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SUMMARY

1. This document is the response of the Oxfordshire Joint Health Overview and Scrutiny Committee (HOSC) to the proposals by the Oxford Radcliffe Hospitals NHS Trust (henceforward referred to as the Trust or the ORH) for changes to services provided at the Horton General Hospital in Banbury.

2. The proposals are to be found in the Trust’s document, “Performance Improvement and Cost Reduction Programme, Part 2, The Horton Hospital”. They are discussed in more detail in the text below along with the HOSC’s response to each of the proposals. 

3. The HOSC’s overall response is as follows:

The HOSC believes that the Trust’s main proposals relating to services for children, babies and maternity services would lead to a reduction in the standards of healthcare available to people in the north of the County and that they are potentially unsafe. They run counter to national policy on localising healthcare and are contrary to the principles identified when the Horton Hospital was amalgamated into the Oxford Radcliffe Hospitals Trust.

The HOSC calls upon the Trust either to abandon the proposals, except for those that would improve services at the Horton, or to call upon an independent organisation such as the Independent Reconfiguration Panel (IRP) to examine the proposals in detail and report publicly. 

If the latter course were to be followed, the HOSC would wish to see the terms of reference for the review agreed with all stakeholders (e.g. the HOSC, Cherwell District Council, the Horton User Group, local GPs, Patient and Public Involvement Forum etc). 

Further, the HOSC would wish to have an assurance that the review team would consult as widely as possible and would undertake their review as publicly as possible commensurate with the need at times for confidentiality.
4. In summary, the HOSC’s responses to the consultation process generally and the specific proposals in the Trust’s consultation document are as follows:

The consultation

5. The HOSC considers that the consultation has been deficient in a number of ways. Consideration was given to seeking referral to the Secretary of State on the grounds that the HOSC was dissatisfied with the content of the consultation. However members believe that it would be much more positive to produce this report, set out their concerns and hope to address the issues raised with the Trust while at the same time, reserving the right to refer to the Secretary of State.

Services for children and the newborn

6. The HOSC is very concerned that, if the proposals to close the out-of-hours service were to be implemented children could be put at risk. Members are also of the opinion that the proposals would create major transport problems for families, many of whom are living in some of the most deprived areas in Oxfordshire.

7. Questions that have arisen about the admission level statistics used in the report and statements about training recognition create major doubts about this part of the consultation document. 

8. The HOSC does not feel that the necessity for closure of the service has been demonstrated by the Trust. Members agree with the words of the Davidson report (see below) that, “Paediatric in-patient services should continue and the 24 hour cover by medical staff must be sustained in the future”.
9. The HOSC therefore calls upon the ORH not to close the out-of-hours service for children and the newborn but instead to give consideration to increasing staff numbers and instituting a system of staff rotation between the JR and the Horton. 

Maternity services

10. The HOSC is very concerned that, if the proposal to close the consultant-led service is implemented, mothers and babies could be put at risk. There are major concerns over whether such a large unit as that being proposed is (a) safe and (b) sustainable. On balance the HOSC view is that the case has not been made.

11. The HOSC is of the opinion that the proposals would create major transport problems for families. This would be especially difficult where the mother is very young. 

12. The HOSC considers that there are sufficient concerns around ambulance provision and the transfer of very sick babies and mothers from Banbury to Oxford to call into question the safety of what is being proposed by the Trust.

13. Members believe that the consultant-led service at the Horton should be retained and that the Trust should attempt to develop the service further by wider promotion of the benefits of that hospital. Furthermore, members would advocate that plans should be developed for rotating obstetricians and anaesthetists between the two hospital sites to help deal with the Royal Colleges’ requirements.

Gynaecology

14. The HOSC welcomes the improved levels of service that are proposed. Members accept that, if obstetrics goes from the Horton, emergency and inpatient services become impossible to maintain. However the HOSC hopes that it would not be necessary to transfer the service if the obstetric service were to be maintained at the Horton.
Emergency general surgery and trauma
15. While the proposal for change is far from ideal in the HOSC’s view, there is acceptance that the financial position is such as to make it difficult to maintain this service. 

16. There is not the same concern over transferring patients in this category as there is with babies, particularly as the consultation makes clear that a protocol would be agreed with the ambulance service and GPs for patients in need of immediate surgical treatment to be taken directly to the JR. However the HOSC would wish to have an assurance that this service would be closely monitored and action taken if patient care was seen to suffer.

Elective surgery and day case procedures

17. The ORH proposes to transfer some elective surgery, in particular day case surgery, from Oxford to the Horton. The HOSC welcomes this improvement to services at the Horton.

Emergency department
18. The HOSC is pleased that there will be an improved level of support in the Emergency Department

Care of the older person

19. The HOSC welcomes the proposals in the consultation document. However an assurance is sought that the earlier discharge of patients will be carefully managed and monitored. In particular a close watch will need to be maintained on levels of re-admittance.  

20. Further, the HOSC seeks a guarantee that earlier discharges will not lead to NHS costs simply being shunted elsewhere. The HOSC will examine any future proposals in this area with great care.

Laboratory medicine and pathology services
21. The ORH proposes to consolidate the microbiology service into a single service based at the JR. Haematology, biochemistry and infection control services would continue to be provided at the Horton. As this would not affect patient services the HOSC supports the proposal.

Transport

22. In this response document, a number of questions are raised around the issue of ambulance transfers and the transport related social consequences of the Trust’s proposals. The HOSC wishes to raise concerns about, among others, the provision of ambulance services, the difficulties that would be raised for people having to travel to Oxford to visit patients, the cost of that travel and the proposal of the Trust to provide a shuttle bus between the hospitals (which is welcomed) but to charge for that service (which is not).

INTRODUCTION

The Hospital

23. The Horton General Hospital is part of the Oxford Radcliffe Hospitals NHS Trust. It is in Banbury and serves the growing population in the north of Oxfordshire and surrounding areas including South Northamptonshire and parts of Warwickshire. It is an acute general hospital providing a wide range of services, including: 
· Emergency Department (With A Clinical Decision Unit) 

· General Surgery 

· Acute General Medicine 

· Trauma & Orthopaedics 

· Maternity, Obstetrics And Gynaecology 

· Paediatrics 

· Critical Care Unit (Used Flexibly For Intensive Care) 

· Coronary Care 

· Cancer Resource Centre 
24. The hospital is one of Banbury’s biggest employers. The local community takes great pride in the hospital and provides exceptional levels of volunteer support through the League of Friends, the Authorised Volunteer Service, Pets as Therapy Volunteers and Horton Hospital Radio. 

The Overview and Scrutiny Committee
25. The Oxfordshire Joint Health Overview and Scrutiny Committee (HOSC) comprises Councillors from Oxfordshire County Council, the County’s four District Councils and Oxford City Council. The Committee is able to, and does, co-opt non-councillors as non-voting members.

26. The role of the HOSC is primarily to examine services provided and planned by the local NHS. The Committee seeks to ensure that services: serve the needs of the local population, are equally available to all and provide equal opportunities of outcome. The NHS is required by law to consult the HOSC on any proposals for, “substantial developments of the health service in the area of the Committees’ local authorities”. 

27. The NHS is expected also to undertake a more wide ranging consultation of the local population and local groups, but the HOSC is the only organisation that has the power to refer to the Secretary of State for Health proposals for changes about which there are concerns. That could occur if the Committee considers that the consultation has been inadequate or if it believes that the proposals are, “not in the interests of the health service in the area”. In such cases the Secretary of State can direct the local NHS body to take or refrain from taking such actions as she may direct.

A historical perspective on the proposals

28. In 1996 a public inquiry led by Arthur Davidson QC, recommended that, “24 hour acute in-patient and accident and emergency care be maintained at the Horton General Hospital NHS Trust in the core specialities of medicine, surgery, women and children’s services, trauma – with pathology and radiology sufficient to support and maintain these”.  

29. Davidson also recommended that the Horton should be amalgamated with the Oxford Radcliffe Trust, the intention being to improve, or at least maintain, service levels. The merger took place in 1997.

30. The Davidson report also recommended the following:

· Services should be locally focussed and that the merger should secure the continuation of an appropriate level of service in the north of Oxfordshire.

· Paediatric in-patient services should continue and the 24-hour cover by medical staff must be sustained in the future.

· The retention of consultant led obstetric services at the Horton supported by a medium level special care baby unit with only babies needing continuing care being transferred to Oxford.

A Health Development Plan for the People of Banbury and Surrounding Areas’ by Arthur Davidson QC, Chairman of Collaborative Inquiry set up by the Regional Health Authority and others, 1996

31. At the time of the Davidson report the local Banbury MP, Tony Baldry, warned in the House of Commons that a merger could endanger the future of the Horton. Mr Baldry was quoted in Hansard (18 June 1997) as saying that, “if the Horton merged … with an acute trust that continued to experience financial difficulties, the trust involved would naturally be tempted to balance its books by cutting services at the Horton”. 

32. Because of such concerns it was stated at the time that a merger should:

· Improve or at least maintain the delivery of current [i.e. 1997] services to patients.

· Allow for the innovative redistribution of, and more efficient use of, staffing and other resources in the area.

· Not render any recommendations of the Davidson report incapable of achievement.

33. It is plain that the proposals in the consultation document do not fulfil the Davidson criteria. 

The national view

34. Nationally, the Government is encouraging more local provision of health services. In 2003 the Department of Health produced guidance for the NHS on service change in a document entitled, “Keeping the NHS local: a new direction of travel”. The document set out, “the principles and approach which should be applied to all proposals for service change”.
35. The document has the following as one of its opening paragraphs:

36. “The mindset that “biggest is best” that has underpinned many of the changes in the NHS in the last few decades, needs to change. The continued concentration of acute hospital services without sustaining local access to acute care runs the danger of making services increasingly remote from many local communities. With new resources now available, new evidence emerging that “small can work” and new models of care being developed, it is time to challenge the biggest is best philosophy”.

37. It goes on to say:

“Not all services need to centralise and there are very powerful reasons for keeping services local. The influence of the patient choice agenda in particular has highlighted the need to improve access to services locally, while being balanced by other considerations. Community hospitals can provide a rich variety of local health and other community services. The mix of services can be tailored to local priorities, and they are often particularly well-suited to ensuring access for older people and the more disadvantaged”.

38. So, it seems that not only the 1997 Davidson report view, but also more recent national guidance, points in a direction almost diametrically opposed to that being proposed by the ORH. 
The local view

39. The people of Banbury and the surrounding catchment area have made their opposition to the proposed changes very clear. At best they see them as a reduction in what is being provided now, at worst the proposals are felt to be the “thin end of the wedge” that could see the ultimate closure of their hospital. 

40. People, and this includes local GPs, believe that the proposals will result in services that are unsafe and unsustainable. Further, they are convinced that patients and their relatives/friends would experience serious obstacles in both accessing services and visiting sick children or relatives. This would hit the most vulnerable hardest. 

41. There are concerns that the ambulance service will have difficulty coping with the increased demands that they will face. There are also worries that departments at the John Radcliffe would be unable to cope with the increased pressures. 

The Trust view

42. Throughout the consultation process, the ORH has insisted that the proposals were not financially motivated but were driven primarily by clinical considerations. The Trust stated that they, “need to make sure that the services are safe, that they are of the highest possible quality, and that the staff who provide them can be trained properly and safely supervised”. 

43. The ORH stated that two main pressures drove their proposals; restrictions on the hours that doctors can work, mainly due to the European Working Time Directive (EWTD), and the increasing specialisation of doctors.

44. The first of these means that more doctors are needed to make up a full rota which, if doctors are resident in the hospital, would require seven doctors to run them with one doctor on duty each night. Reduced working hours mean that trainee doctors see fewer patients and the ORH considers that would lead to them failing to develop and maintain clinical skills. It is the stated view of the Trust that the lack of activity could lead to the withdrawal of training recognition making recruitment of good, middle grade doctors, very difficult.

45. Added to the EWTD issue, consultants are increasingly unwilling to work on-call rotas of less than one-in-four nights on-call, which means that a minimum of five consultants would be required to run an on-call service such as obstetrics or paediatrics, where emergencies can arise at any time. Services with more onerous on-call requirements are increasingly difficult to recruit to.

46. The specialist nature of services means that more doctors are now required to cover a range of services than when doctors had a more general remit. Specialisation is considered to improve services for patients as doctors gain much more experience in their specialist area. The Trust argues that such specialisation makes it much more difficult and expensive to provide the full range of services in a hospital such as the Horton where activity levels are relatively modest.

THE CONSULTATION PROCESS

What the Trust did

47. The Trust began a public consultation on a number of proposed changes to services at the Horton Hospital on June 6. It was originally intended that the consultation should run until September 4. Following representations from the HOSC, this period was extended to October 13. The ORH produced a consultation document that set out a number of changes to services at the Horton; some of which would improve services and some that would remove services from the hospital. The document was published on the ORH website and circulated in hard copy to known stakeholders but not made generally available to members of the public. As far as the HOSC could ascertain, no copies were made available in languages other than English. 

48. The HOSC considered that the document was lacking in information and detail. It contained no risk analysis and no discussion of the options. There was no explanation of why these changes were being made just now and why they have not been addressed previously. There had to be a suspicion that they were happening because of the need to reduce costs despite statements to the contrary by managers.

49. The Trust undertook a series of meetings across Oxfordshire. Apart from the meeting in Banbury, most were very poorly attended, for example there were four members of the public at a meeting in Henley and ten at the Bicester meeting. That may have been because people outside of Banbury did not feel that the proposals affected them. However, it may also have been because of the very limited amount of advertising that took place. There is some evidence that attendance at even the Banbury meeting could have been sparse had members of the Horton Action Group not handed out leaflets produced by themselves.

What the HOSC did
50. In order to be able to respond as quickly as possible, the HOSC set up a Working Group comprising three members of the Committee. One of the members of the Group was a County Councillor from Bicester, one a Cherwell District Councillor, again from Bicester and one a Councillor on both the County and District Councils who came from Banbury. Thus the Group had a very local emphasis.

51. The Working Group undertook a wide-ranging programme of meetings in order to gather evidence to enable them to evaluate the proposals. Meetings took place with:
· ORH Managers

· External consultant leading the OR Strategic Review 

· Director of Special Projects


· Assistant Director of Governance

· Director of Operations for the Horton Hospital

· South Central Ambulance Trust

· Divisional Director, Oxon & Bucks Division

· Medical staff at the Horton

· Consultant Paediatricians 

· Consultant Obstetricians

· Head of Midwifery 

· Senior midwifery manager

· Midwives

· Senior Nurse - Special Care Baby Unit 
· Staff representatives (all of whom, other than a Unison District Officer, were also staff working at the Horton) representing:

· Royal College of Radiographers

· Royal College of Nursing

· Physiotherapists

· Unison 

· GMB

52. The Group also met GPs, both practising and retired, from the North Oxfordshire and South Northamptonshire areas and key representatives of the Horton User Group. Visits were undertaken to midwife led baby units within and outside Oxfordshire.

53. In addition, members of the Working Group attended public meetings in Banbury and Bicester to listen to presentations from the Trust’s Chairman, Chief Executive and Medical Director and to hear the views of members of the public. Also the Ambulance Trust gave members a demonstration drive in order to check NHS claims for the length of time needed to transport an emergency patient from the Horton to the JR.

54. A great quantity of written evidence was gathered including:

· Detailed statistics relating to the services where change is proposed

· Draft comments on the proposals from Cherwell District Council

· Possible alternative set ups for the baby unit 

· A number of questions raised by the local MP, and the answers provided by the ORH

· A number of items from local press

· Letters, submissions and reports from other organisations and interested bodies

55. The Working Group has heard a number of conflicting views and these have been briefly summarised above. The recommendations of the Davidson inquiry have been referred to on a number of occasions, as has the Government guidance on increasing localism of services. The ORH representatives have expressed a view that is opposed by the people of Banbury (including their GPs) and the rest of the Horton catchment area and one that does not sit comfortably with the Davidson recommendations or the new localism being espoused by national Government. 

56. The Working Group has had to consider all of these views and a great deal of evidence, both written and verbal. The members’ job has been to come to a level headed and evidence based view. 

57. The Working Group’s deliberations and the HOSC response to the ORH proposals are set out below. For ease of reference the proposals are taken in the order in which they are presented in the ORH document, “Performance Improvement and Cost Reduction Programme, June 2006, Part 2 – the Horton Hospital”. Following discussion of the specific service areas, there are general comments on the vital issue of transport, both public and by ambulance. 

58. Members of the Working Group wish to express their appreciation for the time and effort put in by all of the people that they have spoken to and who have provided evidence and information in a courteous, helpful and good humoured fashion. Particular thanks are due to officers from the Trust who were very willingly provided information, answered emails and attended a number of meetings with the Working Group. The Working Group was also very grateful for work done by colleagues from Cherwell District Council in evaluating the statistical information included in the report.

Comments on the consultation

59. The HOSC considers that this consultation has been deficient in a number of ways. Consideration was given to seeking referral to the Secretary of State on the grounds that the HOSC was dissatisfied with the content of the consultation and that right is reserved. However members believed that it would be much more positive to produce this report, set out their concerns and hope to address the issues raised with the Trust.

60. It has already been said that advertising of local meetings was inadequate. That almost certainly led to the lack of numbers at the various public meetings.

61. Generally, the consultation document did not include the level of detail that members of the HOSC felt necessary for informed HOSC and public consultation. It was agreed by members, and accepted by officers at one of the meetings with the Working Group, that the document (referred to as “Part 2”) was lacking in comprehensive data, risk assessment and discussion of the options. The Working Group was able to get additional information from the Trust, but it would have been very difficult for members of the public to get such data.

62. Evidence from the ORH to support the proposals in the consultation paper was available and most was given to the Working Group following the first meeting with ORH officers. However that meeting did not take place until July 4, a month after the start of the consultation and new information continued to be provided up to a week or so before the end of the consultation period. The Working Group was given to understand that, because the Horton proposals had been published earlier than originally anticipated (in order to fit in with the publication of the Trust's Performance Improvement & Cost Reduction Programme), it had not been possible to make this evidence available earlier. 

63. A major consultation such as this is never going to be easy and it is almost impossible to produce all necessary information at the outset. However more discussions with stakeholders before the consultation began would certainly have been helpful to all of the parties involved.
64. The Working Group, and most of the witnesses that the Group met, are sceptical about the claim that there is no financial motivation behind these proposals. 
65. Plainly there would need to be increased numbers of junior doctors to meet the EWTD. At one of the public meetings reference was made by the Trust’s Medical Director to the level of funding that would be required to maintain services at the Horton and it was clear from that statement that cost was a factor.  And if cost was not an issue, why were the proposals brought forward in order that they could be included within the ORH cost reduction programme? Furthermore, the foreword to the consultation document on the Horton states quite clearly that it, “sets out proposals agreed by the ORH Board to reduce our costs by this [i.e. £33m] amount” and that must have included the Horton. 
66. That is not to say that the Working group believes that ORH representatives have been untruthful. However there is concern that the financial issue has been played down for public consumption.

67. Questions have been raised about some of the statistics provided in the report. For example population forecasts were wrong and there were doubts about some of the admission numbers. These questions, at the very least, create doubts about the validity of the whole consultation.

68. Much was made in the Part 2 document about Royal Colleges and their attitude towards training recognition for paediatrics and other disciplines at the Horton. Much of this has been found to be misleading and is considered later in this report. Members of the Working Group wish to make clear that they are not suggesting in any way that this was a deliberate attempt to mislead. Things move on and misprints happen. However it would have been helpful if the information could have been more up-to-date.

69. The Working Group found the constant use throughout the Part 2 document of words and phrases such as “unlikely to”, “may”, “it is likely that” etc confusing. Few statements seemed to be definitive and that automatically raised questions as to why the ORH had not had discussions with groups such as the Royal Colleges before embarking on the consultation in order to be able to make more authoritative statements. 

70. Finally, among the options contained in the Part 2 document there were none that would leave the status quo intact. Despite that, the HOSC reserves the right to call for the retention of the status quo if members believe that would be the best option. In such cases the HOSC opts not to express a preference for any of the options put forward by the Trust.

CONSIDERATION OF THE PROPOSALS

The pressures

71. The ORH sets out two main pressures that the Trust is under and that have driven their proposals. The first of these relates to restrictions on working hours. These are reductions in working hours due to the EWTD and changes to clinical practises and have been referred to earlier in this report. The ORH makes the following claim, “These pressures mean that some Horton services, in particular services for women and children, and emergency surgery and trauma services, are not clinically sustainable in their current configuration”. 

72. For information, the EWTD requires the following reductions in weekly working time limits for junior doctors:

· 58 hours from 1 August 2004 to 31 July 2007

· 56 hours from 1 August 2007 to 31 July 2009
· 48 hours from 1 August 2009
73. The HOSC accepts that changes to junior doctors’ working hours, together with changes to the way that doctors’ do their work and changing training requirements, must inevitably create difficulties for the way that the hospital is staffed. 

74. There is also an argument that, if training requirements require greater levels of activity for training recognition to be maintained, then shorter working times would make those standards even more difficult to meet. Further, junior doctors are unlikely to be interested in working in a hospital where training recognition has been withdrawn. The HOSC is able to accept the logic of those arguments but is uncertain of precisely what the position is at this time. That uncertainty has been increased by recent developments around training recognition that are discussed later in this paper.

75. The Working Group was also told of concerns around changes that are taking place to the way that doctors are trained. Training is to change under the “Modernising Medical Careers” programme. The Working Group was given to understand the following. 

76. Prior to the programme’s implementation, first year Senior House Officer (SHO) jobs (i.e. the second year out of medical school) were typically six-month standalone posts. After their first year, SHOs applied for six-month posts or rotations lasting for up to three years to build up experience and knowledge either in a range of specialties, or in a specific specialty. Each post or rotation was applied for separately. That enabled small hospitals to recruit SHOs for those short-term contracts. Now doctors will have three four-month long placements as part of a Foundation Programme followed by the opportunity to apply for a range of posts. It is anticipated that will make it more difficult for smaller hospitals to recruit.

77. Having said that, the ORH Strategic Review conducted in 2005 stated that, “the Horton appears to be well served at present in terms of its overall staffing allocation”.  The Review then goes on question whether the staffing level would be, “sustainable over time”. However the Working Group was told that there is no problem in recruiting doctors at present.

Services for children and the newborn

78. The ORH proposes to remove out-of-hours services for children (including newborn children) and create a new service. Two options have been given: (1) a Children’s Day Centre opening for 12 hours a day on weekdays, 3 hours on Saturday and with no service on Sunday, or (2) a Children’s Day Centre opening for 8 hours on weekdays and not at all at weekends. The department would be closed at night and for most of the weekend for children requiring urgent paediatric review or admission. They would be transferred to the John Radcliffe Hospital (JR) if they were first brought to the Horton. GP referrals and ambulances would go directly to the JR unless it was deemed possible for the child to wait to go to the Horton once it was open.

79. The justification for these changes are the EWTD, the withdrawal of training recognition for middle grade paediatric trainees, which is now known not to have happened, and the possible withdrawal of training recognition for SHOs (the consultation document states that this is “likely”) and the high cost of employing consultant and staff grades to be residents at night. These are all related to what the ORH calls, “low exposure out-of-hours to acceptable activity levels”.  In other words there are insufficient children using the service to provide doctors with sufficient activity to maintain their skills and/or to justify having them on duty with little work to do. 

80. Much of the justification for the proposed service changes relates to withdrawal, or possible withdrawal, of training recognition by the Royal Colleges. The Working Group understands that training recognition is now no longer within the purview of the Colleges but is dealt with by the Postgraduate Medical Education and Training Board (PMETB) in conjunction with the local Deanerys.

81. The Part 2 document states on page 9 that, "For some years, particularly following the withdrawal of training recognition for middle grade trainees in paediatrics (including neonates), it has been difficult to maintain a full middle grade rota at the Horton Hospital". Following questions raised by colleagues from Cherwell District Council, it was discovered that this is a misprint and in fact there had never been training recognition for these posts.
82. With regard to SHO training recognition, the Working Group was shown a copy of an email, dated 19 December 2005, from the Postgraduate Medical Education and Training Board (PMETB) to the Royal College of Paediatrics and Child Health. The email stated the following:

“A PMETB Approvals Panel considered the application at a meeting held on 14 December 2005.  The Panel AGREED to extend approval [for SHO posts at the Horton], subject to a progress report from the hospital by June 2006 showing:

Ways in which the intensity of work could be increased by making use of opportunities within the broad healthcare community and 

How the full range of educational opportunities can be developed to meet the College standards 

On that basis, provided that the progress report addresses the areas highlighted above, the PMETB has granted educational approval for these posts until June 2006”.

83. It has to be said that this piece of evidence came to light very late in the consultation process (10 days before the end of the consultation period) although a letter from the Royal College to the PMETB dated 30 October 2005 was passed to the Working Group at the start of the consultation. 

84. Subsequently it has been discovered that training recognition has now been given. To be fair to the Trust, there does seem to be some confusion within the medical profession as to how training and accreditation is to happen in the future.

85. However, now that recognition has been given, even if it is not clear just how long that recognition may last, it must raise a major question mark over the ORH justification for the proposed change. 

86. The Working Group was also unclear about what the Trust had considered in order to see what could be done to increase the “intensity of work”. There seemed to be an acceptance by the Trust that there was no answer to this problem. Members asked whether consideration had been given to rotating doctors between the Horton and the JR in order to provide a greater level of work overall.  The answer given was that it was not possible because the Royal College would not recognise the Horton for training. It did seem however that this was an assumption and that the proposal had not been tested with the Royal College or PMETB. As it is now known that training recognition for the SHO posts has in fact been given, it would seem to provide a good opportunity for the Trust to think again about this issue and to reconsider the possibility of staff rotation.  

87. Turning to the services themselves, there are obvious concerns that, as stated in the Part 2 document, removing the out-of-hours paediatric service would mean that, as paediatricians would obviously not be available out of hours they would not be able to provide medical cover for the SCBU (Special Care Baby Unit). That would clearly call into question the viability of the maternity unit in its present configuration. So paediatrics determines the viability of other departments within the hospital.

88. The Part 2 document states on page 9 that there are 5 general paediatric admissions to the Horton per day. Again, research by Cherwell DC colleagues has shown this information to be incorrect. The actual number is 7 per day, which compares reasonably with the figure of nearly 9 a day at the JR, which of course has a much wider catchment area. This raises another question about the validity of the consultation document and the proposals it contains.

89. The consultation document refers also to the low numbers of children requiring paediatric support out-of-hours. That figure is not being questioned, however, even if the number admitted is low, there will be some and those children would have to be taken to Oxford. The North Oxfordshire & South Northamptonshire General Practitioner Forum has expressed great concern about this. The GPs have pointed out that, “It is self-evident that paediatric emergencies such as meningitis, septicaemia, respiratory distress/obstruction and serious poisoning may all incur dangerous delay in receiving prompt and appropriate care if the nearest paediatric department is an hour away. Serious and life-threatening illness does not confine itself to the working day”. The GPs go on to say that, while there may be few children, “when such emergencies arise, the child’s life may depend on the immediate availability of a paediatrician with well-practiced skills… Many studies have shown that the most dangerous period for such children is the process of ambulance transfer”. It is of great concern to the HOSC that this large group of local GPs have such fundamental concerns about the proposals. 

90. The Part 2 document states that maintaining the present service would cost an additional £433,000 a year. There is no reference to what the costs would be if the proposed change were to be implemented. What would be the cost of additional ambulance transfers, parent/guardian transfers etc? (There will a more detailed consideration of transport implications in a later section of this paper). It is the view of the HOSC that this lack of a full costing of the proposal leaves a major question mark over the consultation. 

91. The Part 2 document goes on to say that maintaining the service, “is not achievable in the short term”. Based on what the Group has been told about present recruitment and the fact that the major difficulty caused by the EWTD does not occur until 2009, members believe that this is not an issue requiring immediate solution and that more time is available to consider and consult upon other possible service configurations.

Conclusions

92. The HOSC is very concerned that, if the proposals to close the out-of-hours service are implemented children could be put at risk. Members are also of the opinion that the proposals would create major transport problems for families, many of whom are living in some of the most deprived areas in Oxfordshire.

93. Questions that have arisen about the admission level statistics used in the report and statements about training recognition create major doubts about this part of the consultation document. 

94. As local GPs have pointed out, there are occasions when immediate availability of paediatric support is vital. No doubt it will be argued that such support is not immediately available in other parts of the UK where hospitals are further away than the JR is from Banbury and its surrounding area. While that may be true, the fact is that the Horton exists and it seems perverse to create risk unless absolutely necessary. The Group does not feel that such a necessity has been demonstrated by the Trust. Members agree with the words of the Davidson report that, “Paediatric in-patient services should continue and the 24 hour cover by medical staff must be sustained in the future”.
95. The HOSC therefore calls upon the ORH not to close the out-of-hours service for children and the newborn but instead to give consideration to increasing staff numbers and instituting a system of staff rotation between the JR and the Horton.

Maternity Services
96. The ORH proposes to remove the obstetric-led maternity service and the Special Care Baby Unit (SCBU) from the Horton and replace it with a midwifery-led service (MLU) with obstetric support based at the JR. There are two proposals for the service; one would be a basic MLU while the other would be an enhanced model with a “modern birthing centre”. It is estimated that around 700 women a year would give birth in such a MLU after it had been in place for five years. 

97. The justifications for these proposed changes are similar to those for the paediatric service, i.e. the EWTD and the possible withdrawal of training recognition for obstetric trainees. In the latter case Part 2 states that, “the Royal College of Obstetricians and Gynaecologists has indicated that it is unlikely to renew training recognition for obstetric trainees unless activity is increased”. Part 2 goes on to say that activity is “likely” to need to be increased to 2,500 births a year (from an existing 1,600). 

98. It has to be said here that, in the light of other anomalies in the Part 2 document around training recognition, the HOSC is unsure just what the position really is. 

99. A further reason for the proposals relates to the requirement for an increased level of anaesthetic support. The Clinical Negligence Scheme for Trusts (CNST) handles all clinical negligence claims that are made against member NHS bodies. It is basically a NHS insurance scheme and, as with all insurance organisations, the CNST sets standards that they expect organisation to meet in order to be able to receive cover. 

100. Among the CNST standards for maternity services is one requiring that, “Dedicated obstetric anaesthetic services [should be] available in all Consultant obstetric units”. That is not the situation at the Horton at present and the ORH considers that, to meet the standard would require, “a new tier of experienced anaesthetists at night”. The Trust believes such posts would be difficult to fill in a relatively small maternity unit such as the Horton. There would also be costs, the Trust estimates, of between £400,000 and £600,000. The Working Group was unable to ascertain whether a “dedicated” service had to be based at the Horton or whether it could be based on staff rotating between the Horton and the JR.

101. Furthermore, according to the Part 2 document, the Royal College of Obstetricians and Gynaecologists has said that it would require a second tier of obstetric doctors to be resident at night. The ORH estimates that this would cost between £350,000 and £420,000. 

102. In order to gather information about MLUs the Working Group visited units both within and outside Oxfordshire. The often-quoted situation that had arisen at the Wyre Forest Birth Centre where six babies died between 2001 and 2003 was considered, as was generally available information on MLUs. Discussions also took place with maternity staff at the Horton including obstetricians and SCBU staff.

103. This is a very complicated issue. There is no doubt that MLUs provide a very welcome and safe alternative for women who wish to give birth in a more homely environment than that provided by a large consultant led maternity unit. The midwives who staff them are dedicated, committed to working in such units and expert at their jobs. Despite the incidents that have arisen at places such as Wyre Forest, where serious management and system deficiencies were identified, they are very safe places to give birth. Deaths or serious incidents are extremely rare and do not occur out of proportion to the number of births taking place. When emergencies do arise, the midwives are trained and are well able to deal them.

104. At the Chipping Norton unit the telemedicine link with the JR works well. There are also no problems with ambulance support. Usually the midwife would identify a need to transfer the mother and baby sufficiently early on for the ambulance to be called and to be waiting outside the unit until needed.

105. There is very careful screening of all mothers and, if any concerns were identified, the mother would give birth in a consultant-led unit. One of the units visited by members of the Working Group has around 1200 women booked in any year and of those only 25% - 30%actually give birth in the unit. As members were told, the art of running a successful MLU is having proper procedures and guidelines that are adhered to and audited and “creaming off” the births that can proceed with no problems. 

106. That is not to say that problems never arise but midwives are very skilled at dealing with emergencies that do happen and handle them successfully.

107. The HOSC does not dispute the statements in the Part 2 document. There must of course be the most stringent safeguards in place for mothers and their babies and national standards have changed in the 10 years since the Davidson report. There would clearly be a major financial impact if the additional anaesthetists and obstetricians were to be appointed.

108. Having said all that, the HOSC does have major concerns with the proposals. The size of unit being proposed for the Horton would make it one of the largest in the country. Stroud MLU, which was visited by members of the Working Group, is, with around 380 births a year, the third largest. Even with the sort of careful selection identified above there must be a greater likelihood of problem births occurring. Banbury is 24 miles from Oxford and that is further than the distance between most units and the nearest consultant-led hospital. Furthermore the roads in and around Oxford are notorious for congestion. 

109. The Working Group was made aware of the report published last year by the National Institute for Clinical Excellence (NICE) in which it was suggested that babies are more likely to die in midwife led units. While the midwives in the MLUs visited by the Working Group members contradicted that view it obviously creates concern. 

110. Further concern relates to the Newborn Life Support training that midwives would undertake if a birth centre were to be set up at the Horton. Members are well aware of the high quality of the present, award winning, midwifery service. The Working Group was told that Trust has been developing and improving midwives skills for the last two or three years. 84% now have successfully completed the Neonatal Advanced Life Support training and this is expected to rise to over 95% by end of 2006.

111. However, the information provided by the course providers states that, “the aim of the course is to give those responsible for initiating resuscitation at birth the background knowledge and skills to competently approach the management of a newborn infant during the first 10-20 minutes”. The information goes on to say that trained staff, “will still require supervision when performing resuscitation in real life”.
112. These two pieces of information create doubts about processes and the HOSC has to question just how safe such a very large unit would be at such a distance from the main hospital. Members are not medically trained but, as there seem to be such widely differing views between those who are, they are very concerned about the safety of the proposals for such a large unit.

113. Evidence provided by the Trust suggest that around 12% of babies have to be transferred from existing MLUs across the country to their local consultant led units. It is worth bearing in mind that that is 12% of babies born to mothers who were very carefully assessed and considered to be most likely to have no problems with the birth of their child. If the Banbury birth centre were to be set up and achieved the anticipated 700 births, then around 90 transfers would be required each year. But those transfers are unlikely to be spread neatly at around 2 a week.

114. For example, evidence was given to the Working Group of a recent period where problems arose with five babies in one day. That would suggest that, as with all averages, the actual weekly transfer figure could be none or a lot more. 

115. As is regularly stated, there is no way of being 100% sure that a birth that is going to be trouble free would be. The Working Group questions whether there would be sufficient safeguards attached to such a large unit if a large number of births were to be problematic, on the same day.

116. The Working Group was also shown evidence of a number of emergency situations that had arisen at the Horton in 2006. These all related to mothers who would have been considered low-risk. They could be dealt with because obstetricians and the SCBU were on site. If the proposed changes had been in place, they would all have had to be moved to the JR. The Working questioned whether the Ambulance Service would be able to cope.

117. Ambulance transport receives barely a mention in the Part 2 document with just one sentence stating that, “additional requirement for ambulance transfers has been discussed with the Ambulance Service and is included in the costings”. That did not suggest to the Working Group that the Trust understood how important that issue was to the public. However, at one of the meetings that took place with NHS officers, members of the Working Group were pleased to hear that an additional ambulance was to be based at Adderbury, just a few minutes from the Horton. That would plainly be of crucial importance if the proposed changes were to be implemented.

118. Having said that, no assurance was given, nor probably could be given, as to whether that ambulance would be dedicated solely to the Horton. Members were concerned about what would happen to a sick baby if there were to be a major emergency elsewhere in the County or on the nearby motorway that required both ambulances to attend. 

119. It is also relevant to mention here the changes that are taking place in the Ambulance Service. The Service in Oxfordshire is now part of the South Central Ambulance Service NHS Trust and the whole service is going through a major process of change. While that change may not affect services to the Horton it must make sense to delay any decisions about the future of such a delicate service as maternity provision until there is some certainty. 

120. Members of the Working Group undertook a test drive in an ambulance car from the Horton to the JR. The journey took approximately 27 minutes and the roads were quite clear. Further evidence was given to the working group showing journey times ranging from 23 minutes up to 165 minutes. Not all of those transfers were to Oxford, however there are bound to be times when the JR is full as already happens now and so long transfer times could still be expected. Even ignoring journey times of over an hour, the average was 40 minutes.

121. Adding time to transfer the mother and baby from the hospital to the ambulance and then from the ambulance to the other hospital, the Working group members were inevitably left wondering if that would be quick enough. Local GPs certainly consider it would not. In their submission on the consultation they say, “The idea that paediatric cover could be provided safely from Oxford in these circumstances is false and dangerous”.
122. It is impossible for the Working group not to be concerned about the capacity of the ambulance service to cope with the additional transfers that could be expected to take place. 

123. There also has to be a major question about the sustainability of such a unit as that proposed for the Horton. The ORH estimates that around 30% of the present number of births would take place in a Horton birth centre. That is based on an assumption that GPs, who are quite clearly very nervous about the proposal, would refer women to the birth centre. There is a very good chance that they would not and that reluctance could transfer to women who would choose not to use the unit. On the evidence from existing MLUs, a birth rate of 700 a year would require around about 2,000 women to opt for the centre initially so that the 700 could be “creamed off”. That seems highly unlikely when there are only around 1,500 to 1,600 births a year at present in the Horton. 

124. Adding to this uncertainty around numbers is the knowledge of a plan to increase the size of the MLU at Chipping Norton, possibly up to 250 births a year from the present 170 – 200. Thus there would be increasing “competition” for women to use the centres.

125. The Working Group is concerned that, if a birth centre were to be created and the required numbers were not reached, that would be used as a reason to close the centre leaving Banbury with no maternity service at all. There is also concern that this could then be part of a long-term reduction in services at the Horton.

126. Much of the argument behind the proposed change relates to the relatively low numbers of births currently at the Horton. This number is set to increase due to increases in the population in and around Banbury to around 2,000 by 2026. If women in areas to the north of Oxford who at present opt to go the JR were to be encouraged to go to Banbury, then the number of 2,500 births quoted in the Part 2 document could be attained. It may be that if women were made aware of the more relaxed atmosphere of the Horton, numbers would be willing to go there.

Conclusions
127. As with the proposals for children, the HOSC is very concerned that, if the proposal to close the consultant-led service is implemented, mothers and babies could be put at risk. The Working Group has noted the quality of work that is done by midwives in MLUs and members can see that they provide a very valuable service. However there are major concerns over whether such a large unit as that being proposed would be (a) safe and (b) sustainable. On balance the view is that the case has not been made.

128. Members are of the opinion that the proposals would create major transport problems for families. This would be especially difficult where the mother is very young. It is worth noting here that the rate of teenage pregnancy in the Banbury area is increasing and many of the youngest mothers live in the more deprived areas.

129. The HOSC considers that there are sufficient concerns around ambulance provision and the transfer of very sick babies and mothers from Banbury to Oxford to call into question the safety of what is being proposed by the Trust.

130. Overall, members believe that the consultant-led service at the Horton should be retained and that the Trust should attempt to develop the service further by wider promotion of the benefits of that hospital. Furthermore, members would advocate that plans should be developed for rotating obstetricians and anaesthetists between the two hospital sites to deal with the Royal Colleges’ additional staffing requirements. 

Gynaecology

131. The ORH proposes to transfer emergency and inpatient services in Oxford and to increase the amount of day case gynaecology and add a number of clinics at the Horton. 

132. The centralisation of emergency and inpatient services is predicated on the transfer of the obstetric service to Oxford. It would not then be possible to maintain cost effective junior doctor and consultant rotas at night due to the very low level of activity. 

Conclusions

133. The HOSC obviously welcomes the improved levels of service that are proposed. Members accept that, if obstetrics goes from the Horton, emergency and inpatient services become impossible to maintain. However the HOSC hopes that it would not be necessary to transfer the service if the obstetric service could be maintained as discussed previously.

Emergency general surgery and trauma
134. The ORH proposes that daytime emergency general surgery and trauma should continue at the Horton while out-of-hours patients would go to the JR.

135. The Working Group was told that at present 4 consultants and their support teams run a 24/7 service. Such a 1 in 4 rota is not sustainable members were told, due to intensity of work, time on call, leave, training etc and the fact that consultants are, quire reasonably, no longer willing to work excessively long hours. To maintain the present level of service a 1 in 6 rota would be required, i.e. 2 additional consultants. That is not possible in the present financial climate. So, once again it appears to be a case of finance not being available despite the fact that this consultation is not supposed to be about money.

136. Another factor relates to the workload. There are relatively low volumes of work out-of-hours and it is questionable how cost effective it is to employ staff to be on call in these circumstances. There is also the issue of doctor training and clinical safety as set out in the Part 2 document and as has been referred to in various parts of this document in relation to other services.

137. The Independent Sector Treatment centre (ISTC) that opened recently has taken over the orthopaedic work being done the Horton. Consultants from the hospital spend half of their time in the ISTC. Other staff are seconded to the ISTC. The ISTC workload is expected to grow more rapidly than it would otherwise have done had the service remained with the Horton as the ISTC catchment area is much wider. This is expected to lead eventually to a need to employ a further consultant for whom the ISTC would pick up only half of the cost.

138. By improving theatre management some of the patients at present operated on out-of-hours at the Horton could be dealt with during the day. That would leave between eight and sixteen patients each month who would have to go to the JR for treatment. 

Conclusions
139. The main drawback to this proposal is that, if it were to be implemented, visitors would have to travel to Oxford in order to visit.  However, patients would be transferred back to the Horton as soon as possible for recuperation. While it is far from ideal in the HOSC’s view, there is acceptance that the financial position is such, as to make it difficult to maintain this service. 

140. There is not the same concern over transferring patients in this category as there is with babies, particularly as the consultation makes clear that a protocol would be agreed with the ambulance service and GPs for patients in need of immediate surgical treatment to be taken directly to the JR. However the HOSC would wish to have an assurance that this service would be closely monitored and action taken if patient care was seen to suffer.

Elective surgery and day case procedures

141. The ORH proposes to transfer some elective surgery, in particular day case surgery, from Oxford to the Horton. The Working Group was told that the creation of the ISTC has helped in this regard as it has freed up some theatre space thus allowing more elective surgery to take place at the Horton. 

Conclusion

142. The HOSC welcomes this improvement to services at the Horton.

Emergency department
143. The ORH proposes to upgrade the emergency department (ED) at the Horton. There will be an additional consultant in the ED and an out-of-hours doctor post would be upgraded to create a specialist registrar (SpR) post (the pre-consultant level). 

144. Patients presenting would either be discharged, admitted to the Horton to await treatment the next day or transferred to the JR. A telemedicine link would be put in to facilitate discussion between the two hospitals. Patient rehabilitation would take place at the Horton. Staff rotation will take place between the two hospitals and, as the Horton ED is very busy, this would all count towards training.

Conclusion
145. The HOSC is pleased that there will be an improved level of support in the Emergency Department

Care of the older person

146. The ORH proposes to enhance services with:

· A rapid assessment and diagnosis service

· An enhanced acute stroke service

· An enhanced rehabilitation service

147. In addition patients will be discharged as soon as it is medically safe to do so and provided with appropriate environment and support to help them recover. Discussions have taken place with the PCTs (as they then were) and the County Council over how this could best be taken forward. The consultation on Urgent Care Pathways that is to take place in 2007 may touch on this subject.

Conclusions
148. The HOSC welcomes these proposals. However an assurance is sought that the earlier discharge of patients will be carefully managed and monitored. In particular a close watch will need to be maintained on levels of re-admittance.  

149. Further, the HOSC seeks a reassurance that earlier discharges will not lead to NHS costs simply being shunted elsewhere. The HOSC will examine any future proposals with care.

Laboratory medicine and pathology services
150. The ORH proposes to consolidate the microbiology service into a single service based at the JR. Haematology, biochemistry and infection control services would continue to be provided at the Horton.

Conclusions
151. As this would not affect patient services the HOSC supports the proposal.

Transport
152. The main proposals for change to the Horton raise concerns about transport. Questions have been raised elsewhere in this document about the safety of transporting very sick babies and small children from Banbury to Oxford. But there are a number of other important questions around the transport of relatives, visitors and staff for which no satisfactory answer has yet been given.

153. Colleagues from Cherwell DC have produced an excellent analysis of the transport and demographic issues in the north of the County and there is no point in repeating their work here. It is sufficient to take just a few of their statistics:

· Transport links from the north of the County to Oxford are poor with no bus service from Oxford to Banbury after 17.45

· 21% of households in the area do not have access to a car and, of course, where a family does have access to a car; that does not mean that it is available to all of the family all of the time

· There are 3 wards in Banbury that are among the most deprived in the UK

· 12.8% of the population receive either Housing Benefit and/or Council Tax Benefit

· Return bus journey from Bretch Hill, Banbury to the JR is £12.40 compared with £2.20 to the Horton

154. Those figures show the effect of the proposals that would fall disproportionately on the poorest members of the population. From outlying villages, journeys would be even more difficult. The HOSC considers that careful thought should be given to the social consequences of the proposed changes. The responsibility of the NHS extends beyond patients to all members of the community.

155. The ORH has responded to the concerns raised by proposing to set up a 15-seater shuttle bus service to run between the Horton and the JR. The service would run every two hours with the first one leaving at 07:00 am and last one arriving back at the Horton at either 9 pm or 11 pm. The Trust proposes to charge a subsidised rate of £3 - £5 for the service, which would be for staff and patients (relocated staff will get a travel allowance as part of their transfer package for the first year). 

156. The HOSC believes that, if the proposed changes were to be implemented then this proposal would go some way towards mitigating the difficulties that would be caused. However members consider that the service should be more frequent and free to all users. For information, the Buckinghamshire Hospitals NHS Trust runs a similar shuttle bus between Stoke Mandeville and Wycombe Hospitals (about 18 miles apart) that is free to users and paid for by the NHS. The buses run hourly (more at busy times).

157. There are a number of other questions that would require answers were the Part 2 proposals to be implemented:

i. How do mothers get from the JR back to the Horton if they are to return there after the birth of the child?

ii. How do relatives get back from the JR to the north of the County late at night after accompanying a patient?

iii. The shuttle bus would run back to the Horton but how do people then get to the more rural parts of the area?

iv. How would midwives get back after supporting a mother and/or her baby in the journey from the Horton to the JR?

v. How would cover be provided for a midwife who has to go on such a transfer?

vi. How can the ORH involve the County Council in improving transport links?

158. It is the view of the HOSC that these are just some of the questions that would need answering before any changes could be implemented. 

OVERALL CONCLUSION

159. Throughout this document the Working group has identified questions about the proposals that raise doubts about the necessity for the proposed changes and also about the safety and sustainability of some of the services that would emerge if those changes were to be implemented.

160. Members of the HOSC are not medical experts and can only come to conclusions that are based upon on the evidence that they are given. Those conclusions, some of which are based upon the evidence people who are medically qualified, lead the HOSC to be unable to support the proposals that the Trust has put forward. 

161. However, members are aware that these are vitally important issues of far reaching importance to the Trust and to local people. The HOSC therefore considers that, if the Trust were unwilling to withdraw the proposals, it would be appropriate for an evaluation of the proposals to be undertaken by independent people with a medical background who would consult not just ORH representatives but also local people and stakeholders.

162. Therefore the HOSC concludes this report with the following statement: 

163. The HOSC believes that the Trust’s main proposals relating to services for children, babies and maternity services would lead to a reduction in the standards of healthcare available to people in the north of the County and that they are potentially unsafe. They run counter to national policy on localising healthcare and are contrary to the principles identified when the Horton Hospital was amalgamated into the Oxford Radcliffe Hospitals Trust.
164. The HOSC calls upon the Trust either to abandon the proposals, except for those that would improve services at the Horton, or to call upon an independent organisation such as the Independent Reconfiguration Panel (IRP) to examine the proposals in detail and report publicly. 
165. If the latter course were to be followed, the HOSC would wish to see the terms of reference for the review agreed with all stakeholders (e.g. the HOSC, Cherwell District Council, the Horton User Group, local GPs etc).
166. Further, the HOSC would wish to have an assurance that the review team would consult as widely as possible and would undertake their review as publicly as possible commensurate with the need at times for confidentiality.
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