”
(Trust)

“MTW did provide a
ready reckoner to
demonstrate the ad hoc
impacts of new homes

There seems a
reluctance to accept that
there is an error.

It is stated that, even if
there is an error, it is not
of sufficient magnitude
to make any difference
to the proposals, since
they are predicated on a
massive optimal
catchment population of
half-a-million.

3:12

07/os/nhsosc/051107/Item 3 - MTW consultation/Item 3 - MTW consultation.doc




(10,000) on the acute
hospital service. This
assumed 3 people per
home with a
demographic distribution
consistent with the
existing population. This
was a less sophisticated
model as it assumed
that all the resultant
population would go to
Maidstone hospital for
their care. Reality would
be different to that,
especially in relation to
emergencies.
Nonetheless, it shows a
relative small impact on
hospital care and not
sufficient to undermine
the changes.” (Trust)

3) Continued medical staffing of Maidstone A&E department
Points raised by NHS OSC NHS response Comments
spokesmen
¢ Maidstone A&E e “[T]his will be provided in e The undertakings that

department must
continue to be staffed by
A&E consultants
throughout normal
working hours (9am to
5pm).

There must be
continued A&E medical
staffing (both middle-
grades, i.e. Specialist
Registrars and Staff
Grades / Associate
Specialists; and junior
trainees, i.e. Foundation
Year 2 trainees, under
supervision) for a
minimum of 17 hours
per day (8am to 1am).
There must be, within
the Maidstone Hospital
site plan, dedicated
space in which to
continue delivering the
“majors” side of the
department.

Full resuscitation teams
must be maintained at
Maidstone Hospital.
The “majors” and
“minors” sides of the

a safe and appropriate
manner.” (PCT)

“[T]he PCT Board
charged managers and
doctors at MTW with
producing detailed
implementation plans,
which will be subject to
the external scrutiny of a
panel of independent
clinicians in both
emergency surgery and
emergency medicine.
The PCT Board will only
give the go ahead to any
changes once they have
the assurance of these
experts that the
arrangements are
clinically safe, meet
standards of good
practice and are
sustainable.” (PCT;
Trust)

“[T]he Maidstone A&E
department will be led
by an A&E consultant ...
the staffing and
operational details will
be determined by clinical

were requested have
been given regarding:
0 dedicated space
for “majors”;
o full resuscitation
teams; and
0 the integration of
“majors” and
“minors”.

¢ The detailed guarantees
that were requested
regarding levels of
medical staffing have
not been given (these
details are to be
determined by the
proposed external
review).

e Itis stated that the
service will be staffed by
A&E specialists for 15
hours per day — not 17,
as stipulated by the
spokesmen. However,
this does represent a
shift from the position in
the Trust’s letter to the
OSC spokesmen dated
13 March 2007, in which
it was stated that A&E

3:13
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department must
continue to be run
together as a single,
integrated whole.

professionals and
subject to external
review. The intended
arrangements are for a
15 hour service with the
exact opening
conforming to peak
activity times.” (Trust)
“[T]here will continue to
be dedicated space for
‘majors’ ..." (Trust)
“[T]he department will
function as a single,
integrated unit ...”
(Trust)

“[T]here will continue to
be full resuscitation
teams at Maidstone”.
(Trust)

specialist staff would be
on duty “for between 12
and 15 hours per day”.

4) Acute general surgical provision at Maidstone Hospital

Points raised by NHS OSC
spokesmen

NHS response

Comments

As a minimum, the following
must continue to be available at
Maidstone;:

when needed in an
emergency, a general
surgical opinion from a
consultant or middle-
grade doctor (Specialist
Registrar or Staff Grade
/ Associate Specialist),
in person, on any patient
in A&E or a ward, 24
hours per day, seven
days per week;

the capacity to
undertake emergency
surgery on-site at any
time of day or night, in
the rare event of that
being necessary;
on-site assessment of
patients referred to the
hospital or presenting to
A&E with possible
surgical problems (most
of whom will not require
emergency surgery), for
a minimum of 17 hours
per day (8am to
Midnight), seven days
per week;

the capacity for
emergency general

“[T]his will be provided in
a safe and appropriate
manner.” (PCT)

“A general surgical
opinion will be available
24 hours a day at
Maidstone. During
normal working hours
this will be provided by
the on-site team and out
of hours by a
combination of direct
telephone advice and
the potential use of
telemedicine, for
example PACS [Picture
Archiving and
Communication
Systems — a networked
digital imaging system].”
(Trust)

“There will, in addition,
be a surgical on call
team to support
Maidstone hospital and
overall this is an
improvement to the
current service. This is
entirely consistent with
best practice and
national clinical
evidence and has been
recently ratified by the
clinical case for change

Reassurance has been
given in respect of the
availability of services.
Reassurance has not
been given as regards
the detail of staffing
arrangements (these
details are to be
determined by the
proposed external
review).
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surgery 24 hours per
day, seven days per
week in the case of
clinical emergencies
presenting at A&E
where the patient cannot
be stabilised and
transferred safely.

To make this possible, a
middle-grade surgeon
(Specialist Registrar or Staff
Grade / Associate Specialist)
must be present in the hospital
for a minimum of 17 hours per
day, and readily available on
call the rest of the time.

outlined by Professor Sir
Ara Darzi [the
Department of Health’'s
National Advisor on
Surgery] in his report,
‘Saws and scalpels to
lasers and robots —
advances in surgery’.”
(Trust)

e “MTW will continue to
have the ability to
undertake emergency
surgery at Maidstone in
line with reviews and
recommendations [from]
the [N]ation[al] CEPOD
[Confidential Enquiry
into Patient Outcome
and Death] enquiry.”
(Trust)

5) Provision for orthopaedic

trauma at Maidstone Hospital

Points raised by NHS OSC
spokesmen

NHS response

Comments

We expect that the following
types of orthopaedic trauma
presenting at Maidstone A&E
will continue to be dealt with at
Maidstone according to the
protocols indicated:

e minor trauma not
requiring surgery or an
in-patient stay — to be
dealt with usually in A&E
by A&E staff, but with
occasional orthopaedic
input;

e trauma requiring surgical
intervention but not an
in-patient stay (e.g.
reduction under
anaesthetic) —to be
dealt with as a day-case,
usually by the
orthopaedic team;

e trauma not requiring
surgery but needing an
in-patient stay (e.g. a
frail elderly patient with a
pelvic fracture) — to be
dealt with by admission
to Maidstone, usually
under the care of
physicians, with
orthopaedic input when
necessary.

e “[T]his will be provided in
a safe and appropriate
manner.” (PCT)

e “Minor trauma will
continue to be seen and
treated in the A&E
department.” (Trust)

e “Trauma requiring day
case treatment will be
seen locally, as now,
with patients having
operations booked.
However, if the
treatment requires
urgent surgical
intervention the patient
will need to be
transferred to the trauma
centre at Kent and
Sussex hospital to be
seen by the skilled
specialist team, or to
another centre of the
patient’s choice.” (Trust)

e “Trauma requiring an
inpatient stay, but
without surgery, would
be admitted locally;
normally under the care
of the physicians.
Orthopaedic or surgical
input would then be

available.” (Trust)

e Reassurance has been
given in respect of the
protocols for dealing
with various types of
trauma case.

e Reassurance has not
been given as regards
the details of staffing
arrangements (these
details are to be
determined by the
proposed external
review).
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We would only expect cases of
trauma requiring both surgery
and an in-patient stay to entail
transfer to the trauma centre in
Tunbridge Wells (or another
appropriate hospital). Even in
these cases, we would expect
Maidstone A&E to have the
capacity to receive them, should
they present at Maidstone, in
order to stabilise them so they
can be transferred elsewhere as
appropriate.

Where a local patient presents
with an uncertain need for
surgery (e.g. in the case of a
possible hip fracture following a
fall), we would expect this to be
dealt with by assessment and
diagnostic imaging in
Maidstone. This should then be
followed by management in
accordance with whichever
protocol (as outlined above) is
appropriate.

In order to deliver the above
model of care, we would expect
a middle-grade (Specialist
Registrar or Staff Grade /
Associate Specialist)
orthopaedic surgeon to be
present in the hospital, or
immediately available, for a
minimum of 17 hours per day.

e “The Maidstone A&E
department will be
capable of receiving,
stabilising and
transferring trauma
cases and those
patients with uncertain
need for surgery. This
builds on the current
ability to diagnose, treat
and transfer patients
who need more
specialist care such as
vascular surgery and
neurological trauma.”
(Trust)

6) External reviews

Points raised by NHS OSC
spokesmen

NHS response

Comments

Regarding the external reviews
in respect of provision for acute
general surgery and
orthopaedic trauma, we require
to know:

e who will comprise the
review panel?

e when will the review be
completed?

¢ will the outcome of the
review be considered by
the PCT Board before
any changes to services
are implemented?

e “The panel is yet to be
convened but ... in
addition to the external
clinical experts it will
include, representatives
from the PCT PEC, the
ambulance service and
public health. The panel
will be chaired by Dr
James Thallon, the PEC
[PCT-appointed
Professional Executive
Committee] chair, and
supported by Jenny
Thomas, Director of

e It appears that the
external reviews will
actually be internally led.

e There is some confusion
about the timetable for
the reviews.

e The Trust states that the
Royal Colleges will be
involved; the PCT does
not.
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Strategy for the PCT ...
the review will be
complete by the summer
and the panel will report
to the [July, according to
the Trust; September,
according to the PCT]
meeting of the PCT
Board.” (PCT; Trust)

e “[T]he PCT Board
charged MTW with
producing detailed
implementation plans,
which will be subject to
the external scrutiny of
independent national
clinical experts in both
emergency surgery and
emergency medicine, as
well as the relevant
Royal Colleges.” (Trust)

e “[T]he PCT would be
delighted for a
nominated member of
the HOSC to observe
the panel if it would help
assure you of the
efficacy and robustness
of the process.” (Trust)

7) Ambulance service

Points raised by NHS OSC
spokesmen

NHS response

Comments

We take the view that, where
Maidstone is the closest
hospital, or the one that can be
reached most quickly,
ambulances should be able to
take patients there — except in
cases where the patient has a
need for particularly specialised
care. Ambulance staff must not
be placed in the very difficult
position of being required to
bypass Maidstone where it is
the nearest or most accessible
hospital and the patient’s life is
at stake.

We need to know the clear and
detailed protocols agreed with
the Ambulance Service and that
additional Ambulance vehicles
and crews will be available in
the periods when any additional
travelling time is required.

e “The ambulance service
... will take patients to
the most appropriate
hospital with the correct
facilities. They do this
now and national
evidence clearly shows
that patient care is
improved and lives are
saved by taking patients
to hospital with the right
specialists, even if this
means by-passing the
nearest hospital.” (PCT;
Trust)

e “[T]he right level of
vehicles and crews, with
the right skills, will be in
place to ensure a safe
and appropriate level of
service ... the
investment will be
agreed as part of the

e Arguably, this response
does not address the
issue of ambulance
crews having to bypass
Maidstone Hospital in
cases where clinical
outcome could be
compromised by a
longer journey to
another hospital. On the
other hand, the
assurances given about
the ability of Maidstone
A&E to stabilize patients
where necessary could
be seen as answering
this point.

e The information about
the use of a consultancy
firm is new and
something of a surprise.
The NHS OSC should
surely have been
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We also seek reassurances that
there will be sufficient numbers
of adequately trained
paramedics to ensure the safety
of patients, given the increased
travel-to-hospital times that will
be entailed in a significant
number of cases by the
proposed changes.

service level agreement
for this year” (Trust;
SECAmMb)

e “MTW commissioned
Operational Research in
Health Ltd (ORH), an
independent research
organisation, to
undertake a study of the
possible impact on the
ambulance service”
(SECAmMb)

informed about this
research and the data
that it yielded regarding
the level of resources
that is required.

8) Repatriation of Maidstone

patients

Points raised by NHS OSC
spokesmen

NHS response

Comments

We require reassurance that, in
cases where Maidstone patients
receive emergency general
surgery or emergency
orthopaedic surgery at
Tunbridge Wells, or another
location, those patients will be
repatriated to Maidstone
Hospital for any postoperative
care that they may require.

e “[W]here it is appropriate
and clinically safe to do
so, and the patient
prefers it, they will be
repatriated to Maidstone
Hospital for the
rehabilitative care they
require” (PCT; Trust)

e “[W]e would aim to
transfer patients back to
their own homes if that
is better for them and
their visitors.” (Trust)

This reiterates assurances
given previously.

9) Anticipated changes to patient flows

Points raised by NHS OSC
spokesmen

NHS response

Comments

The PCT Board paper contains
figures regarding patient flows
that are different to those given
to NHS OSC by Rose Gibb.

e “[T]he reason for the
change is that MTW had
not taken account in
their calculations of the
differences between day
case and planned care,
which works on a 5-day-
week basis, and
emergency care, which
works on a 7-dayweek
basis” (PCT; Trust)

e The NHS OSC was
clearly given figures that
hugely underestimated
the number of
Maidstone patients that
would have to make the
difficult journey to
Tunbridge Wells.

e The Trust and the PCT
seem to have slightly
different explanations of
how this occurred; both
are somewhat opaque.

e This is apparently not
regarded as a material
error, presumably given
that the PCT Board
made its decision based
on the correct figures.
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1)

(2)

3)

(4)

()

(6)

(7)

(8)

(9)

Appendix Il
Statutory role and responsibilities of the committee

Under Section 244 of the National Health Service Act 2006, local authority
NHS Overview and Scrutiny Committees (OSCs) “review and scrutinise”, in
accordance with regulations, matters relating to the NHS in their authority's
area.

Regulation 4(1) of the Local Authority (Overview and Scrutiny Committee
Health Scrutiny Functions) Regulations 2002 (SI2002 No. 3048) stipulates
that:

... [W]here a local NHS body has under consideration any proposal for
a substantial development of the health service in the area of a local
authority, or for a substantial variation in the provision of such service, it
shall consult the OSC of that authority.

Under Regulation 3(1), an OSC

may make reports and recommendations to local NHS bodies and to its
local authority on any matter reviewed or scrutinised by it.

Under Regulation 4(5), an OSC may refer an issue, in writing, to the Secretary
of State for Health if it is not satisfied with:

e the content of the consultation;
e the time allowed for consultation;
e the reasons given for not carrying out a consultation.

The Secretary of State may then require the NHS Body concerned to carry out
such (further) consultation with the OSC as she considers appropriate.

Under Regulation 4(7), an OSC may refer an issue, in writing, to the Secretary
of State if the OSC believes that the proposed change to services

would not be in the interests of the health service in the area of the
committee's local authority.

The power of referral to the Secretary of State is not to be used lightly, and
should only be resorted to in situations where the OSC has grave concerns
and all avenues for resolving the issue at local level have been
comprehensively exhausted.

Where a referral has been made to the Secretary of State, she is under no
obligation to heed the views of the OSC concerned. The Secretary of State
may send the referral on to the local NHS (i.e. the Strategic Health Authority)
for local resolution.

Alternatively, she may refer the matter on to the Independent Reconfiguration
Panel (IRP). The IRP is a non-departmental public body that can advise the
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Secretary of State on proposed reconfigurations or other significant service
changes within the NHS. The IRP too is not obliged to heed the views of the
OSC in these cases.

(10) After receiving a referral, the IRP will carry out an initial gathering of written
evidence and undertake to report to the Secretary of State within eight weeks
of receipt of evidence. The Secretary of State will then consider the IRP’s
report.
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Item 3 — Document A
KENT COUNTY COUNCIL

NHS OVERVIEW & SCRUTINY COMMITTEE

MINUTES of a meeting of the NHS Overview and Scrutiny Committee held at
Sessions House, County Hall, Maidstone on Friday, 12 January 2007.

PRESENT: Mr A Chell, (Chairman), Mrs C Angell, Mr R Burgess (substitute for Mr M
Angell), Mr A Crowther, Mrs V Dagger (substitute for Mr G Horne), Mr D Daley, Mr M
Fittock, Ms A Harrison, Mr C Hibberd, Mr D Hirst, Mr J London (substitute for Mr J
Curwood), Mr M Northey (substitute for Mrs E Tweed), Mrs E Rowbotham, Mrs P
Stockell and Mr R Tolpuitt.

OTHER MEMBERS PRESENT: Mr N Chard, Mrs M Featherstone, Mr G Gibbens, Mr
A King; Councillor Mrs Diane Phillips, East Sussex County Council; Councillor
Mervyn Warner and Councillor Paddy Germain, Maidstone Borough Council.

ALSO PRESENT: Councillor R Appadoo, Mr D Herbert and Mr J A Reece (Patient
and Public Involvement Forum representatives); Darren Yates, Maidstone &
Tunbridge Wells NHS Trust; Louise Smith, Angela Taylor and Richard Ash,
Maidstone Borough Council; Mark Raymond, Tonbridge & Malling Borough Council;
Claire Lee, East Sussex County Council; Mr M Cayzer, Wateringbury Parish Council,
Roger Hart and Dr Debbie Taylor, Maidstone BMA; Angela Cole and Paul Francis,
Kent Messenger; Jenna Pudelek, Kent & Sussex Courier and Denis Fowle, Downs
Mail; Kevin Miller, Heather Morsley, Hazel Saunders, Sarah Waters and Iris Warner,
members of the public.

IN ATTENDANCE: Mr P D Wickenden, Overview and Scrutiny Manager and Dr D
Turner, Research Officer to the NHS Overview & Scrutiny.

UNRESTRICTED ITEMS

1. Minutes — 10 November 2006
(Item 2)

RESOLVED that the Minutes of the meeting held on the 10 November 2006
are correctly recorded and that they be signed by the Chairman.

2. Matters Arising
Review of Health Visiting Services (Minute 49 of 2006 refers).

(1) Mrs Angell asked Mr Phoenix whether the Health Visitors Review had been
delayed to await the national review, as suggested by the Committee at its
meeting on 10 November 2006. Mr Phoenix responded that he had
considered the NHS Overview and Scrutiny Committee’s views but he had
decided not to wait for the national review, as it had only just started and was
not due to be completed until March 2007.

(2)  Mr Phoenix informed the Committee that the Health Visitors model being
proposed in West Kent had impressed the Department of Health and,
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3)

(4)

anecdotally, the Secretary of State. He informed the Committee that it was
likely that the national review would be influenced by what was going on in
West Kent. If the national review had an outcome of different conclusions,
these would be would be taken into account in the West Kent model.
However, Mr Phoenix was anticipating that the national review would reach
conclusions similar to the proposed model for West Kent.

West Kent Primary Care Trust’'s Health Visitors Review consultation had
finished at the end of December 2006. One change resulting from the
consultation would be an increase in the number of health visitors by around
five whole-time-equivalents compared to the original proposal.

The West Kent Primary Care Trust Board would meet on 25 January 2007. Mr
Phoenix anticipated that this, and other recommendations arising from the
review, would be endorsed at that meeting. To delay the review until the
outcome of the national review was known would have put the Health Visiting
Service into limbo.

West Kent Primary Care Trust

(5)

(1)

Mr Tolputt asked whether the Committee could have a structure chart and a
list of Directors appointed to the West Kent Primary Care Trust. Mr Phoenix
said that not all appointments had been made. Appointments were still being
made to the remaining Director posts. However, all non-executive Directors
had been appointed. This information would be made available to the
Committee.

Commissioning Homeopathy — West Kent Primary Trust
(Item 3)

The Chairman indicated that, following a recent meeting with colleagues from
the West Kent Primary Care Trust, it had been agreed that proposals for the
commissioning of homeopathy in West Kent should be the subject of an item
at the Committee’s next meeting on 9 February 2007.

Maidstone and Tunbridge Wells NHS Trust — A New Direction for
Surgical and Orthopaedic Care

(Item 4)

Rose Gibb, Chief Executive of Maidstone & Tunbridge Wells NHS Trust and
Steve Phoenix, Chief Executive of West Kent PCT, Dr Jeremy Mayhew,
Medical Director and Paul Barratt, General Manager (South) from South East
Coast Ambulance Service and Paul Skinner, Clinical Director — Orthopaedics
and Philip Bentley, Clinical Director — Surgery from Maidstone & Tunbridge
Wells NHS Trust were in attendance for the item, along with surgeon,
physician and nursing colleagues from the Trust.

The Committee had before them a briefing note setting out the Trust's

proposals for changes to surgical and orthopaedic care, and the reasons for

the proposals — together with objections, representations and views received

from: County Councillors whose constituents looked to the Maidstone and
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(@)

3)

(4)

(5)

(6)

(7)

(8)

Tunbridge Wells NHS Trust for their hospital services; the County Council;
East Sussex County Council; Borough and District Council colleagues; Parish
Councils; and other stakeholders.

Attached as an Appendix to these Minutes is a copy of the presentation made
by the Chief Executive of West Kent Primary Care Trust, the Chief Executive
and colleagues of Maidstone and Tunbridge Wells NHS Trust.

By way of introduction, Mr Phoenix made it clear to the Committee that the
presentation they were about to receive was being clinically led — because that
was appropriate and was how the consultation had been handled by the acute
Trust and the Primary Care Trust.

He indicated that the West Kent Primary Care Trust Board would consider all
responses to the consultation and make a decision at its meeting on 22
February 2007.

Rose Gibb, Chief Executive of Maidstone and Tunbridge Wells NHS Trust —
accompanied by a team including clinicians and representatives of the South
East Coast Ambulance Service — made a presentation to the Committee on
the Trust’s proposals.

Ms Gibb indicated that the issues being addressed in the Trust’s proposals for
change to surgical and orthopaedic care were extremely complex and were
highly emotive. She did not underestimate how difficult it was to set aside
emotion and personal opinion. The proposals before the Committee were all
about providing health services which were clinically safe and meeting national
standards.

Ms Gibb reminded the Committee that the proposals were to create a
specialist centre for complex and cancer surgery by:-

(a) centralising all inpatient emergency orthopaedic surgery and emergency
general surgery operations at the Kent and Sussex Hospital, Tunbridge
Wells, supporting day-care and 23-hour care; and

(b) centralising complex inpatient elective surgery at Maidstone Hospital,
supporting complex cancer surgery, day-care and 23-hour care.

Ms Gibb said the reasons why change was necessary were as follows:-

(&) toimprove standards of care;

(b) to ensure patients saw the right specialist every time;

(c) to support training with good supervision and sustained development of
specialist skills, e.g. stomach surgery;

(d) to create safe modern trauma services, covered by specialists 24-hours-
a-day;

(e) to cancel fewer operations;

()  to reduce risk of cross-infection, among elective patients in particular;

(g) to better use staff skills;

(h) to reduce length of stay in hospital;

() to improve mortality and complication rates;
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() to save more lives of patients who presented with complicated surgical
conditions;

(k) to increase the ability to manage complex, cancer and surgery; and

() to bring in new skills locally, e.g. keyhole surgery and pelvic surgery.

Mr Paul Skinner — Clinical Director (Orthopaedics)

(9)

(10)

(11)

Mr Skinner informed the Committee that the proposals put forward by the
Trust would, in his opinion, improve services — in terms of number of
operations cancelled, infection control, mortality rates and a reduction in
complications arising from an operation.

Maidstone Hospital had a dedicated trauma theatre, which gave excellent
outcomes in terms of infection control. He said that there was a need to have
a ‘tower-block’ structure rather than a ‘pyramid structure’, with a lot of junior
doctors at the bottom. This had been recognised in the government's
‘Modernising Medical Careers’ programme.

Mr Skinner said that 80% of admissions for elective surgery in orthopaedics
would be unaffected by the proposed changes.

Mr Philip Bentley — Clinical Director (Emergency Surgery)

(12)

(13)

(14)

(15)

(16)

Mr Bentley explained to the Committee the difference between planned care
and emergency admissions. Planned surgical cases were pre-assessed and
booked in advance on a list, which could be run efficiently. With emergency
care, by contrast, there was a need to assess and diagnose the patient on
admission to hospital; and numbers of cases could not be known in advance,
and might vary significantly.

Mr Bentley informed the Committee that the Royal Colleges and a number of
other bodies supported the proposals to separate elective and emergency
surgical care.

Mr Bentley said that one of the drivers for change was ‘sub-specialisation’. He
added that Primary Care Trusts, who were the purchasers of the services,
would not buy services where the outcomes for patients were poor.

He further added that it had been suggested that the changes being proposed
by the Maidstone and Tunbridge Wells NHS Trust would reduce the surgical
presence at the Maidstone Hospital. He said this was not true. On the
contrary, there would be more surgeons at Maidstone. Nine or 10 of these
surgeons would not be on call for emergencies, but would be dealing with
planned elective surgery lists and ‘outpatient’ sessions. The outcome would
be more consultant-led care. He added that a few patients would have to
move from Tunbridge Wells to Maidstone for elective surgery. There would be
emergency clinics still provided both at Maidstone and Tunbridge Wells.

Turning to the optimum catchment populations he said for emergency surgery,

this was 500,000. For emergency medicine the recommended level of

catchment population was 250,000 residents. Reconfiguration of some the

services for the Trust was inevitable. Doing nothing at all was not an option.
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(17)

Trauma services would be improved if they were centralised. He said if this
was not achieved then Primary Care Trusts would not want to purchase
substandard services. Without streamlined ‘cold surgery’, the Trust would be
under threat from the purchasers of services. To have general wards with
beds occupied by unselected patients, due to a mix of planned and unplanned
patients, was not safe, as it increased the risk of cross-infection.

Ms Rose Gibb — Chief Executive of the Maidstone & Tunbridge Wells NHS Trust

(18)

(19)

(20)

(21)

(22)

(23)

In response to the perception that there was no clinical ownership for the
proposals, Ms Gibb informed the Committee that there had been facilitated
meetings and workshops across Maidstone and Tunbridge Wells NHS Trust
about the proposed changes. She refuted the claim that the consultation had
not been clinically led. She went on to say that not 100% of clinicians wanted
change at this time — but that did not mean that there was no clinical
ownership. It was unlikely that 100% agreement would ever be achieved and
it was also inevitable that people would be passionate about these changes.

In answer to concerns that the Accident and Emergency Department at
Maidstone Hospital was closing, Ms Gibb said that this was not true. This was
a misconception — one that was even held by some ‘senior individuals’ across
the county. What was being proposed was a refinement to Accident and
Emergency services. There would be:-

e direct admissions into specialist units;

e more care delivered by specialist nurses;

e integration of General Practitioners (GPs) into Accident and Emergency
through the Emergency Care Centre.

Ms Gibb made it clear that medical emergencies would continue to be treated
at Maidstone. Some 55,000 attendances a year would continue to be treated
at the Maidstone Emergency Care Centre. It was not true that Maidstone
Hospital was being downgraded: in fact, £70 million of investment had been
put into Maidstone Hospital over the last three years.

Maidstone Hospital was a major tertiary centre, not simply a local hospital — it
was providing cancer care for a catchment population of 1.7 million people.
There were specialist doctors in diabetes, heart and lung medicine. A cardiac
catheter lab would be established in 2007 and the acute stroke unit was under
development.

Responding to the claim that the proposals put forward by the Trust were not
safe, Ms Gibb said that the British Association for Emergency Medicine and
the College of Emergency Medicine recommended that emergency
departments with attendances greater than 40,000 per year must have
immediate access to key supporting services such as general surgery. If the
proposals were to go ahead, this would be the case and complex surgery
would still be available on the Maidstone site.

Ms Gibb said that, with regard to the perception that patients would have to
travel ‘too far’, the South East Coast Ambulance Service was clear that the
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(24)

(25)

(26)

(27)

(28)

benefit of patients receiving the right treatment outweighed additional journey
time. The population of Maidstone had three hospitals within a reasonable
travel time offering emergency services (namely the Medway Maritime, William
Harvey and Darent Valley hospitals).

Ms Gibb indicated that the option of providing emergency surgery at both
hospitals would not work, because it would require additional consultants —
three at each hospital. This was clinically not feasible, because too few
patients would be seen by each doctor, meaning the ‘critical mass’ of patients
necessary to maintain optimum skill levels would not be achieved. Training
would worsen, as not enough exposure to surgery would be available for
trainees. The proposal was financially unviable. Infection control would be put
at risk if the Trust were to continue mixing emergency and elective patients.
Finally, the proposal would undermine tertiary cancer work at Maidstone.

The second alternative proposal was the reverse of the preferred option — with
elective patients being treated at the Kent and Sussex Hospital, and
emergency cases at Maidstone Hospital. Ms Gibb said that this proposal
would not work because it undermined specialist cancer services at
Maidstone, meaning that these would probably have to cease. It would also
leave a large population in Tunbridge Wells without good access to alternative
emergency surgery and orthopaedics — there being no urgent care network
that was easily accessible by the catchment population of the Kent and
Sussex. This would place very great pressure on the ambulance service and
there would be costs associated with mitigating this pressure.

Ms Gibb then responded to the allegation that there had been a lack of public
involvement in planning for the proposed changes. She identified the various
consultations that had taken place over the last three to four years. She
added that Maidstone and Tunbridge Wells NHS Trust had been involved in
engaging the public on a number of issues since 1999. She it was impossible
to get 190 consultants to agree to the proposed changes, never mind a
population of 500,000 residents.

In answer to the perception of some that the proposals were financially driven
and all about the Private Finance Initiative (PFI) for a new Pembury Hospital,
Ms Gibb insisted that the proposals were about clinical safety and improving
health for patients. £70m had been invested in Maidstone Hospital with
continued annual plans for the next ten years. Ms Gibb added that the easy
option would have been for Maidstone Accident and Emergency Department
to have been closed in 2004/05, when the Royal Colleges had threatened the
withdrawal of training recognition.

Turning to the opposition from the Maidstone Division of the British Medical
Association and MASH (Maidstone Action to Save our Hospital), Ms Gibb said
that even these opponents recognised that what currently existed had to
change. She said that MASH were only a few people. The BMA were talking
about the Accident and Emergency Department only being open 18 hours per
day; and they had accepted the need to centralise orthopaedics and trauma in
Tunbridge Wells.
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(29)

(30)

(31)

(32)

(33)

(34)

(35)

Reference was made to the international clinical evidence for centralisation of
services put forward by:-

e Prof Roger Boyle (National Clinical Director for Heart Disease and Stroke);
e Prof George Alberti (National Clinical Director for Emergency Care).

In answer to questions relating to perceptions about how emergency medicine
could continue to be delivered safely, Ms Gibb informed the Committee that
surgical opinions from senior surgeons would be available in-clinic during the
day and via the ‘Hospital at Night’ scheme. All key support services were to
be retained, including:-

critical care;

imaging;

pathology; and

access to surgical opinion.

Ms Gibb said, in conclusion, that the proposals being put forward by the Trust
were consistent with its future planning, meaning the best care possible and
modern standards. She added that the ‘Fit for the Future’ review was based
on a financial model and focused on cost-reduction. This consultation had
been about a clinical service which offered a safe service with the least
amount of change.

If the decision were delayed, patients would be denied the right to proper care,
and lower mortality rates. A reassessment of clinical risk would have to be
undertaken to ascertain how long services could be safety supported — and
risk-mitigation options would have to be considered, including the possible
closure of some services.

In summary, Ms Gibb said that the proposals being put forward by the Trust
represented the least change of services necessary to ensure good modern
clinical services. The proposals would:-

e decrease the risk of infection and complications for patients; and
e ensure that the Trust would be working with other Acute Trusts

The proposals would also:-

e support training for doctors; and
e make best use of the skills of staff, including doctors and nurses.

The proposals offered Maidstone and Tunbridge Wells NHS Trust the
opportunity to provide excellent specialist and general hospital care from two
quality hospitals meeting modern day standards, and would improve the
Trust’s ability to save lives.

Questions

(36)

Mr Daley said he presumed that the two clinicians from whom the committee
had heard were from Tunbridge Wells. He asked why so many clinicians were
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(37)

(38)

(39)

(40)

(41)

(42)

(43)

(44)

arguing passionately that the Trust had got its proposals wrong. He stated
that it felt like Maidstone was always losing out. He referred specifically to the
loss of the chronic pain clinic, which he would like to see returned to
Maidstone.

In answer, Ms Gibb said that the chronic pain unit was a separate issue. She
admitted the two Clinical Directions were based at the Kent and Sussex
Hospital, but stated that 100% of emergency surgery and orthopaedic
consultants (including those at Maidstone) were in favour of the proposed
changes. It was important to separate anecdotal views and opinions from
hard evidence.

Dr Simon Bailey, a consultant general surgeon, then addressed the
Committee. He said that he had only recently been appointed to the Trust and
he had been attracted to Maidstone because of the proposal to create a
specialist unit. He added that he was frustrated at the slow pace of change.
He said that he could not guarantee patients operations would take place until
the morning of the operation because of the lack of preparation from
emergency care.

He said that the system was a ‘mish-mash’ based on the NHS model of 1948
— which he said was for 1948, not the present day. The NHS now had to
move to a system of specialisation.

Dr Bailey’s views were echoed by a fellow surgeon from the Trust, who told
the committee that there was currently competition for operating theatres
between elective and emergency work. Centralisation would allow all-day
trauma lists, reducing mortality rates and length of hospital stay. He accepted
that certain groups of patients would have to travel for longer, but it would be
worth it because of the improved quality of service.

Ms Gibb said it was important that the Committee listened to the experts who
had to deliver the service.

Mr Northey then referred to the 500,000 catchment population to which the
Trust had referred. This catchment population might be appropriate for a few
specialist areas of medicine, but it was not for the majority of cases. He felt
that this was a case of ‘the tail wagging the dog’, with the general public
paying the price.

Mr Northey also asked whether there was enough cover to go round for all the
various ‘sub-specialisms’.

Mr Bentley responded that the Royal College of Surgeons had laid down how
expert each type of surgeon needed to be. General surgeons were required to
be ‘emergency safe’, but did not, for instance, need the detailed knowledge
possessed by Dr Bailey and his colleagues in respect of cancer. In the case of
colon cancer, a general surgeon could deal with a distended abdomen — but it
would need a specialist surgeon to deal with the underlying condition. As
regards the matter of catchment populations, Mr Bentley said that there were a
number of specialisms where the optimum catchment population was even
larger than 500,000 — it could be as large as 2—3 million people. What was
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(45)

(46)

(47)

(48)

(49)

important was the safety of the patient. The Trust’'s proposals were about
patients, not the convenience of consultants. In his own case, Mr Bentley
would find himself having to commute from Tunbridge Wells to Maidstone
under the Trust’s proposals.

Mr Fittock made clear his position, and that of his party colleagues, regarding
the recent Kent County Council press release and the letter written by the
Leader of the Council on 21 December 2006. He wanted to make it clear that
his Group were disassociating themselves from those two items.

He then went on to ask a range of questions relating to the in-house
separation of emergency and elective care:-

e How many people would be affected if the proposals relating to ‘blue-light’
services set out in the Trust Consultation were to go ahead?

e Would other adjoining Trusts’ Accident and Emergency Departments be
able to cope with additional demand displaced from Maidstone?

e What about the poor transport links between Tunbridge Wells and
Maidstone?

He thought there was a contradiction between what the Trust had told the
committee about ‘Fit for the Future’ and what he had heard from other NHS
colleagues. The Trust were saying that ‘Fit for the Future’ was being driven by
finance — yet NHS colleagues who were involved in the review were saying
that it was categorically not primarily about finance.

Rose Gibb responded to Mr Fittock that the consultancy firm McKinsey had
produced a model for ‘Fit for the Future’ which was a financial planning tool,
intended to show the financial limits within which services would have to
operate.

Regarding numbers affected by the proposals, Ms Gibb said that around
60,000 people presented to Maidstone Hospital Accident and Emergency
Department every year. If the proposals as set out in the Trust Consultation
document were to go ahead, 5,000 of those people (about 12 per day) would
be affected. Very few of these would need to go to Tunbridge Wells; the rest
would divide up as follows:

e Medway Maritime — four or five;
e William Harvey — four;
e Darent Valley — two.

Paul Barratt from the South East Coast Ambulance Trust indicated that the
Trust were wholly supportive of the proposals. In responding to the claim that
patients would be at risk of dying before reaching hospital, Mr Barratt said
similar comments had been made when similar changes were proposed in
East Kent. Yet, this had not happened when the changes were implemented.
Mr Barratt said that there would be no journey times above 30 minutes. He
expressed the view that extended journey times would be worth it if it meant
getting the patient to the most appropriate hospital. He said that, in most
cases, the time difference involved would actually be negligible. Regarding
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whether it was possible to separate elective and emergency surgery merely by
separating patient flows (without centralising each service at a different
location), Dr Bailey said it was necessary to have an adequate volume of
patients in order to achieve separation. He joked that it would be possible to
have all services located in a single hospital located at, say, Paddock Wood.
That would allow sufficient volume of patients to permit separate flows without
separate locations — but, of course, it would not be acceptable to people. Ms
Gibb said that the financial savings attached to the proposals would be no
more then £2 million, and that out of this would come payments to the
Ambulance Trust to cover additional transport costs. The source of the
savings would be the removal of staff from non-training grades and the
avoidance of the need for extra investment on account of the European
Working Time Directive.

(50) Mr Tolputt asked about the number of ambulance staff that would need to be
on standby. He also asked about the potential impact of Operation Stack on
the need for ambulance cover. Mr Barratt responded that the reconfiguration
of services in East Kent had, contrary to what people had claimed, led to the
need for the ‘vast number of just two extra ambulances. He said the
ambulance service was also freeing up capacity, as fewer ambulances were
now being sent up to London. He accepted that Operation Stack was a
concern — but it was not a major issue. Very few road-traffic accident
casualties on the M20 now went to Maidstone Hospital; most went to Ashford.
He emphasised that the majority of medical emergencies, e.g. heart attacks,
strokes, etc., would still be going to Maidstone. And he underlined that the
proposals were not financially driven. He reiterated that the anticipated
savings were around non-training posts.

(51) Asked whether the Accident and Emergency Unit at Maidstone Hospital would
remain fully clinically staffed or would just have emergency nurses, Rose Gibb
responded that this was a misunderstanding. The Accident and Emergency
Department was not closing. The situation was that the majority of cases at
Maidstone A&E presented as walk-in patients, and they were treated by
nursing staff. This was the situation in all hospitals. Only a minority of cases
were true emergencies — and these were mostly medical emergencies, which
would remain at Maidstone Hospital. Of the 25,000 blue-light patients
presenting annually at the Accident and Emergency Unit at Maidstone
Hospital, the majority were medical patients and these would stay at
Maidstone. Around 5,000 patients per year required emergency surgery, and
these cases would go elsewhere. What the Trust was saying was that the
Kent and Sussex, and Maidstone hospitals did not have adequate
infrastructures for 24-hour modern services. And even if she had the 16
surgeons necessary to run services on both sites, there would not be enough
work for them to do, which would be a waste of money.

Kent Air Ambulance

(52) Mr David Philpott, Chief Executive of the Kent Air Ambulance, was then invited
to address the Committee. He informed the Committee that he had no
difference of opinion on clinical arguments with the Trust. He accepted that
reconfiguration on the lines set out by the Trust was national policy. He added
that he had worked closely with Professor George Alberti and it was his view
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that the intention was that trauma hospitals would be based around a 500,000
population, whether we liked it not. The Kent Air Ambulance was a non-
political organisation and independent of the National Health Service. Having
said all this, the Air Ambulance Trust did have issues with the current
proposals. He disagreed with Rose Gibb about ‘Fit for the Future’ — it was not
about finance, it was about having a big vision for the NHS in Kent and
Medway, and such a vision was lacking in these proposals. The Kent and
Sussex Hospital did not have a helipad — unlike Maidstone Hospital, to which
a total of 92 cases had been airlifted by the Air Ambulance. Not only could the
Air Ambulance not take cases to the Kent and Sussex, it could not airlift cases
out. In recent years, 37 cases had been airlifted from Maidstone Hospital to
specialist services elsewhere, and lives had thereby been saved. He added
that he felt that the proposals were a good idea, but in the wrong place and
the wrong time; and the infrastructure was wrong.

(53) Mrs Stockell indicated her support for Mr Philpott's comments and asked
whether the proposals would undermine the Kent Air Ambulance’s position. Mr
Philpott responded that they would not. He had met the Secretary of State a
couple of months ago and, in his view, Air Ambulance Services would
increasingly be the solution to the problem of transporting emergency cases.
They were supplementary to the National Health Service, but the need for
them would increase.

(54) Mrs Rowbotham expressed the view that ‘downgrading’ was an inappropriate
word; she accepted the need for reconfiguration in some form. What she
wanted to know was whether there were enough helipads. Mr Philpott
responded that he felt that Health Trusts tended to think in ‘silos’, neglecting
issues such as helipads, and that the system forced people to think that way.
John Tickner, Operations Manager for the Air Ambulance Trust, emphasised
that the Air Ambulance was a very small part of ambulance provision, only
dealing with between 200 and 300 cases per year. In the last six months, 60
cases had been taken to Maidstone Hospital which nhow would all have to go
elsewhere.

(55) Dr Ramzi Freij, a medical consultant employed by the Air Ambulance,
explained that he was one of four consultants working for them. Kent had the
most heavily consultant-led Air Ambulance Service in the country. A few
cases, the most serious ones, needed stabilisation at the roadside; and the
consultants were able to do this.

(56) Mr Hibberd referred to the impossibility of landing at the Kent and Sussex
Hospital; he said that helicopters could land on oil rigs in the North Sea, so
why not in Tunbridge Wells? He asked how close to the hospital the Air
Ambulance would need to land in order to be effective. Mr Philpott responded
that the Air Ambulance could land in fields adjacent to hospitals — but this
would a require land ambulance then to transfer the patient to hospital. He
added that the Kent Air Ambulance did try to land near to the Kent and Sussex
in this way, but it was not ideal. Mr Tickner added that they had been known
to land at a sports field south of Tunbridge Wells — however that added 10
minutes to the journey time to the Kent and Sussex Hospital.
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(57)

(58)

(59)

(60)

(61)

(62)

(63)

(64)

Mr Tickner then went on to refer to the Darent Valley Hospital. Although it was
a very good hospital, the helipad was half-a-mile away from the Accident and
Emergency Unit. As a consequence, they tended to overfly that hospital.

Ms Gibb added that the majority of hospitals in the UK did not have a helipad.
She said that the new Pembury Hospital would have a helipad. With regard to
Maidstone Hospital, she added that it was only an extra two minutes to fly
from Maidstone to the Medway Maritime Hospital, which had a helipad. She
added that a number of patients were relocated from Maidstone to Medway for
vascular surgery in any case.

Mr Crowther responded that he was ashamed to hear there were still hospitals
that did not have a helipad.

Mr London sought information about the dimensions for a helipad and whether
the helicopters could operate at night. Mr Philpott answered that Kent Air
Ambulance were advocating the idea of night-time flights to move intensive-
treatment patients. The Air Ambulance had a lit base at Marden and so could
fly at night if lit helipads were available at hospitals. Mr Philpott said that
helipads required little space and they were relatively inexpensive to build
(around £4,000). He wished that NHS colleagues would consult with the Air
Ambulance Trust before making decisions about the availability of helipads.

Mr Daley commented that the Kent Air Ambulance was not the service of first
response. He thought that they were really saying the reconfiguration should
wait until the new PFI hospital opened at Pembury. He asked whether flight
paths were also an issue, as well as the availability of helipads. Mr Philpott
answered that the Air Ambulance had no view on the centralisation of elective
surgery, but they did accept the general trend towards specialisation in the
NHS. He said that the Air Ambulance certainly was a service of first response.
They screened every emergency call in the South East of England (1,500 per
day) and they self-deployed, without waiting to be called. He went on to say
that paramedics did a lot now but added that the doctors were pre-hospital
care specialists with a lot of training.

Mr Daley’s point about flight paths was valid, Mr Philpott conceded.

Following lunch, local County Members were given the opportunity to address
the Committee about their views on the Maidstone and Tunbridge Wells NHS
Trust’s proposals.

Mr A J King, Member for Tunbridge Wells Rural and Deputy Leader for the
County Council, said that the transport connections between Maidstone and
Tunbridge Wells were not fit for the purpose. He said that Kent County
Council was opposed to the Trust's proposals because it was their view that
services for the public should be available in both Maidstone and Tunbridge
Wells. He added that they understood the pressures on NHS Managers. He
said that he had been a Health Authority Chairman for two years and a Trust
Chairman for six years. He added that he recognised that there were diktats
coming from Whitehall, putting NHS managers in a more difficult position than
that faced by local government. Mr King was keen to extend the hand of
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(65)

(66)

(67)

(68)

(69)

(70)

(71)

(72)

friendship to people in the NHS and said that it was important that there was a
dialogue which was fit for the twenty-first century.

Mrs M Featherstone, Member for Maidstone North East, indicated that she
had received several comments from her constituents. She added that the
publicity in the local newspapers had not helped and proposals being put
forward by the Trust were not well understood and the public were left with the
impression that all blue-light services in Maidstone would cease. As a
consequence, this would result in delays in getting patients to hospital which
could potentially add to travel-time and cost for people visiting their family and
friends in hospital.

Mrs Featherstone mentioned the growth in population in Ashford and the
Thames Gateway — and indicated that Maidstone was also a growth area.

She went on to say that a lot of staff who worked in the Maidstone Hospital
lived within her electoral division. They had told her about reconfiguration in
Epsom, which had meant patients had died on the way to hospital because of
over-long journey times. While she acknowledged that car ownership was
high, she informed the Committee that not everyone drove and, therefore, a
two-hour visit to the Kent and Sussex Hospital would take four hours by public
transport. The taxi fare to do this journey would cost in excess of £20.

Mrs Featherstone said that she had been told by a member of staff working at
Maidstone Hospital that there were three major accidents dealt with at
Maidstone Accident and Emergency Department every week. She spoke
about the proximity of Maidstone to the M20.

Finally, she added that the population of Maidstone was set to grow for the
next 10 or 20 years and that the public would expect a hospital with all
services to be available in Maidstone.

Mr London, Member for Sevenoaks Central, spoke about the difficulty of
access from Sevenoaks to local hospitals. Dartford could only be reached via
London on public transport. He added that all the focus so far at the meeting
had been on clinical services and only once had there been mention of
visitors. He concluded that the constituents within his electoral division were
bemused by all the consultations and new organisations in the NHS.

Mrs Stockell, Member for Maidstone Rural West, said that she represented an
electoral division which had 13 Parish Councils over a very large rural area
and that journey times across the electoral division were horrendous.
Maidstone currently had a population of 140,000 people and this was
expected to grow in the next ten years to 150,000 people.

Mrs Dagger, Member for Malling West, said that within the Tonbridge and
Malling area residents had easier access to health services. A major concern
was Pembury Hospital, which was accessed by the A228 Colts Hill which
could easily become blocked. Kent County Council had been pressing the
Government for funding for years to upgrade this road.
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5.

British Medical Association — Maidstone

Dr Chris Thom — Consultant in Elderly Care

1)
(@)

3)

(4)

(5)

Dr Thom said that he had spent just under 12 years at Maidstone Hospital.

He informed the Committee of a survey which had been undertaken involving
all members of the Maidstone Division of the British Medical Association. A
total of 156 replies had been received; 95% of the respondents had agreed
that:

o full A&E services should continue to be provided at both Maidstone and
Tunbridge Wells;

¢ Maidstone Hospital should continue to provide a full unselected medical
and general surgical ‘take’;

e no services should be transferred from Maidstone before the Private
Finance Initiative had been agreed;

e consultants at Maidstone should be fully involved in deliberations on
service configuration.

He added that the totality of physicians at Maidstone Hospital, as well as some
of the surgeons, were opposed to the Trust proposals.

Dr Thom informed the Committee that he was a physician who admitted many
patients with medical conditions which didn’t need emergency surgery to
Maidstone Hospital. However, he said that one could not always tell what sort
of support and services were going to be needed. He said that out of recent
30 medical admissions at Maidstone Hospital, three had needed emergency
surgery. One patient had presented with heart pain but this had turned out to
be an abdominal emergency. A second patient had presented with a lower-
limb infection and had turned out to require a life-saving amputation (and it
would not have been safe to move the patient). The third patient had needed
to be taken to a London hospital for emergency heart surgery.

Dr Thom informed the Committee that for his surgical colleagues the
proposals as put forward by the Trust did have benefits — but there were
disadvantages as well. He added that a countywide Gl Unit was being
developed and that these proposed changes by the Trust would not fit with the
way many people saw this developing. Dr Thom said that training must follow
services. The out-of-hours service was given by postgraduate trainees; if the
proposals were to go forward, he said, there would be reduction in the quality
of training. He acknowledged that medical emergencies were staying at
Maidstone — but there was no plan worked out for this.

Turning to the national context, Dr Thom referred to the recent document from
the Institute for Public Policy Research, which had sought to justify
reconfiguration to achieve large catchment populations. The report admitted
that this was driven by political imperatives — and he had to agree with that.
He indicated that 250,000 was the current average catchment population for
local hospitals; only Medway Maritime Hospital had a catchment population
above 300,000.
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(6)

(7)

(8)

(9)

(10)

(11)

(12)

(13)

There was a drive to reduce the number of Accident and Emergency
Departments by one-third. He said that this would be good for a few cases but
not for the bulk of patients, who he said would be disadvantaged.

Dr Thom stated that a catchment population of 100,000 people was too small
but in his view 500,000 was too big. What was required was a population
somewhere in between. He advocated that a 250,000 population was
workable to sustain two viable hospitals. He recognised that it would not be
possible to provide all services at both hospitals but there would be a network.
He said that the current proposals did not start from the hospital as a whole.
He referred the Committee to the NHS National Leadership Network
document ‘Strengthening Local Services’, which had been cited early on in the
consultation. This actually stated that a substantial majority of hospitals with
smaller catchment populations would continue to provide emergency general
surgery. He added that he did accept, as a postgraduate tutor, the need for
the Trust to modernise.

The Committee then heard from Dr Debbie Taylor, a General Practitioner in
Maidstone since 1990. Dr Taylor said that in 1986 she gone to work at
Maidstone Hospital as a House Officer. She had seen the hospital grow since
opening in 1983. She said that local people needed local services. Maidstone
was much larger than Tunbridge Wells and she emphasised that the links
between Maidstone and Tunbridge Wells were very poor. She said that it
would take longer to get to an Accident and Emergency Department at
Dartford, Medway or Ashford — and people would die as a consequence.

250,000 was an appropriate catchment population for an Accident and
Emergency Department — and the local population was expanding.

Ms Taylor said that all general practitioners (GPs) in the Maidstone area were
opposed to the changes. She went on to say that those people who were on
low incomes or lived in a deprived area would not be able to afford to travel to
Tunbridge Wells. She reaffirmed her view that the road links were extremely
poor. Tunbridge Wells Hospital also lacked a helipad.

Ms Taylor stated that there was often talk about the “golden hour” in respect of
getting emergency cases to hospital, but often it was a “golden half-hour”.
This time could easily be lost where there were poor road links. She informed
the Committee about how the Trust's proposals would impact on general
practitioner training. She said that it was the GP’s role to deal with
uncertainty: patients did not come to their GP with a label. They needed to
refer patients for an opinion at the hospital, and she was concerned that not all
these patients would actually go to Tunbridge Wells.

Dr Taylor said Ms Gibb had assured her there would be a surgical opinion
available at Maidstone — but it could still be difficult to contact a surgeon if they
were involved in a clinic.

A copy of a note expressing Ms Taylor’s views was tabled at the meeting.
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Dr Marie South — Consultant vascular and general surgeon

(14) Dr Marie South explained that she had recently moved from Maidstone and
Tunbridge Wells NHS Trust, after 25 years’ service, to work at Medway
Maritime Hospital. She informed the Committee that there were sub-
specialities within general surgery where it was valuable to concentrate
services on one site, e.g. the vascular speciality, for which a regional specialist
centre had been created at the Medway Maritime Hospital. Dr South added
that there were similar arguments for surgery involving the upper
gastrointestinal tract. However, this did not apply to all specialties. She stated
that having a purely elective surgical centre at Maidstone was not necessary
or desirable; there were surgical emergencies, such as abscesses and
appendicitis, that could and should continue to be dealt with at Maidstone. Ms
Harrison noted that it was the Royal College of Surgeons that decided
appropriate levels of training — if the assumption were made that money was
no object, would the Royal College continue to recognise Maidstone Hospital
as a training centre? She said that Sheppey’s Accident and Emergency
Department had been shut by the Royal College, although Sheppey was a
deprived area and miles from anywhere. Ms Harrison went on to ask whether
all blue-light cases currently went to Maidstone. She asked were the
proposals put forward by the Trust were clinically detrimental to the population
of Maidstone. In answer, Dr Thom said that in his view, yes the proposals
were overall detrimental — but that was not to say that the situation should stay
unchanged. He said that almost all blue lights currently went to Maidstone.
He said that there was no short-term threat to training and that the proposals
would not affect this — but they did complicate matters.

(15) Dr South said emergency surgery was a vital part of trainees’ surgical
experience, so the proposals would limit the number of trainees allocated to
the Maidstone site.

Dr Akbar Soorma — Consultant in Accident and Emergency Medicine

(16) Dr Soorma responded that the closure of the Sheppey Accident and
Emergency Unit had happened before the Postgraduate Medical Education
and Training Board (PMETB) had been established. This organisation, rather
than the Royal Colleges, now had the final say on the training of all surgeons,
physicians and anaesthetists.

(17) Mr Fittock then asked a range of questions of health colleagues including:-

(@) whether members of the British Medical Association in Tunbridge Wells
had been consulted, or whether the consultation had been limited only to
members of the Maidstone Division;

(b) what they thought of the model for emergency care now in operation at
the Kent and Canterbury Hospital — there had been a lot of opposition to
this, but it seemed to be working quite well now;

(c) how it was that Ms Gibb was able to state that the British Medical
Association’s national policy was actually in support of the model
proposed for her Trust;
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(18)

(19)

(20)

(21)

(22)

(23)

(d) what they thought about the risk of cross-infection if the model of mixed
elective and emergency services continued; and

(e) whether they thought it was acceptable for patients from, for instance,
Swanley to have to travel a long distance to Maidstone Hospital to
access the Kent centre of excellence for cancer, which was at Maidstone.

Dr Thom responded that it was the Maidstone Division of the British Medical
Association that was objecting to the Trust's proposals. There had been no
similar consultation exercise in Tunbridge Wells. He added that he did not
regard the emergency care service at the Kent and Canterbury Hospital as a
satisfactory clinical model — although he accepted that it worked well most of
the time. He noted that there was a vascular unit at the Kent and Canterbury
Hospital, meaning that they had emergency surgery available to a somewhat
greater extent than was proposed for the Maidstone site. He said that
Foundation Year 1 trainees now had to spend two months at Canterbury and
two months at Ashford — this was bad for the trainees and bad for the service
(due to the extent of turnover it entailed).

He said that the national policy of the British Medical Association that had
been referred to by Ms Gibb was that of support for the separation of
emergency and elective care.

With regard to infection control, he could accept this as justification for the
proposals, if they really were going to guarantee proper separation of elective
and emergency surgery. However, the proposals would only achieve an
imperfect separation at Maidstone, due the lack of ringfencing for elective
general surgery beds. The benefits of the proposals were in reality less than
they would seem; and they were outweighed by the disadvantages of what
was proposed.

Dr Thom concluded that Maidstone Hospital should remain a centre of
emergency care supported by emergency surgery. He went on to say that,
whilst he had argued against the centralisation of trauma and orthopaedics, he
thought this could be done with less damage than would be caused by
centralising emergency surgery. A compromise would be to centralise only
emergency orthopaedics; a lot of work would need to be undertaken with the
ambulance service on this, but it could be done. This compromise position
would still not be perfect and would still attract a great deal of opposition.
There would be a cost involved and it would be less convenient for general
surgery colleagues.

Dr Hulse added that one of the problems with the consultation document was
the lack of balance in presenting the risks associated with the possible
solutions. He said there would be winners and losers for each of the possible
solutions — but this had not been acknowledged in the document, which had
been slanted towards the Trust's favoured option.

Mr Hibberd said that the Committee was getting into the details of medical
training and he said he did not feel best placed to decide on this. He wondered
whether the Committee could get an expert to advise it on these matters.
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(24) Mrs Angell asked what consultation had taken place within the Trust on the
proposed changes. In reply, Dr Hulse referred to a clinical meeting at the Hop
Farm in Beltring last June to decide new policy for the Trust. Dr Hulse said
that, in his opinion, the event had been poorly structured, with clinicians
confined to discussing only issues directly related to their own specialties. The
proposals for emergency services had been arrived at solely within the
surgical and orthopaedic directorate, and there had been no consultation with
other specialties. The Trust's physicians were unanimously opposed to the
proposals.

(25) Mr Daley said that there was no possibility of getting an entirely objective and
independent opinion on this issue. The Committee could not call for expert
advice, as Mr Hibberd had suggested; they had to make a judgement on what
they had heard. The public had got a one-sided impression from the local
press, whose coverage had been quite emotive. He wanted to take the
emotion out. He had some misgivings about the East Kent model for
emergency care; but largely it had worked. There were also the underlying
financial issues: was it really possible to run full Accident and Emergency
services at both Maidstone and Tunbridge Wells within the financial
constraints?

(26) Dr Soorma said he had been a consultant in Accident and Emergency
Medicine for the past 10 years; and he was grateful for the Trust's support
regarding staffing levels. He said that the new Pembury PFI hospital would be
wonderful for surgical and orthopaedic colleagues, allowing them to work less
demanding rotas. He was proposing that, until the new Pembury Hospital
opened, services at the Accident and Emergency department at Maidstone
should be maintained as they were currently, but not on a 24-hour basis. Only
a dozen patients usually attended at night, so there was no need to provide a
full service overnight. He noted that, at the Hop Farm meeting, it had actually
been proposed not to provide emergency orthopaedics at night at Maidstone;
he had been surprised when surgical colleagues had then produced the
proposal to remove emergency orthopaedics and emergency surgery from
Maidstone entirely.

(27) A letter from Dr Soorma was tabled and circulated at the meeting.

(28) In conclusion, Dr Thom said no-one was saying ‘carry on as we are’; but he
re-emphasised that the proposals as currently put forward by the Trust had not
been adequately thought out and put together. He said hospitals much
smaller than Maidstone were providing a fuller emergency service than that
proposed by the Trust. This view was endorsed by Dr Hulse, who said he was
not opposed to change but that the details had just not been worked out

properly.

(29) Mr Crowther offered the view that he could support the Trust’s proposals if the
two hospitals were in the same town — but they were too far apart. The
proposals would make it very difficult to visit patients. He said he was inclined
to say that the Trust should go away, sort out a compromise and then come
back to the Committee.
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East Sussex County Council

(30)

(31)

Councillor Mrs Phillips of East Sussex County Council attended the meeting to
express the views of constituents in that part of East Sussex which looked
towards the Kent and Sussex Hospital for their hospital services.

Councillor Phillips said that if there were any proposal to remove emergency
care from the Kent and Sussex Hospital, this would adversely effect the rural
population to the south.

Tonbridge and Malling Borough Council

(32)

(33)

Mark Raymond, Corporate Services Manager, Tonbridge and Malling Borough
Council, also attended the meeting. Mr Raymond said Tonbridge and Malling
Borough Council were generally supportive of the arguments for the
reorganisation of services. However, they did have concerns, particularly over
transport — both in terms of patients and visitors.

Mr Raymond also spoke of the scope for delivering services in the community
through community hospitals or in other community settings. There needed to
be a link between these proposals, ‘Fit for the Future’ and the current
community hospitals review in West Kent.

Maidstone Borough Councll

(34)

(35)

(36)

(37)

Councillor Paddy Germain, Chairman of Maidstone Borough Council’s
external Scrutiny Committee addressed the Committee. He informed the
Committee that Maidstone Borough Council’'s External Scrutiny Committee
had done an exhaustive review of the proposals being put forward by
Maidstone and Tunbridge Wells NHS Trust. He said there was a very large
majority of Maidstone residents who opposed the Trust’'s proposals. It was the
Scrutiny Committee’s view that the Trust had not respected public opinion. He
said there was a liberal and inconsistent use of medical terminology within the
consultation document which only led to the confusion of lay people.

The External Scrutiny Committee found that the Trust’s consultation document
was blatantly leading. He said he was impressed with the idea of trying to get
people cared for closer to their homes but he questioned how people could be
sure that this would work.

Councillor Germain added that he had been unable to find a GP who was
enthusiastic about treating more people in the community. He said there was
very little chance of getting a community hospital in Maidstone. He
acknowledged that the proposals before the Committee were supposed to be
clinically-led but he had found it hard to find leading clinicians in Maidstone
who supported the proposals.

The draft report of the External Scrutiny Committee had been sent to the Trust
and an initial response had been received. The Trust had pointed out that the
Committee’s report contained a number of errors. The Committee had met on
Monday 8 January 2007 when it had unanimously endorsed the report, with
some minor amendments.
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(38)

(39)

He went on to say Ms Gibb had not convinced Maidstone Borough Council’s
External Scrutiny Committee, the residents of Maidstone or the Maidstone
Division of the British Medical Association.

In conclusion, Councillor Germain said that Maidstone was suffering because
of the lack of services and he felt that part of the reason was the need to
further the PFI Hospital at Pembury. He added that 10,000 new houses were
due to be built in Maidstone. He, therefore, asked the NHS Overview and
Scrutiny Committee to reject the proposals because he said that if the
Committee agreed them, further changes would be brought forward.

Mr G Gibbens — Cabinet Member for Public Health, Kent County Council

(40)

(41)

Mr Gibbens informed the Committee that he was the County Council Cabinet
Member with the portfolio for Public Health. He said that in attending the
meeting he in no way sought to influence the NHS Overview and Scrutiny
Committee.

Kent County Council had responded to the Consultation on 21 December
2006. A copy of that letter was before the Committee. He reiterated the views
expressed in that letter that these proposals should not go ahead until the
broader picture of ‘Fit for the Future’ was known.

Mr Dennis Fowle — Editor of the ‘Downs Mail’

(42)

(43)

(44)

Mr Fowle addressed the Committee and spoke of all the letters which had
been received by the ‘Downs Mail'. Copies of these letters were made
available to the Committee for its inspection. He referred the Committee to
the protest rally in Mote Park rally prior to Christmas which had been attended
by approximately 2,500 people. Several other petitions had also been
received. Reference was also made to the 2,000 forms filled in and returned
to the ‘Kent Messenger’ in support of its campaign against the proposals.

Turning to specific concerns, he spoke of issues of safety that would arise if
the proposals were to go ahead. He respected the skills of paramedics, but
he was concerned that clinical outcomes would be jeopardised if the ‘golden
hour’ were to be lost in excessive journey times. Tunbridge Wells was an old
hospital; it was a long way from Maidstone; and it was not properly staffed all
day. He said he felt the Trust had a poor safety record and referred to the
recent 20 deaths from Clostridium difficle. He added that nurses were
seriously overworked and he criticised the Trust for underspending by £2
million on its nursing budget in the current year. He referred the Committee to
the attempt made by the Trust to shift Women’s and Children’s Services to
Pembury, which had been withdrawn by the Trust. He said that the
Committee had heard about the Trust's £70m investment in Maidstone
Hospital — yet core services were still being downgraded, for example
Accident and Emergency, maternity, paediatrics and the chronic pain unit.

Mr Fowle said that Maidstone distrusted the Trust. He cast doubt on the
figures that the Trust had produced regarding numbers of patients that would
be affected by the proposals. He said that the Trust Board was loaded with
representatives from Tunbridge Wells, to the detriment of Maidstone.
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(45) He said that he had often been moved to tears by the letters he had received
from members of the public.

(46) In reaching its conclusions on this matter the NHS Overview and Scrutiny
Committee took into account the views of the Maidstone and Tunbridge Wells NHS
Trust and West Kent Primary Care Trust, as well as other stakeholder views,
including those of: the Kent Air Ambulance Trust; representatives of East Sussex
County Council; Maidstone Borough Council; Tonbridge and Malling Borough
Council; several Parish Councils; Patient and Public Involvement Fora; and
representatives of the Maidstone Division of the British Medical Association. Account
was also taken of the weight of public opinion on this issue, particularly in the
Maidstone area.

(47) The Committee was reminded of its statutory powers, including, as a last
resort, referral to the Secretary of State for Health.

(48) After a short adjournment, to allow a discussion between the Chairman and
Vice Chairman of the Committee and the Liberal Democrat spokesman, the
Chairman invited the Chief Executive of the Maidstone and Tunbridge Wells NHS
Trust, Ms Rose Gibb, to say whether the Trust was prepared to amend its proposals
in the light of the opposition that had been expressed and alternative options that had
been put forward.

(49) Ms Gibb said that the Trust had previously compromised regarding the
reconfiguration of trauma and orthopaedics — but this had produced a service that
was not working well for patients. The status quo could not be allowed to continue.
Ms Gibb noted that concerns had been expressed by consultants in emergency
medicine at Maidstone that their specialty would suffer as a result of the relocation of
emergency surgery away from the hospital. She said that details regarding the future
of emergency medicine were still being worked on — but she did not believe that
people would see the Accident and Emergency department at Maidstone without a
medical presence. She maintained that the level of surgical support to medicine at
Maidstone would actually increase.

(50) Mr James Lee, Chairman of the Trust Board, said that the possible
compromise mentioned by the BMA representatives — centralising emergency
orthopaedics at the Kent and Sussex Hospital while keeping emergency surgery at
Maidstone — made no sense. The linkages between general surgery and orthopaedic
surgery were far stronger than those between emergency medicine and emergency
general surgery.

(51) Ms Gibb added that worldwide clinical evidence supported the Trust's
proposals; those who were opposed needed to consider this and set aside their
passion for their particular town. She recognised the Committee’s concern regarding
how these proposals would relate to the strategic review of health services across
Kent and Medway known as ‘Fit for the Future’. She assured the Committee that the
proposals would not be implemented until the outcome of ‘Fit for the Future’ was
known — and if this turned out to be at odds with the proposals, they would be revised
accordingly. Ms Gibb urged the Committee to endorse the Trust's proposals on the
basis of that assurance.
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(52) Mr Fittock said that he was happy to go along with what Ms Gibb had
suggested — provided it was clear that the eight surgeons currently working in the
Accident and Emergency department at Maidstone would continue to do so, pending
the outcome of ‘Fit for the Future’. He added that the Trust had to demonstrate that
they were listening to the public.

(53) Mr Daley concurred with what Mr Fittock had said. He felt that an appropriate
response would be as the Leader of the County Council had written in his letter to the
Trust dated 21 December 2006:-

‘Whilst we broadly support the overall objectives of the NHS in Kent to
improve the standards of healthcare to the population within a
sustainable financial framework we maintain that any reconfigurations of
this nature should be discussed with the more comprehensive proposals
that will emerge from the wider Fit for the Future review process.’

(54) Mrs Stockell said that she could not agree with Mr Fittock and Mr Daley.
Maidstone was the county town, it had a growing population and it needed a full
Accident and Emergency Service. It was not appropriate for the Committee to be
asked to agree in principle to the proposed changes on the basis proposed. In
concluding, Mrs Stockell moved that the proposals as set out in the consultation
document ‘A new direction for surgical and orthopaedic care’ be rejected on the
grounds that:

a) they were not in the interests of health services in Kent, particularly for
those persons who looked towards the hospitals within the Maidstone
and Tunbridge Wells NHS Trust for their healthcare; and

b) they would more appropriately be considered as an integral part of the
much wider ‘Fit for the Future’ review.

(55) Mr Northey seconded the motion.
Carried 7 votes to 6

(56) RESOLVED that:-

(@ the NHS Overview and Scrutiny Committee reject the proposals
contained in the West Kent Primary Care Trust and Maidstone and
Tunbridge Wells NHS Trust document ‘A new direction for surgical and
orthopaedic care’, on the grounds that: the proposals are not in the
interests of health services in Kent, particularly for those persons who
look towards the hospitals within the Maidstone and Tunbridge Wells
NHS Trust for their healthcare; and

(b) the Committee believes these proposals would more appropriately be
considered as an integral part of the much wider ‘Fit for the Future’
review.
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ltem 3 — Document B

Reasons based on the written and verbal evidence that the NHS Overview and
Scrutiny Committee has received for rejecting the proposals for orthopaedic
surgery and emergency care within the Maidstone and Tunbridge Wells NHS

Trust

1. The committee feels that the Trust's consultation document gives a skewed
presentation of this matter, failing to acknowledge the true balance of costs and
benefits involved in both the proposals and the alternative options. The
committee believes that the issue is rather less straightforward and clear-cut
than is apparent from the account given by the Trust.

We note also the factual inaccuracy in the report as regards the number of
cases that would be affected by the proposals. The report states that this figure
is 12 per day and that this amounts to 2,500 per year; however, 12 cases per
day would actually give an annual figure of 4,380.°

2. The Trust has stated that clinical evidence clearly shows the optimal minimum
catchment population for an acute hospital with full A&E capacity to be 500,000.
Services operated with a smaller catchment population than this, it is claimed,
will inevitably be clinically substandard, as the throughput of patients will be
inadequate to guarantee the case-mix needed to maintain consultants’ clinical
skills at an appropriate level. Consequently, it is argued, the MTW Trust — which
has a catchment population of 500,000 — can only have one acute hospital with
full A&E capacity.

However, the committee is aware that the evidence base for these claims
appears to be less strong than has been asserted — as indicated by two
published systematic reviews.*

The views of the Royal College of Surgeons and the Institute for Public Policy
Research have been cited by the Trust in support of its proposals. But we note
that recent publications by both these bodies accept that a catchment
population as low as 300,000 is realistic, achievable and clinically acceptable.’

At the NHS OSC meeting on 12 January, the committee heard from Dr Thom,
representing the Maidstone Division of the British Medical Association, that a
catchment population of 250,000 was entirely workable and viable.

The committee notes that the current catchment population for Maidstone
Hospital is around 250,000 — and that a further 10,000 houses are to be built in
the area.

3. The committee does not accept that configuring local health services is simply a
matter of crudely applying a universal “one-size-fits-all” template. Full account

® A new direction for surgical and orthopaedic care, p. 7.

* Fergusson et al., “Concentration and Choice in the Provision of Hospital Services”, 8" Report of the NHS
Centre for Reviews and Dissemination, University of York (1997); Halm, Lee and Chassin, “Is Volume Related
to Outcome in Health Care? A Systematic Review and Methodological Critique of the Literature”, Annals of
Internal Medicine, 137, 511-520 (2002).

® RCSEng, Delivering High-quality Surgical Services for the Future (March 2006), p. 28; ippr, Hospital
reconfiguration: ippr briefing (September 2006).
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must be taken of any detrimental consequences of centralisation, as well as
anticipated benefits. In doing so, a range of local factors needs to be taken into
consideration, including:

population distribution;

facilities available in surrounding areas;
future population growth; and

transport connections.

We note that the NHS National Leadership Network report Strengthening Local
Services: The Future of the Acute Hospital, which has been cited in support of
the Trust’s proposals, acknowledges the need for local flexibility in applying the
preferred service model to local circumstances. The illustrative scenarios
provided in Appendix 2 of the report include one relating to a District General
Hospital covering a rural area and a medium-sized town. This shows Acute
Medicine, General Surgery and Trauma & Orthopaedics all provided on one
site in support of a 24-hour A&E department.®

4. The Trust argues that the quality of modern paramedical services means that
journey-times to hospital can be lengthened without adversely affecting clinical
outcomes for emergency patients. However, the committee notes that — even
allowing for how well-equipped and well-trained paramedics now are — the time
taken in transporting emergency patients to hospital still matters.

The committee notes that, under the current proposals, ambulances will have
to travel significant additional distances (and along a poor road connection, in
respect of the journey between Maidstone and Tunbridge Wells). We are
concerned that this will lengthen journey times to an extent that will, in some
cases, compromise clinical outcomes — even as far as causing a higher
mortality rate.

5.  The committee has not been reassured that proper account has been taken of
how far, under the proposals, the resources of the ambulance service will be
put under greater strain — due to increased journey-times and more time being
spent by paramedics stabilising patients. If the ambulance service’s resources
were to be overstretched, it could take longer for ambulances to reach patients
than is currently the case.

The committee was not given a cast-iron reassurance that sufficient
compensating additional resources will be made available to the ambulance
service if the Trust’'s proposals are implemented.

6. The committee noted the evidence given at the meeting on 12 January by Mr
David Philpott, Chief Executive of the Kent Air Ambulance Trust. Mr Philpott
stated that, while his organisation agreed in principle with the reconfiguration
of A&E services, it could not support the current proposals.

The Air Ambulance Trust felt that the proposals failed to take account of the
“big picture” of services across Kent and Medway, and the need for the

® NHS National Leadership Network Local Hospitals Project, Strengthening Local Services: The Future
of the Acute Hospital — Reference and Resource Report (March 2006), pp. 58-9.
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appropriate supporting infrastructure to be in place before such changes could
occur. Mr Philpott noted that the Kent and Sussex Hospital, unlike Maidstone
Hospital, does not have a helipad. He explained that, as well as preventing the
Air Ambulance bringing emergency patients in, this would also prevent
emergency cases being taken on to specialist services elsewhere (as the
service had done at Maidstone in respect of some 37 cases in recent years,
thereby undoubtedly saving a number lives).

7.  The committee was informed by the Trust on 12 January that the “Fit for the
Future” review of health services across Kent and Medway was primarily
concerned with financial issues. Therefore, it was argued, it was appropriate for
the Trust to address this particular reconfiguration issue before the completion
of “Fit for the Future”.

However, this account of “Fit for the Future” clearly runs counter to statements
made to the committee by representatives of the South East Coast Strategic
Health Authority and of the local Primary Care Trusts. They have clearly stated
that “Fit for the Future” is concerned with much broader issues than purely
financial ones, and involves considering how health services across Kent and
Medway — and, to an extent, beyond — will fit together. Confirmation that this is
the case came in the meeting from Mr Philpott, of the Air Ambulance Trust,
who directly contradicted the evidence given by the Trust to the meeting about
“Fit for the Future”.

The committee finds itself bound to agree with the view, expressed by Mr
Philpott, that the reconfiguration of A&E services within MTW Trust must be
wholly subsumed into “Fit for the Future”. The Trust, however, insists that
reconfiguration must be dealt with as a discrete matter apart from, and prior to,
this overarching review. It is suspected that the Trust is actually trying to
influence the outcome of “Fit for the Future” by rushing through a pre-emptive
decision on the reconfiguration of A&E services within the Trust.

8.  The committee has not been convincingly reassured that the A&E departments
in Dartford, Medway, Ashford and Tunbridge Wells will all be able to cope
adequately with the emergency caseload that will be displaced from Maidstone
as a result of these proposals — given that there are no plans to allocate
additional compensating resources.

We are particularly concerned that this may become a significant issue in the
longer term, with both the Thames Gateway and Ashford being designated by
the government as Growth Areas. Further, Maidstone itself has now been
awarded New Growth Point status (meaning the construction of a further
10,000 houses in the area — as already noted above).

9. The committee accepts the clinical benefits attached to the separation of
emergency and elective surgery — and notes that the wish to achieve this
separation is apparently a significant factor in the support that the Trust’s
surgeons are giving to these proposals.

However, we do not accept that the only way this can be accomplished is by
providing the two services at separate locations, as the Trust maintains. We
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note that emergency and elective orthopaedics have already been successfully
split within one location, at Maidstone.

We further note that the Trust’'s proposals will actually achieve an imperfect
separation of emergency and elective patients at Maidstone. The plans do not
allow for elective general surgery beds to be ring-fenced at Maidstone —
meaning it is highly likely that some general surgery beds will end up being
used by unscreened emergency medical patients.

We would ask the Trust to reconsider the possibility of achieving the separation
of emergency and elective surgery while retaining both at the Maidstone site.

10. The committee notes that medical consultants at Maidstone Hospital have
argued, through the local BMA division, that the removal of emergency surgery
from the hospital will compromise the quality of clinical outcomes. They state
that it is not uncommon for some patients to be admitted to A&E with
symptoms indicating the need for medical intervention, but subsequently turn
out to need surgical intervention. If the Trust's proposals are implemented,
such patients will need to be treated elsewhere, leading, it is argued, to poorer
outcomes — including a higher mortality rate.

11. The Trust has clearly stated that its plans do not involve the removal from the
A&E department at Maidstone of emergency medicine — which accounts for the
bulk of “blue-light” admissions.

However, the committee heard at its meeting from consultants in emergency
medicine at Maidstone Hospital that they feared the future of their specialty
would be jeopardised. This, it was argued, was due to the anticipated
consequences of removing emergency surgery, which is closely linked to
emergency medicine.

The committee notes that, while the Trust gave reassurances about the future
of emergency medicine at Maidstone, it was stated that detailed plans to allow
this still had yet to be formulated. The committee would expect such plans to
be in place, and to be acceptable to the clinicians involved, as an important
precondition of proceeding to the proposed reconfiguration.

12. The committee notes the apparent willingness of the BMA representatives at
the meeting on 12 January to consider a compromise, involving the
centralisation of emergency orthopaedic surgery at the Kent and Sussex
Hospital, with emergency general surgery continuing to be provided at both
Maidstone Hospital and the K&S.

The Trust stated at the meeting that such a compromise would be
unacceptable on clinical grounds. The committee would want to know in detail
why this is the case and to be reassured that the Trust has explored this option
fully before rejecting it.

13. The Trust has accepted that the poor road and public-transport connections
between Maidstone and Tunbridge Wells will mean considerable
inconvenience for some patients, as well as for the relatives and friends of
patients who wish to visit them, if the proposed changes go ahead. However,
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the Trust maintains that any inconvenience thereby caused is heavily
outweighed by the clinical benefits of change.

The committee would contend that, since the purported clinical benefits of the
proposals are clearly open to doubt, the inconvenience the proposals would
cause to patients and the public can less easily be dismissed in weighing up
the costs and benefits attached to options for change.

14. The committee notes that, as was apparent at the meeting on 12 January,
there is clearly a sharp division in clinical opinion within the Trust (and beyond)
on these proposals. Whilst the surgeons seem strongly in support of the
changes, their physician colleagues (both medical consultants and general
practitioners) are clearly overwhelmingly opposed.

The Trust appears to take the view that it has achieved adequate clinical
engagement as the surgeons are supporting the proposals — and that, whilst
the opposition of other clinicians is unfortunate, it is not possible to please
everyone all the time. The committee takes the view that, whilst it is clearly
unrealistic to expect complete unanimity among clinicians, the clear split
between surgeons and physicians on these proposals greatly weakens the
claim that there is proper clinical engagement.

The medical consultants argued on 12 January that, while the surgeons had
been involved in formulating the proposals, the physicians had not — they were
simply presented with a fait accompli. We are concerned that these proposals
do appear to have been developed without reference to clinicians in a specialty
on which they are bound to have a significant impact.

The views of GPs in Maidstone have also clearly not been taken into account in
framing the proposals. These views were expressed on 12 January by the
BMA'’s Dr Debbie Taylor, who stated starkly that "people will die" as a result of
longer ambulance journey times if the proposals are implemented.

The committee believes that the Trust's claim to have adequate clinical
engagement in respect of its proposals is not tenable. We would want to see
evidence that the Trust has achieved full clinical engagement, involving
physicians as well as surgeons, and primary-care practitioners as well as
consultants.
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Item 3 — Document C

Maidstone and Tunbridge Wells NHS|

NHS Trust

Chief Executive and Chairman’s Office
Maidstone Hospital

Hermitage Lane

Maidstone

Kent ME16 9QQ

Tel: 01622 — 226417
Fax: 01622 226416

5 February 2007

Mr Paul Wickenden

Overview and Scrutiny Manager
Kent County Council

Sessions House

County Hall

Maidstone

Kent ME14 1XQ

Dear Paul

Re: Response to KCC OSC reasons for rejecting proposals for orthopaedic
surgery and emergency care within MTW NHS Trust.

Thank you for your letter setting out the reasons based on the evidence, written and verbal,
as it was received by the NHS Overview and Scrutiny Committee for rejecting the proposals
from MTW and West Kent PCT.

For absolute clarity the proposals are not about all emergency care at MTW, the proposals
may affect some 5,000 out of 110,000 emergency patients seen and treated by MTW per
year. The proposals relate to very specific services, orthopaedic trauma and emergency and
planned surgery.

In general terms | would like to separate the issues of evidence and fact from anecdote and
'feel'. The clinical evidence against the proposals considered by the OSC must be subject to
scrutiny. Clarity on the OSC process undertaken for this, given the 15 minutes taken to arrive
at a decision, needs to be clearly understood. The list supporting the OSC minutes shows a
wide range of items, some not related to consultation i.e. chronic pain services; some of
which may have emerged through lack of understanding of the issues as | am mindful that
only some 20% of the original cabinet members were at the OSC meeting and members also
repeatedly advised that they felt they required independent medical advice to enable them to
navigate the issues. Information and news was heard from a variety of individuals and
organisations, much of which was not supported by clinical evidence and there was no
opportunity for MTW to respond to issues or for the OSC to review clinical evidence or
scrutinise any previous clinical evidence. Many of the points on the detailed list were never
asked of MTW. Previously OSC has held its scrutiny process in a different way which
seemed to provide members with greater opportunity for scrutiny and understanding of
clinical evidence. It may be helpful for us to reconsider how to undertake this differently for
the future.
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In particular, the reasons for rejection do not appear to correlate with the fact that there has
been an effective and successful reconfiguration of services in East Kent, approved by KCG
OSC, predicated on the same clinical principles of critical mass.

| have responded to your reasons for rejection point by point, this is set out on the attached. |
recognise the merit of aligning the approval of these proposals with those of the 'Fit For
Future' work as | voiced at the OSC meeting and | concede to the numerical error in the
misrepresentation of 2,500 patients being affected (this was in fact the number modelled to
divert to the Kent & Sussex Hospital). | am also well aware of the concerns regarding the
inconvenience to carers and relatives of patients which we have never sought to conceal. It
is vital that the OSC view is based upon the clinical evidence and we need to ensure you
have the relevant information. These proposals have never been about saving costs, they
are about securing the future viability of services but even if it were the case that these
proposals would cost more, it would still be in the best interests of patients based upon the
clinical evidence which consistently shows that:

. Improved clinical outcomes outweigh inconvenience for relatives and carers
. Outcomes are improved as a direct consequence of enabling sub-specialisation on
both hospital sites
. The whole of Kent would benefit from having a new level 2 trauma service at K&S.
I hope the attached helps clarify the OSC points.

Yours sincerely

Rose Gibb
Chief Executive

Enc
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Maidstone & Tunbridge Wells NHS Trust

Response to KCC OSC reasons for rejecting proposals for orthopaedic surgery
and emergency care within MTW NHS Trust.

1. The Committee feels the consultation document is not a balanced document for
the proposed options and alternative proposals and fails to acknowledge the true
balance of costs and benefits.

Firstly this consultation and the drivers for change are not and never have been
founded upon a need to save money. The fact that the proposals suggest a possible
£2m saving in a full year is incidental and the amount is not material relative to the
significance of clinical change and upheaval that is being proposed. Indeed there are
options to address the need for change that save more money and if that was the key
driver, proposals may be far more radical and far less palatable as indicated on page
7 of the document.

Beyond this, the basis for the view that the document is not balanced needs to be
clarified. The need for change, the impact on surgical, orthopaedic, A&E and
ambulance services and the benefits to patients are all set out in factual terms
supported by questions and answers deliberately included to provoke challenge to
the proposals with a view to bringing balance.

The document recognises that there are other options, these are expanded upon,
described and assessed for impact and benefits from a clinical outcome perspective
within a context of financial and clinical sustainability.

OSC needs to demonstrate where it sees imbalance and skewed presentation of
facts within the document.

The factual inaccuracy in quoting 2,500 patients as being affected a year together
with 12 patients per day clearly does not add up. 12 patients a day is the key
number for those affected and this was reflected in later correspondence and at
public meetings. 2,500 is the expected number within that who would be affected by
being diverted to the Kent and Sussex hospital. It is important to remember that the
figure of 12 patients a day is an estimate of attendances for assessment, not
necessarily for admissions.

2. Evidence that the optimal minimum catchment population for an acute hospital
with full A&E capacity is interpreted to be ‘less strong than has been asserted’
and actually in a range from 500,000 down to 250,000.

Firstly these proposals are not about changing A&E services at Maidstone Hospital
nor the Kent and Sussex Hospital in Tunbridge Wells. The Trust has and will
continue to support A&E services at Maidstone with the full range of 7 support
services as recommended by the British Association for Emergency Medicine

i.  Critical Care and 24 hour anaesthetic cover
ii.  Acute general medicine
iii.  Orthopaedics
iv. Paediatrics
v. General Surgery
3:51

07/os/nhsosc/051107/Item 3 - MTW consultation/Item 3 - MTW consultation.doc



vi. Imaging (X-ray/CT/Ultrasound)
vii.  Laboratory Services including blood bank
[Ref. BAEM — “Securing Local Services”: attached]

The BAEM expands on this in clearly stating “The College of Emergency Medicine
and the British Association for Emergency Medicine strongly believe that in order to
provide a safe service an Emergency Department requires 24 hour support by
doctors skilled in level 3 critical care”. Maidstone Hospital will continue to provide the
‘must have’ critical care / ITU services under these proposals.

Regardless of the above, on a point of accuracy, close scrutiny of the actual
evidence submitted by the Trust (from the Royal College of Surgeons and the IPPR)
shows 500,000 to be the optimal and preferred catchment population; 300,000 is
described as a minimum acceptable catchment population recognising financial
constraints may prevent optimal service design being implemented. The Trust would
suggest that ‘optimal’ which is being proposed is preferred to ‘minimum acceptable’.
To suggest that 250,000 is entirely viable and workable is not supported by any
national evidence.

The impact of an additional 10,000 homes in the Maidstone area has been modelled
in detail and compared to existing population distribution maps [See Map attached].
This has shown a potential need for 5 additional elective and 6 emergency beds
across both hospitals to accommodate 270 additional emergency patients and 226
additional orthopaedic patients. This has been shared with external stakeholders
and was part of the information pack at the stakeholder event inn November 2006.

The Trusts Clinical Strategy [attached] details plans for services across a catchment
population of 500,000 it identifies core services and is predicated on 2 viable A&E
Departments seeing at least 40,000 attendances per annum.

3. It is suggested that the proposals are attempting to apply a one-size-fits-all
template and that full account of detrimental consequences of centralisation have
not been taken into account nor consideration of local factors including:

I.  Population distribution

ii. Facilities available in surrounding areas
lii.  Future Population growth
iv.  Transport connections

Without doubt, the Trust is not attempting to apply a strict “one size fit all” template.
It is true that the Trusts position is not unique and therefore it is entirely appropriate
to apply evidenced based models of best practice patient care that have been proven
to work elsewhere. These have been tailored to offer a localised solution taking into
consideration exactly the sort of local factors mentioned above plus the Trusts role as
a tertiary care centre and the unigueness of its services and geographical distribution
of hospital sites. | would reiterate that MTW is one Trust. Significant local factors
considered were the ‘fixed points’ agreed before considering any proposals which
are:

e Must maintain 2 viable A&E Departments with at least 40,000 attendances per
annum.
e Must sustain an unselected Medical ‘take’ at both hospitals
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e Must ensure Maidstone hospital continues to be a tertiary centre for Oncology, co
located with oncology surgery services

e Must recognise that Maidstone hospital is a surgical oncological resection centre
serving a catchment population of 1.2m people.

e Other key factors considered were:
e The existing emergency care network in Kent and Medway
e The continuance of 23 hour surgery and provision of diagnostics at both hospitals

With regard to the specific local factors singled out by the Committee, Population
distribution maps were overlaid with journey time maps; for example, this was the
critical evidence that determined the ‘reversal’ option which would see emergency
services centralised at Maidstone could not be the preferred option because of the
disproportionately larger population that would be left with over 30 minutes journey
time to a hospital with orthopaedic trauma and emergency surgery services. Journey
time maps and population distribution maps are attached again for your reference.
[See Population Distribution Map from point 2 above plus travel time
distribution maps attached that were part of the information pack for the
consultation workshop held in November]]

Facilities available within the surrounding areas have been assessed and again the
fact that facilities exist within the network of hospitals, Ashford, Medway, Dartford,
Maidstone and the Kent and Sussex is a fundamental enabling fact to support the
proposals.

Future population growth including the projected additional 10,000 homes in the
Maidstone area has been extensively modelled as part of the Trust's long term
planning for the PFI hospital at Pembury and this has been reconciled to growth
projections undertaken as part of the Fit For Future work. In both instances, there is
clear need for two vibrant acute hospitals, one each in Maidstone and Tunbridge
Wells, however when set against the increasing ability to provide more healthcare
services in non-acute settings more locally for patients, including emergency
treatment, growth does not negate the need for change.

Transport connections were considered in detail in terms of modelling journey times
to and from different hospitals and also from districts of residence to different
hospitals as part of assessing the options in these proposals and also as part of the
Fit For Future modelling. Consistently the relatively good connections from
Maidstone supported the preferred options where the need for change must be met.
It is a fact that road links between Maidstone and Tunbridge Wells are not the best;
the Trust has never suggested otherwise and has been quite open on this point at
public meetings. However, early results from an independent report on patient and
ambulance travel analysis indicates an additional journey time of 11 minutes on
average for the 12 diverted patients per day under the preferred options. This impact
on travel times must be viewed consistently with those changes affected as a result
of the earlier reconfigurations of urology and clinical haematology services as
previously approved by the OSC. In the case of urology services, patients from
Tunbridge Wells were affected in the reverse of these current proposals and in that
case patients were required to travel to Maidstone themselves compared to relatives
and carers or patients being transported by ambulance.
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The OSC has previously supported changes to vascular services that led to
increases in travel time of up to an hour in order to provide specialist care in the
optimum way.

On this point it must be clearly understood that as a major tertiary care centre the
Trust serves a very significant population, not just Maidstone.

4. Extra journey time for patients risks compromising clinical outcomes ~ even as far
as causing a higher mortality rate

This is not supported by ambulance service evidence, specialist services experience
or experience from national or local service reconfigurations as in East Kent. The
Committee should substantiate the evidence upon which it has based this conclusion
and advise as to why journey times would be considered more critical under these
proposals than previous reconfigurations which the Committee has approved.

Clinical evidence points to the contrary on this point; patients with the most life
threatening injuries and conditions, for example vascular and head injuries are
routinely transferred across the County and beyond to get to most appropriate point
of care to ensure the best possible clinical outcome. Roger Boyle, the National
Director for Heart Disease was quoted by Sir George Alberti, the National Director for
Emergency Access “long ambulance journeys do not lead to more deaths” [Ref.
Emergency Access — Clinical Case for Change: Report by Sir George Alberti,
the National Director for Emergency Access]

5. No cast iron assurance that Ambulance service will be given sufficient extra
resources as required

At the time of the Trusts presentation to the Committee, findings from an independent
report into the impact of travel times for patients and ambulances were not available;
therefore no detailed robust assessment of resources could be described.
Regardless of this both the Trust and West Kent Primary Care Trust made an
unequivocal declaration in public that they shall ensure that Ambulance Service has
the funding and resources that it requires under these proposals, it is entirely within
their gift to ensure this. This commitment is recognised and accepted by Paul
Sutton, Chief Executive Officer of South East Coast Ambulance Service NHS Trust. |
am inclined to question the evidence relied upon by the Committee that tells it there
is no commitment from Health Service partner organisations to ensure the
ambulance service is not compromised.

Paul Sutton has confirmed in writing that his service “is able to support the clinically
preferred options for the following reasons:

e A larger critical mass of staff, with 24 hour consultant led services will offer the
safest care for patients

e Patients who receive definitive care at dedicated centres of excellence will
ultimately receive better quality care

e Although patients may experience an increase in travel time as a result of the
changes, it is our view that the impact will be mitigated if it means that the hospital
they are taken to is able to deal with their problem straight away”.
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| would like to draw the Committee’s attention to the fact that the ambulance service
have been instrumental in this consultation, attending and speaking at stakeholder
events, service planning meetings and public consultation events.

Paul Sutton identifies in his letter a lead time of six months to bring into operation any
additional resources required by the ambulance service to address the impact of the
proposals. | can confirm that such a lead time would be within any implementation
timeframe if the proposals were to be agreed. [Paul Sutton Letter of 5" January
2007 Attached]

Early findings from the independent travel analysis (subject to ratification), suggest
an average increased journey time of 11 minutes per patient; for the ambulance
service to maintain its ability to respond to emergency calls within national target
times, a vehicle needs to be available for an additional 4 hours per day. This is a
maximum estimate using the most prudent vehicle utilisation rates and before
considering off setting factors such as the continuing repatriation of specialist
services from London hospitals to Kent hospitals, including Maidstone, which reduce
the frequency ambulances are required to travel into London. The Trust, West Kent
PCT and South East Coast Ambulance Service will continue to work together to
ensure responsiveness of emergency services are unaffected.

6. Not considered objections by Air Ambulance — lack of infrastructure inhibits their
work

It is important to note that the Air Ambulance service agree in principle with the
proposals, most significantly that the best care for a patient is not necessarily the
nearest care. The contribution of the Kent Air Ambulance is without question and it is
recognised nationally (Sir George Alberti’s report) that there is likely to be increased
reliance over on air ambulances if the move towards increasing specialist care
centres develops.

There is no ability to install a helipad at the Kent and Sussex hospital however there
is one in the design for the proposed PFI hospital at Pembury. In the interim
however, the flight time from above Maidstone hospital to Medway Maritime hospital,
the County’s only level 1 trauma centre, is believed to be some 2 minutes, in many
events this time may be shorter still given that pick ups are from accident sites not
from the hospital. It is agreed by all that the best outcomes are from specialist
treatment given when a patient is taken direct to a treatment centre, with such a short
flight time this must be preferred to the possibility of patients being flown to the Kent
& Sussex hospital for example, only to then be transferred by road to a specialist
centre to receive the treatment they need.

It should be remembered that the ambulances are still the first line response vehicles
for accident and emergency; there is no evidence that suggests A&E services must
be supported by air ambulance access.

7. Rushing through changes ahead of & apart from FFF, Trust is suspected of trying
to influence the outcome of “Fit For Future” by rushing through a pre-emptive
decision on the reconfiguring A&E services
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The Trust accepts the Committees view that these proposals are delayed in order to
be considered in context with proposals arising from ‘Fit For Future’ and that the
Committee may wish to announce the outcomes of its decision in June therefore.

These plans have not however been rushed, nor are they an attempt to influence the
outcome of ‘Fit For Future’. The need for change has meant options and potential
plans have been developed since 1999 and have formed a core component of the
trust’s clinical strategy which has been through numerous versions and clinical
reviews to ensure clinically & financially viable & sustainable services. The Trust
clinical strategy is underpinned by directorate service level strategies which have
been developed by lead clinicians.

In 2005 the KCC OSC specifically advised that these options proposed should be
considered.

To note, Fit For Future is a review of services led by West Kent Primary Care Trust,
as is this consultation. The primary aim of the review was to look at and test different
models of service provision and service distribution to ensure financial sustainability
within the local health economy. The Trust and the PCT have worked very closely
together to model potential scenarios for change ensuring a consistency of objectives
in service redesign with ‘Fit For Future’ and these proposals. There is no evidence to
suggest these proposals are inconsistent with the principles of ‘Fit For Future’.

8. Not convincingly reassured that other Trust's A&E departments can take
displaced activity

It is worth reiterating that this is in the order of 12 patients or less a day. 65% of
these patients (approx. 2,850 per annum), are expected to go to the Kent & Sussex
hospital which we will be developing to accommodate extra activity as part of
developing it as a specialist trauma centre. 35% (approx. 1,530 per annum) would
go to Medway Maritime hospital (less than 2 pts per day on average) & Ashford (less
than 2.5 pts per day on average). This would not constitute a step change in activity
they could not accommodate; activity currently fluctuates well beyond these ranges
on a daily basis without compromising patient care.

‘Payment by Results’, the national funding mechanism for the NHS, will ensure those
providers are paid for the treatment they provide ensuring services and capacity can
be invested in as required.

9. No evidence that separation of elective from NEL cannot be done on same site
and that proposals include an imperfect separation of elective and emergency
services patients at Maidstone.

The Trust needs to understand what the Committee understands to be an imperfect
separation of patients within the proposals.

With regard to existing arrangements to separate elective from emergency patients at
Maidstone, there is a very significant difference between the improvements that can
be offered to patients from the current 12 bedded unit, too often occupied by
emergency medical admissions compared to multiple ring fenced 28 bedded elective
wards, the two scenarios are not comparable. It is only with that scale of separation
that the full benefits to patients may be seen:
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Incidence Impact of Specialist Centre

Cancelled operations 1,000 a year could reduce by 90%

Litigation cases arising | 29 over the past 3 | could reduce to almost zero
from missed diagnosis or | years
poor surgery

Hospital acquired infections | 105 over 12 months could reduce to almost zero
(MRSA & C.Diff) — Elective

Patients

Complaints 165 over 12 months could reduce by 50%

To achieve such separation on one site would require a new build, and it would
require an additional 8 consultants, 4 at each hospital plus junior medical teams and
support which is simply not an option financially and clinically there is insufficient
work to support this level of workforce. This would also run into difficulties with
clinical issues arising from doctors not seeing enough patients, a point accepted by
the Committee.

The evidence to support the need to separate elective from emergency surgery
underpins the operating list guidance and criteria for improved mortality rates in the
National Confidential Enquiry into Patient Outcome and Death (NCEPOD) reports.
[See summary reports sheet attached]

10.Removal of emergency surgery from Maidstone hospital will compromise the
quality of clinical outcomes for medical patients admitted who then require
surgical intervention; patients will need to be treated elsewhere, leading to ~
higher mortality rates.

Emergency medicine will benefit from improved direct access to specialist units
(medical assessment units) rather then to the traditional A&E environment (as is the
case for Obstetric emergencies).

Maidstone hospital will be supported by the full range of sub specialised surgeons
available 24 hours a day 7 days a week; there will be continuing GP support, a full
‘Hospital at Night’, emergency urology and ITU. It is hoped that this will be further
enhanced with a county wide 24 hour urology service at Maidstone.

It is worth noting the BAEM paper ‘Securing Local Services’ which quotes “a
significant minority (of surgical admissions) will require an (emergency surgery)
operation”. This supports the view that the need is for a surgical opinion, which the
proposals will ensure is available. A recent audit at the Trust found that 20% of
patients had not been seen by a consultant within 24 hours of admission; a further
number had not been seen within 3 days of admission. The proposals for support to
emergency medicine would significantly improve on current services.

Again it is not clear how the Committee can evidence that these proposals will lead to
poorer clinical outcomes and higher mortality rates when actual evidence to the
contrary can be seen from the experiences at East Kent Hospitals and from national
evidence to be found through the following sources:

Institute for Public Policy Research
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WWW.ippr.org

Department of Health Publications
www.dh.gov.uk/publications

Royal College of Surgeons
www.rcseng.ac.uk

British Association for Emergency Medicine
www.emergencymed.org.uk/BAEM/

College of Emergency Medicine
www.emergencymed.org.uk/cem/

British Orthopaedic Association — (Ref. for Trauma Care Standards)
www.boa.ac.uk

11.The Trust has not produced detailed plans that show that emergency medicine at
Maidstone is assured & wholly beyond doubt.

At no time has the Trust been asked to produce detailed plans to this effect. | would
refer you to the Trusts clinical strategy which is predicated on two vibrant hospitals,
both with acute medicine, acute stroke units and 2 cardiac angiography units. This is
evidenced by the investment in the establishment of cardiac catheterisation labs at
both sites and stroke units at both sites, a strategy led by and signed off by Dr Thom
and Dr Reynolds of MTW. In January of 2007, the design drawings for the
Maidstone Cath Lab were signed off by the medical consultants, it is now expected to
be operational from 2008 and the Trust has received confirmation of the necessary
capital funding from the Strategic Health Authority.

Assuring the future of any service at any particular location “wholly and beyond
doubt” is at best improbable. Increasing plurality of provision among providers of
NHS healthcare services, together with new drug and therapeutic technologies
allowing more care to be delivered by the primary care sector for example will
continue to make traditional physical boundaries of service location harder to sustain.
For the avoidance of doubt the Trust has no other plans for medical services within
the Trust.

The Trust will be happy to present its detailed implementation plans if and when
proposals are accepted. We will do this in the summer prior to changes being made.

12.The Committee requires assurance that proper consideration has been given to
the option of centralising Orthopaedics at Tunbridge Wells but retaining
emergency surgery at both hospitals.

This option has been considered in detail and was rejected for a number of reasons,
fundamental when considering the need for change. Importantly the Trust has never
claimed this option to be “unacceptable on clinical grounds”, primarily the Trust
simply does not have enough surgeons for both which means it is unable to deliver
the requisite sub-specialisation now required for the best surgical outcomes. To
afford more surgeons would then lead to the situation of doctors ‘de-skilling’ through
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not seeing enough patients. Critically whilst this solution addresses the issues for

orthopaedics, it does not solve the issues facing surgical services, namely:

e Emergency patients not seeing senior surgeons in an emergency

e More doctors will be needed in the future as European Working Time Directives
reduce the number of hours they can work, but even if they are available, bigger
teams of specialists will not see enough patients individually to maintain their
skills

e Longer emergency responses are resulting in patients potentially needing longer
in hospital to recuperate

e Patients not always assessed and having their care planned out by a senior
surgeon

e Patients having their pre-booked operations cancelled on the day of surgery due
to emergencies taking precedence

e Pre-booked patients screened for infections finding themselves on a ward next to
emergency surgical patients who have not been screened, raising the risk of
cross infection.

e Long delays to take emergency patients to theatres

The fact that the case for centralising orthopaedic trauma is accepted by the
Committee compels the Committee to accept the case for centralising emergency
surgery. The BAEMS state that the need for specialist emergency surgery, often for
the most sick patients is more evident than that for orthopaedics. If surgery were to
be retained at both sites and emergency and elective care separated at both sites we
revisit the position that such separation requires new build capacity the Trust does
not have and which it does not need if separation of services can be delivered within
the proposals put forward.

As previously mentioned, the proposal to centralise emergency surgery at the Kent &
Sussex hospital rather than Maidstone was the preferred option based upon
geography and travel time impacts together with the impact on oncology services at
Maidstone and the associated specialist elective oncology surgery that is undertaken
there.

13. Insufficient weighting has been given to inconvenience for patients — given that
the “purported clinical benefits of the proposed changes are open to doubt”

| would categorically disagree that clinical benefits are open to doubt. The clinical
evidence base, 100% of surgical and orthopaedic clinicians in their field, the Royal
College of Surgeons, the British Association of Emergency Medicine, the Institute of
Public Policy & Research and international evidence all support the proposed
changes on the grounds that they deliver clinical benefits to the patient population
served by the Trust.

The Trust recognises the inconvenience to relatives and their carers, the Trust has
never sought to conceal this or down play it. However for patients, the evidence
does support improved outcomes and the ambulance service and the air ambulance
service have supported the principle that extended journey times are outweighed by
the clinical benefits of being treated in a specialist centre, a practice that is routinely
undertaken for some of the sickest patients in the county. Sir George Alberti,
National Director for Emergency Access captures the essence of this in his quote
“We will have to continue to ensure that the ambulance services can all offer *hospital
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on the move’ support to patients”. | would suggest that being in the care of trained
paramedics being conveyed to a specialist centre that may be on average 11
minutes further drive time away would not be considered an inconvenience.

In recognising the potential inconvenience to relatives and carers, the trust is looking
at the possibility of extending its voluntary car service for those with insufficient
funds.

14.Failed to secure adequate clinical engagement esp. physicians & GPs — “medical
consultants & GPs are clearly overwhelmingly opposed”

The Trust has actively sought to engage with clinicians, consultant physicians and
GPs amongst other key stakeholders from the outset of this process. Events held
internally & externally dating back to 1999. An example of the level of engagement is
shown attached with a record of the Trust Management Board meeting held at the
Hop Farm in June together with a list of attendees plus minutes of a meeting of the
Trust’'s Consultant Committee at which key clinicians were present. In addition |
have attached a letter that was sent to all Consultant staff within the Trust which
invited 1:1 meetings or group meetings with me to discuss the proposals. [See
Attached]

A key piece of evidence to substantiate this is the Trusts Clinical Strategy which is
built upon directorate level strategies for the component services offered by the
Trust. These Directorate strategies were developed and signed off by the clinical
directors and lead clinicians themselves, the best example of this is the Stroke
Strategy, which was clinically led and ultimately shaped and signed off by Drs Thom
and Reynolds.

It is worth noting that as an ‘opposer’ to the proposals / the preferred option, Dr Thom
had issue solely with the need to ensure appropriate surgical support for medical
patients, he does not disagree with the need for change. Similarly Dr Soorma does
not dispute the need for change, the option that he put forward to reduce A&E
services at Maidstone to just 12 hours a day was rejected as that cessation of
services for 12 hours would lead to a run down of all emergency services at
Maidstone hospital.

The Trust has not “shut out and sidelined” consultant physicians and GPs. All have
been communicated with and actively pursued for engagement and their comment.
Invites, written & verbal, happened to be rarely taken up by these groups even with a
months notice of meetings arranged at mutual convenience.

| would request that the Committee shares the evidence of the “overwhelming
opposition” from the whole population area that the Trust serves.

Much of the evidence detailed above as ‘attached’ was included in the consultation
workshop packs for the November event. For completeness | have also enclosed the
balance of those packs which includes the option assessment criteria and results for
example. [Attached]
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Maidstone and Tunbridge Wells NHS|

NHS Trust

Chief Executive and Chairman’s Office
Maidstone Hospital

Hermitage Lane

Maidstone

Kent ME16 9QQ

Tel: 01622 — 226417
Fax: 01622 226416

26 February 2007

Paul Wickenden

Overview and Scrutiny Manager
Overview and Scrutiny Committee
Kent County Council

Sessions House

County Hall

Maidstone

Kent

ME14 1XQ

Dear Paul

| am aware that the Overview and Scrutiny Committee is reviewing once again its position on
the consultation and wishes to determine whether there has been any further debate,
discussion and movement.

Since the Overview and Scrutiny Committee meeting | have met with Messrs Thom, Hulse
and Soorma. All are in agreement that the need for change is evident. There are two main
concerns that emerge:

1.
2.

The guarantee of support to Emergency Medicine on the Maidstone site; and

the staffing structure within A&E services on the Maidstone site; although all
recognise that this point was never a subject to consultation, but it is in some
ways linked to the support that can be given to acute medical services.

| attach for your information a copy of a letter concerning the agreed way forward and | am
writing to formally advise the Overview and Scrutiny Committee of the way forward which |
believe satisfies the above issues.

1.

There is recognition that the greatest consolidation of surgical expertise will
remain on the Maidstone site if service reconfiguration is successful. This is
because at any given time eight consultants will be based on the Maidstone site in
surgery undertaking elective surgery, emergency surgical clinics and day surgery,
and providing an on-call that supports the Maidstone site. | believe we all
recognise that this is a significant increase in expertise on the Maidstone site from
the current arrangements and through protocols and the order of those protocols
we will ensure timely surgical opinion to medical inpatients occurs. | believe all
recognise all believe this would be an appropriate way forward.
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A&E staffing. We recognise that there is a group of patients who will present to
A&E who will require medical assessment beyond those who are referred by GPs.
| have agreed to personally intervene to review the staffing structure and ensure
the presence of medical support for a minimum of 12 and up to 18 hours of
appropriate specialists in A&E. This would support the medical assessment unit
which will be staffed by physicians and ensure appropriate assessment of patients
presenting to A&E who may not have previously been assessed by a GP and who
require inpatient admission.

The details of the above clearly need to be worked through and this will take some weeks
and | am committed to presenting those details prior to implementation of service
reconfiguration should West Kent PCT Board support the proposal.

| think it is also important for the Overview and Scrutiny Committee to understand that if
service reconfiguration proposals move forward this allows:

1.

2.
3.
4.
5.

the reorganisation of our estate to deal with very significant patient safety and
privacy and dignity issues enabling us to develop single sexed environments
where nightingale wards exist;

the removal of beds in cramped conditions;

the development of an acute stroke unit, in the first instance at Kent & Sussex
followed by Maidstone;

the development of high dependency facilities at both hospital sites; and

greatly improving our infection control capability.

| enclose for your information a Board paper demonstrating the range of moves across
departments that we will be able to make if service reconfiguration is successful.

| hope the attached is helpful in the Overview and Scrutiny Committee considering the wider
implications of these plans for patient safety at a variety of levels.

Yours sincerely

For and on behalf of
Rose Gibb
Chief Executive

Cc:

Steve Phoenix
CEO
West Kent PCT

Chris Thom

Consultant
MTW
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Council
Mr Steve Phoenix Members’ Suite
Chief Executive Sessions House
West Kent Primary Care Trust County Hall
Wharf House Maidstone
Medway Wharf Road ME14 1XQ
Tonbridge Tel 01622 694434
Kent TN9 1RE Fax 01622 694212

Email: members.desk@kent.qov.uk

9 March 2007

Dear Steve

A NEW DIRECTION FOR SURGICAL AND ORTHOPAEDIC CARE

We refer to our letters dated 29 January and 2 February, in which we set out and
discussed with you the reasons for the County Council NHS Overview and Scrutiny
Committee rejecting the consultation proposals in “A new Direction for Surgical and
Orthopaedic Care” at its meeting on 12 January 2007. We have been in dialogue
with the Primary Care Trust and representatives of the Maidstone Division of the
British Medical Association.

As the political group spokesmen for the NHS Overview and Scrutiny Committee, we
are writing to express the view of the Committee (agreed when it met today). We
welcome the ongoing dialogue and the emerging compromise on this issue.
However, the Committee is not yet sufficiently satisfied to withdraw its rejection of the
proposals. On behalf of the Committee, we would seek further written clarification
from the West Kent Primary Care Trust, and the Maidstone and Tunbridge Wells
NHS Trust regarding the following issues:-

(1) The status and staffing of the A&E Department at Maidstone — we seek
assurances that the department will continue to be staffed by specialist
emergency-medicine doctors under A&E consultant leadership.

(2)  Acute general surgery provision at Maidstone — we seek assurances
that emergency medicine will be supported by unlimited access to a
surgical opinion; and that at least some emergency general surgery
provision will continue.
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(3) Provision for orthopaedic trauma at Maidstone — we seek assurances
that an urgent orthopaedic opinion will be available; and that there will
be the capacity to receive orthopaedic trauma cases requiring in-patient
care in order to stabilise them so they can be transferred elsewhere as
appropriate.

We would ask that the contents of this letter be drawn to the attention of the West
Kent Primary Care Trust Board when it meets on Thursday 15 March.

We await the outcome of the PCT Board's deliberations with interest and look
forward to continuing the dialogue.

Yours sincerely

2./ (=] W\’/Jf@&

Alan Chell Mark Fittock Dan Daley
Chairman Vice Chairman Liberal Democrat Spokesman

NHS Overview and Scrutiny Committee

Cc: Rose Gibb

James Lee
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Maidstone and Tunbridge Wells EE

NHS Trust

Chief Executive and Chairman’s Office
Maidstone Hospital

Hermitage Lane

Maidstone

Kent ME16 9QQ

Tel: 01622 — 226417
Fax: 01622 226416

13 March 2007

Alan Chell, Chairman

Mark Fittock, Vice Chairman

Dan Daley, Liberal Democrat Spokesman
NHS Overview and Scrutiny Committee
Kent County Council

Members’ Suite

Sessions House

County Hall

Maidstone

Kent

ME14 1XQ

Dear Alan, Mark and Dan

A New Direction for Surgical & Orthopaedic Care

Thank you very much for a copy of your letter of 9 March to David Griffiths, Chairman, West
Kent Primary Care Trust.

I am responding to the points in your letter seeking clarification and assurance on three key
issues. | confirm the assurance as follows:

1.

The Status and staffing of the A&E Department at Maidstone — we seek assurances
that the department will continue to be staffed by specialist emergency-medicine
doctors under A&E consultant leadership.

We can confirm that the A&E Department at Maidstone will be staffed by Medical Staff
and the proposal is as per the BMA recommendation that this is undertaken by A&E
specialist staff for between 12 and 15 hours per day with acute general physicians
supporting services out-of-hours. | can confirm that the A&E medical staff will continue
under A&E Consultant leadership and that both Maidstone and Kent & Sussex A&Es
will continue under single Clinical Directorship.

| enclose for your information copies of correspondence to staff that have raised these
concerns to demonstrate the commitment.

Acute general surgical provision at Maidstone — we seek assurances that emergency
medicine will be supported by unlimited access to a surgical opinion; and that at least
some emergency general surgery provision will continue.

| can confirm that the greatest proportion of surgeons with sub-specialist interest will be
based at Maidstone. They will provide an emergency on-call rota and this emergency
on-call rota will support the totality of services at the Maidstone site. This will ensure
unlimited access to a surgical opinion and the full range of sub-specialist expertise.
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With respect to emergency surgery | can confirm that any elective patient who has had
surgery on that site who deteriorates will, if it is clinically appropriate, have any further
emergency surgery on that site.

Additionally, in the rare circumstance that anyone should present into A&E with a
clinical emergency which it is believed cannot be stabilised and transferred, then
naturally those patients would also receive surgery at Maidstone.

Provision for orthopaedic trauma at Maidstone — we seek assurances that an urgent
orthopaedic opinion will be available; and that there will be the capacity to receive
orthopaedic trauma cases requiring in-patient care in order to stabilise them so they
can be transferred elsewhere as appropriate.

Elective orthopaedics (until 2010), day case orthopaedics, outpatients and fracture
services will continue on the Maidstone site. This will enable the full provision of urgent
orthopaedic opinion to be made available. The service model as proposed always
envisaged that in the event a patient with an orthopaedic injury should arrive at
Maidstone A&E, we would stabilise, treat and transfer that patient, and this we regard
as our duty of care. It must be noted that we continue with this duty of care for any and
every patient who presents at either Kent & Sussex or Maidstone A&E services
irrespective of service reconfiguration. You may be aware that we already undertake
this duty of care, for example, for emergency vascular patients at both our hospital sites
where we stabilise, treat and transfer those very critical emergency patients. We do not
envisage that there will be any change to our ability to do this for either surgical patients
or orthopaedic patients in either the current or proposed service model.

As | have already said | am very happy to meet with you again with clinical colleagues who
could help you to understand these pathways. It is important that we understand that these
changes, if agreed, will continue to support the bulk of the current workload in A&E services,
i.e., some 55,000 of the current 60,000 who attend with the ability to treat, stabilise and
transfer anyone else who presents irrespective of whether we have those specialist services
available or not in either of the hospitals at Maidstone or Kent & Sussex.

Yours sincerely

Rose Gibb
Chief Executive

Cc:

Paul Wickenden
KCC Overview & Scrutiny Committee

David Griffiths
Chairman
West Kent PCT

Steve Phoenix
Chief Executive
West Kent PCT

James Lee

Chairman
Maidstone & Tunbridge Wells NHS Trust
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A copy of this letter was also sent to Mr
David Griffiths the Chairman of West

Kent PCT
Council

David Griffiths Members’ Suite
Chairman Sessions House

West Kent PCT County Hall

Wharf House Maidstone
Medway Wharf Road ME14 1XQ
Tonbridge Tel 01622 694434
TN9 1RE

14 March 2007

Dear David,

Thank you for sending us a copy of the report on the reconfiguration proposals put
forward by the Maidstone and Tunbridge Wells NHS Trust which the County
Council’'s NHS Overview and Scrutiny Committee has objected to. We were
disappointed to read that the 14 reasons for rejecting the proposals were not referred
to in the report or the ongoing dialogue we have had with Steve to achieve a local
resolution.

Equally we were disappointed that our letter to you dated 9 March 2007 has not been
specifically referred to in the report. We appreciate that in introducing the report for
the Board’'s consideration the NHS Overview and Scrutiny Committee’s views and
the ongoing process to seek a formal resolution might be referred to including the
assurances we have received from Rose set out in her letter dated 13 March 2007.

Finally we noted one of the recommendations is to undertake further work on the
establishment of a pain clinic. For Maidstone this would be the re-instatement of a
pain clinic. We believe a pain clinic is essential and would seek the Board's
assurance that this will be provided.

Yours sincerely

240, " Rl A{%

Alan Chell Mark Fittock Dan Daley
Chairman Vice Chairman Liberal Democrat Spokesman
NHS Overview and Scrutiny Committee
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West Kent m

Primary Care Trust

Report on the outcome of the consultation on
“A New Direction for Surgical and Orthopaedic Care”

Executive Summary

1. West Kent PCT (The PCT) and Maidstone & Tunbridge Wells (MTW) NHS Trust,
consulted with the public on the proposed reconfiguration of Orthopaedic and General
Surgical services between the Maidstone Hospital and Kent & Sussex Hospital during
the period from the 9th October to 8" January 2007. This paper sets out:

TS@Tmooo0oTw

The strategic context

The case for change

The proposal for change

The evidence in support of the proposal
The process of consultation

The outcomes of consultation

The themes emerging from the consultation
Conclusions

Recommendations to the Trust Board

2. Nomenclature relating to clinical services, which has been used within this paper, has
been explained in Appendix 1.

The strategic context

3. Hospital services across Maidstone and Tunbridge Wells have evolved over time.
Proposals to modernise clinical services have been subject to a series of consultation
exercises. These latest proposals represent a further stage in a continuum of
development of services agreed between the PCT and the Trust that provide:

a.

b.

C.

Ambulatory care as close to home as possible, including in non-hospital care
settings

High cost or low volume care organised using a “hub and spoke” model, to
ensure critical mass at the hub and local access at the spokes(s)

Specialist services consolidated in single centres of excellence

The case for change

4. MTW trust has two main objectives:

a.

To improve clinical safety by

e Saving more lives of patients presenting with complicated surgical
conditions. Using litigation cases as a proxy measure of this, there have
been 17 orthopaedic and 12 general surgical cases of missed diagnosis or
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poor surgery in the previous 3 years which is thought could be reduced to
almost zero, if the changes were to be implemented.

e Cancelling fewer operations. Currently, mixed scheduling of emergency and
planned patients exists on the same theatre list. Planned patients are often
cancelled (292 orthopaedic patients and 471 general surgical patients in the
past 3 years) because a more serious emergency case unexpectedly
arrives. It is thought that this could be reduced by up to 90% if the changes
were to be implemented.

e Reducing the risk of infection. By segregating planned patients from
emergency patients, the likelihood of contracting an infection is lowered.
Hospital Acquired Infections (MRSA and C.Diff) have in the past 12 months
run at 48 cases in orthopaedics and 57 cases in general surgery. It is
thought that this could be reduced to almost zero for planned cases if the
changes were to be implemented.

e Ensuring the patient sees the right specialist at the right time, in the right
place, every time. At present there is inadequate, less than 24-hour
consultant cover in both surgery and orthopaedics at both Maidstone and
Kent & Sussex hospitals. This will be addressed if these changes were to
be implemented.

e Reducing complaints. In the past 9 months, 76 complaints relating to
orthopaedics and 48 complaints relating to general surgical have been
received. It is estimated that this could be reduced by 50% if the changes
were to be implemented.

b. To assure clinical sustainability, by

e Creating safe, modern trauma services covered by specialists 24 hours a
day, serving a sufficiently large population to satisfy national critical mass
standard requirements if the changes were to be implemented.

e Supporting training with good supervision and sustain the development of
specialist skills, such as in the performance of surgery on the stomach.

¢ Increasing the ability to manage complex cancer and complex surgery and
bring new skills locally e.g. minimally invasive (or keyhole) & pelvic surgery

e Strengthening clinical networks in services that are critically allied or
complex, such as in Upper Gl surgery and in complex cancer surgery.

The proposal for change

5. Leading up to the generation of the options was a clinically led, two-year clinical
engagement process, designed to frame a safe and effective clinical strategy.

6. This led to MTW holding a significant consultation event held with its clinical,
managerial and service staff at the Hop Farm in June 2006. Participants included
surgeons, physicians, A&E staff, nurses and managers. Staff considered 20 scenarios
for service reconfiguration in 5 work streams for Orthopaedics, Surgery, Medicine,
A&E and Women & Children’s’ services. A clinically preferred option for surgery and
orthopaedics emerged from this event, and when the consultation exercise began on
the 15™ October, the consultation document presented seven options for change, 4
relating to general surgery (of which Option 1 was the clinically preferred option) and
3 relating to orthopaedics (of which Option 6 was the clinically preferred option). See
Table 1.
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7. On the 30™ November 2006, during the consultation period, a Local Health
Community LHC “Option Evaluation Workshop” was held at East Malling
Research Centre. The options were expanded by one to include an additional
option requested by a member of the public at an earlier meeting. This was the
reversal of the clinically preferred options with all emergency orthopaedics and
surgery at Maidstone, and planned orthopaedics and surgery at Kent & Sussex.
Participants agreed a set of criteria for evaluating the options and then scored all
7 options against these. This confirmed that the preferred options for surgery
(Option 1) and orthopaedics (Option 6), generated at the Hop farm event were
considered to be the preferred options for the LHC.

Table 1. Options for reconfiguration of surgical and orthopaedic service between
Maidstone and Kent & Sussex Hospitals

Maidstone = M, Kent & Sussex = K&S

Service Type Currently Options for Change
At
1** 2 3 4 5 6** 7 8
General Planned Both Sites Monly M only M only K&S only K&S only
Surgery
Emergency | Both Sites K&S only M: daytime| M only K&S only M only
only
K&S
Day cases | Both Sites No No K&S only| M only No
change [change change
Outpatients | Both Sites No NoO No No
change [change change | change
Ortho- Planned Both Sites K&S | K&S M| K&S only| M only
paedics only only
Emergency | Both Sites M only | K&S K&S M only
only And
M on a
12 hr
A&E
model
Day cases | Both Sites No No No No
change ichange [change |change
Outpatients | Both Sites
***Score ***534 353 288 255 449 ***534 | 369 357
against
criteria
** = MTW Trust's preferred option, which was agreed as the Local Health
Community’s preferred option
ok = criteria for scoring:

Improved patient experience and outcome
Reduction of clinical risk

Improvement of patient safety

Reduction in the likelihood of a cancelled operation
Preferred impact on staff

Deliverability

Improved access

Impact on other health and social care organisations
Affordability
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8. The net effect of the preferred options would be:

Maidstone

Kent and Sussex

Maidstone would remain as a
site dealing with all types of
A&E patients, except general
surgical and orthopaedic
patients  brought in by
ambulance.

Maidstone would deal with
ALL planned inpatient and
day case procedures
performed by the Trust.

Patients who self-referred to
Maidstone would be seen,

treated and if required,
transferred to Kent & Sussex,
William  Harvey, Medway,

Darent Valley hospitals.

General surgery and
orthopaedic outpatients would
continue.

Kent and Sussex would deal
with ALL types of A&E patients.
(note: except paediatric medical
patients, as exists now).

Kent and Sussex would deal
with planned inpatient and day
case procedures performed by
the Trust except planned
inpatient general surgery and
orthopaedics.

General surgery and
orthopaedic outpatients would
continue.

9. These changes are expected to deliver the following benefits

. To provide full 24/7 presence of on-site surgical teams that can assure clinical

safety.

. Achieve shorter emergency response times because of on-site senior surgical

presence
Provide dedicated theatres, wards and surgical staff for elective operations that
would not need to be cancelled because of competition with emergency needs

. Help to reduce the risk of cross infection by separating emergency and elective

patients

. Have the minimum impact on other services at Maidstone Hospital and could be

supported through the emergency network of Medway, Darent Valley, William
Harvey and Kent & Sussex Hospitals
Support the changes to the reducing numbers of doctors in training

. Create a specialist emergency surgical centre
. Provide surgeons with a critical mass of patients to keep up their skills, develop

new ones and sub-specialise.
Best meet the needs of the population served.
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10.This is expected to change patient flows as follows:

Type of patient Change at| Change at Change at Total
Maidstone Kent & Other Per week
— per week| Sussex — | hospitals — per
per week week
Surgical and + 20 -20 none 20
Orthopaedic
planned patients
Surgical and -84 +49 + 21 Ashford 84
Orthopaedic + 7 Willlam
emergency Harvey
patients Medway
+ 7 to Darent
Valley or
Bromley
All other services No No change No change -
change
All other services No No change No change -
change
Weekly Net - 64 +29 + 35 104
change
Daily Net -9 +4 +5
change

11.The creation of a specialist surgical centre and trauma centre are consistent with the
PFI. The costs of achieving this reconfiguration will be delivered within the MTW
financial envelope and capital programme. Under a joint agreement, potential costs
associated with the changes that might affect the South East Coast Ambulance
service, which are considered to be negligible, will be funded by the annual uplift to
the contract. It is thought that the changes will avoid payment of £2m, which would
otherwise have been required to fund the unsustainable and clinically unsafe double-
running of services on two sites.

The evidence supporting the proposals

12.Common conclusions of relevance in support of this reconfiguration proposal are
listed below.

13.In support of a clinical service model that maintains general medical services
associated with A&E departments that have different levels of :

a. access to short-stay in patient beds to diagnose, assess and treat
undifferentiated patients (a patient who arrives at an A&E department, without
having been seen by a clinically qualified referrer) on a short stay basis,

b. and access to urgent opinion, in the British Association for Emergency Medicine
BAEM, “The Way Ahead” 2005, the president of the Association acknowledged
the essential relationship between practitioners of emergency medicine, acute
medicine, and support from other specialties:
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“Emergency Medical practitioners have a specific role in the initial assessment and
management of the undifferentiated patient...... where many patients will present
with less typical symptoms which require a period of focused investigation in the
emergency department or clinical decision unit/observation area after which many
of these patients can be safely discharged home.....For those hospitals with new
patient attendances of greater than 40,000 per annum, the principles for
Emergency Departments are....immediate access to intensive care, anaesthetics,
acute medicine, general surgery and orthopaedic trauma....™

14.To counteract ay notion of downgrading of hospital sites caused by reconfiguration of
specialist services, in March 2006, the Report of the National Leadership Network
Local Hospitals Project (whose aim is to set out a sustainable future vision for all
hospitals) stressed the importance of every hospital having to be an active member of
multi-hospital networks, with local innovation providing sustainable solutions and that
different local circumstances would increasingly result in different service
configurations. This would imply that no matter what changes were proposed, both
Maidstone and the Kent & Sussex hospitals would still be seen as “an active member
of multi-hospital networks”

15.To endorse the suggestion that the separation of planned and emergency surgery as
being a more efficient and effective model for the delivery of care, the March 2006
consultation document from the Royal College of Surgeons of England
Reconfiguration Working Party “Delivering High-quality Surgical Services for the
Future” said:

“Elective inpatient surgery is often better carried out independently of emergency
provision in order to minimise disruption to both services.”

16.In regard of reconfiguration to achieve essential critical mass, this same report said;

“The preferred catchment population size, as recommended in previous reports, for
an acute general hospital providing the full range of facilities, specialist staff and
expertise for both elective and emergency medical and surgical care would be
450,000 — 500,000. It is estimated that hospitals of this size count for less than 10%
of acute hospitals in England. This size of hospital would produce very large numbers
of medical admissions each day and they are likely to be located a significant
distance away from patient’s homes, family and social services contacts. It is unlikely
that there is going to be a significant shift to this size of hospital in the short to
medium term. The majority of acute hospitals currently have and are likely to continue
to have a catchment population of approximately 300,000. Some rural populations do
not even reach this population mass and yet are still required to provide as full a
range of services as possible. Such units have a particularly difficult task in providing
services that are local, safe, and cost effective. There needs to be , in the first
instance strategically planned re-organisation so that, where feasible , smaller
hospitals are able to merge to achieve a catchment population of at least 300,000.”

17. In support of the desire to co-locate specialist services and assure clinical safety, in
September 2006, an interim paper in the Future Hospital project was published by the
Institute for Public Policy Research IPPR, “Hospital Reconfiguration: ippr briefing”
which made the following points:
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“Acute care, like Accident and Emergency (A&E) and specialist surgery, needs to
be concentrated in fewer locations so that doctors with the right skills, experience
and equipment are available to treat the sickest patients safely.....(This) paper
does not argue for concentration of all hospital services onto fewer larger sites.
The primary objective for concentrating specialist services is to facilitate the safe
performance of surgery. This is of course an important objective and one that has
not been adequately communicated by political , management or clinical leaders.
However using hospital to population ratios is only one way of illustrating the
problem, rather than the blueprint for reconfiguration”

18.In making the clinical case for reconfiguration and mitigating the need for additional
travel times, Professor Sir George Alberti the National Director for Emergency Access
published a report “ Emergency Access: clinical case for change” December 2006,
and said:

“In a range of very serious emergencies, from strokes and heart attacks to aortic
aneurysms, it may be better for patients to bypass the nearest local hospitals and be
taken by highly-trained paramedics straight to specialist centres with the equipment,
knowledge and experience - gained through treating many similar patients needed to
save lives”

THE PROCESS OF CONSULTATION

19.The PCT and MTW agreed to launch a public consultation exercise on proposed
changes to the location of some orthopaedic and surgical services between the
Maidstone and Kent & Sussex at Tunbridge Wells Hospital sites. The
consultation period began on Monday 9™ October and ran for 12 weeks until 8"
January 2007.

20.Due to the transition to the new West Kent PCT responses to the consultation
were collated by MTW. To assure independence of analysis the PCT conducted
a meta-review of both the process of the consultation and the analysis of
feedback received. See appendix 2.

21.During the consultation period a number of engagement strategies were adopted,
including:

= Distribution of 3,937 consultation documents with feedback questionnaire —
134 completed questionnaires were returned

»= Additionally the consultation document was available on the Trust's
website.

»= Public meetings — c. 300 participants attended, >66% from the Maidstone
area

= Presentations were made at 11 local groups, including local council
meetings, patient representative groups, Local Medical Committee, BMA
and other interest groups — C. 300 participants

= Discussions with staff in both open meetings and specifically with medical
and therapy staff

» Regular meetings with the Kent County Council Health Overview and
Scrutiny Committee (HOSC)
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THE OUTCOMES OF CONSULTATION

22.The analysis of the outcome of consultation has been attached at Appendix 2.

23.Formal responses were received from:

Kent County Council HOSC

Maidstone division of the BMA

Patient & Public Involvement Forum — South West Kent & Maidstone
Localities

Maidstone Borough Council External Scrutiny Committee

Tonbridge & Malling Borough Council

12 parish councils

Maidstone Department of Medicine plus 1 A&E consultant

All orthopaedic surgeons

All general surgeons

24.99 letters of feedback and 9 petitions with a total of 9,779 signatures from
members of the general public were received.

25.Following the closure of the consultation process, Kent County Council HOSC met on
12" January to consider their final response. The Committee received a number of
presentations, both from MTW, West Kent PCT and a range of clinical representatives
opposed to the changes. This resulted in a split decision, which was swung in favour
of a ‘No’ by the Chairman’s casting vote.

26.The HOSC meeting highlighted concern in three main areas:

a. That inadequate attention had been paid to the provision of surgical support for
physicians managing acutely ill medical patients at Maidstone Hospital, once
the changes were implemented. Pathways for specific high-risk conditions
(such as a GI bleed) should be described under the proposed new system, to
assure clinical safety.

That a compromise solution (made by a Maidstone A&E consultant) on the
opening times of the Maidstone A&E could be further explored, which would
mitigate concern on the safe management of A&E, should emergency surgery
be relocated to the Kent & Sussex Hospital

That the timing of the changes was considered, such that best fit with Fit for
the Future strategic plans could be confirmed.

27.The Maidstone Division of the BMA submitted a paper highlighting their objections.
These included:

a. Reduced speed of access to emergency care for the people of Maidstone and
environs
b. A dispute about MTW'’s claims to improve safety and quality of care because:

Maidstone A&E would not have doctors in the department.

Some patients presenting as medical cases would turn out to require
surgical advice or intervention, adding potentially dangerous delays in
access (e.g. Gl bleeds).
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e Longer ambulance journeys from Maidstone to Tunbridge Wells would lead
to dangerous delays in treatment.

e Elderly patients in more distant hospitals would face difficulty and delay in
discharge, with a minimum of 1 day being added to their length of stay.
This would lead to higher complication rates.

e Emergency medical patients would continue to be unpredictable and
therefore require admission to elective surgical beds so that there would be
no reduction in cross-infection risk or increased guarantee that patients
booked for elective surgery would not be cancelled.

e Foundation Year 1 doctors would not be able to spend long enough at each
site, reducing the quality of their training and their ability to provide safe and
effective care.

The countywide upper Gl unit in Maidstone would not be able to provide

specialist care for emergency as well as elective cases, thus undermining

plans for specialist surgical centres.

. Some patients who currently receive emergency surgery at Maidstone would

be taken to hospitals other than the Kent & Sussex, thus reducing the overall
level of emergency activity and making it difficult for surgeons to retain their
skills.

The narrowing range of specialties at Maidstone would reduce its effectiveness
as a teaching and training centre and therefore its ability to attract the highest
calibre trainees.

28.The Maidstone Division of the BMA subsequently produced an alternative proposal,
which they published as “surgical and orthopaedic care: the right direction” in
February 2007.

29.Maidstone Borough Council's External Scrutiny Committee submitted a paper
rejecting the proposals. Their objections included:

a.
b.
C.

> @~oo

In the committee’s view a fully functioning urgent care network was not in place
Increased journey times by ambulance would put lives at risk

The changes would adversely affect postgraduate training at Maidstone
Hospital

The changes had been managerially and financially rather than clinically led
Greater journey times would impact on those most vulnerable in the borough
The consultation document was not balanced

The consultation should not take place at the same time as a review of all
health services in the County was being conducted

Public and patients had not been sufficiently involved in the development of the
proposals.

30. Signed letters have now been received by the PCT from all of the orthopaedic and
general surgeons in MTW in support of the proposed changes.

The themes emerging from the consultation

31.Details of written responses are available in Appendix 3. Five overarching
themes emerge, however:

a. A&E ‘closure’/downgrading of Maidstone Hospital — people generally

and some physicians and GPs patrticularly are concerned about the level of
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medical cover proposed for Maidstone A&E. In addition people feel that
this change in service may represent the start of a general ‘downgrading’
of Maidstone Hospital.

b. Patient safety — people generally and some physicians and GPs
specifically are concerned that the increase in ambulance journey times
and reduced service in Maidstone will cause fatalities.

c. Travel — People are concerned about access to the Kent & Sussex
Hospital. Specific concerns include poor transport links, extended journey
times and car parking issues.

d. Population Change - Impact of the size of the current population and
planned population changes — people are concerned that this has not been
taken into account in modelling the proposed changes.

e. Consultation process and strategic fit — people are concerned that the
process of consultation was flawed and that the timeframe is at odds with
the Fit for the Future Programme.
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Conclusions

32. Since consultation closed, the Senior Management Team (SMT) of the PCT has
been concerned to examine and investigate issues that had arisen both by its own
examination of the proposals and those raised in consultation. These have been
described against each of the five themes emerging from the consultation.

33.A&E ‘closure’/downgrading of Maidstone Hospital

e The SMT believe that concerns about the downgrading of the hospital or the
closure of A&E are not substantiated by the facts. There are currently 60,000
attendances at Maidstone A&E and 55,000 will continue to attend.

e The Professional Executive Committee (PEC) of the PCT has reviewed in
full the concerns of the BMA as set out in its report, and has considered
the topic at two of its meetings, including rigorous debate at the last of
these, held on 6th March 2007. It is now entirely satisfied that the issues of
concern have been or will be addressed, however it will continue to meet
with the BMA to assure them of progress.

e The SMT has reviewed the concerns of the Maidstone division of the
British Medical Association (BMA), set out in its report, and believes that
the issues of medical staffing in A&E, surgical opinion to A&E and other
matters will be accommodated within implementation plans. Furthermore,
the SMT believes that if these plans are clearly articulated and successfully
implemented, then that should reassure the BMA and the public, about the
maintenance of the A&E at Maidstone Hospital.

e The SMT believes that concerns expressed by senior A&E and medical
consultants about the medical rotas in the A&E department and access to
surgical advice have been dealt with. This will be covered in more detail in
the recommendations.

34.Patient safety

e The SMT believes that the present situation in Orthopaedics and Surgery
is sub optimal. Although not currently unsafe, the present arrangements
do not represent best practice and are not in the best interests of patients.
In that context the preferred proposals consulted upon, represent a
significant improvement in patient safety and are consistent with national
and professional recommendations.

e Crucially for the SMT, these proposals have the full backing of all
Orthopaedic and Surgical clinicians who are the senior body charged with
delivering a safe service for patients.

¢ Although concerns have been expressed about increased travel time for
urgent conditions, it is clear that these proposals are consistent with
national guidance on best practise. (See evidence, point 18) This states
that improvements in mortality and morbidity justify incurring a slightly
longer travel time.
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35.Travel

The SMT will work with the South East Coast Ambulance NHS Trust to
ensure that patient pathways and protocols are in place to ensure that
the right patients are transported to the right location first time. This
process should replicate the successful approach that has already been
taken in East Kent in similar circumstances of service reconfiguration.

An extra twelve emergency patients per day and an extra four planned
patients per weekday will need to travel to Maidstone Hospital. It is clear
that this will result a number of patients’ relatives having longer journeys
than currently (although for others they will be shorter). This is an issue for
strategic service modelling across West Kent and the SMT are convening a
working party to explore the issues associated with travel and access for all
parts of the patch. This group will have representatives of all key agencies,
including Kent County Council Highways Agency, borough councils,
voluntary sector and NHS partners.

36.Population Change

The most up-to-date predictions of population growth have been included in
the Fit For the Future Programme modelling. This includes an estimate of
10,000 growth in the Maidstone population. Alternative service provision in
the community and primary care will also be considered in the Fit for the
Future planning process.

37.Consultation process and strategic fit. The SMT has reviewed this under the areas
of clinical and public involvement and in respect of the Fit for the Future Programme.

a.

Clinical involvement.

Although an extensive range of options were considered by MTW and
its clinicians in the pre-consultation phase, the SMT believes that these
could have been made more explicit as part of the consultation
process. The SMT considers that the consultation exercise has
resulted in a range of issues being raised and is satisfied that these
have now been addressed.

The SMT has received signed letters from all of the Orthopaedic and
Surgical consultants giving full support to the preferred options. The
SMT believes that this is a significant factor in its approach to the
outcome of consultation and should be a major determinant in the final
decision of the Board.

The SMT is satisfied from the evidence that a wide range of clinical
opinion was sought in the construction of the final proposal and its
subsequent development through the consultation process.

Public involvement.

While there has been extensive public engagement throughout the
consultation, the SMT believes that improvements could have been made
to the way in which patients and the public were involved in the pre-
consultation phase. There is nevertheless no evidence that this would have
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materially affected options for consultation. However the SMT assures the
Board that it will work with MTW, other NHS providers, Overview and
Scrutiny Committees and patients’ fora to strengthen patient involvement in
future consultation exercises.

c. Finance/PFI

e The SMT does not believe these proposals have been driven by finance or
iIssues associated with the potential new hospital at Pembury. On the
contrary, it seems that these proposals were designed to address genuine
clinical concerns about patient safety and the quality and standard of
patient care.

Recommendations

38.In reviewing these proposals the SMT has been mindful of the huge public interest
generated by this consultation. The issue has cased a massive amount of passion
and concern. The challenge for the PCT Board is a difficult one and requires a mature
judgement on the balance between proposals that appear to genuinely meet the need
to improve patient safety and the quality of care and that have the full support of the
clinicians providing the service alongside the deeply felt concerns of the population at
large and some other clinicians that the proposals are either inappropriate for “social “
reasons or have flaws in the level of clinical analysis.

39. The original proposals, which were consulted upon, did not adequately describe the
critical relationships that would need to be in place to make them successful. The
SMT would therefore not be able to support them. The process of consultation has
highlighted a number of areas requiring adaptation of the original proposals and in the
light of this, the SMT recommends that the Board support an amended set that would
impose conditions on approval of the consultation. These conditions are as follows:

a. That implementation of the proposals are delayed until the publication of
the Fit for the Future consultation document, to ensure that there is no
contradiction between these proposals and those that may emanate from
Fit for the Future review.

b. That clear staffing arrangements are established to ensure that medical
staffing, including Consultant level, within the A&E department at Maidstone
hospital is appropriate, as deemed by external review.

c. That clear staffing arrangements and protocols are established to ensure
that access to surgical advice for medical emergencies at Maidstone
hospital is appropriate, as deemed by external review.

d. That protocols are established to ensure that minor orthopaedic cases can
continue to be dealt with at Maidstone hospital. (E.g. simple breaks)

e. That agreement is finalised between MTW and the PCT regarding the
development of new medical services at Maidstone hospital including the
catheterisation laboratory and dedicated stroke unit. Further work will follow
to consider the establishment of a pain clinic.

f. That MTW continues to work with the relevant transport and other
authorities to examine the issues of travel and access for relatives.
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40.The Board is therefore asked to approve Options 1 and 6, subject to the conditions
being met.

41.The Board is asked to support the work with MTW, other NHS providers, Overview
and Scrutiny Committees and patients’ fora to strengthen patient involvement in future
consultation exercises.

Jenny Thomas
Director of Strategy and Corporate Affairs
12" March 2007
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APPENDIX 1
COMMON NOMENCLATURE USED WITHIN THE PAPER

Complex or Specialist that is needing to be performed by clinicians with expert
experience or qualification, with support staff and equipment which may need to be co-
located in fewer places than more general treatments would otherwise require. The title is
applied to patients and clinicians (according to their particular specialty) and hospitals. All
consultants have a requirement to provide “safe” emergency care, however in order to
practise in a sub-specialty, they need to work on a minimum number of cases per annum
to retain this. Hence a general surgeon can stabilise a patient in an emergency situation,
but if they found a problem in the lower gut tract, would have to refer to a Lower Gl
surgeon for that procedure. Each sub-specialty is ascribed a minimum population size
from which a minimum number of cases is likely to arise, for them to achieve this practise
level.

Day case & 23 hour Care the patient needs to be in a bed or a chair for periods up to 23
hours of care

Elective OR Planned care that is, the patient and clinician elects or can choose when to
have the relevant procedure. (e.g. a hip replacement)

Emergency that is, the patient and the clinician need to perform the procedure
immediately, to stabilise the problem, although this may not extend to the full procedure,
which may be carried out at another time, after the patient has been stabilised.

Inpatient the patient needs to be in a bed for over 24 hours care

Medical care is delivered by physicians and their teams, for medical patients and
requires conservative treatment, usually using medication (drugs) and more recently
minimally invasive treatment, if a diagnostic camera wielded by a radiologist is guided
through the blood vessels, to perform this treatment.

Surgical and medical Care is then further sub-divided by the part of the body to which it
applies, and in this case, Orthopaedics relates to bony and aligned soft tissue and
general surgery relates to problems of the organs and soft tissue.

Surgical care is delivered by surgeons and their teams, to surgical patients and
requires invasive intervention in an operating theatre with intensive care support
provided by anaesthetists.

A Trauma Centre is a status afforded to a hospital on the basis of having specific
facilities that are nationally recognised for specific emergency conditions. These exist at
different levels, which can be broadly summarised as follows;

Level 1 basic
Level 2 intermediate
Level 3 senior
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APPENDIX 2

ANALYSIS OF THE CONSULTATION

Summary of Feedback on Public Consultation
into Proposed Changes to Emergency Surgery and Emergency Orthopaedic
Services

The consultation period officially ran from 5" October 2006 to 8" January 2007
inclusive. However, engagement with many stakeholder groups commenced prior to
this period and this summary includes letters and feedback received both before and
after the official period of consultation. These have been taken into account in the
analysis.

In total, 3,937 copies of the document were sent out, distributed as follows:

2,500 to GPs

11 to Practice Based Commissioners

29 to requests by phone/e-mail, etc

450 to libraries

213 to Parish Councils and Special Interest Groups

173 to Trust Consultants

21 to League of Friends for all 3 hospitals, MPs and Borough/County Councils
(Appendix 1)

15 to Stakeholder Group (comprising key partners in other Trusts, scrutiny
committees, PPI) (Appendix 2)

25 to other Acute Trusts, PCTs and the SHA for the South East Coast Region
(Appendix 3)

500 to signers of previous KM petition

Copies were also e-mailed to all staff, made available in all public areas and wards
and on the Trust intranet. It was e-mailed to Voluntary Action West Kent for
distribution to their PPl members across the region and also placed on the Kent &
Medway website.

The Trust and PCT also undertook a series of public meetings. Initially 6 meetings
were arranged, with an additional 2 meetings being added at different times of the
day by public request. In total, approximately 306 people attended these meetings
and discussed the issues with members of Trust, including consultants, PCT and
ambulance service representatives. Three biggest meetings were:

Church Farm Hall, Larkfield 120+

Invicta Grammar School, Maidstone 69

Maplesden Noakes School, Maidstone 67

In addition, representatives from the Trust attended 2 Parish Council meetings which
approximately 80 members (70 at Wateringbury) of the public attended. They also
attended meetings with and/or gave presentations to the following (approximate no.
of attendees in brackets):

Tonbridge & Malling Borough Council — Parish Partnership (30)
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Tonbridge Forum (30)

NHS Retirement Fellowship (60)

North Larkfield Group for the Protection of the Environment (12)

Tonbridge Wells Access Group (inc. representatives from Kent-wide disabled groups)
Tonbridge & Malling Borough Council — Health Policy Board (35)

Maidstone GPs (10)

Local Medical Committee (6)

Maidstone Division of the British Medical Association (13)

The vast majority of issues raised at all the above meetings parallels those
concerns/comments made by members of the public in letters/feedback forms
received by the Trust and will be summarised later in this document.

Internally, as well as discussing at Open Staff Meetings and directorate level
meetings, presentations were given to the following:

Therapy Departments at Maidstone (19) and Kent & Sussex (12)
Doctors at Maidstone (60)

Responses Received

The Trust received a total of 233 responses (99 letters and 134 forms), not including
the formal responses from the Overview & Scrutiny Committees of Maidstone
Borough and Kent County Councils. The majority of the responses were from
Maidstone residents (71%).

Of the 52 issues identified in the feedback, the pie chart on the next page shows the
main topics of comment. Key themes include: Transport -

Closing A&E

Downgrading services at Maidstone

Large/Growing Population

Most of the early letters received prior to the consultation period thought that A&E
was being closed (66%).
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O Biased questions
6%

[ Lack of community facilities
1%
u Too many
administrators/managers
1%
O FFF completed first
O To enable PFI 1%
1%

DO Retain childrens ward at
M/stone
1%
W Good facilities at M/Stone
1%
M Helipad/Air Ambulance
3%
W Poor facilities at K&S
2%
M Financial reasons
4%

infrastru
9%

0 Staff already stretched
2%
0 Downgrading of facilities at
M/stone
7%
CJExpert opinion against
Olncreased travel for 1%
family/friends
3%

B Proximity to road/transport

0 Consultants at Maidstone not

consulted

1%

cture

Issues arising from Public Consultation
Feedback

@ Should wait for PFI

1%

@ Need local services
7%

B Closing A&E
6%

O Large/Growing population
9%

0O  Safety of population/
Adverse effect on healthcare

2%
B Abolishing Blue Lights
———y >
@ County Town
3%
B Impact on travel time for
Strokes/

Heart Attacks
1%
O Journey times increased
4%
B Ability of ambulance service
to cope
2%

B Increased fatalities
1%

D Poor transport links T Materity Service Needed

13%

2%

Options for Emergency Surgery/Orthopaedics

Of those who expressed a preference for Surgery, 63% voted for Option 1, the

clinically preferred option.

Of those who expressed a preference for Orthopaedics, 62% voted for Option 2, the

clinically preferred option.

This was borne out in the results of the workshop held on 30™ November, when the
clinically preferred options came top when scored against the criteria, which had
been agreed earlier in the day (see table below). The options scored included the
additional option requested by a member of the public at an earlier meeting, which
was the reverse of the clinically preferred option with all emergency orthopaedics at
Maidstone and elective inpatients at K&S.
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Options

(Clinically preferred option in bold) Total Score

Elective inpatients at Maidstone, emergency surgery at K&S,

day cases at both 534

Elective inpatients and daytime emergency surgery at Maidstone,

emergency surgery at K&S, day cases at both 353

All elective inpatient and emergency surgery at Maidstone, day

cases at K&S 288

All elective inpatient and emergency surgery at K&S, day cases

at Maidstone 255

All emergency orthopaedics at Maidstone and elective inpatients

at K&S 449

All elective inpatient and emergency orthopaedics at K&S,

day cases at both 534

Elective inpatient orthopaedics at K&S, emergencies retained on

both, with Maidstone running a 12 hour A&E model 369

Emergency surgery and emergency orthopaedics at Maidstone,
elective inpatient surgery at K&S, elective inpatient orthopaedics

at Maidstone, day cases at both 357

Petitions and Rallies

1)

The campaigns by the Kent Messenger and Downsmail calling on Maidstone
& Tunbridge Wells NHS Trust to “stop reducing services at Maidstone
Hospital. We call for maternity services, the children’s ward and the chronic
pain unit to be retained at Maidstone Hospital. We oppose reductions in
Accident and Emergency services, including ambulance blue light
orthopaedics and surgery.” generated the following response:

Kent Messenger 3,582 signatures and 71 letters
The KM summarised the concerns as follows:

The longer travel times from Maidstone to Pembury and Tunbridge Wells, both
by ambulance and mothers in labour; by car for visitors, and by public
transport, if there is any.

Maidstone Hospital is only around 20 years old and has newer, more modern
facilities easily accessible from the M20, in contrast to the Kent and Sussex
Hospital at Tunbridge Wells.

The forecasts for population growth in the Maidstone borough over the next 10
years are far higher than the expected growth in the Tunbridge Wells area.
That high profile, senior consultants, have publicly opposed the planned
changed.

That there has not been enough consultation within the wider population.

Lack of emergency medical cover left on the Maidstone site, if trauma and
general surgery move to Tunbridge Wells.

That the other A&E departments — Medway, Dartford and Ashford will be
overstretched because they will not have any extra staffing or funds for the
extra estimated 12 “blue light” patients a day which would have gone to
Maidstone’s A&E.
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o There is a helipad at Maidstone Hospital, but no such facility at the Kent and
Sussex Hospital

o That Maidstone, as the County Town, should have appropriate medical
services.

Downsmail 1,302 signatures and 142 letters

The forms (approximately 1200) were analysed by the Downsmail with the
following results:

Threat to the Maidstone A&E service 99.63%
Losing blue-light services 80.12%
Losing maternity department 90.24%
Losing children’s ward 92.24%
Losing chronic pain unit 80.61%

The media were using the consultation to generate public debate about
previously consulted and agreed service changes egg, Women & Children’s,
as well as other service changes egg. Chronic Pain Unit.

2) The rally held in Mote Park on 2 December was attended by approximately
2,500 to 3,000 people.

A number of speakers addressed the crowd, including some MTW
consultants. The broad themes linked with those raised by the joint KM and
Downsmail petition.

3) Additionally, the Trust has received 8 other petitions, totally 8,477 signatures,
which opposed:

“Many departments are due to close including the Accident and Emergency
department, the Maternity Unit and many others — Please sign this petition to show
your support for your local hospital and in turn Help Save Lives.” (3,406 signatures)

“Say No to Cutbacks” — Save the Maidstone Hospital's Emergency Surgery,
Orthopaedics & Trauma (445 signatures)

“We the undersigned OPPOSE the proposal to close our ‘blue light' Accident and
Emergency service and the transfer of our emergency orthopaedic and maternity
services from the Maidstone Hospital to Tunbridge Wells. We also OPPOSE the
plans to close beds and operating theatres at the Maidstone Hospital.” (3,191/126
signatures)

“I/We object to the proposed changes at Maidstone Hospital.
They are:-
1. Acute Surgery and Emergency Orthopaedics moved to Kent & Sussex
Hospital, Tunbridge Wells.
2. Downgrading of Maidstone Hospital Accident & Emergency Department
3. Bed closures at Maidstone Hospital.)” (254 signatures)

“We call on Maidstone and Tunbridge NHS Trust to stop reducing services at
Maidstone Hospital. We call for maternity services, the children’s ward and the
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chronic pain unit to be retained at Maidstone Hospital. We opposed reductions in
Accident and Emergency services, including ambulance blue light orthopaedics and
surgery.” (434 signatures)

“We the undersigned oppose the reduction in services and eventual closure of the
Accident and Emergency Centre at the Maidstone Hospital” (621 signatures)

“We, the undersigned members of Larkfield Active Retirement Association are
strongly against the proposed changes of Maidstone & Tunbridge Wells NHS Trust to
move services away from Maidstone, on the grounds of distance and inaccessibility
of Kent & Sussex Hospital from our area.” (154 signatures)

Responses from stakeholders

The following responses have been received:

Other Acute Trusts/PCTs/Ambulance Services

Responses in favour of the proposals received from East Sussex PCT, Medway NHS
Trust and the South East Coast Ambulance NHS Trust. A request for modelling
information from East Kent Hospitals NHS Trust was responded to, but no formal
response has been received.

Kent Air Ambulance, whilst not responding formally to the Trust, agreed to the
principles at the Kent County Council OSC meeting on 12 January 2007.

Key Stakeholders

Responses in favour of the proposals received from Chairman of the MTW PPI
Forum and the Chair of South West Kent PPI Locality Group.

Maidstone Borough Council OSC and Kent County OSC have stated that they are
against the proposed changes. A letter of support was received from Tonbridge &
Malling Borough Council prior to the start of consultation and nothing has been
received from Tunbridge Wells Borough Council.

12 Parish Councils have responded as follows:

Boughton Monchelsea Against

Bredhurst For

Chart Sutton Against

Downswood Against

East Malling & Larkfield  Against

Lenham Against

Loose Against (comments only from one member)

Rother For

Ryarsh Against

Wateringbury Against before start of consultation — nothing further
received.

West Malling Against before start of consultation — nothing further
received.
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Wrotham In favour of specialist centres, opposed to loss of A&E at
Maidstone and queries about obstetric services.

The Maidstone division of the BMA wrote with the response of a vote on the
following:

1. That Maidstone Hospital should continue to be the provider of a great
majority of emergency secondary care to the nearly quarter million
residents of Maidstone and its surrounding districts including:

a. A full A&E service for self-referral and blue-light ambulance cases (with
the possible exceptions of major trauma and some overnight services).
b. A full unselected medical and general surgical ‘take’.

2. That services should not be transferred from Maidstone to Tunbridge Wells
(particularly Pembury Hospital) before the new PFI hospital has been
agreed by government.

3. That consultants based in Maidstone should be fully involved in
deliberations on service configuration.

Internal

Letters with a wide-ranging list of concerns have been received from both an A&E
consultant and the Department of Medicine based in Maidstone. A letter has been
written to representatives of the various groups concerned and a way forward has
been agreed.

Letters in support have been received from all Tunbridge Wells General Surgeons
&Orthopaedic Surgeons and all of Maidstone’s General Surgeons Orthopaedic
Surgeons.
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Item 3 — Document |

Kent County Council’'s NHS Overview and Scrutiny Committee voted at its meeting
on 12 January 2007 to reject the proposals by Maidstone and Tunbridge Wells NHS
Trust to change services available at the Accident and Emergency department of
Maidstone Hospital. The decision was based on a detailed set of arguments against
the proposals.

Since that meeting, the Board of West Kent Primary Care Trust has voted, at its
meeting on 15 March 2007 to accept the Trust’'s proposals — although with a number
of conditions being stipulated.

The NHS OSC will meet again on 11 May 2007 to decide whether or not to exercise
its statutory power to refer this matter to the Secretary of State for Health. Following
useful discussions with both MTW Trust and the PCT, the three party spokesmen on
NHS OSC now wish, ahead of the meeting in May, to seek further detailed
clarification and guarantees from the Trust and the PCT regarding the issues set out
below.

In particular, we seek confirmation that the services available at Maidstone A&E
department will, following reconfiguration, not fall below the minimum level set out
below.

Fit for the Future

The paper agreed by the PCT Board on 15 March 2007 includes the following
recommendation at para. 39(a):-

That implementation of the proposals are delayed until the publication of the
Fit for the Future consultation document, to ensure that there is no
contradiction between these proposals and those that may emanate from Fit
for the Future review.

We take the view that no service changes should be implemented until the actual
outcome of the consultation around Fit for the Future is known.

Modelling for future services

The PCT Board paper refers, at para. 36, to modelling for future services (through
the Fit for the Future project) being based on "the most up-to-date predictions of
population growth", which includes “an estimate of 10,000 growth in the Maidstone
population” (it is not stated over what time period this growth is expected to occur).

However, it is planned that Maidstone district will, as a designated “Growth Point”,
receive an additional 10,080 homes over the 20-year period to 2026. On the basis of
the latest (2004-based) projected average household size in the South East Region
for 2006 of 2.33, this would equate to a population increase of 23,486 (average
household size in the South East in 2026 is projected to be 2.14 by 2026 — but that
would still mean a population increase of 21,571). It should also be noted that the
latest (2004-based) sub-national population projections (which are based on
observed trends and do not take account of government policy on Growth
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Areas/Growth Points) forecast that Maidstone district will have a population of
166,800 in 2026 — an increase of 20,600 on the forecast figure for 2007.

We would appreciate acknowledgement of this miscalculation in the Board paper and
its implications for the evaluation of the proposed changes.

Continued medical staffing of Maidstone A&E department
Rose Gibb’s letter to us of 13 March 2007 states:-

We can confirm that the A&E Department at Maidstone will be staffed by
Medical Staff and the proposal is as per the BMA recommendation that this is
undertaken by A&E specialist staff for between 12 and 15 hours per day with
acute general physicians supporting services out-of-hours. | can confirm that
the A&E medical staff will continue under A&E Consultant leadership and that
both Maidstone and Kent & Sussex A&Es will continue under single Clinical
Directorship.

The paper agreed by the PCT Board includes the following recommendation at para.
39(b):-

That clear staffing arrangements are established to ensure that medical
staffing, including Consultant level, within the A&E department at Maidstone
hospital is appropriate, as deemed by external review.

We have concluded that the following are the necessary minimum preconditions for
the continuation of a medically-staffed A&E department in Maidstone:-

e The department must continue to be staffed by A&E consultants throughout
normal working hours (9am to 5pm).

e There must be continued A&E medical staffing (both middle-grades, i.e.
Specialist Registrars and Staff Grades/Associate Specialists; and junior
trainees, i.e. Foundation Year 2 trainees, under supervision) for a minimum of
17 hours per day (8am to 1am).

e There must be, within the Maidstone Hospital site plan, dedicated space in
which to continue delivering the “majors” side of the department.

e Full resuscitation teams must be maintained at Maidstone Hospital.

e The “majors” and “minors” sides of the department must continue to be run
together as a single, integrated whole.

Acute general surgical provision at Maidstone Hospital
Rose Gibb’s letter to us of 13 March 2007 states:-

I can confirm that the greatest proportion of surgeons with sub-specialist
interest will be based at Maidstone. They will provide an emergency on-call
rota and this emergency on-call rota will support the totality of services at the
Maidstone site. This will ensure unlimited access to a surgical opinion and the
full range of sub-specialist expertise.
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With respect to emergency surgery | can confirm that any elective patient who
has had surgery on that site who deteriorates will, if it is clinically appropriate,
have any further emergency surgery on that site.

Additionally, in the rare circumstance that anyone should present into A&E
with a clinical emergency which it is believed cannot be stabilised and
transferred, then naturally those patients would also receive surgery at
Maidstone.

The paper agreed by the PCT Board includes the following recommendation at para.
39(c):-

That clear staffing arrangements and protocols are established to ensure that
access to surgical advice for medical emergencies at Maidstone hospital is
appropriate, as deemed by external review.

As a minimum, the following must continue to be available at Maidstone:-

e when needed in an emergency, a general surgical opinion from a consultant or
middle-grade doctor (Specialist Registrar or Staff Grade/Associate Specialist),
in person, on any patient in A&E or a ward, 24 hours per day, seven days per
week;

e the capacity to undertake emergency surgery on-site at any time of day or
night, in the rare event of that being necessary;

e on-site assessment of patients referred to the hospital or presenting to A&E
with possible surgical problems (most of whom will not require emergency
surgery), for a minimum of 17 hours per day (8am to Midnight), seven days
per week;

e the capacity for emergency general surgery 24 hours per day, seven days per
week in the case of clinical emergencies presenting at A&E where the patient
cannot be stabilised and transferred safely.

To make this possible, a middle-grade surgeon (Specialist Registrar or Staff
Grade/Associate Specialist) must be present in the hospital for a minimum of 17
hours per day, and readily available on call the rest of the time.

Provision for orthopaedic trauma at Maidstone Hospital
Rose Gibb’s letter to us of 13 March 2007 states:-

Elective orthopaedics (until 2010), day case orthopaedics, outpatients and
fracture services will continue on the Maidstone site. This will enable the full
provision of urgent orthopaedic opinion to be made available. The service
model as proposed always envisaged that in the event a patient with an
orthopaedic injury should arrive at Maidstone A&E, we would stabilise, treat
and transfer that patient, and this we regard as our duty of care. It must be
noted that we continue with this duty of care for any and every patient who
presents at either Kent & Sussex or Maidstone A&E services irrespective of
service reconfiguration. You may be aware that we already undertake this
duty of care, for example, for emergency vascular patients at both our hospital
sites where we stabilise, treat and transfer those very critical emergency
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patients. We do not envisage that there will be any change to our ability to do
this for either surgical patients or orthopaedic patients in either the current or
proposed service model.

The paper agreed by the PCT Board includes the following recommendation at para.
39(d):-

That protocols are established to ensure that minor orthopaedic cases can
continue to be dealt with at Maidstone hospital. (E.g. simple breaks)

We expect that the following types of orthopaedic trauma presenting at Maidstone
A&E will continue to be dealt with at Maidstone according to the protocols indicated:-

e minor trauma not requiring surgery or an in-patient stay — to be dealt with
usually in A&E by A&E staff, but with occasional orthopaedic input;

e trauma requiring surgical intervention but not an in-patient stay (e.g. reduction
under anaesthetic) — to be dealt with as a day-case, usually by the
orthopaedic team;

e trauma not requiring surgery but needing an in-patient stay (e.g. a frail elderly
patient with a pelvic fracture) — to be dealt with by admission to Maidstone,
usually under the care of physicians, with orthopaedic input when necessary.

We would only expect cases of trauma requiring both surgery and an in-patient stay
to entail transfer to the trauma centre in Tunbridge Wells (or another appropriate
hospital). Even in these cases, we would expect Maidstone A&E to have the capacity
to receive them, should they present at Maidstone, in order to stabilise them so they
can be transferred elsewhere as appropriate.

Where a local patient presents with an uncertain need for surgery (e.g. in the case of
a possible hip fracture following a fall), we would expect this to be dealt with by
assessment and diagnostic imaging in Maidstone. This should then be followed by
management in accordance with whichever protocol (as outlined above) is
appropriate.

In order to deliver the above model of care, we would expect a middle-grade
(Specialist Registrar or Staff Grade/Associate Specialist) orthopaedic surgeon to be
present in the hospital, or immediately available, for a minimum of 17 hours per day.

External reviews

Regarding the external reviews in respect of provision for acute general surgery and
orthopaedic trauma, we require to know:-

e who will comprise the review panel?

e when will the review be completed?

e will the outcome of the review be considered by the PCT Board before any
changes to services are implemented?

Ambulance service
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We take the view that, where Maidstone is the closest hospital, or the one that can
be reached most quickly, ambulances should be able to take patients there — except
in cases where the patient has a need for particularly specialised care. Ambulance
staff must not be placed in the very difficult position of being required to bypass
Maidstone where it is the nearest or most accessible hospital and the patient’s life is
at stake.

We need to know the clear and detailed protocols agreed with the Ambulance
Service and that additional Ambulance vehicles and crews will be available in the
periods when any additional travelling time is required.

We also seek reassurances that there will be sufficient numbers of adequately
trained paramedics to ensure the safety of patients, given the increased travel-to-
hospital times that will be entailed in a significant number of cases by the proposed
changes.

Repatriation of Maidstone patients

We require reassurance that, in cases where Maidstone patients receive emergency
general surgery or emergency orthopaedic surgery at Tunbridge Wells, or another
location, those patients will be repatriated to Maidstone Hospital for any
postoperative care that they may require.

Anticipated changes to patient flows

At the NHS OSC meeting on 12 January 2007, Rose Gibb gave the committee
numbers of patients that were expected to be diverted from Maidstone A&E to other
hospitals under the Trust's proposals (recorded at para. 48 of the minutes).

We note that the PCT Board paper contains (at para. 10) a somewhat different set of
figures regarding anticipated changes to patient flows, as shown in the following
table:-

Patients per week
Hospital Rose Gibb PCT Board paper
(12/1/07)* (15/3/07)

Kent and Sussex 7-14 49
Medway Maritime 28-35 7

William Harvey 28 21

Darent Valley 14 7**
TOTAL 84 84

* Patients per day multiplied by seven

** Also includes Bromley Hospitals NHS Trust

We would appreciate some clarification on these discrepancies and any implications

they have regarding the feasibility of the proposed changes.

24 April 2007
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Item 3 — Document J

West Kent m

Primary Care Trust
Wharf House
Medway Wharf Road
Tonbridge
Kent
TN9 1RE
Telephone: 01732 375200
Fax: 01732 359046
Email: steve.phoenix@westkentpct.nhs.uk
27" April 2007
SP/cgl275

Alan Chell, Chairman

Mark Fittock, Vice Chairman

Dan Daley, Liberal Democrat Spokesman
NHS Overview & Scrutiny Committee
Kent County Council, Sessions House
County Hall, Maidstone, ME14 1XQ

Dear Alan, Mark & Dan
A New Direction for Orthopaedic and Emergency Care

Thank you for your letter and request for further clarification regarding a number of
issues related to the above. | will seek to respond to your concerns in the order
you raised them.

1. Fit for the Future — | agree, and indeed the PCT Board took the view that it is
important any proposed service changes fit with the principles of Fit for the Future,
which is an improvement programme designed to ensure clinically and financially
sustainable services are in place across Kent & Medway. Our overall approach,
along with some specific initiatives, will be described in a consultation document to
be produced in the summer along with our colleagues in Eastern & Coastal Kent and
Medway PCTs. However, given the nature of the Fit for the Future programme it is
likely that formal public consultation will take place in phases relating to specific
elements over a period of time. For this reason the recommendation was to wait until
the consultation document is produced to ensure the proposed changes fit with the
overarching principles and direction of travel described in Fit for the Future. This will
be further tested through the PCT Board’s review of Maidstone & Tunbridge Wells’
(MTW) detailed implementation plans.

2.  Modelling for future services — If a miscalculation was made in our Board paper
then | will be happy to acknowledge it. However the potential difference, between
household and population estimate increases in Maidstone would only alter
projections over a 10 -15-year period of 5 — 10,000. While this may be important for,
say family doctor services, where the optimum population for specialist surgery is
500,000 plus the implications are not material.

3. Medical staffing, acute general surgical provision and provision for orthopaedic
trauma at Maidstone Hospital — | can confirm this will be provided in a safe and
appropriate manner. As you are aware, the PCT Board charged managers and
doctors at MTW with producing detailed implementation plans, which will be subject
to the external scrutiny of a panel of independent clinicians in both emergency
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surgery and emergency medicine. The PCT Board will only give the go ahead to any
changes once they have the assurance of these experts that the arrangements are
clinically safe, meet standards of good practice and are sustainable.

4.  External review panel — The panel is yet to be convened but | anticipate that in
addition to the external clinical advisors it will include, representatives from our own
PEC, the ambulance service and public health. The panel will be chaired by Dr
James Thallon, our PEC chair, and supported by Jenny Thomas, Director of Strategy
for the PCT. We are expecting that the review will be complete by the autumn and
the panel will report to the September meeting of the PCT Board.

5.  Ambulance service — It is not a new phenomenon for ambulance crews to make
judgements about where to take a patient, and to bypass one hospital to get to a
more appropriate one depending on the need of the patient. For example this would
be true in the case of a major burn, where the hospital of choice would be the Queen
Victoria in East Grinstead, even if the patient were picked up in Maidstone. The
ambulance service have already confirmed their support for the proposals.

6. Repatriation of Maidstone patients — | can assure the HOSC that where it is
appropriate and clinically safe to do so, and the patient prefers it, they will be
repatriated to Maidstone Hospital for the postoperative care they require.

7. Anticipated changes to patient flows — | apologise for the confusion caused by
the different numbers quoted. As you know, my team conducted a thorough
interrogation of the MTW case and process in order to be in a position to assure our
Board and make recommendations. It was during this scrutiny process that the
changes arose. In summary the reason for the change is that MTW had not taken
account in their calculations of the differences between day case and planned care,
which works on a 5-day-week basis, and emergency care, which works on a 7-day-
week basis. If you would like further explanation I'd be happy to ask Jenny Thomas
to meet or speak to you directly on this point.

| hope these points of clarification are helpful, but if you require more information or
further explanation, please do not hesitate to get in touch with me.

Finally, let me assure you that as a PCT we are committed to ensuring the best
possible care of the highest standards is provided for all the people of West Kent and
we are determined to get these changes right in the best interests of the patients we
serve.

Yours sincerely

Clae st

Steve Phoenix
Chief Executive
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South East Coast Ambulance Service m

NHS Trust
Reply To: Heath Road,
Coxheath,
Maidstone,
Kent,
ME17 4BG

Tel: 01622 747010

April 27 2007
Alan Chell Mark Fittock Dan Daley
Chairman Vice Chairman Liberal Democrat Spokesman

NHS Overview and Scrutiny Committee

Dear Sirs

Re: A New Direction for Orthopaedic and Emergency Care

Further to your letter to Paul Barratt dated April 2007; it has been forwarded to me to
respond to as | am the Director with responsibility for Fit for the Future and other
service developments across South East Coast Ambulance Service.

As you may be aware, South East Coast Ambulance Service (SECAmb) was fully
involved in the public consultation surrounding the proposed changes to emergency
surgery and orthopaedic provision at Maidstone General Hospital (MGH). In January
2007, Paul Sutton, Chief Executive of SECAmb formally responded to the public
consultation process, supporting the clinically preferred proposal. However, this
support was given subject to ensuring the right resources are made available to
ensure that the current standards of ambulance provision are not affected by the
proposed changes.

Since July 2006, representatives of Maidstone Tunbridge Wells NHS Trust (MTW)
and SECAmb have been working together to consider how the impact of the
proposed changes could be identified and fully understood by both parties. As a
result, MTW commissioned Operational Research in Health Ltd (ORH), an
independent research organisation, to undertake a study of the possible impact on
the ambulance service.
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As a result of the study | am pleased to advise that we are currently in positive
discussions with West Kent Primary Care Trust to ensure that the necessary
resources are identified and implemented in time for any changes that may occur.

| hope that this provides you with the necessary assurances you are looking for;
please do not hesitate to contact me should you need any further information or
clarification.

With kind regards

Geraint Davies
Director of Corporate Affairs and Service Development

Cc:

Bob Deans, Director of Commissioning, West Kent PCT
Frank Sims, Director of Corporate Affairs, Maidstone Tunbridge Wells NHS Trust
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Maidstone and Tunbridge Wells NHS|

NHS Trust

Chief Executive and Chairman’s Office
Maidstone Hospital

Hermitage Lane

Maidstone

Kent ME16 9QQ

Tel: 01622 — 226412
Fax: 01622 226416

30 April 2007

Alan Chell, Chairman

Mark Fittock, Vice Chairman

Dan Daley, Liberal Democrat Spokesman
NHS Overview & Scrutiny Committee
Kent County Council

Sessions House

Maidstone

Dear Alan, Mark & Dan

A NEW DIRECTION FOR ORTHOPAEDIC AND EMERGENCY
CARE

Thank you for your letter and request for further clarification regarding a number of
issues related to the above. | believe you sent a similar letter to Steve Phoenix and
that he has replied directly. | will respond to your concerns in the order you raised
them.

1. Fit for the Future — MTW agree, and indeed the PCT Board took the view that
it is important any proposed service changes fit with the principles of Fit for the
Future, which is an improvement programme designed to ensure clinically and
financially sustainable services are in place across Kent & Medway.

The overall approach, along with some specific initiatives, will be described in
a consultation document to be produced in the summer along with our
colleagues in Eastern & Coastal Kent and Medway PCTs. However, given the
nature of the Fit for the Future programme it is likely that formal public
consultation will take place in phases relating to specific elements over a
period of time.
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For this reason the recommendation was to wait until the consultation
document is produced to ensure the proposed changes fit with the overarching
principles and direction of travel described in Fit for the Future. This will be
further tested through the PCT Board's review of Maidstone & Tunbridge
Wells’ (MTW) detailed implementation plans.

I would also emphasise the point that these changes are about improving
patient safety and access to the best possible care. We need to ensure that
the changes are consistent with the wider strategic model, but we do not want
to delay vital benefits to our population.

2. Modelling for future services — The PCT have asked Meradin Peachey, Joint
Director of Public Health for Kent County Council and Kent PCTs, to work with
the HOSC to understand the discrepancies between the figures you quote and
those that formed part of their Board paper, and to finalise a single set we all
agree. If a miscalculation was made in the Board paper then this will be
acknowledged and the PCT team will review the implications on the proposed
changes.

I can confirm, as | have done consistently during the consultation, that the
known demographic statistics have been factored into the planning models.
The model was constructed for the new hospital build and took account of the
entire MTW catchment population, not just Pembury. The outputs of this
model have been quality assured and checked by the Department of Health at
a number of Gateway reviews and the modelling has been confirmed as
robust.

In addition, MTW did provide a ready reckoner to demonstrate the ad hoc
impacts of new homes (10,000) on the acute hospital service. This assumed
3 people per home with a demographic distribution consistent with the existing
population. This was a less sophisticated model as it assumed that all the
resultant population would go to Maidstone hospital for their care. Reality
would be different to that, especially in relation to emergencies. Nonetheless,
it shows a relative small impact on hospital care and not sufficient to
undermine the changes.

Medical staffing, acute general surgical provision and provision for orthopaedic
trauma at Maidstone Hospital — Thank you for clarifying your views on this.
You make a number of statements and requests about the model of care and
about the need to be able to cope with certain categories of patients. It is
worth stating clearly that clinical priorities will continue to be assessed at the
roadside by the ambulance service and by the clinical teams at hospital.

| have confirmed that the Maidstone A&E department will be led by an A&E
consultant and that the staffing and operational details will be determined by
clinical professionals and subject to external review. The intended
arrangements are for a 15 hour service with the exact opening conforming to
peak activity times. The A&E will of course be open 24 hours a day.

As you are aware, the PCT Board charged MTW with producing detailed

implementation plans, which will be subject to the external scrutiny of

independent national clinical experts in both emergency surgery and
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emergency medicine, as well as the relevant Royal Colleges. The PCT Board
will only give the go ahead to any changes once they have the assurance of
these experts that the staffing model is clinically safe, meets standards of
good practice and is sustainable.

I would also like to address a number of your specific points:

o | can confirm that that there will continue to be dedicated space for ‘majors’
and that the department will function as a single, integrated unit and there
will continue to be full resuscitation teams at Maidstone. The service will
regularly be reviewed, as is the case for all clinical care, to ensure that it is
run in line with best clinical practice.

o0 A general surgical opinion will be available 24 hours a day at Maidstone.
During normal working hours this will be provided by the on-site team and
out of hours by a combination of direct telephone advice and the potential
use of telemedicine, for example PACS. There will, in addition, be a
surgical on call team to support Maidstone hospital and overall this is an
improvement to the current service. This is entirely consistent with best
practice and national clinical evidence and has been recently ratified by the
clinical case for change outlined by Professor Sir Ara Darzi in his report,
“Saws and scalpels to lasers and robots — advances in surgery”.

o MTW will continue to have the ability to undertake emergency surgery at
Maidstone in line with reviews and recommendations form the nation
CEPOD enquiry.

o Minor trauma will continue to be seen and treated in the A&E department.

o Trauma requiring day case treatment will be seen locally, as now, with
patients having operations booked. However, if the treatment requires
urgent surgical intervention the patient will need to be transferred to the
trauma centre at Kent and Sussex hospital to be seen by the skilled
specialist team, or to another centre of the patient’s choice.

o Trauma requiring an inpatient stay, but without surgery, would be admitted
locally; normally under the care of the physicians. Orthopaedic or surgical
input would then be available.

o The Maidstone A&E department will be capable of receiving, stabilising
and transferring trauma cases and those patients with uncertain need for
surgery. This builds on the current ability to diagnose, treat and transfer
patients who need more specialist care such as vascular surgery and
neurological trauma.

3. Expert review panel — The panel is yet to be convened but | anticipate that in
addition to the external clinical experts it will include, representatives from the
PCT PEC, the ambulance service and public health. The panel will be chaired
by Dr James Thallon, the PEC chair, and supported by Jenny Thomas,
Director of Strategy for the PCT. | expect the review will be complete by the
summer and the panel will report to the July meeting of the PCT Board. | am
sure that the PCT would be delighted for a nominated member of the HOSC to
observe the panel if it would help assure you of the efficacy and robustness of
the process.

3:106

07/os/nhsosc/051107/Item 3 - MTW consultation/Item 3 - MTW consultation.doc



4. Ambulance service — The ambulance service are very clear. That they will
take patients to the most appropriate hospital with the correct facilities. They
do this now and national evidence clearly shows that patient care is improved
and lives are saved by taking patients to hospital with the right specialists,
even if this means by-passing the nearest hospital.

The PCT and MTW have been working closely with South East Coast
Ambulance service to understand the implications of any changes for their
teams and we can assure you that that the right level of vehicles and crews,
with the right skills, will be in place to ensure a safe and appropriate level of
service; this will be agreed through our commissioning process. We will be
happy to ask the Ambulance Service to come and meet with the HOSC to
discuss these issues in more detail if that would be helpful.

| can confirm that a meeting between the 3 commissioning leads has already
taken place and the investment will be agreed as part of the service level
agreement for this year.

5. Repatriation of Maidstone patients — | can assure the HOSC that where it is
appropriate and clinically safe to do so, and the patient prefers it, they will be
repatriated to Maidstone Hospital for the rehabilitative care they require.
Indeed, we would aim to transfer patients back to their own homes if that is
better for them and their visitors.

6. Anticipated changes to patient flows — | apologise for the confusion caused by
the different numbers quoted. As you know, the PCT conducted a thorough
interrogation of the proposed model of care and of the process in order to be
in a position to assure the PCT Board and make recommendations. It was
during this scrutiny process that the changes arose. In summary the reason
for the change is that MTW had quoted figures relating to emergency flows
and not quoted the elective activity. This was in relation to the debate about
emergency transfers. The total volumes of patients were known and
consistent and were presented in total at the PCT Board. If you would like
further explanation | suggest that it would be helpful to meet with Jenny
Thomas who produced the presentation for PCT Board.

| hope these points of clarification are helpful, but if you require more information or
further explanation, please do not hesitate to get in touch with me.

Finally, let me assure you that as a Trust and local health community we are
committed to ensuring the best possible care of the highest standards is provided for
all the people of West Kent and we are determined to get these changes right in the
best interests of the patients we serve.

Yours sincerely,

Rose Gibb
Chief Executive
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Steve Phoenix

Chief Executive

West Kent Primary Care Trust
Wharf House

Medway Wharf Road
Tonbridge

TN9 1RE

Dear Steve

A New Direction for Orthopaedic and Emergency Care

Item 3 — Document M

Council

Members’ Suite
Sessions House
County Hall
Maidstone

Kent ME14 1XQ
Tel: 01622 694434
Fax: 01622 694212
Email: members.desk@kent.gov.uk
8 May 2007

Thank you for your letter of 27 April, replying to ours of 24 April.

In view of your letter, and correspondence received from Rose Gibb and Geraint
Davies, we are now minded to recommend at the NHS Overview and Scrutiny
Committee meeting on 11 May that the committee endorse the decision taken by the
PCT Board on 15 March regarding A New Direction for Orthopaedic and Emergency

Care. However, this is subject to the following provisos:

1) We are strongly of the view that the panel for the planned external review
cannot be chaired by someone from within the PCT if it is to be genuinely
external. Consequently, Dr Thallon is not acceptable to us as the chair of the

panel.

2) We would be more comfortable to know that there is representation from the
local British Medical Association on the external review panel.

3) We reserve the right to reopen this issue in the event that the outcome of the
external review turns out to be significantly detrimental to the provision of local

health services.

4) We require clarification as to why the Trust intends that Maidstone A&E
department will be staffed by A&E specialists for 15 hours per day rather than

16 hours or more.

5) We require to see the detailed results of the study undertaken by Operational
Research in Health Ltd at the behest of the Trust regarding the level of
resources that the ambulance service will need if the proposed changes are

implemented.
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We would be grateful for your responses to these points. We are also writing in the
same terms to Rose Gibb; and our letter to you is being copied to Geraint Davies.
Once we are in receipt of your responses, we will decide what final conclusions and
recommendations we wish to put before the NHS Overview and Scrutiny Committee
on 11 May. Accordingly, a prompt reply would be very much appreciated.

Regards

Yours sincerely

Bl |7 A s

Alan Chell Mark Fittock Dan Daley
Chairman Vice Chairman Liberal Democrat Spokesman

NHS Overview and Scrutiny Committee

Cc: Geraint Davies (Director of Corporate Affairs and Service Development, South
East Coast Ambulance Service NHS Trust)
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County

Council
Geraint Davies Members’ Suite
Director of Corporate Affairs and Service Development Sessions House
South East Coast Ambulance Service County Hall
Kent Office Maidstone
Heath Road Kent ME14 1XQ
Coxheath Tel: 01622 694434
Maidstone ME17 4BG Fax: 01622 694212
Email: members.desk@kent.gov.uk
8 May 2007

Dear Mr Davies

A New Direction for Orthopaedic and Emergency Care

Thank you for your letter of 27 April, replying to correspondence from us.

Enclosed is further correspondence that we have sent to Steve Phoenix (we have
also written in the same terms to Rose Gibb). We would like to draw your attention to
the fifth of the numbered points in our letter, regarding the study undertaken by

Operational Research in Health Ltd.

Yours sincerely

Bl 5 WA e

Alan Chell Mark Fittock Dan Daley
Chairman Vice Chairman Liberal Democrat Spokesman

NHS Overview and Scrutiny Committee
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Council

Rose Gibb Members’ Suite

Chief Executive Sessions House

Maidstone & Tunbridge Wells NHS Trust County Hall

Maidstone Hospital Maidstone

Hermitage Lane Kent ME14 1XQ

Maidstone Tel: 01622 694434

ME16 9QQ Fax: 01622 694212
Email: members.desk@kent.gov.uk
8 May 2007

Dear Rose

A New Direction for Orthopaedic and Emergency Care
Thank you for your letter of 30 April, replying to ours of 24 April.

In view of your letter, and correspondence received from Steve Phoenix and Geraint
Davies, we are now minded to recommend at the NHS Overview and Scrutiny
Committee meeting on 11 May that the committee endorse the decision taken by the
PCT Board on 15 March regarding A New Direction for Orthopaedic and Emergency
Care. However, this is subject to the following provisos:

1) We are strongly of the view that the panel for the planned external review
cannot be chaired by someone from within the PCT if it is to be genuinely
external. Consequently, Dr Thallon is not acceptable to us as the chair of the
panel.

2) We would be more comfortable to know that there is representation from the
local British Medical Association on the external review panel.

3) We reserve the right to reopen this issue in the event that the outcome of the
external review turns out to be significantly detrimental to the provision of local
health services.

4) We require clarification as to why the Trust intends that Maidstone A&E
department will be staffed by A&E specialists for 15 hours per day rather than
16 hours or more.

5) We require to see the detailed results of the study undertaken by Operational
Research in Health Ltd at the behest of the Trust regarding the level of
resources that the ambulance service will need if the proposed changes are
implemented.

T {3

INVESTOR IN FEOPLE
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We would be grateful for your responses to these points. We are also writing in the
same terms to Steve Phoenix (with a copy sent to Geraint Davies). Once we are in
receipt of your responses, we will decide what final conclusions and
recommendations we wish to put before the NHS Overview and Scrutiny Committee
on 11 May. Accordingly, a prompt reply would be very much appreciated.

Regards

Yours sincerely

Bl |~ A /ﬁ%

Alan Chell Mark Fittock Dan Daley
Chairman Vice Chairman Liberal Democrat Spokesman

NHS Overview and Scrutiny Committee
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