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Mayor Boris Johnson




[via email – addresses shared]
Deputy Mayor Sir Edward Lister

Greater London Assembly








25th March 2013 

Dear Mayor Johnson and Deputy Mayor Lister

Thank you for agreeing to meet Lewisham clinicians, the Save Lewisham Hospital Campaign and Sir Steve Bullock, Mayor of Lewisham in order to discuss the issues of such concern to us and to the Lewisham and adjacent community. The impact on the communities of Lewisham and Greenwich consequent on the proposed downgrading of Lewisham Hospital, and the withdrawal of its acute and maternity services, will be severe.

Firstly, we would like to explain why in our professional view the ‘100 lives’ argument is false, and how Lewisham Hospital can meet the new emergency standards

Secondly, if the TSA proposals, adopted by Secretary of State Jeremy Hunt, go ahead serious issues arise for the communities of south east London, and in particular Lewisham and Greenwich. These need to be of major concern to you as leaders of the GLA and we would like to discuss them with you. 

The issues are as follows:

1. The unforeseen impact on the safety and health of women, children and young people – safety of travelling distances to visit hospital at all hours; gang culture, safety of young people across rival gang boundaries

2. Health & Equalities: the impact on the populations of Lewisham and Greenwich of the loss of services at Lewisham Hospital and the predictable worsening of health inequalities

3. Impact on the London Ambulance Service 

4. The need for TFL to address public transport infrastructure in south east London if serious health inequality is to be avoided; noting the exceptionally poor public transport access to QEH Woolwich - 

5. The risk to local partnership networks between Health and the CCG on the one hand and Social Care, Education, Housing, the police and voluntary sector on the other.

6. Serious questions on the financial model and the economic impact on the local community 
7. How the decision clashes with the GLA plans for 1000 new homes per year in Lewisham and the expected population expansion with its attendant health needs.

8. As chair of the London Fire & Emergency Planning Authority, can you give us information on the impact on ambulance journey times directly from the LAS? We are concerned at the modelling on journey times in the TSA report, based on google map travel times and the TFL website, rather than the LAS itself. 

We hope that you will discuss these issues with us, recognise the validity of our concerns as to why downgrading Lewisham Hospital is a wrong and dangerous decision, and agree to raise them once again with Jeremy Hunt.

We look forward to meeting you both on Tuesday.

Yours sincerely,  

[image: image1.jpg]


 
Dr Tony O’Sullivan, Director of Children & Young People’s Service, Lewisham Healthcare

pp 
Dr Louise Irvine, Chair Save Lewisham Hospital Campaign
and on behalf of 

Dr Helen Tattersfield, Chair Lewisham CCG

Sir Steve Bullock, Mayor of Lewisham

Dr John Miell, Director of Speciality Medicine, Lewisham Healthcare NHS Trust
Vicky Penner, Parent and member of Save Lewisham Hospital Campaign

Jessica Ormerod, Service User & Lay Chair, Maternity Services Liaison Committee, Lewisham

Dr John O’Donohue, Consultant physician, Lewisham Healthcare NHS Trust
Dear Mayor Johnson and Deputy Mayor Lister
Thank you for agreeing to meet Lewisham clinicians, the Save Lewisham Hospital Campaign and Sir Steve Bullock, Mayor of Lewisham in order to discuss the issues of such concern to us and to the Lewisham community about the proposed downgrading of Lewisham Hospital, and the withdrawal of its acute and maternity services.

The key issues are as follows:

9. The ‘100 lives’ argument – why it is false 
10. Lewisham Hospital can meet the new emergency standards

11. Assessment of impact on Children and Maternity services
12. Health & Equalities: the impact of the loss of services at Lewisham Hospital

13. Impact on the London Ambulance Service 

14. The risk to local networks and the role of the CCG in partnership working

15. Serious questions on the financial model
1. “100 lives will be saved” … 
The Mayor, at the recent meeting in Lewisham, restated the claim recently made by the Secretary of State for Health that 100 lives would be saved in South East London as a result of the changes proposed by the TSA, including the downgrading of Lewisham's A&E department. By extension, those who oppose change are judged to be putting 100 lives at risk annually. In truth, we believe lives will be put at risk by downgrading Lewisham Hospital.
Where does this figure come from?

The figure of '100 lives saved' was derived thus: 3369 lives across England 'saved', ie the number of 'excess' (7%) deaths at weekends compared to what they would be if the mortality rate of weekday-admitted patients applied at weekends. Proportional to the national population, London's share was estimated to be 500 of which 100 for SE London.  From an heroic assumption to a ' back of an envelope' calculation.

Is this claim true and relevant to Lewisham?

This claim is deeply misleading. It has its roots in studies showing mortality in patients admitted to hospital as emergencies at the weekend is 7% higher than that of patients admitted on weekdays. The difference in mortality is assumed to be a result of a lower standard of weekend care. This assumption underpins the entire '100 lives saved' case. 
The authors of these studies themselves acknowledge that there is another simple explanation: patients admitted at the weekend as emergencies may be sicker than those admitted during the week, and therefore more likely to die. 
We know that many patients admitted during the week are ambulant and referred as 'emergencies' by weekday GP and hospital clinics which do not operate at weekends, so these patients may be less likely to have a life-threatening condition. Those with clearly life-threatening conditions tend to be sent in by ambulance from home, and are over-represented in weekend admissions.  This fact alone could easily explain the 7% mortality difference. 

This claim fails to recognise pre-existing centralised specialist units

The research published in 2010 was based on data from years earlier and pre-dates local changes in SE London. Specialist stroke centres (2009) and acute heart attack and vascular emergency centres (2011) were introduced in SE London. These centralised super-units with a 24/7 capacity to investigate and intervene post-date ​the research on which the ‘100 lives’ claim is made.

The DH have observed a) that for the limited number of conditions which are already centralised such as stroke, heart attack, vascular  and trauma emergencies, mortality has decreased, and b) that differences between weekend and weekday-admitted patients are less marked. Both of these observations are true. For the former, we must bear in mind that these specific emergency services have already been centralised in SE London, so any gains will have already been realised and cannot be the basis for predictions of ‘100 lives' to be saved in the future.
Please note the London Ambulance Service’s comments in responding to the TSA: 
‘We already routinely take cardiac, stroke, trauma, and vascular patients to specialist centres which do not appear to be directly affected by the suggested transformation.’ (LAS response to TSA December 2012, see Appendix 9)
With regard to the patients admitted with these four specific rapid-onset life-threatening conditions, they will present at onset of their emergency whatever day of the week.  They are just as likely to be admitted by ambulance to the centralised units any day of the week, making the weekend-admitted patients no more, no less sick than their weekday-admitted counterparts. This in itself would explain the lack of a 'weekend effect' for mortality in these conditions and cannot be used as justification to centralise A&E services for all conditions. 

The needs of the population for other emergency conditions

Clinicians have supported evidence-based condition-specific centralised units. But there is no valid argument, and no evidence in support, to centralise the vast majority of other emergency admissions. There are real and valid arguments that risk would increase if access to a local A&E such as Lewisham’s were reduced for people with sickle cell crises, diabetics, sick children, pregnant women bleeding heavily, pneumonia, meningitis, epilepsy, the elderly with hip fractures etc. This risk to Lewisham women, children and the elderly has not been recognised openly and no assessment has been conducted. 
The Secretary of State has surprisingly cited pneumonia, meningitis and hip fractures as examples of conditions which would be better dealt with by centralised units. There is no clinical evidence for this assertion: see our letter to Sir Bruce Keogh in response to the Secretary of State's statement for a fuller discussion and references [Appendix 1]. In particular Lewisham has one of the best outcomes for management of hip fractures in the country. Sir Bruce himself, in his response to our letter (attached and at http://bit.ly/11vOakt) has admitted that this 'is not an exact science'. This is a telling admission for a medical expert, especially if a flawed interpretation of the evidence is to lead to a national policy to move emergency care to bigger units without any robust evidence or risk analysis. 
2. Lewisham Hospital can meet the new aspirational emergency standards

Another clinical 'justification' for the Secretary of State's decision is that 7-day consultant presence cannot be provided by smaller hospitals such as ours. We do not dispute the need for such consultant presence. We are in fact already compliant with many of the proposed emergency care standards. 
· Lewisham Hospital has had a robust system of twice-daily consultant ward-rounds for medical admissions; has had access to out-of-hours diagnostics for 8 years; and has a robust plan to be fully compliant with these clinical standards by the end of the year; 

· Lewisham’s consultant obstetric rota already covers 72 hours per week on paper – and more in practice – ahead of most London hospitals including tertiary units. Consultant obstetric cover underpins the safety of the co-located midwife-led birth unit (from where 31% of women are transferred during labour for access to obstetric care);

· Across our other specialties, we plan to meet these standards fully, taking advantage of the synergies that cross-site working will provide in the new Lewisham/ Greenwich merged Trust, which will be created in a few months' time. These can be achieved with a fully-functioning A&E at Lewisham.   

Lewisham Hospital is a clinically safe service
We dispute the assertion which has been made that the 'status quo' is unsafe: this is patently not so for the population served by Lewisham Hospital. The latest standardised hospital mortality statistics (SHMI) show that our mortality is 8% below the national average. There is a significant risk that lives would in fact be lost, not saved, if our high-quality local emergency services are withdrawn in the mistaken belief that they will be provided to a higher standard elsewhere.
3. The impact on Children and Maternity Services
Those responsible for the health and well-being of children in Lewisham continue to have grave concerns in relation to the proposed changes to services at Lewisham Hospital contained in this report and the likely effect of these changes which represent a real threat to the health and well-being of pregnant women and children in Lewisham.
In his draft report, the Trust Special Administrator (TSA) included no analysis at all of the impact of his draft proposals on children’s services and on the health of children in Lewisham.  This major flaw has been pointed out to the TSA, Jeremy Hunt and the Prime Minister, in the context of the UK having the worst levels of mortality in children in comparison with other major European countries. These levels of higher mortality in UK children are convincingly ascribed to problems in the delivery of health services for children.
  The TSA’s final report does consider the health of children, but is not based on any meaningful examination of evidence or of the views of those delivering child health services in Lewisham. There is no analysis of current children’s health service provision, nor any needs assessment, mortality data, admissions data, nor current performance against standards. Neither has there been any risk analysis of proposals put to the Secretary of State. No subsequent analysis has occurred that would have informed Sir Bruce Keogh in his advice to Jeremy Hunt.  
Risk of undermining current excellence in services for Lewisham children
A particular concern is the loss of consultant-led children’s accident and emergency (A&E) service. For some years, Lewisham children have enjoyed lower rates of admission to hospital for some illnesses.  This is almost certainly because of the excellence of the children’s A&E department at the hospital; an analysis of national data on admissions of children to hospital has confirmed that, in general, children living in the immediate vicinity of consultant-led children’s A&E departments are much less likely to be admitted to hospital.
 This means that if the children’s A&E department at Lewisham closes, children in the area will be at increased risk of unnecessary admission and the proposed ambulatory urgent care service for children at Lewisham Hospital will not fill this gap.  Services at Queen Mary’s Hospital in Sidcup have already been altered in this way, but the TSA has not, as far as we are aware, attempted to examine the impact of that change on children in Bexley.

Safeguarding Children – a partnership responsibility for London

The impact on safeguarding children because of challenges to links between hospital children’s and maternity services, between community health and social services and between hospital services and Child & Adolescent Mental Health Services is another major concern.  These links were identified as important in a recent OFSTED inspection of arrangements for the safeguarding of children in Lewisham which resulted in Lewisham's arrangements, and the contribution of the health service to those services, being identified as outstanding.
  The TSA now accepts that:

“Particular attention will need to be paid in implementing the recommended changes to the building of strong relationships and clear referral pathways between social care services and the four acute emergency admitting hospitals, thus ensuring that safeguarding children – and vulnerable adults – is at the forefront of service planning”.  
But this is a significant challenge, especially when compared with the current situation in which most admissions are to a single acute hospital and where social services have worked together with the hospital and community services to develop strong referral pathways.  The Chair of the Local Safeguarding Children Board has written to the TSA expressing the concern of all members of the Board in relation to this point in particular, concluding that:

”The proposals relating to A&E and particularly to maternity that have been put forward by the TSA would severely impact upon these excellent working relationships and therefore could have a detrimental effect on the welfare of children as well as potentially leaving them more at risk of significant harm”.   
We do not believe that these concerns are addressed by having a paediatric ambulatory care service and a midwifery-led delivery unit at Lewisham hospital. There remain real and unanswered concerns about safeguarding of children and young people if this proposal were to proceed. 
Maternity services

After the closure of the consultation period, the TSA produced a new maternity proposal in his final report late-December 2012 – making its appearance for the first time since he commenced his role in July 2012: the TSA proposed a stand-alone midwifery-led delivery unit at Lewisham Hospital.  Jeremy Hunt has accepted this proposal. Yet NHS London has discouraged the development of such units in the past because of reports that they are not a cost-effective way of providing services to ‘low-risk’ women (defined by RCOG, 2011). Only about 12% of Lewisham maternity patients could be considered low-risk enough to be delivered in a stand-alone midwifery-led unit as has been proposed for Lewisham (not up to 60% stated by Jeremy Hunt in Parliament on 31st January 2013).  The other 90% are either first-time mothers or are high-risk in other ways, and would have to deliver elsewhere. The CCG is nevertheless being told to fund this unit at an annual loss judged by the TSA to be £849,000 per annum.

The units are not as popular a choice as midwifery-led units co-located with obstetric-led units because of the obvious safety net provided by the latter. Why should Lewisham's 'low-risk' women be denied this obstetric safety net when it will be provided for women at other hospitals? (See Appendices 3 and 4 for a powerful statement from two users of Lewisham’s maternity service, one being chair of the Maternity Services Liaison Committee.) 

It is unlikely, therefore, that the provision of such a unit at Lewisham Hospital will have any significant impact on the major concerns about the loss of a comprehensive maternity service at the hospital. These concerns are as follows:

· The impact on patient flows and patient choices 
Based on what is known about current and past patient flows, despite the TSA Report’s conclusions, the development necessary in other delivery units to increase capacity would probably be uneven, with much development required at King’s College Hospital. Any development would also push at least one of the other units into becoming a very large unit (over 8000 deliveries – the tipping point for double medical staff rotas), increasing the total revenue required to deliver maternity services in the sector if a safe service is to be delivered at all four sites.  An automatic effect will be the reduction of choice as to place of delivery.
· The impact on quality of services 

Unlike major trauma or stroke centres, there is little evidence that larger obstetric units are safer or better4; indeed there is some evidence that women’s experience in these larger units is not as positive as it is in small to medium size units.  The quality of service for those women who needed to be transferred urgently in labour from the stand-alone midwifery-led unit at Lewisham to a hospital with obstetric cover would deteriorate dramatically, with a serious risk to the health and lives of both mothers and babies.
· Loss of momentum in improving the health of women and children in Lewisham.

Over recent years, because of targeted programmes, much improvement in the health of mothers and children in Lewisham has been achieved.  Low birth weight rates have reduced over time, as has the proportion of mothers who smoke at delivery, whilst the percentage of women who book before the 12th week of pregnancy is now almost at target.  All the progress made in this time will be severely affected if the proposed changes to maternity services are implemented.
4. Health & Equalities: the impact of the loss of services at Lewisham Hospital

The relative deprivation and evidence of health inequality in the boroughs of Lewisham and Greenwich are striking and important. (see Appendix 2)
· The health equality impact of proposed changes to maternity services.
Lewisham’s population is likely to be less resilient than less deprived areas in relation to increased costs of journeys, and will find more complicated and lengthy journeys to more distant hospitals difficult. Emergency care of children, and the care of women during labour are bound to be adversely affected by proposals which require such journeys in such a deprived population.  We can also expect increased admissions because women seen at hospital in early labour will not wish to go home due to long travelling distances, or in the case of disadvantaged women, simply not being able to get home by public transport.
Please see Appendices 3 & 4 for more detail on the impact of the proposals on women requiring maternity services, written by users, one of them being the Lay Chair of the Lewisham Maternity Services Liaison Committee.

· Travel times to access A&E and other services
Travel times will be significantly increased and this has not been portrayed accurately by the TSA Office, which has repeatedly claimed that times to access A&E in SE London will only be increased on average by 1-2 minutes for blue light ambulance, 2 minutes by private transport and 3 minutes by public transport. The TSA’s own information states that the average time for Lewisham residents is estimated to be 5-6 times more than that, but only the misleading figures are publicised in debate. See Appendix 6. There is no train or underground station within reach of QEH and bus journeys have been demonstrably well over an hour upto 100 minutes.
5 Impact on services provided by the London Ambulance Service
A repeated theme is the inevitable impact on the London Ambulance Service from the TSA proposals, an impact that concerns the LAS but has not been quantified or risk-assessed. With the loss of acute and obstetric services at Lewisham, there would be a large volume of additional demand for ambulance transfers: 

· emergency transfers of women in labour at Lewisham encountering unexpected complications

· emergency admissions of ill patients attending outpatient clinics (a regular occurrence)
· those attending the urgent care centre requiring immediate admission

· patients attending Lewisham for elective surgery encountering unexpected difficulties and requiring admission
The LAS has raised serious concerns in their response to the TSA (10th December 2012), concerns that relate directly and indirectly to patient safety and clinical outcomes. Since then senior members of the LAS have raised concerns that no one is ‘joining up the dots’ between the individual and cumulative impacts of A&E downgrading and other hospital service closures and reconfigurations across London, north and south. See Appendix 9.
6 The risk to local networks and the role of Lewisham Clinical Commissioning Group in partnership working
Dr Tattersfield, Chair of the CCG will speak to the risks of damaging or destroying the networks across agencies that have taken two decades of painstaking work to build up. In addition, this briefing contains relevant information:

· Children’s services:
The letter to the Prime Minister and copied to Jeremy Hunt, from the director of children’s services (Appendix 5), discusses the impact on networks that support and safeguard children, including the disabled and vulnerable. 
· Maternity services:
There are real concerns about women having antenatal care in one place (say with a Lewisham community midwife) and then delivering somewhere else (eg Kings, St Thomas’, the PRU Hospital, QEH Woolwich) where no-one knows their case.  This raises issues of clinical safety, the challenge of inspiring trust amongst vulnerable patients, and the lack of the continuity of care that is so important in pregnancy.
· Mental health: 

There will be a dramatic impact on the mental health services for children and young people. This is explained more fully in Appendix 7. There will also be a similar impact on adult mental health service
· Care of the elderly:
pathways between Health and Social Care to support the elderly of Lewisham have been painstakingly worked on for years with success. Now these pathways will be disrupted or destroyed.
7 Serious questions on the financial model 
We have serious concerns that the financial modelling was not up to date when given to the Secretary of State. Please see Appendix 8. Its flaws are unfavourable to Lewisham Healthcare NHS Trust. Analysis shows that it is not cost-effective to pursue the closure of services in Lewisham and to invest heavily in re-provision elsewhere.
We welcome the opportunity to discuss these issues with you both Mayor Johnson and with Deputy Mayor Lister. Thank you for meeting with us.

Yours sincerely, 

Dr Louise Irvine, Chair Save Lewisham Hospital Campaign

Dr Helen Tattersfield, Chair Lewisham CCG

Sir Steve Bullock, Mayor of Lewisham

Dr John Miell, Director of Speciality Medicine, Lewisham Healthcare NHS Trust
Vicky Penner, Parent and member of Save Lewisham Hospital Campaign

Jessica Ormerod, Service User & Lay Chair, Maternity Services Liaison Committee, Lewisham

Dr John O’Donohue, Consultant physician, Lewisham Healthcare NHS Trust
Dr Tony O’Sullivan, Director of Children & Young People’s Service, Lewisham Healthcare

Appendix 1:
Letter to Sir Bruce Keogh 4th February 2013 
Professor Sir Bruce Keogh 

NHS Medical Director 

Dear Professor Sir Bruce Keogh, 

We noted with great interest your letter to the Secretary of State for Health dated 30th January 2013 (i) following his request for an independent clinical view on the recommendations by the Trust Special Administrator (TSA) for South London Healthcare NHS Trust (SLHT). The Secretary of State for Health’s decisions were influenced by your advice, including the amendments made to the TSA’s recommendations regarding Lewisham Healthcare NHS Trust. 

We write with particular reference to the Secretary of State’s decision to recommend the downgrading of University Hospital Lewisham’s (UHL) emergency admissions and maternity services. We consider it a matter of public interest that you make available the evidence on which you have based your advice to the Secretary of State. This advice may ultimately have proved pivotal, since it has underpinned the assertions he made during the announcement to parliament on 31 January and has therefore provided clinical justification for the changes now proposed at UHL. 

1. 
We would be grateful if you would supply us with the clinical evidence behind the Secretary of State for Health's claim (ii): 

"Already, her constituents who have a stroke or a heart attack do not go to Lewisham hospital. They go to Tommy’s or Guy’s or other places where those specialist services can be delivered, and they get better treatment. We are expanding that principle through what I am announcing today, and it will save around 100 lives a year. That is something that she should welcome." 

In your letter to the Secretary of State, there is no mention of, or clinical justification for, the assertion that extending ‘that principle’ would save around 100 lives a year. 
We have investigated the origin of this assertion. A similar assertion has been made by NHS London: Adult emergency services: Acute medicine and emergency general surgery; Case for change. (iii) In pages 16-17, the main source for this assertion is the analysis performed by Aylin et al of the Dr Foster Unit at your own institution (iv) of 4.3m emergency admissions from 2005-6. Reference is also made to smaller studies which present similar results (v vi vii). 

The interpretation of the Aylin study by NHS London (viii page 17) is as follows: 

‘In a national study Aylin et al found that this effect is of the order of 10% nationally for in hospital mortality, and may be even greater if the period extended to 30 days post admission. 
London data is [sic] in line with these findings. This suggests that across London there will be a minimum of 500 deaths each year which may be avoidable if services functioned more effectively.’ 

From the Aylin study, the excess mortality for England is estimated as 3369 deaths. We can see how, proportional to population share, a London figure of 500 can be derived from this by NHS London as above, and a figure of 100 could be derived for SE London for use by the Secretary of State for Health. 

But if we examine the Aylin study itself from which this figure was derived, there are fundamental flaws with this deduction. 

The calculation of excess mortality makes an unwarranted assumption: 

‘On the assumption that patients admitted at the weekend have the same risk of death as those admitted on weekdays, we estimate a possible excess of 3369 deaths (95% CI 2.921 to 3.820) occurring at the weekend for 2005/2006, equivalent to a 7% higher risk of death.’ 

This is indeed a heroic assumption: that patients admitted as an emergency to hospital have the same risk of death (prior to admission) as patients admitted during the week. In the discussion, the authors themselves acknowledge the limitations of this assumption: 
There could have been differences in case mix between patients admitted during the week and at weekends. We attempted to take some account of case mix in our model, but there may be still some residual confounding, which could lead to either an overestimation or underestimation of risk. There were indeed fewer patients admitted on average at the weekend, and this might point to a different case mix for which we have not adequately adjusted. 

A major weakness of the study is the lack of calculation of severity score of the presenting illness. This cannot be resolved without the source data. A proper analysis would also require the severity score at time of admission and the duration from point of admission to death. The fact that the daily emergency admission rate at the weekend is only 75% of that during the week may well indicate that patients who present at the weekend are a sicker subset of those who present through the working week, with heir more severe illness explaining their higher mortality. That the weekday-admitted and weekend-admitted groups were matched for age, sex, co-morbidity and deprivation in no way proves that the severity of the presenting illness leading to death was equivalent. A more recent study (ix) has found similar differences in mortality in patients admitted at the weekend, in particular Sunday, but has cautioned against the interpretation that this is as a result of differences in quality of care. 

A second weakness is the assumption that higher mortality in patients admitted at the weekend results from a decreased level of staffing at the weekend. There are other explanations, including a reduced level of specialist intervention and access to diagnostic services at weekends. It is noteworthy that Lewisham Hospital has had a robust system of twice-daily consultant ward-rounds and access to out-of-hours diagnostics for 8 years. 
The conclusion made by the Secretary of State is therefore not founded on robust clinical evidence. It is troubling that such an unsafe conclusion could be used to make an assertion that has obviously influenced his decision, not just in the case of Lewisham Hospital but in general, that larger units will achieve better clinical outcomes. 
2. 
We would also be grateful for your urgent clarification of the evidence for the following assertions made by Mr Hunt in parliament (x): 

To meet the London-wide clinical quality standards, which are not being met in south-east London at present, it is necessary to centralise the provision of more complex services in the same way that we have already successfully done for heart attacks and strokes. That principle applies as much to complex births and complex pregnancies as it does to strokes and heart attacks, and it will now apply for the people of Lewisham to conditions including pneumonia, meningitis and if someone breaks a hip. People will get better clinical care as a result of these changes. 

Our maternity care is well-regarded: of women booked into antenatal care at Lewisham, there have been no maternal mortalities in the past 7 years. This is despite the fact that high-risk pregnancies form the majority of our maternity workload (xi). A free-standing midwifery-led birthing unit at Lewisham could only be expected to accommodate low-risk women who had already had at least one baby (RCOG, 2011), amounting to only 12% of the present total, rather than the “up to 60%” claimed by Mr Hunt. 

You may in fact be unaware, or have not informed the Secretary of State, that UHL is in fact one of the highest performing Trusts nationally for the management of hip fractures. 
Guidance on the management of meningitis emphasise the speed of administration of definitive treatment and not the size of the hospital it is treated in. Furthermore, a recent UK study of over 19,000 patients with meningococcal disease shows that mortality is the same (4.9%) whether the patient is admitted during the week or at the weekend (xii). Neurology guidance recommends that that the patient with suspected bacterial meningitis should be transferred immediately to the nearest secondary care hospital (xiii). There is therefore no basis in clinical evidence for the assertion made by the Secretary of State. 

The overall standardised hospital mortality index for UHL is 0.91 (NHS Choices), which compares favourably with hospitals in the South London Healthcare Trust. Lewisham ICU is one of the better performing ICUs in the country (xiv).

We are aware of the need for financial prudency and the drive towards the proposed clinical standards. Our alternative proposal put to the TSA was that the future merged Lewisham/ Greenwich Trust would achieve these clinical standards and within budget, but retain its discretion to allocate emergency and elective services across the Lewisham and Woolwich sites as commissioners require. 

We are sure that you, a fellow medical professional, would agree that the evidence-base upon which we practice should be sound in order to deliver high-quality care to our patients. This duty extends to those members of the profession, like you, who have put themselves forward to provide medical advice on matters of public policy. This is especially true where that evidence is being used to inform a decision on reconfiguration and centralisation of acute services: if the clinical evidence base is wrong, or the deduction from the evidence is flawed, patients may actually be harmed. We believe that there is a significant risk of this resulting in Lewisham, if high-quality local emergency services are withdrawn in the mistaken belief that they will be provided to a higher standard elsewhere. 
Your advice to the Secretary of State may also have a profound impact nationally if these specious grounds for centralisation of most emergency admissions are accepted, and as a result other high-quality DGHs are sacrificed as a result. 

We believe that the clinical evidence underlying last week’s decision is deeply flawed, and therefore call on you to reconsider urgently your advice to the Secretary of State. 

Yours sincerely, 

Dr John O’Donohue, Consultant Physician, Lewisham Healthcare NHS Trust 

Dr John Miell, Consultant Physician and Director of Service for Specialist Medicine, Lewisham Healthcare NHS Trust 

Dr Tony O’Sullivan, Consultant Paediatrician and Director of Service for Children 

Dr Elizabeth Aitken, Consultant Physician and Director of Service, Acute and Emergency Medicine, Lewisham Healthcare NHS Trust 

Mr Dan Zamblera, Consultant Obstetrician and Director of Service, Women and Sexual Health, Lewisham Healthcare NHS Trust 

Mr Nabil Salama, Consultant Surgeon and Director of Service, Surgery and Anaesthesia, Lewisham Healthcare NHS Trust 

Dr Chidi Ejimofo, Consultant, Emergency Dept, Lewisham Healthcare NHS Trust 

Miss Ruth Cochrane, Consultant Obstetrician, Lewisham Healthcare NHS Trust 

Dr Asra Siddiqui, Consultant Neurologist, Lewisham Healthcare NHS Trust 

Dr Richard Breeze, Consultant Intensivist and Director of ITU, Lewisham Healthcare NHS Trust 

Dr Louise Irvine, General Practitioner, Lewisham PCT
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Appendix 2: 
Health and Equalities Impact Assessment

TSA’s Draft Report, Appendix H HEIA Scoping Report
(page references to App H)
GENERAL COMMENTS
· The TSA has not performed any health & equalities impact assessment prior to the end of the consultation period

· Appendix H scopes what should be done but has not started the assessment

· TSA proposals have therefore been developed without knowing the potential impact

· Matthew Kershaw has confirmed that when the HEIA assessment is completed it will be after the closure of the consultation period

· The Secretary of State for Health will receive the HEIA but the public and Lewisham Healthcare will not be able to respond

· This is fundamentally flawed and unjust and the failing is in the context of Lewisham and Greenwich being amongst the most deprived local authority areas in the country whilst Bexley and Bromley are amongst the more affluent (notwithstanding small individual pockets of deprivation within Bexley)

· TSA report refers to benefits of super-centres for stroke, heart attack, vascular and major trauma emergency as an argument supporting the loss of Lewisham’s A&E en route to better care; ignoring the vast majority of urgent medical situations of the local population, many of which are linked to deprivation and the specific needs of a multi-ethnic population such as Lewisham, a few examples being:

· Diabetic crises

· Bleeding in pregnancy

· Sick children

· Sickle Cell crises; etc

· No serious assessment of impact on access to A&E healthcare for Lewisham residents has been done: estimates are based on travel at times when there is ‘no traffic’ (Table 4)
p25
· Barriers to access put before a vulnerable population will harm health 
· No health equalities assessment = no credible proposals

TSA’S APPROACH TO CHILDREN & YOUNG PEOPLE
· The TSA makes no recommendations on children & young people in South-east London and Lewisham – 20% of the population of 1.5 million – and 

· The TSA relegates CYP down to the level of afterthought, to be picked up in the HEIA stating that: “The HEIA will need to consider the potential impact of the recommendations on children and the younger population” 




p29 
DEMOGRAPHICS OF LEWISHAM/GREENWICH compared to BEXLEY/BROMLEY

· Lewisham and Greenwich share high levels of deprivation and associated vulnerability 
· Linked to this, of the four boroughs of Lewisham, Greenwich, Bexley & Bromley: 
p18 
· Lewisham has the youngest average age 

· Lewisham & Greenwich share the worst life expectancy for males; Lewisham has the worst for females

· Lewisham (16th) and Greenwich (19th) have the highest ranked level of deprivation compared to Bexley (180th) and Bromley (217th) – ranked amongst 326 local authorities in England

· Lewisham and Greenwich have the highest population of people of black and minority ethnic communities by far

· For children & young people

· The highest birth rate 






p33 
· Lewisham has the highest population of children under 5 

p27 
· the youngest age profile of children under 16

· Greenwich (19.3%) and Lewisham (8.4%) have the highest projected growth of population (Bromley, 4.6%; Bexley 3.5%) over 2012-22


p38 
· Lewisham has the 2nd highest teenage conception rate in London & joint 3rd highest in England
 








p33 
· Lewisham has the highest disability rate (20.4%) amongst adults 16-64

p31 
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Health and equality impact assessment categories 
1. Patient outcomes

2. Care closer to home

3. Patient experience

4. Travel considerations

5. Integrated pathways

6. Psychological barriers

7. Patient choice

Appendix 3:
Maternity Services: standpoint of the users from the chair of the Maternity services Liaison Committee, Jessica Ormerod in response to TSA proposals 
There are three key areas to consider: 
1. A woman's freedom of choice as to where to give birth (at home, in a midwife-led unit or obstetric-led unit)
2. A woman's right to access maternity services locally
3. Equal access to maternity services for all women and infants, regardless of their ethnicity or income.
1. A woman's freedom of choice as to where to give birth 
Maternity Matters requires that all women should have 

‘Choice of place of birth. Depending on their circumstances, women and their partners will be able to choose between three different options. These are: 
• a home birth
• birth in a local facility, including a hospital, under the care of a midwife
• birth in a hospital supported by a local maternity care team including midwives, 
anaesthetists and consultant obstetricians.’ 
Women will not choose to give birth at home because they will no longer feel safe.
Women will not choose to give birth in a facility that is not supported by obstetricians and acute care.
2. A woman's right to access maternity care locally 
· the choice of home birth would be ruled out for most Lewisham residents because we believe women would be worried about the time it would take to move to a hospital if something went wrong in labour.
· Therefore most women will be forced to give birth at Kings, St Thomas’, Queen Elizabeth and Princess Royal in Bromley.
The downgrading of maternity services at Lewisham Hospital will mean that women in labour will travel for over an hour to reach a safe maternity unit. 
Women will arrive too early for fear that they will arrive too late. This will lead to more obstetric interventions and an increased caesarian section rate which will be unnecessary, unpleasant and dangerous.
There will be an increased burden on London Ambulance Service because people will mis-judge their stage of labour, many residents can't afford a taxi and there is only one taxi service in Lewisham that will transport women in labour.
For the few women who choose to give birth in the midwife-led unit at Lewisham will risk close to a two hour transfer in pain and serious risk to life. A common maternity risk is post partum haemorrhage. PPH leads to blood transfusion, hysterectomy and death. A long transfer to an acute hospital will expose women to serious risk.
3. Equal access to maternity services 
Our third point is that the recommendations will have a seriously negative impact on health equality in the borough of Lewisham. This area of London houses some of the nation’s poorest and most vulnerable families. Many Lewisham residents are refugees, asylum seekers, travellers, young and highly impoverished families. 
The proposed down-grading of services does not take any account of the major financial impact that this will have on the most vulnerable. Some families live on £30 per week. At the moment these families have health services within walking distance. The bus fares (two if not three buses will be required to reach Woolwich) for these families are unaffordable.
Jessica Ormerod

Service User and Lay Chair, Lewisham Maternity Services Liaison Committee
Appendix 4:
Impact of TSA proposal on Lewisham maternity services’ users


Even the most "low risk" birth (only a tiny 10% predicted of the 4000+ births that Lewisham currently handles) can suddenly develop into an emergency during labour. If a baby has a cord trapped around the neck, something goes wrong with a mum's placenta, babies get stuck, unexpected breech position, mum could suddenly haemorrage after birth etc etc. NOTHING is guaranteed low-risk with childbirth until it is over. Under these TSA proposals, at the point when a mother needs to be transferred to an operating theatre for a sudden, unexpected emergency delivery, she will be put in an ambulance to be transferred to a neighbouring hospital. With capacity issues as they are, this will take significantly longer, putting both mother and baby at serious risk.

When a baby gets into difficulty during labour, if a heart beat drops unexpectedly, women should be minutes away from emergency care on the same site and not 30-60 minutes transfer away via ambulance for emergency delivery in a different hospital.

These kinds of delays are potentially dangerous / unsafe for patients and I'd like this emphasised as well as using the words "unpopular" and "not cost effective".

My son would have had serious difficulty under these new proposals – the cord was very tight around his neck so this kind of time delay would have led to a lack of oxygen to his brain – potentially causing cerebral palsy or stillbirth. He was delivered safely via C-section within minutes at Lewisham but I was told by my surgeon afterwards that he would not have managed a natural birth. My impression is that this is not an uncommon thing to happen.

Having had 3 safe deliveries at Lewisham with my children (one breech baby, one cord problem and only one genuinely low risk), I feel strongly that Lewisham women, yet to give birth, have a right to the same safe maternity care within their own borough that I was lucky enough to receive. I was thought to be low risk for all my births – neither the breech position or cord problem were obvious from external examination alone due to placenta position.

I'm worried about some of the most vulnerable mums within our borough, especially women where English is a second language. There is likely to be a huge amount of misunderstanding – some women will assume they are automatically safer if something goes wrong in hospital. Surely an isolated low risk birth unit has the same risks as a home birth? Some women will grasp this and choose delivery elsewhere, others will make incorrect assumptions.  

  
There are also serious issues with travel distance for parents with premature babies in special care. How would they be able to visit as often / regularly if they have to travel out of borough? They need to be able to access hospital to express milk for their newborn amongst many other things. With car ownership so low in Lewisham, these parents may have to make very difficult and lengthy journeys by bus at an already very stressful time. 
  
Vicky Penner, parent and user of Lewisham Healthcare Maternity and Children’s services

Appendix 5:
Children’s Services – letter to Prime Minister

Rt Hon David Cameron

Prime Minister

10 Downing St

London, SW1A 2AA 




Tuesday 22nd January 2013 

Dear Mr Cameron
Re: Final Report of the Trust Special Administrator and the recommendations affecting Lewisham Hospital  

I am writing to you in a personal capacity, as a paediatrician who has worked in Lewisham for the last twenty years and as Director of children’s services in our trust. I ask that you consider some final comments, which I am also copying to the Secretary of State for Health. I hope that you will listen and take heed of the real injustice being proposed in the Final Report of Matthew Kershaw, the Trust Special Administrator (TSA) for South London Healthcare NHS Trust and the NHS in South East London.

There have been many real errors and omissions in the TSA process, some of which notably relate to 20% of the population of Lewisham – children, and I attach the response to the TSA’s draft proposals from my Children’s Directorate at Lewisham Healthcare as additional background evidence for you. 

I ask that the Government does not accept TSA’s recommendation to remove the Accident & Emergency Department from Lewisham Hospital with all the attendant consequences: 

· loss of admitting services for the acutely ill; 

· loss of the excellent specialist children’s A&E and children’s inpatient ward; 

· loss of top class adult intensive care; 

· loss of high quality integrated maternity provision in the form of a much praised midwife-led Birth Unit co-located with our Labour ward and obstetric department , supported by medical and intensive care backup; and

· loss of our high-performing good neonatal intensive care unit

I list the major problems with the TSA process in relation to children’s services:

1 Lewisham is within the 8% most deprived of the 326 local authority areas in England, and yet the TSA failed to consult on the impact on health and inequalities of his proposals. Draft proposals were completed and presented for public consultation at the end of October 2012 prior to any Health and Equalities Impact Assessment (HEIA). As a result the potential risks (or even benefits!) to our vulnerable children were not even made available. The HEIA was completed in December after the conclusion of the consultation period and made available to the SoS, Jeremy Hunt, but not to the people of Lewisham, clinicians or any other interested parties. This is wholly wrong. The consultation process was flawed and was undemocratic, and failed to meet expected standards. 

2
It is extraordinary to note, but true, that the TSA publication of draft proposals completely failed to examine the needs of children, the current service configuration or any proposed new reconfiguration. As a result, there was no assessment of any possible impact, risks or indeed benefits. Children’s services were treated as collateral damage, with their demise being an assumed, inevitable part of the consequences of the TSA’s main conclusion: ie with the TSA proposal to close Lewisham A&E, he just assumed the children’s unit must close along with all acute admissions. Mr Kershaw and Andy Mitchell (Medical Director, NHS London) both acknowledged this flaw as a huge omission but it was too late for apologies to be helpful.

This failure should be considered, particularly in the context of the relative needs of children and young people in Lewisham, who on many parameters have the highest needs, alongside Greenwich children, compared to the other adjacent boroughs of Bexley and Bromley.

I am no longer surprised when children – 20% of our population – are neglected and  forgotten in this way. This terrible omission repeats a typical experience I have witnessed over 20 years as consultant paediatrician: those that know no better assume that children’s needs are little different from adults, and can therefore be tagged on as an afterthought. It continues to be unacceptable.

3
In the final recommendations, the TSA states on the one hand how highly esteemed the Lewisham paediatric service is, and on the other plucks out of nowhere a proposal for children that has not been consulted on, is not safe or worked out and which is similar to the model at Queen Mary’s Hospital Sidcup, a model that has been expensive to maintain, and about which there are doubts regarding its sustainability. It remains entirely unclear from where the TSA has derived such a proposal. Having proposed the ending of our ‘highly regarded’ service, the TSA has put together comments from the impact proposal (completed in later December after the consultation period ended) and proposed something that will be neither safe nor sustainable. 

The TSA states: 

“Responses to the consultation have highlighted that paediatric services at University Hospital Lewisham are held in high regard for their quality and the strong integrated care pathways that have been developed with community services, such as those for patients with chronic obstructive pulmonary disorder.” [COPD]

[This last part is wrong – COPD is an adult condition. The TSA’s error in referring to a children’s pathway for an adult condition (COPD) is not the only one. The TSA also states that Guys Hospital should provide paediatric urgent care. This model does not currently exist at Guys and there is no intention to change this situation.]  

“Careful planning is needed to ensure these pathways are maintained in the development of the services that will remain at University Hospital Lewisham for children that do not require admission and that robust protocols are developed for those that do require admission.”
Careful planning begins with good clinician engagement, full consultation and risk assessment and implementation requires good partnership working. Instead without any consultation the TSA has proposed the following: 

“It is proposed that a paediatric ambulatory service is developed as part of the urgent care service at University Hospital Lewisham.”

The TSA cannot have based his decision on sound knowledge: he has not talked to Lewisham paediatricians or other staff, acute or community-based, nor has he consulted the CCG or anyone else locally about paediatric services. He has not costed the price of a paediatric specialty team supporting the Urgent Care Centre. He has not discussed our service needs in consultation with the Royal College of Paediatrics & Child Health. A stand-alone paediatric ambulatory care will be very expensive. A successful ‘ambulatory unit’ needs to be co-located with an Emergency Department (ED) in the absence of an inpatient ward. We reject this proposal, one plucked out of the air, and insist that it is rejected as unworkable.
Those that know better cherish our children as our future and realise how vulnerable they are, especially in an area of deprivation such as Lewisham. Those who work in Lewisham have chosen to take on that challenge to work in our community and help it achieve its full potential. We seek to offer excellent services locally where they are needed and where they are accessible. That is why we have built up our services and partnerships to provide the following: excellent acute children’s ED and inpatient services; excellent outpatient services with close links to tertiary specialties; the unique Kaleidoscope Centre bringing together the partnership of community health, mental health (Lewisham CAMHS) and Education and Social Care, Lewisham; and also the exceptional nursing team for children with special needs and home-care community nursing team. Our mental health colleagues work so hard with our children’s ED and inpatient teams to support children and young people in mental health crisis – but these relationships will also be destroyed under the TSA proposals. 

Unfortunately your own family has had to rely on neonatal and paediatric services working with other agencies, and you will appreciate that networks are so important to children and families with long term medical conditions and disabilities. We plead with you that you do not allow our carefully built networks, nurtured over 20 years and now gaining praise and support from parents – far from perfect, but a long way along the road to care coordination and planned team around the child services – to be destroyed by badly worked out, partial, erroneous, misinformed proposals affecting our children of Lewisham – and indeed of Greenwich by the knock-on impact. 

· It has been hard to create and develop our children’s partnerships over the last 10-20 years. It is only too easy to destroy them: the TSA proposals will do that.

· Any major work that has ignored children, to such an extent as the TSA has done, has failed; and ill-thought out hastily put together proposals for our children should not be worthy of consideration.

I ask that you reject the TSA’s proposal to shut down Lewisham’s successful and much praised A&E and inpatient paediatric services.

Yours sincerely

[image: image2.jpg]



Tony O’Sullivan

Director of Service, Directorate of Services for Children and Young People
Cc 
Rt Hon Secretary of State for Health, Jeremy Hunt

Appendix 6:
Travel times

Blue lights ‘only 2 minutes longer’ – only 2-3 minutes longer for everyone else

The narrative behind the TSA and Secretary of State, Hunt’s sound bites

Matthew Kershaw, the TSA Office and the Department of Health for Jeremy Hunt
 suggest that journey times to A&E for south east London people would only be increased on average by 2-3 minutes. They are talking about the average impact on 1.64 million residents of the 6 boroughs of SE London, yet the closure of Lewisham Hospital mainly affects the 275,000 residents of Lewisham. Using the TSA’s own data, never quoted in public statements, the impact on Lewisham people is 5-fold greater or even worse. And in the case of critically ill patients in blue light ambulance transits, at least 1 in 20 will be in danger of breaching the standard for such emergencies to access A&E within 30 minutes. This introduces an inarguable health inequality and increased risk.
	Method of transport
	SE London as a whole
	Impact on Lewisham residents

	Blue light ambulance
	1.4 mins extra
	7.4 mins extra

	Travel by private transport
	2.2 mins extra
	11.0 mins extra

	Journeys by public transport
	2.7 mins extra
	14.1 mins extra


Inadequate basis for estimating travel journeys

In the Draft Report of the TSA, an astonishing admission was offered on the source of the TSA’s travel data. The TSA used its commissioned Deloitte’s analysis of data derived from Google maps travel time analysis (p25, Health and Equality Impact Assessment Scoping Report, Appendix H). Footnote 28 helpfully advises how typical Deloitte’s quoted times might be with the following cautionary note: ‘Private transport travel times are calculated on the basis of average speeds and travel times during periods of no traffic. Travel times may be higher during periods of busy traffic.’ If this were not so outrageous it would be funny. Less funny if you are setting off at any normal time of day when there is traffic, let alone in rush hour traffic between 7.30-9.30am or 4.30-6.30pm for an appointment, or a visit to A&E, or a visit to a relative in the hospital.

Inaccurate use of data

The TSA Office has been selective in presentation of data based on unrealistic scenarios for travel times to A&E and hospital (times with no traffic) and has used statistics in an unjustifiable fashion. The TSA, his office and the Department of Health has regularly reported an average impact on the 1.64 million of SE London without comment, in order to disguise an impact for Lewisham’s 275,000 residents which is more than five times worse, even in the unrealistic conditions of the estimation. 

Impact on blue light ambulance transit with critically ill patients

The standard to be met is that critically ill people need to be within 30 minutes of A&E.

Currently, this is safely met for 95% Lewisham residents who are within 18 minutes or less of their A&E, by blue light ambulance – using the TSA’s own data, and the remaining 5% are still highly likely to arrive within the 30 minute standard. 

The impact of losing Lewisham’s A&E is that 95% would arrive in 26.8 minutes or less: but that means that 5% are predicted to take 27 minutes or longer, raising the spectre that 1 in 20 critical emergencies will arrive at A&E taking close to or more than 30 minutes, raising the risk of rising mortality and morbidity. 

There has not been any published modelling of risk of impact on increasing traffic congestion, or the impact of greater delays in ambulance response time, or delays in being processed at A&E, despite these concerns being raised by the London Ambulance Service in its response in December 2012 to the TSA consultation. Such concerns are based in reality as we are already seeing such real situations. 

Save Lewisham Hospital Campaign testing of public transport journeys

Campaigners’ two test journeys by public transport each took well over 90 minutes! – one on a Sunday morning (1 hour 50 mins) and one on a Wednesday morning at 9am (1 hour 48 mins). A third journey by taxi took trust doctors 40 minutes to travel to a meeting at Queen Elizabeth Hospital on a Friday morning at 8.30am
[image: image3.emf]
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Appendix 7: 
Impact of TSA proposals at Lewisham Hospital on children

and young people with serious mental health issues

The TSA has ignored the needs of young people in Lewisham with severe mental illness

· The Trust Special Administrator’s (TSA) has ignored the needs of children in Lewisham living with severe mental Illnesses (SMIs).  The provision of good local acute services is vital for this group, and local GPs are writing to the Secretary of State to underline the risks if Lewisham’s emergency services – including the separate children’s A&E department – close for admissions. 

· NICE guidelines for the management of acutely mentally at risk children and young people will be undermined by the closure of  Lewisham A&E and paediatric inpatient ward, with no planned alternative.

· Lewisham’s population has higher than average levels of SMIs, including psychotic disorders such as schizophrenia and bipolar disorder
.  SMI are estimated to affect 1.1% of Lewisham’s population, against the national average of 0.7%.  Lewisham is a diverse area, and SMI are more commonly diagnosed in those from African Caribbean and Black African backgrounds.
· Good acute service provision is vital to identify problems and stop them developing further, as most mental disorder begins before adulthood.  Half of lifetime cases of diagnosable mental illnesses beginning before the age of 14
. Interventions for children and adolescents can offer the greatest opportunities for prevention of mental disorder.
Lewisham meets best practice standards

· Lewisham is one of only two boroughs in London to have received a rating of “outstanding” people from Ofsted and the Care Quality Commission for its services for safeguarding children and young. The provision of local acute services, and links with specialist mental health services, is an important part of this quality.

· Lewisham is one of the few hospitals in London to provide a separate children’s A&E department.  This provides a safe environment away from adults in crisis. 

· The NICE guidelines advise hospital admission following an episode of self-harm, and Lewisham Hospital meets these guidelines all the time, a quality of care hard to match in SE London.

· Once admitted through Lewisham’s A&E, a young person will receive one-to-one care from a nurse overnight, if this is required.  Prompt on-call specialist mental health advice is provided to hospital staff at the time of acute presentation.  This will be followed up by inpatient visit.

· from a mental health specialist from Lewisham Child & Adolescent Mental Health Service within 24 hours before the young person goes home. (CAMHS is part of South London and Maudsley Mental Health Foundation Trust.)  After hospital admission, a follow up appointment in the community is offered by the same team and the same CAMHS professional where possible, who met the young person when in crisis.  This is important as it means the young person is more likely to engage with these services, and receive the care they need to prevent the need for acute services in the future.

GP commissioners have raised a number of concerns if Lewisham loses full emergency services

· Queen Elizabeth does not have a dedicated paediatric A&E.  Vulnerable children and young people under the age of 16 would have to present to the general A&E where they will be exposed to adults in crisis, or drunk and the usual range of adult crisis presentations in A&E. This is clearly a step backward for the children and young people of Lewisham.

· Mentally ill/distressed young people would have to travel further for attention. If self-presenting, they are less likely to present to A&E in Woolwich. If they attend the proposed UCC in Lewisham, they may be diverted to Woolwich or more likely Kings.  It is quite possible that the young person would be unwilling to do so, hence increasing a safeguarding risk.  There are considerable capacity concerns at Kings A&E

· Many young people that do present to Queen Elizabeth Hospital A&E in Woolwich may refuse to be admitted distant from home. Appropriate liaison may then not take place with Greenwich CAMHS if admission fails.  

· There will be no opportunity locally in Lewisham to accommodate young people overnight prior to assessment the next day by CAMHS staff. In Kings, admission may not always take place, putting greater pressure on the on-call doctors called out to assess.

· If admission takes place, ward assessment by a Greenwich mental health specialist and later community follow up will not be the same professional, as the young person will be discharged back to Lewisham borough.  The clinical risks are exacerbated by the loss of the continuity offered by the current system 

Links to local community services will be weakened

· Joint work has developed well in Lewisham in terms of psychiatric liaison between CAMHS and paediatric inpatient services. Under the TSA’s proposals, this will be lost and there will be a reliance on liaison between practitioners employed in different boroughs.

· Continuity of care would be lost and community-base care in Lewisham would be compromised – Lewisham young people presenting to Queen Elizabeth or Kings would not see a local Lewisham CAMHS specialist in the acute situation: they are less likely to engage with local follow-up care.  This loss of continuity will lead to breakdown in successful engagement and worse outcomes. 

The TSA has failed to consider the NHS Mandate

· GPs do not feel the TSA’s proposals comply with the NHS Mandate 
.  This aims to place mental health on an equal footing with physical health so that everyone who needs mental health services gets timely access to the best available treatment with the expected better outcomes.  

· Lewisham Healthcare was working to build on links with the CAMHS service for the mental health support of children with long term condition – e.g. offering better joined-up care for children with diabetes, cystic fibrosis or sickle cell.  This will not happen if the TSA’s proposals go ahead.
· The Mandate depends on very good joint working for example between local mental health services (CAMHS for children) and the acute admitting hospital. Lewisham is fully compliant, but that is wholly dependent on local partnership working.

· TSA proposals have failed to consider the large percentage of children on paediatric wards who present with significant psychiatric conditions in the context of their physical health problems.   The proposals destroy the offer of a holistic service that meets the children / young people’s emotional / mental health needs as well as their physical needs. The staff currently providing mental health input will be employed by another trust and will remain in their locality. 

Appendix 8:
Lack of financial coherence of TSA proposals (Recommendations 1-6) in closing/downgrading Lewisham (Recommendation 5) using TSA financial model  

· Financial imperatives were THE reason for the TSA regime being installed – confirmed in SoS Hunt’s Commons statement

· Financial arguments have underpinned the justification for pushing through the proposals at a pace that precluded adequate consultation in general and TOTALLY excluded serious analysis of health pathways for ill children. 

· Financial modelling has been flawed to a gross level

· The TSA model of 6 recommendations published in the Final TSA Report  (Fig 47) brought the deficit from £75.6m per year to balance:

· Taking the TSA’s predicted financial benefit of 5 of the 6 recommendations (excluding for the purpose of this calculation Recommendation 5 on Lewisham) the financial situation is within £1.1m of balance in a 6-borough health economy of £3billion per year

· Taking the TSA’s financial prediction of £0.6m deficit in Lewisham  in 2015/16, the financial outcome would be £1.7m in deficit
· The decision to retain the deprivation-based tariff for CCG funding in 2013/14 and to postpone the change to one based on age means that Lewisham’s funding will be more favourable than modelled by the TSA
IN ADDITION:

· Recommendation 5 includes Maternity Services Assumptionss that Lewisham CCG must fund the loss-making Midwifery-led Birth Unit, modelled to have approximately 455 births per year (1.25 deliveries per day), at a predicted level of £849k per year. Rationale: to offer choice to 10% of Lewisham mothers having removed the choice of an integrated Midwife/obstetrician co-located unit.

· Modelled losses of SLHT hospitals in 12/13 was £1.3m per week and £63 at year end.
· This was adjusted to £59.3m in the Final Report

· Published predicted end of year losses are now £49.5m – model revision needed.
· Estimates of savings from Fixed Costs Savings Assumptions at LHT by selling site and reconfiguration with transfer of services is grossly overestimated. LHT used PWC to comment on behalf of the Trust. Although the report is officially LHT opinion, it is based on PWC. Deloitte’s conceded much was true but changed nothing. Shortfall of £12.46m in LHT’s estimation

· Change from 5 year implementation to 3 years: this is a very short time to implement and original financial modelling was over 5 years. Our trust has not been given any details on how the revised modelling works: eg how demand management assumptions , to reduce hospital-based work by 30%, can be achieved in the time frame. 

· TOTAL COMBINED NON-RECURRENT INVESTMENT: £195m. TSA model (flawed as per above) states changes including demise of Lewisham, will result in £19.5m savings per year – taking at least 10 years to break even.
This table takes the argument row by row and references the source in the TSA document, and each row is explained in more detail in the relevant slides of a financial document (ppt) acquired by FOI request
	TSA calculation on achieving balance on annual income/expenditure
	Annual impact
	Source in TSA Final Proposals Vol 1

	If nothing changes: Annual deficit for current SLHT by ‘15/’16
	75m deficit
	Fig 47 – before 1% savings Monitor insist on: why should a stressed health economy sorting itself out by told to save an additional 1%? A challenge

	TSA savings by each of six recommendations:

	
	Fig 47

	Rec 1 Productivity improvement in SLHT
	31.6m saving
	Fig 47

	Rec 2 QMS site change
	4.5m saving
	Fig 47

	Rec 3 Estates changes
	4.7m saving
	Fig 47

	Rec 4 PFI additional revenue support
	25.4m saving
	Fig 47

	Rec 6 Savings from merger synergies
	7.7m saving
	Fig 47

	Impact of TSA proposed schemes without implementing Rec 5 (downgrading Lewisham) - remaining deficit ‘15/’16
 LHT calculation based on TSA figs:

	1.1m deficit
	This is within accounting variability, far less than a margin of 1%

	Projected deficit for Lewisham in ‘15/’16 is only 0.6m – if included, overall deficit:

LHT calculation based on TSA figs:
 
	1.7m
	Still far less than 1% - combined current revenue of SLHT and LHT is well over 650m per annum

	TSA calculation on non-recurring investment required to reconfigure (ie to close down Lewisham’s acute services) /expenditure
	Non-recurring costs modelled against TSA proposed savings
	Source in TSA Final Proposals Vol 1

	Capital investment for Rec 5 (Lewisham)
	154.4m
	Fig 49

	Non-recurrent revenue assumptions to implement Rec 5 
	40.8m
	Fig 50

	TOTAL Combined non-recurrent investment to pay for Rec 5 (Lewisham)
	195.2m
	

	Planned revenue savings annually at Lewisham from Rec 5
	19.5m
	Fig 47 overall picture

	Time to pay back on costs of Rec 5 from savings from Rec 5
	10 YEARS minimum
	This is a VERY long time frame just to recoup costs

	LHT view  is that TSA modelling is over-optimistic  so that 19.5m annual savings maybe closer to £7.1m
	
	Extended period more likely if reduction in fixed costs are less than TSA assumptions


Other points

· Without closing Lewisham, the TSA’s model is so close to financial balance, it makes no sense to close this successful hospital down, with £12m recent investment in the new ED. 

· Other expenditure eg capital investment at QMS site for mental health, is based on premise of closing Lewisham, expanding services at PRU, so having to move mental health capacity from there to Sidcup.

· There are huge risks in TSA model that assumptions will not be realised eg that elective surgery centre at Lewisham will fail and that assumed flow of elective surgery from other trusts will not occur – why should it, if trusts such as Kings think they can do it themselves?

· Midwifery-led Birth Unit assumes a large subsidy from the CCG of £849k per year – but no guarantee. Instead, such a subsidy could by used to support the move towards a 24/7 obstetric consultant presence, and Lewisham is already ahead of most hospitals in moving in that direction.

Appendix 9:
Serious questions asked by the London Ambulance Service in its response of 7th December 2012 to the TSA’s proposals 
Please pay careful attention to the response of the LAS to the TSA. The LAS raises several key concerns: 

· dangers of reducing acute capacity before the realization of the TSA’s community based care strategy; 

· significant risk of impact on LAS urgent & emergency response times and their journey times; 

· unassessed risk of unexpected behaviours of patients when being taken out of area

· unquantified but very significant increase in demand for ambulance transfers with the changes such as elective surgery and use of the urgent care centre; 

· risk to mother and baby accessing maternity services in a unit without obstetric and emergency care; 

· impact on care of acutely ill children; 
· impact on patients with long term medical conditions
Community based care 

‘Our main concern would be for the acute bed base and other acute services to be scaled back before the community based changes have been made thereby creating an increase in the number of 111/999 calls and creating additional pressure on other parts of the health care system and health economy.’ 

Urgent and emergency care

‘We already routinely take cardiac, stroke, trauma, and vascular patients to specialist centres which do not appear to be directly affected by the suggested transformation. However, there are potentially indirect consequences for these time critical patients.

‘1. Delay at the Front Door for time critical patients

It must be acknowledged that the vascular, stroke, cardiac and trauma centres use their Accident & Emergency departments as their front door and there is an opportunity to cause an indirect delay to time critical patients if the increased demand in any patient group (minor, standard & major) is not met through capacity adjustments. This is particularly relevant for King’s College Hospital who already experience capacity challenges and are a centre for all of the time critical specialties.

We do have concerns regarding the assumptions being made around the figures used to predict the changes in demand and therefore the impact on these Accident & Emergency departments.

‘For the modelling the assumptions are that Lewisham Hospital retains all of the 60,000 minor cases and 50% of standard cases making a total of 72,000. The remaining 48,000 are redistributed based on the patient flows as follows;

· 37% to King's: 18,000

· 29% to Queen Elizabeth: 14,000

· 23% to Princess Royal: 11,000

· 6% to St.Thomas': 3,000

· 5% to Croydon: 2,000

‘These flows and calculations work on a single assumption: that Lewisham Hospital can continue with approximately 60% of its current workload and this proportion will continue to present to the hospital in the same way as it currently does. Consideration does not appear to have been given for factors that persuade patients to self present at alternative Accident & Emergency departments, for example, the proportion of patients that will present elsewhere as they do not understand what an Urgent Care Centre can treat. In the experience of the London Ambulance Service it is a lower percentage than the 60% that is retained at an Urgent Care Centre that was once an Accident & Emergency department.
‘The draft report appears silent on how the other organisations will adjust to the increased demand. If the assumption is that these organisations can absorb any increase then this will undoubtedly lead to delay at the front door of the Accident & Emergency department.

‘2. Delay in sending clinicians and a vehicle to time critical patients

Any delay at the front door also extends the amount of time our staff and vehicles are unavailable to attend another call. The lengthening of time, no matter how small it seems, significantly impacts on our ability to respond to patients within the 8 and 19 minute time frames as staff and vehicles get tied up with longer cycle times. In other words this pushes our utilisation beyond our efficiency threshold. Additionally, any 999 call in the area that would have previously been conveyed to Lewisham Hospital will get an extended journey time to an Accident & Emergency department further afield. Whilst this may not be detrimental to the individual patient it increases the length of time it takes the

Ambulance Service to complete the care episode. This further impacts on our vehicle and staff availability to respond to new calls. In our opinion, in terms of clinical quality, there are potentially direct consequences of the recommendations in the draft report. These are broken into two issues.

1. Delay in sending clinicians and a vehicle to non time critical patients

‘Inevitably any potential delay will force us to prioritise clinical safety and we will divert our available resources to our time critical patients. This means those patients that will experience the most significant delay will be those that are not time critical. This is a clinical quality issue. However, within this patient group are a number of patients who have not identified as time critical, for example patients with gastrointestinal bleed, where it would not be helpful to have an extended delay. This group of patients would have been received by Lewisham Accident & Emergency and will also undoubtedly travel further to the next nearest receiving hospital. 

2. Out of area

‘…  it is worth noting that any decisions that move patients further from their locality by diverting them further afield leads to complexities for discharge and makes it more difficult for family members to be involved in their care.

The Ambulance Service has encountered patients who simply refuse to be conveyed out of area. This potentially means vulnerable people being left at home with a referral to their GP. This may not be the best treatment option for this group of patients.’
Children
‘There is very little mention of paediatric services. Lewisham Hospital Accident & Emergency sees a relatively high volume of paediatrics and many of these do not come through the 999 system and are taken directly by parents. There is a possibility that parents may call 999 if they know their child is going further afield. This would raise the Trust’s 999 call volume. In addition the consequences on inpatient paediatric units and neonatal units are more significant than for adults and this would need further exploration.’
Management of people with long term conditions

‘The Accident & Emergency department also supports patients with chronic diseases. Whilst every effort is made to ensure patients with chronic disease have alternatives to Accident & Emergency the nature of some chronic diseases mean some acute phases require treatment within Accident & Emergency. Those patients currently being treated by Lewisham Hospital

would be conveyed to another provider unless the patient could make their way to The Queen Elizabeth Hospital. The effect and the mitigation on the management of chronic disease needs further clarification.’
Maternity

‘The main issue for the ambulance service is the potential increase in travel time in any emergency that could arise.’
Elective surgery

‘There appears to be no mention of the intensive care facilities at Lewisham Hospital and how any changes to emergency access would impact on such a unit [elective surgery] and the subsequent implications of maintaining clinical safety to a wholly elective intensive care unit. Clearly if there was to be no intensive care facility this would have potential implications for the ambulance trust for emergency hospital transfers.’
Appendix 10:  Letter from Sir Bruce Keogh 13th February 2013
Go to: 

http://bit.ly/11vOakt
[image: image5.emf]
Appendix 11: 
The view of Lewisham Clinical Commissioners on the proposals for Lewisham Healthcare 


All 160 GPs and all members of the CCG board clinical and non clinical think this is the wrong decision, wrong for Lewisham residents but also high risk for the population of SE london as a whole and a huge risk for both patient safety and local health finances.


 GP Board members have an average of 24years working in Lewisham so know their population needs.

It does not have support of local clinicians.

Lewisham Hospital serves its population well and has adapted to become a community centered hospital working closely with both the local authority and local commissioners to ensure services are appropriate and cost effective. This has reduced length of stay, reduced admission rates and reduced costs to both commissioners and the local authority


It breaks up local partnership arrangements and will likely INCREASE cost 

Lewisham Hospital is financially viable and is safe with below average death rates and high performance on infection control, waiting times etc.


Downgrading Lewisham hospital will reduce access to health care for Lewisham residents (one of the most deprived boroughs in London) but also risk congesting other hospitals in particular Kings College as patients chose central ,trusted providers not the relatively unknown and inaccessible Queen Elizabeth in Greenwich.


This will result in longer waits for treatment at King’s, potentially interfere with their role in providing emergency specialist services and risk reduction in quality and in patient experience.



It risks REDUCING quality and COSTING lives

Lewisham residents will be admitted more often into out of borough hospitals where it will not be possible for local social services (as it would require 5x the resources) to have the intensive input they have provided to the most vulnerable; elderly and children at Lewisham.  This risks missing safeguarding issues, increased length of stay and unnecessary admissions.


It risks MISSING safeguarding and INCREASING secondary and council expenditure.


Local mums, many with high risk pregnancies will not have the choice of a quality local unit, they will not choose the unsupported Midwifery led unit so will have to travel often with no private transport to Kings, QEH or Princess Royal. 4000-5000 births will have to be accommodated in units already overstretched and the equivalent of lewisham obstetric unit will have to be built at public expense. Lewisham site has already been improved and renewed but will be decommissioned. Lewisham CCG are being instructed to subsidise the Midwifery led unit by almost £1,000,000 a year as it will only be delivering 1-2 babies a day. This money will not be available to spend on real health care. Any woman who does choose to deliver at the unit  who then develops complications will have to be transported in labour a minimum of 15 minutes to an obstetric unit.


This REDUCES CHOICE, RISKS LIVES and WASTES money.


Lewisham  CCG currently have influential relationship with Lewisham Trust and have seen improvements in working relationships, efficiencies in service, cost reductions and quality improvements as a result. This will not be possible to replicate in 5 out of borough hospitals as there will neither be local capacity nor interest from these large providers in the care of Lewisham residents who will represent a fraction of their work load.


Lewisham doctors will no longer have local training facilities and GP training will not occur locally making it much harder to recruit good quality candidates into General Practice.


Lewisham risks becoming a forgotten back water unpopular to work in and with second rate services for its population both in distant secondary units and poorer local services.


There is also a risk that the merged Lewisham QEH in the form proposed will not attract enough patients to be financially viable so maintaining the local financial problems. This will also mean there is a significant risk of SE London ending up with s single giant secondary care provider as Kings takes over the PRU as planned in the TSA at the same time merging with Guy’s and St Thomas whilst QEH fails.


There is a risk of creating an uncontrollable MONOPOLY PROVIDER with powerless local commissioners across the whole of SE London


In summary this will: INCREASE HEATLH INEQUALITY AND WORSEN DEPRIVATION,  COST LIVES,  WASTE MONEY,  BREAK up local partnerships and REDUCE CHOICE putting the population in the hands of powerful secondary care and making commissioners powerless to influence change. 
VISIT: 
www.savelewishamhospital.com 
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