NHS Sustainability and Transformation Plans (STPs)
(Aka: Slash Trash and Privatise)
Since 2016, with no public debate and no statutory basis, the English NHS has been quietly reorganised into 44 completely new area-based ‘footprints’.  The footprints consist of all the Clinical Commissioning Groups (CCGs), NHS Trusts and all the local authorities in their area. Each footprint has been required to produce a 5-year ‘Sustainability and Transformation Plan’ (STP).  The Government expects STPs to be signed off by the end of 2016.  
Each STPs must include plans to wipe out the NHS ‘financial deficit’ in their area – a total of £22bn pa - by 2021.  The STPs are expected to achieve this through implementing ‘new models of care’. Failure of footprints to come up with a satisfactory STP will result in the area being denied access to a vital share of Transformation funds – and NHS England can sack and replace the footprint leader. 
The NHS is funded far below the levels of similar countries (and 25% below the EU average), so further cuts of £22bn are a devastating blow.  But the ‘new models of care’ represent a frightening degradation of NHS services.  They are based on the assumption that people will be able to keep themselves healthier, stay out of hospital and require fewer services. The future NHS is intended to be far cheaper than current NHS provision. The plans to achieve this include: 
· closing hospitals and A&E and cutting the number of hospital beds 
· not developing new hospitals even in areas of great population growth (eg 18% in E London)
· substituting ‘self care’ with digital monitoring and family carers (overwhelmingly women) looking after very sick family members. 
· reducing the number of sites for GPs and community healthcare, 
· downgrading jobs –replacing skilled professionals with unskilled, poorly trained ‘new’ roles, including replacing doctors with physician assistants (PAs) who have just 2 years’ training. 
There is no valid clinical evidence for the safety or effectiveness of these proposals –NHS ‘Vanguards’ and pilots designed to test the new models have barely started their work.
STPs have been drawn up with ‘support’ (at great expense) from international consultancies such as McKinsey and PWC.  Most of the STPs have now been made public – however most of the published versions are little more than PR documents, carefully worded to hide the reality of the plans behind baseless assertions that the public will in future be able to keep ourselves healthy and out of hospital.  
The detail of STPs is set out in the Financial, Workforce and Estates Appendices – and in the two year STP Operational Plan. In most places these documents are still secret. Attempts to get them released through Freedom of Information (FoI) requests have been refused.  Neither local clinicians, local authority nor local people have been consulted about STPs.
Although area-based planning marks a complete change in policy direction, the 2012 Health and Social Care Act, including requirements to tender services, remains intact. New contracts will be needed and the new models set out in STPs are designed to attract privatisation. 
The links below give more information about STPs and links to campaigning literature.  All the information here can be copied or adapted and used by local campaigners and groups. Information here gives some examples – however for comprehensive information about STPs over England, see the  Health Campaigns Together (HCT) website.

Sections in this pack
1. Health Campaigns Together (HCT): Comprehensive ‘STP watch’ information
2. Background papers on the STP programme
3. Examples of STPs and campaigners’ responses to them
4. Briefings, Model letters and petitions to MPs, local councillors
5. Model resolution for union and political party branches 
6. Leaflets about STP
7. Postcards for MPs and councillors
8. How to get details of your local STP / Freedom of Information (FoI) requests.
9. Consultation requirements – guidelines and caselaw
10. STP Template for analysing your local STP and comparing with others

1. Health Campaigns Together (HCT): Comprehensive ‘STP watch’ information
· www.healthcampaignstogether.com/
· http://www.healthcampaignstogether.com/STPplans.php
· stpwatch@gmail.com  (please send all useful info to STP watch)
Health Campaigns Together in an umbrella group for organisations and trades unions campaigning to support the NHS.  Keep Our NHS Public is a founder member of HCT.   

HCT  provides a comprehensive resource on STPs, including an up to date list of STPs and information about local action to challenge them.  All NHS campaigners are urged to send updates on their local STP to STP watch using the email above.

2. Background information on the STP programme
This section includes links to some useful articles and information about STPs. 
Open Democracy: Our NHS. Article by John Lister. Councillors must look before they leap
https://www.opendemocracy.net/ournhs/john-lister/councillors-must-look-before-they-leap-into-secret-nhs-cuts-plans
Very useful Timeline from the Kings Fund, with links to all key NHS England documents
https://www.kingsfund.org.uk/projects/sustainability-and-transformation-plans/timeline
NHS Support Federation: Sustainability and Transformation Plans
http://www.nhscampaign.org/NHS-reforms/sustainability-and-transformation-plans.html
The Telegraph: Almost half of NHS authorities to cut hospital beds and third to close A&E
http://www.telegraph.co.uk/news/2016/10/30/almost-half-of-nhs-authorities-to-cut-hospital-beds-and-third-to/
Patients4NHS: Transformation and STPs
http://www.patients4nhs.org.uk/transformation-and-stps/
CHPI Submission to House of Lords Inquiry on the long-term sustainability of the NHS
https://chpi.org.uk/wp/wp-content/uploads/2014/11/CHPI-Long-term-sustainability-NHS-submission-to-House-of-Lords.pdf
Diane Abbott: Opposition Health spokesperson; leading debate on STPs. September 2016
https://hansard.parliament.uk/commons/2016-09-14/debates/16091433000002/NHSSustainabilityAndTransformationPlans
The NHS is planning a winter cull of older people in its increasing desperation to stave off an impending financial crisis  (satire)
https://www.networks.nhs.uk/editors-blog/nhs-england-denies-plan-to-cull-older-people
Briefing for Councillors on STP December 2016


Notes on NHSE Operational Planning Guidance  (by SE London KONP)


Quick briefing for councillors on STP consultation issues


Short Oxfordshire video about STPs
http://www.communityglue.org.uk/infusions/fusion_tube/view.php?cat_id=2&video_id=12

3. Examples of STPs and campaigners’ responses to them
Health Campaigns Together – an umbrella group which includes Keep Our NHS Public -  keeps a comprehensive and up to date list of STPs and associated information. We’re not attempting to replicate this here.  This section of the KONP website gives just a few examples of STPs and responses from local groups which might be helpful to campaigners analysing their own STP.  
Campaigners are urged to send new information about their local STP direct to Health Campaigns Together at the STPwatch email address below.  
· www.healthcampaignstogether.com/
· http://www.healthcampaignstogether.com/STPplans.php
· stpwatch@gmail.com  (please send all useful info to STP watch)

NE London STP and Transforming Services Together- one part of the NEL STP
http://www.nelstp.org.uk/downloads/Publications/NEL-STP-draft-policy-in-development-21-October-2016.pdf
http://www.transformingservices.org.uk/downloads/draft/Part%202%20Main%20report.pdf
CHPI analysis of NE London ‘Transforming Services Together’ – part of NEL STP
https://chpi.org.uk/wp/wp-content/uploads/2016/11/CHPI-TSTE.London-paper-17Nov16-Final.pdf

NW London STP



 Campaigners’ response to NW London STP

 Brent Patient Voice critique of STP
N Central London STP


Cheshire and Merseyside STP
http://www.westlancashireccg.nhs.uk/wp-content/uploads/Cheshire-Merseyside-STP.pdf
comments on Cheshire and Merseyside STP





South East London STP
http://www.ourhealthiersel.nhs.uk/Downloads/Strategy%20documents/South%20East%20London%20STP%20October%202016.pdf




Coventry and Warwick STP






Oxfordshire
https://konpoxfordshire.files.wordpress.com/2016/11/bob-stp-plan-21-oct-2016.pdf
https://konpoxfordshire.files.wordpress.com/2016/12/sustainability-and-transformation-plan-a-brief-summary4.pdf



Hampshire and Isle of Wight: comments on STP



4. Briefings or Model letters and petition to MPs, local councillors
See also the Health Campaigns Together (HCT) website for further information.
www.healthcampaignstogether.com/
http://www.healthcampaignstogether.com/STPplans.php



https://konpoxfordshire.files.wordpress.com/2016/12/email-to-all-hosc-members-dec-2016.pdf

  NE London
Labour Party health team briefing for MPs



Model petition



5. Model resolution for union and political party branches 
Additional information can be found on the HCT website.
www.healthcampaignstogether.com/
http://www.healthcampaignstogether.com/STPplans.php


 Comprehensive motion passed by Oxfordshire City Council (709 words)


  (brief motion:  249 words)


  
6. Leaflets about STP
See KONP Resources section
http://keepournhspublic.com/support-konp/products-campaign-resources/

Sussex leaflet



7. Postcards for MPs and councillors
Sussex Defend the NHS



8. How to get details of your local STP / Freedom of Information (FoI) requests.


9. Consultation requirements – guidelines and caselaw


10. STP template – please complete this and send to STP watch


stpwatch@gmail.com
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NHS Sustainability and Transformation Plans (STPs)

Don’t Slash, Trash and Privatise our NHS!

A KONP Briefing November 2016

Introduction

STPs are driven by a combination of NHS underfunding, new budget cuts, and the Government’s determination to shift the NHS from a clinically-driven service towards US-style models that fit more readily with private insurance-based and corporate-managed healthcare. These changes will have a devastating impact on the NHS and on services and healthcare for local people.  



Most of the published STPs contain little or no detail of proposals for specific service, funding or sites.  The Finance, Workforce and Estates Appendices giving this detail have been submitted to NHSE, but remain secret, with FOI requests refused.  The STP Operational Plans submitted to NHSE on 24th November also remain secret. Instead the published STPs are replete with vacuous intentions for happier populations keeping themselves healthier and out of hospital.  

'Everyone will submit an STP because they have to, but it means there is a lot of blue sky thinking, and then a lot of lies in the system about the financial position, benefits that will be delivered - it is just a construct, not a reality.' Julia Simon, until Sept 2016, Head  of NHSE Commissioning Policy Unit.



How STPs will affect the NHS

An HSJ poll of leaders of England’s 209 Clinical Commissioning Groups has revealed the extent of “service changes likely or planned” over the next 18 months[endnoteRef:1]:  [1:  http://www.telegraph.co.uk/news/2016/10/30/almost-half-of-nhs-authorities-to-cut-hospital-beds-and-third-to/] 


· 52% would be closing or downgrading community hospitals 

· 46% were planning an overall reduction in in-patient beds 

· 44% intend to centralise elective services. 

· 31% would be closing or downgrading A and E 

· 30% intend to close an urgent care centre or similar provision

· 23% are planning an overall reduction in acute services staff

· 23% intend to stop in-patient paediatrics in one or more hospitals

· 21% would be reducing consultant-led maternity provision 

Funding

· Cuts rising to £22bn pa by 2021 will be imposed through England’s 44 STPs.

· No growth in services despite NHS costs rising 4% per year, and rising health needs – means a devastating decline in what’s available to individuals. These are CUTS, masked by ambiguous and hollow language. 

· The chart below shows that the UK spends well below comparable countries on healthcare. 

		

		% GDP spent on health (new definitions)

		$ per head on healthcare



		France

		11.1

		4,367



		Germany

		11.0

		5,119



		The Netherlands

		10.9

		5,277



		Norway

		9.3

		6,081



		Sweden

		11.2

		5,065



		Switzerland

		11.4

		6,787



		United Kingdom

		9.9

		3,971



		Average (excl. UK)

		10.7

		5,264





· [bookmark: _GoBack]UK spending on healthcare is significantly below the average of major European economies[endnoteRef:2]. If the UK were to increase its spend to EU average of 10.7% of GDP, this would equate to an extra £15bn pa. [2:  https://chpi.org.uk/wp/wp-content/uploads/2014/11/CHPI-Long-term-sustainability-NHS-submission-to-House-of-Lords.pdf] 




Lack of evidence to support NHS England’s Five Year Forward View (5-YFV) ‘new models’

· The NHS has a proud track record of evidence-based practise. This is all but abandoned in the 5-YFV. 

· The ‘new models of care’ are cost-driven. We campaigners don’t oppose changes to services – but changes need to be driven by combination of clinical need & requirement for good patient access and rigorously assessed against these criteria. 

· STP changes are being imposed with no such assessment, and lack of valid, peer-reviewed research evidence-base. Anecdotes claiming success are routinely substituted for valid evidence that also takes account of a wider picture. Examples include: 

· decisions to focus services on specific outcomes often take no account of the impact on patients with multiple conditions who may lose co-ordinated care. 

· Arguments about the need to centralise highly complex specialised care are misused to justify closure of units offering excellent care for routine conditions. Often no account has been taken of increased risks of extended blue-light journeys to A&E or difficulties for patients and visitors facing of longer journeys. 


The New Models of Care for the NHS mean:

· Fewer sites for NHS services – people will have to travel further for healthcare.  We can’t assume a reduction in locations is acceptable without full analysis of travel implications for local patients and visitors - especially the impact on elderly or disabled relatives, families with children and people with limited English.

· Specialist hubs: some specialist focus is needed for complex and rare conditions – but not for routine health issues where local services and accessibility / travel are more important. Local clinicians could access specialist advice if needed via good NHS networks.

· Selling off the NHS family silver/estate. A one-off boost for treasury finance, with few or no guarantees for local funding. When it’s gone -much of it handed over to private housing - it’s gone forever.

· No new capital money – so rely on PF2  - Many of the new models of care require different, potentially larger premises than currently available. We fear a repeat of disastrous consequences of PFI. 

· Reliance on enhanced self care, Skype apps and unproven technology to avoid hospital admission and clinical care amounts to magical thinking! And relies heavily on unpaid family carers (mainly women). 

· A major shift of services away from hospitals and back towards primary care – Overstretched GPs will be expected to take on additional outpatient work. 

· The most vulnerable and socially excluded patients and families & women will be hardest hit. 

· Restructuring of the NHS involves less clinical, more corporate management. Ripe for privatisation.

· Data-sharing.  We are very concerned about proposals to share confidential medical data across a range of health and social care providers, leading to major potential for confidentiality breaches. 



Downgrading professional staffing

· Development of new roles such as Physician Assistant/ Associate (PA) (just 2-years’ training) are part of a general move to reduce costs while de-professionalising (dumbing down) the NHS and heightening management control 

· These changes have a poor evidence base, often reporting ‘acceptability’ rather than outcomes. Evidence for success is often anecdotal and much of the ‘research’ would not meet professional standards or peer-review requirements.  

· Proposals to engage PAs rather than experienced nurses have been justified by ‘too many professional limits’ placed by professional bodies on nurses!

· There is no mandatory registration for PAs, raising major concerns about regulation.

· There is robust (and unsurprising) evidence that PAs are less effective than doctors at diagnosis 

· BMA warnings that PAs are not a substitute for fully trained doctors are likely to be ignored

· Concerns that PAs will not recognize important signs that a fully trained doctor would spot

· Pressure to grant PAs independent prescribing powers will lead to enhanced risk to patient safety and increased risk that PAs will be used to substitute for, rather than support, doctors.

· Concerns that GP receptionists may in future be triaging patients and directing them to PAs who will miss more subtle indications 

· Concerns that patients directed to PAs are more likely to be elderly, vulnerable, speakers with poor English etc – while articulate middle class patients will be able to get GP appointments

· Similar concerns apply to other proposed new roles, substituting minimally trained staff for professional clinicians, nurses, pharmacy and professions allied to medicine throughout the NHS. 

· As the Nuffield Trust puts it:  ‘……. In the future, care will be supplied predominantly by nonmedical staff, with patients playing a much more active role in their own care. Medical staff will act as master diagnosticians and clinical decision-makers’.[endnoteRef:3] [3:  http://www.nuffieldtrust.org.uk/publications/reshaping-the-workforce] 




Implications for community care services

· Local Councils have already presided over 30% cuts in adult social care, with over 400,000 fewer people receiving social care services since 2010, and those in receipt getting fewer hours[endnoteRef:4].  We have not heard councils explaining these cuts and protesting loudly and very publicly about them.  [4:  https://www.adass.org.uk/media/4345/key-messages-final.pdf] 


· Local councils have outsourced the future of the social care sector to large financialised businesses which want to be paid more for doing the same (with no questions asked about their accounting and finance decisions). These businesses manoeuvre politically to reduce risk and avoid consequences, while threatening to hand back vulnerable residents when they go bust[endnoteRef:5]. [5:  http://www.cresc.ac.uk/medialibrary/research/WDTMG%20FINAL%20-01-3-2016.pdf] 


· We are concerned that Councils will preside over a similar demise of our NHS.

· Fewer hospital beds, and early discharge mean more pressure on GPs, primary care and community care services.  The changes will mean repeated tightening of eligibility criteria and more people excluded.

· Social care staff increasingly required to take on tasks previously done by NHS professional staff.  Safety risks and extra burden on family carers, predominantly women, and vulnerable patients have not been evaluated.

· “There is a myth that providing more and better care for frail older people in the community, increasing integration between health and social care services and pooling health and social care budgets will lead to significant, cashable financial savings in the acute hospital sector and across health economies. The commission found no evidence that these assumptions are true.”[endnoteRef:6] [6:  https://www.theguardian.com/society/2014/nov/19/parties-plans-nhs-future-wishful-thinking-experts] 




A better future for the NHS: the risks and The NHS Bill

· Our health service is being re-modelled in a way that will be ripe for wholesale privatization and insurance-based care, leaving a low quality rump NHS for those who cannot afford private insurance. 

· We are very concerned that this is the Government’s plan for future healthcare.

· At least £4.5bn per year is wasted on simply managing the NHS market, and more on private profit

· Procurement Rules mean that any marketised service is prey to international healthcare corporates. 

· There IS an alternative to this wholesale devastation.  We want out Councils to support the NHS Bill[endnoteRef:7] that will reinstate a publicly funded, publicly provided, accountable NHS. This Labour private members’ Bill, drafted by Professor Allyson Pollock and barrister Peter Roderick, is supported by Labour, the Greens and the SNP, and will receive a second reading in Parliament on 24th February 2017.   [7:  www.nhsbill2015.org/

] 




What we want from CCGs and councils

We understand and accept that CCGs and Councils are required to manage sharply diminishing resources – but we ALSO expect our political representatives to work together with other councils and MPs, to explain and protest the devastating impact of these cuts and service changes to local people, and refuse -as other councils have done - to sign up to the STP.  We also want our councillors to campaign forcefully for the NHS Bill.  

The NHS will last as long as there are folk left with the faith to fight for it.  Aneurin Bevan, 1948
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NHS Operational Planning and Contracting Guidance 

NHS England and NHS Improvement		September 2016

https://www.england.nhs.uk/wp-content/uploads/2016/09/NHS-operational-planning-guidance-201617-201819.pdf 

		Page

		Reference

		Comments



		P4

para 1

		Introduction and context: implementing Sustainability and Transformation Plans



1.  This document explains how the NHS operational planning and contracting processes will now change to support Sustainability and Transformation Plans (STPs) and the ‘financial reset’.   It reaffirms national priorities and sets out the financial and business rules for both 2017/18 and 2018/19.

		



		P4 

para 4

		STPs are more than just plans.  They represent a different way of working, with partnership behaviours becoming the new norm.  What makes most sense for patients, communities and the taxpayer should always trump the narrower interests of individual organisations.

		



		P5

para 10

		from April 2017 each STP (or agreed population/geographical area) will have a financial control total that is also the summation of the individual organisational control totals.

		



		P6

		Priorities and performance assessment

		



		P6

		Demand reduction measures include: *implementing RightCare; 

*elective care redesign;

*urgent and emergency care reform; 

*supporting self care and prevention; 

*progressing population-health new care models such as multispecialty community providers (MCPs) and primary and acute care systems (PACS); 

*medicines optimisation; and

*improving the management of continuing healthcare processes.

		



		

		Provider efficiency measures include: *implementing pathology service and back office rationalisation; 

*implementing procurement, hospital pharmacy and estates transformation plans; 

*improving rostering systems and job planning to reduce use of agency staff and increase clinical productivity; 

*implementing the Getting It Right First Time programme; and 

*implementing new models of acute service collaboration and more integrated primary and community services.

		



		

		Developing operational plans and agreeing  contracts for 2017-19

		



		P12



		Plans will need to demonstrate:

*how they intend to reconcile finance with activity and workforce to deliver their agreed contribution to the relevant system control total

* the impact of new care models, including where appropriate how contracts with secondary care providers will be adjusted to take account of the introduction of new commissioning arrangements for MCPs or PACS during 2017-19
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Para 18

		We expect all contracts to be signed by 23 December 2016.

		



		P15

		Timetable

		



		P16

		Contract and schedule revisions reflecting arbitration findings completed and signed by both parties by 31 January 2017

		



		P17

para 25

		Finance and Business Rules

STP areas are required to submit local financial plans showing how their systems will achieve financial balance within the available resources.  We expect both the commissioner sector and the provider sector to be in financial balance in both 2017/18  and 2018/19.  Operational plans for 2017/18 and 2018/19 are the detailed plans for the first two years of the STP.

		



		P 17 Para 26

		We expect that:

There will be aggregate financial activity and workforce plans at STP level, underpinned by financial control totals, and organisational level operational plans will need to recognise these aggregate plans

		



		P17

Para 27

		To support system-wide planning and transformation, we will be setting financial system control totals for all STP...In the first instance they will be derived from individual control totals for CCGs and provider organisations in the geography.

		



		P18

Para 30

		Actions to support NHS providers in cutting the annual NHS provider deficit:

*2016/17 to no more than £580m 

*with a goal of £250m for 2016/17 and 

*a balanced starting position for 2017/18
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Para 33

		The national transformation and efficiency programmes– will support this process, and learning from early adopters is now available:

*RightCare

*Continuing Healthcare

*New Models of Care

*Urgent and Emergency Care

*Self Care and Prevention

*Getting It Right First Time (GIRFT), and 

*the Carter productivity programme led by NHS Improvement 

		



		P21

Para 44

		Sustainability and transformation funding  

It is intended that the overall disposition of the £1.8bn will be as follows: a £1.5bn general fund allocated on the basis of emergency care; a £0.1bn general fund allocated to non-acute providers; and a £0.2bn targeted fund.
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		Commissioning in the evolving system

		



		P29

Para 68

		Over half of CCGs now have delegated responsibility for commissioning primary medical care.  CCGs indicate that this number will increase very significantly by April 2017, with almost all having delegated responsibility by the end of 2018/19.

		



		P29

Para 70

		CCGs’ role will continue to evolve.  As new care models are established, the boundary between what is done by CCGs and by new integrated care providers will shift.

		



		P29

Para 71

		CCGs have a key role here in defining the scope of services for MCPs and PACS, engaging with local communities and providers over proposals, and running procurement processes.  In particular, where the scope of MCP services includes services previously provided in hospitals, CCGs will need to agree revised contracts with the providers of these services.
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We KONP campaigners / constituents are seeking:

 

· confirmation that the council will not sign up to the STP


· Council Exec to be clear that the published STP document is NOT the ‘real’ STP.  The devil is in the detail and the real STP is contained in the Financial, Workforce, Estates Appendices that have been submitted to NHSE, and in the detailed Operational Plan that STP leaders were required to send to NHSE by 24 Nov. FOI requests for the Appendices have been refused.


· The Council to demand publication of these appendices and the operational plan. It is completely unacceptable for public bodies to ratify plans that involve £millions of pounds of public money without having full access to Financial and other key Appendices, and the Operational Plan.  


· Even in areas where ‘no cuts’ are proposed, in the face of 4% pa rise in NHS costs and huge projected rise in population this represents very significant cuts in real terms.   


· The Council to organize consultation around the STP from Jan if no suitable consultation is planned.  We expect consultation to be at strategic level, and to address issues set out in Appendixes to the STP covering Finance, Estates, Staffing and other Operational  Plan issues.


· The council to recognize this as a vital national issue as well as a local one.  Council to work politically with other councils around the country to publicise and oppose this STP destruction of the NHS. 
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Introduction

This is a review of the latest available
information on health care changes in
North West London, incorporating both
information on the new Sustainability and
Transformation Planning process and the
latest on Shaping a Healthier Future (SaHF).

It is based on the most recent versions
available to us (Sustainability &
Transformation Plan (STP) V1.0 dated 30
June 2016).

Description of the STP process and its
implementation in North West London

STPis a new approach to promote
collaboration rather than competition
between commissioners and NHS providers
in local health economies (“footprints”).
Since January 2016 England has been
divided into 44 Footprints, with each area
required to draw up STP plans, working to
a strict and rapid timetable which initially
stipulated drafts for 5-year plans had to
be submitted to NHS England by the end of
June.

STPs are now the instrument through
which NHS England is attempting to
achieve sustainability, to “reset” the
finances of the NHS, to tackle the deficits
that have already developed at provider
level, and to drive reconfiguration and
transformation in a more direct way than
hitherto.

As part of the STP process London has
been divided into five sub-regional areas,
North West, North Central, North East,
South East and South West: each Footprint
has been required to draw up 5-year plans
to restore local health systems to financial
balance, while at the same time delivering
improvements in performance, and
integrating health services with social care
— which remains the responsibility of local
boroughs.

2.4 The North West London STP (v1.0)

2.5

2.6

2.7

contains many of the same elements as
the SaHF proposals that have been highly
contentious over the last five years.

At a time when NHS trusts are being
asked to make every possible saving and
efficiency they canin their effort to deal
with the continued shortage of funding

in the NHS, the extra cost pressures
associated with implementation of the
STP will make life more difficult for trust
boards, and inevitably divert management
time from the organisation of front line
services.

The STP has been developed with little
reference to the views of residents in
North West London. There has been a
minimum of (often inaccurate) information
on the content, implications and direction
of the developing plans. Council leaders
and others have been expected to sign

up in support of complex and detailed
documents they have had little chance to
study or critique.

Local authorities have been offered an
incentive of “transformation fund" money
that might be used towards the future
development of social care services.

2.8 The position in North West London is no

local exception. Elsewhere most STP plans
have been kept confidential, and there

has been little public consultation on the
controversial issues that underlie many of
them.

2.9 The Nuffield Trust in September 2016

reported on the ambitious nature of the
STP process, saying “the speed with
which plans are being pulled together is
astonishing”, that it "will require skilful
implementation of a large number of
complex, intra-organizational change
management projects in areas that are
likely to be controversial”, and “there are
significant risks embodied in what needs
to be done”. The report questioned what
it described as plans based on “plausible
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hypotheses with little real-time evidence",
and noted that "STP leaders are acutely
aware of optimism bias and even of magical
thinking".

The assumptions behind STP proposals:
how far are they supported by evidence?

The STP presents a “Case for Change"
arguing that the NHS and local government
together must find ways of providing care
for an ageing population and managing
increasing demand with fewer resources.

The STP presents what it terms “the
Overall Financial Challenge" suggesting
that with no change, by 2020/21, providers
will be in deficit to £659 million, there will
be a fivefold increase in CCG deficits, and a
ninefold increase in total NHS deficits. No
supporting evidence is offered for these
figures.

The STP identifies five "Delivery Areas”
where investment will take place to
improve quality while helping to bring
about financial stability: prevention and
wellbeing; unwarranted variation in long-
term conditions; better outcomes and
experiences for older people; better mental
health outcomes; and, safe, high quality
sustainable acute services. Little detail is
provided, other than a list of enablers, of
how these investments will work or what
returns are likely to be achieved.

The STP states that it is necessary to
reduce the number of acute hospital sites
to five, which would result in the closure

of Ealing and Charing Cross hospitals as
acute sites. No argument or supporting
evidence is provided for this view, although
we believe itis driven by the need to reduce
expenditure.

The STP focuses on the need to make
“savings" of £1.3 billion by 2020. This is
said to be necessary to address the gap
between available resources and levels of
need for services that is projected to open
up by 2020 as a result of the continued

3.6

under-funding of the NHS and cuts in social
care.

The STP identifies a social care financial
‘gap" of £145 million by 2020/21. This is
intended to be met by boroughs using their
power to increase the precept for social
care in the council tax by up to 2% (£63
million); STP local government savings
(£25.5 million); savings through joint
commissioning

(£22 million); savings share of health savings

3.7

3.8

3.9

(£15 million); and, a residual gap of £19.5
million to be met from the Sustainability
and Transformation Fund. There is no detail
on any of the projects that will enable these
savings to be made, or what will happen if
they are not.

NHS England may make available

£147 million of the Sustainability and
Transformation Fund to North West
London by 2020/21. North West London
allocations for health and social care are
set to increase from £3.64 billion to £4.09
billion. The additional STP money — which
would only be available if a satisfactory
STP planis submitted — would increase that
total to £4.24 billion.

The evidence supporting the STP proposals
lacks substance and is often flawed. The
plans for downsizing and downgrading
hospitals and reconfiguration of services
rest on largely unproven assumptions that
large numbers of seriously ill people can

be kept out of hospital by services in the
community or from primary care — and that
such provision can save money compared
to existing services.

The STP does not take account of a growing
body of important independent evidence
that questions its core assumptions; this
comes from bodies like the King's Fund,

the Nuffield Trust, the Policy Innovation
Research Unit as well as parliamentary
committees and learned academic papers.
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3.0 Although the STP appears to offer

31N

references to external sources, none of
theseis a reference to a working example
or to experience of any of the STP ideas
being applied in practice.

\We are not convinced that this STP can
deliver anything like the large-scale
financial savings that the plans project.

312 If the objectiveis to transform and

4]

4.2

4.3

integrate services, it is clear that capital

is required, along with a process that
establishes and tests out the alternative
provision of services before busy acute
beds are closed and hospitals downgraded.
In other words a serious proposal along
these lines would require investment up
front to cover double-running costs and
the eventual phased closure of redundant
beds: any savings could only be generated
in the long term, not immediately.

Current financial positionin North
West London

The context for assessing the current
financial position in the NHS as a wholeis
one of reduced funding, high demand for
services and reductions of 25% in numbers
of people receiving social care. The NHS is
in a position of prolonged relative financial
pressure compared to the past.

However, despite a slight deterioration
recently, the NHS in North West London
has a record of achieving targets and
maintaining good overall financial control.

Funding for public provision for adult

social care in cash terms fell by over 10%
between 2010/11and 2014/15 from £14.9
billion to £13.3 billion; in real terms it fell

by an average of 2.2% per year between
2009/10 and 2014/15, leading to a 25%
reduction in the number of people receiving
publicly-funded social care.

4y

4.5

4.6

4.7

4.8

Reductions in social care funding are having
animpact on the NHS; the recent reportin
the DH Annual accounts for 2015/16 drew
attention to the 11.4% increase in bed days
lost caused by delayed discharges because
social care was not available.

The financial situation does not justify

a high-risk strategy attempting an
unprecedented “transformation”, including
reductions of almost 600 beds and further
cuts in A®E capacity, at a time of increasing
population, and increased demand, some
of which is due to government cuts in social
care. Certainly bed reductions should not
be attempted before there is more concrete
evidence that demand is reducing and
capacity is not required.

The continued inability to present an
agreed Business Case providing proof that
SaHF plans are affordable, economic and
deliverable, reinforces our view that more
affordable "“Do Minimum" options should be
developed.

It will be 2017 before the Strategic Outline
Case (SOC) is available for SaHF. One of

the criteria used in assessing the Business
Case will be the level of engagement and
commitment of stakeholders. It will be very
difficult to demonstrate these have been
established if the business case and its
supporting evidence have not been shared.

Given further pressure on capital budgets
in the NHS, with land receipts being
earmarked nationally to deal with revenue
pressures it would be very unwise for the
STP to be based on a presumption that
fullapproval for large capital sums will be
given.

VIl
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System performancein North
West London

The latest estimate of the population

in North West London (mid-year 2015
estimates) suggests there are already 2.06
million people, outstripping already the
population estimates upon which SaHF
was based. The population is projected to
continue to grow more quickly than the rest
of England, with an increase by 2024 of
over 11% across all of North West London,
rising to 26% by 2041.

The North West London emergency
system already operates an effective split
between those people needing urgent care
and those in need of emergency care; this
has resulted in just one-third of so-called
A&E attendances being to acute A&E
departments. This initself is probably a
good thing but the abysmal failures of the
emergency system in recent months imply
thereis a significant issue with delivery in
the North West London and one that would
only be exacerbated by further closures of
acute sites.

North West London residents do not
over-use acute A&E services when
compared with residents of the other
London boroughs, or indeed with the rest
of England. Utilisation was falling before
the closure of Central Middlesex and
Hammersmith A&Es, and has continued to
fall since. On the other hand, North \West
London residents make considerably more
use of UCCs and the like, over three times as
much usage as England in 2015/176.

Type 1A&E performance in North West
London, when measured against the 4-hour
target, in the first quarter of 2011/12, was
better than the rest of England and the rest
of London, and with breaches of the 4-hour
target running at just over 3% was well
within the margin of the target of 5% set by
the government. However the position has
worsened, particularly since the closure of
two A&E units in North West London (on 10

55
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September 2014).

In 2014/15 we find North West London is
much worse than the rest of country and
the rest of London: in the third quarter of
2014/15 the figures were 18.3%, 10.9% and
11.1% respectively breaching the target.
However, in 2015/16, while the positionin
North West London got slightly worse, the
position in the rest of London and the rest
of England deteriorated significantly. Thus
by March 2015/16, the comparable figures
for North West London, the rest of London
and the rest of England were 20.6%, 17.2%
and 18.1% in breach respectively. This
indicates a rapid failure in the North West
London system moving it from being one
of the best in the country to now one of the
worst.

This suggests that the closure of acute
services at Charing Cross and at Ealing
should be halted and sufficient resources
made available to retain existing services
and staff. There should also be an appraisal
of the reintroduction of A&E services at
Hammersmith with joint staffing across the
three Imperial sites.

Conclusions

The STP is merely a re-iteration and an
elaboration of the SaHF plans, but with a
limited five-year time horizon, and within
that a tighter focus on eliminating provider
deficits within two years. It is therefore no
substitute for the SaHF business planning
process which of necessity has a much
longer planning horizon. This discrepancy
runs the risk of promoting short-term
cutbacks at the expense of meeting long-
term needs.





6.2

6.3

6.4

6.5

6.6

6.7

Health and social care in North West London

A review of Shaping a Healthier Future and the North West London STP

The STP is not adequately rooted in a needs
analysis. There is no discussion of recent
population increases and the increased
population projected. The STP appears

to haveignored the latest population
projections and so we have no confidence
in the level of services being planned for.

There is no reflection on the action that has
been taken in North West London in recent
years both to manage the finances in the
short term (successful) and to progress
the SaHF plans via various closures

and experiments in primary, social and
community care (unsuccessful).

We estimate some £200 million may have
been spent already on taking SaHF forward
over the past five years, and there is little to
show forit.

At this stage we would have expected to
see some progress in reducing demand

for acute beds. Instead we have seen
reductions in social care funding, a crisis

in care homes and increasing demand and
activity in acute beds. Operationally there
has been a worsening in quality and a drain
on local resources. All of these are the
opposite of the intended consequences.

The STP plan relies upon a fundamentally
naive options appraisal: it offers only

a choice between “Do Nothing" or “Do
Something". This is contrary to Treasury
guidance on investment appraisal which
regards a “Do Minimum" option as vitalin
avoiding the presentation of ostentatious
and costly options, involving greater capital
investment and risk than more modest
proposals.

The figures quoted in the STP's financial
and economic analysis follow the previous
path of quoting indicative, unsubstantiated
figures, presented to inappropriate levels
of detail, at an unpublished cost base,

and which have proven in the past to be
misleading as an estimate of the eventual
costs. From the analysis presented itis

not clear whether the investments are

economic, realistic or deliverable. By
‘economic’ we mean whether the benefits
proposed could not be delivered more
cheaply by other means. By ‘realistic’, we
mean whether the business case and
evidence supporting savings proposals are
compelling and sound. And by ‘deliverable’
we mean that assumptions on capital
availability, including capital receipts,
management expertise and staffing can
support the magnitude of the ambitious
plans put forward.

6.8 Thereis alack of compelling evidence to

support these far-reaching plans. No one
would oppose plans to preventillness or
to direct care to less intensive settings - if
there was UK evidence that such strategies
are working and are deliverable. But at

a time of rapidly expanding population,

an even more rapidly expanding elderly
population, and manifest problems in
primary, community, social and mental
health services itis foolish to gamble
heavily on the success of an unproven
strategy. The material cited as evidence
by the STP lacks working examples of the
new models the commissioners wish to
establish, and therefore practical evidence
on whether itis possible to deliver either
the services required or the savings which
are the key current objective.

6.9 Theriskanalysisinthe STPis very

weak. It fails to cost the consequences

of risk events occurring and to assign a
probability factor to such events. Based

on the evidence before us, we see the risks
at this stage — high avoidable costs and
deterioration in the volume and quantity
of services that are needed - as too high
to be acceptable. There appears to be very
little in the way of contingency planning to
ensure that a failure of one or more parts
of the plan do not endanger the longer term
continuity of services to patients.
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Recommendations

The SaHF programme should be abolished
/ suspended, thereby saving a considerable
sum of money at one fell swoop.

There should be an independent review

of the North West London health system
undertaken under the auspices of a joint
health and local authority initiative that
builds its case on a thorough assessment of
the needs for health and social care of local
populations, at local levels.

There must be no presumption that so-
called ‘reconfiguration’ of acute services is
the solution to what may not be a problem
atall.

A “Do Minimum" option should be worked
up that seeks to replace speculative and
unproven investment in service changes,
that require very high levels of up-front
investment, with more modest proposals
designed to improve quality in the areas
most exposed.

In addition there must be no presumption
that the solution will involve a top-down
approach across the whole area as SaHF
assumed; there should be an openness to
consideration of local solutions, possibly
at the borough level, where these can be
shown to work.

The NHS and local authorities must agree
to work together to achieve a joint aim

to provide good accessible health and
social care to all local populations within a
sustainable financial model.

The attempt to close Ealing and Charing
Cross hospitals must be immediately
stopped; there should be a guarantee to
sustain acute health services on these
sites — with no more double talk from

NHS leaders — until the above review is
complete and any associated business
cases are taken through to Full Business
Case level, whichiis likely to be at least five
years.

18

79

In light of current failures in the system

in North West London there should be

an independent review of the emergency
system under the auspices of the above
joint health and local authority initiative;
and this as a matter of urgency should
examine the closure of Hommersmith and
Central Middlesex A&E departments with
a view to opening these, if that is what
the review suggests is needed, and what
local people want. Local people must be
given honest and genuine choices; the
opportunity cost of retaining these sites as
A&Es must be made apparent.

There should be a review of primary care
services in the region, and following this
review, immediate steps should be taken to
rectify any issues. However any investment
must be based on a clear business case
that relates costs and benefits to changes
across the whole system.

710 Similarly there should be a review of

Jal

out-of-hospital services in the region,

to establish a clear case if it exists for
out-of-hospital services acting as a way
of reducing demand for acute services,
and also as a way of reducing total
system costs. Following this review, any
investment in out-of-hospital services
must be based on a clear business case
that relates costs and benefits to changes
across the whole system.

In the case of changes that take place in
primary care and out-of-hospital services
as a result of the reviews outlined above,
there must be a business case presented
that makes a clear case for system-wide
improvement arising out of these changes,
and this should be consulted on with the
relevant local populations; there should be
no assumption that this is the population of
the whole of North West London.
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Health and social care in North West London

A review of Shaping a Healthier Future and the North West London STP

1 Introduction

This reportis areview of the latest available
information on health and social care changes
in North West London, incorporating both
information on the new Sustainability and
Transformation Planning process, which has
prompted this report, but also the latest on
Shaping a Healthier Future (Appendix 1).

Our critique of the Sustainability &
Transformation Plan (STP) is based on the
most recent version available to us (V1.0 dated
30 June 2016), which was published by NHS
England on its Healthier North West London
website",

This report gives more details of the plans of
the NHS, incorporated in the “Sustainability
and Transformation Plan" (STP) process as it
is known and includes some commentary on
the progress of STP plans in other parts of
the country (section 2); provides commentary
on the evidence base available (section 3)

and shows how this will affect the processes
around taking forward the SaHF plans, which
have been to a considerable extent subsumed
inthe STP process (Appendix 1). The STP
reasserts the wish expressed in “Shaping a
Healthier Future" (SaHF) to accelerate the
downgrade of Ealing hospital?, in this context
as a contribution to the financial savings NHS
commissioners are seeking to achieve.

Section 4 gives up-to-date information on the
background financial position of the NHS, and
concludes that the available figures do not
justify panic measures overturning established
processes.

1 https://www.healthiernorthwestlondon.nhs.uk/
news/2016/08/05/north-west-london-sustainability-
transformation-plan

2 Seethe p8 & p46 of the draft V1.0, which explicitly call for a
more rapid process at Ealing Hospital, which has elsewhere
(p7) been portrayed as non-viable:

“The financial modelling shows a forecast residual financial
gap in outer NWL providers at 20/21, attributable to the period
forecast for completing the reconfiguration changes that will
ensure a sustainable end state for the providers. This could be
resolved by bringing forward the acute configuration changes
described in DASc relating to Ealing." - p8 [our emphasis]

Section 5 looks at recent trends in population
growth and provides an update on performance
issues in North West London. This reinforces
the case for plans to be soundly based on actual
population projections, and to be very closely
scrutinised before approval can be given.

Some concluding remarks about the STP

are provided in section 6. Finally, Appendix 3
provides some more detail on STP savings
plans while Appendix 2 and 4 tabulate and
discuss some of the evidence used to support
the STP.2 Description of the STP process and its
implementation in North West London



https://www.healthiernorthwestlondon.nhs.uk/news/2016/08/05/north-west-london-sustainability-transformation-plan

https://www.healthiernorthwestlondon.nhs.uk/news/2016/08/05/north-west-london-sustainability-transformation-plan

https://www.healthiernorthwestlondon.nhs.uk/news/2016/08/05/north-west-london-sustainability-transformation-plan








Section 2

Description of the STP process and its
implementation 1n North West London





2 Description of the STP process and its
implementation in North West London

0On 22 December 2015, in a circular to NHS
chief executives, NHS England announced a
new organisational restructuring to respond
in @ more centralised and coordinated way

to the intensifying financial pressures on the
NHS and social care”. The new approach is to
promote collaboration rather than competition
between commissioners and NHS providers
in local health economies (“footprints”). Since
January England has accordingly been divided
into 44 Footprints®, with each area required
to draw up STP plans, working to a strict and
rapid timetable that initially stipulated drafts
for 5-year plans had to be submitted to NHS
England by the end of June 2016.

As aresult STPs are now arguably the
instrument through which NHS England is
attempting to achieve sustainability, to “reset”
the finances of the NHS®), to tackle the deficits
that have already developed at provider level,
and to drive reconfiguration and transformation
in @ more direct way than hitherto®.

NHS England Chief Executive Simon Stevens
has made clear he wants the new “combined
authorities"” to "pool sovereignty” which

will make it easier to push through highly
contentious cutbacks and closures which
impact on specific communities. STPs are
making use of delegated powers to establish
Health & Care Executive committees which will
help to drive through what may be unpopular
decisions, and bind constituent bodies to these
‘collective" decisions.

3  https://www.england.nhs.uk/wp-content/uploads/2015/12/
planning-guid-16-17-20-21.pdf

4  http://www.healthcampaignstogether.com/pdf/stp-
footprints-march-2016.pdf

5 https://www.theguardian.com/society/2016/jul/21/nhs-
england-bosses-launch-reset-plan-tackle-deficit-financial-
special-measures

6 https://improvement.nhs.uk/uploads/documents/
Strengthening_financial_performance_and_accountability_
in_2016-17_-_Final_2.pdf

7 http://www.hsj.co.uk/sectors/commissioning/exclusive-
stevens-floats-combined-authorities-for-the-nhs/7004897.
article

As part of the STP process London has once
again been divided into five sub-regional areas,
North West, North Central, North East, South
East and South West: each Footprint has been
required to draw up 5-year plans to restore
local health systems to financial balance, while
at the same time delivering improvements

in performance, and integrating health
services with social care — which remains the
responsibility of local boroughs.

21 TheNorthWest LondonSTP

The North West London STP (v1.0) contains
many of the same elements as the SaHF
proposals that have been highly contentious
over the last five years. The STP v1.0® makes
clear that the establishment of a new structure
for decision-making is central to implementing
the proposals:

“NHS and Local Government partners are
working together to develop a joint governance
structure with the intention of establishing a
joint board which would oversee delivery of the
North West London implementation plans for
the five delivery areas with joint accountability
across partners for the successful delivery and
the allocation of transformation resources.”

(p4?).

Itis important to recognise that when cutbacks
and downgrading of services primarily affect
two or three boroughs, “joint accountability” can
mean the views of these two or three boroughs
may well be superseded by the views of the
others. The larger planning areas may act as

a device to minimise local accountability for
specific communities.

8 Available as Version 1.0 at https://www.
healthiernorthwestlondon.nhs.uk/news/2016/08/05/north-
west-london-sustainability-transformation-plan. However
we know thatitis at least Version 40, and that most of the
drafting has been done with little if any engagement with local
authorities — and none with the wider public whose services
face major changes if the plan is implemented.
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Lack of consultation

The development of the STP has left the two
million residents in North \West London almost
completely in the dark, with no possibility

to respond or influence decisions until after
they have been taken. Their services, paid for
through their taxes, and on which many of them
depend, are being reshaped, quite possibly
permanently, by a series of rapid decisions by a
small, remote and unaccountable group, driven
by the threats of potential financial crisis.

While being offered a minimum of (often
inaccurate) information on the content,
implications and direction of the developing
plans, council leaders and others have been
expected to sign up in support of complex and
detailed documents they have had little chance
to study or critique.

It is clear that once a body's signature and
logo have been appended to a document, the
expectation is that each body is then jointly
responsible for it — and therefore willing in
effect to surrender control and accept the plans
that eventually emerge. Although the NHS is
of the view this is legal we believe the legal
aspects of this are at least questionable and
we recommend that the “Vires" or legal power
to overthrow the clear intention of Parliament
to introduce a form of “localism” in the Health
& Social Care Act of 2012 should be firmly
established.

For local authorities there is the additional
incentive of “transformation fund" money

that might be offered towards the future
development of social care services — or the
threat that this money might be withheld in the
event of the borough voicing any criticism or
withholding its endorsement from the “joint”

policy.

Although we question this process with its
implicit and explicit threats, some stakeholders
take a more benign view. They see the STP

as little more than an extension of the long-
standing joint planning arrangements contained
currently within the Health and Wellbeing Board
and within SaHF governance arrangements,

and are satisfied that local government's

own institutional governance arrangements
preclude circumnavigation by the STP
governance arrangements, which in any case, it
has been suggested, are not yet agreed.

2.2 Thenational picture

The position in North West London is no local
exception. Elsewhere it seems clear that NHS
England has been urging local CCGs to keep STP
plans confidential®”, and not to commit to any
public consultation on controversial issues until
after plans have been vetted by NHS England.
For many this process appears conspiratorial
rather than democratic.

The whole process has now been called into
question by a former NHS England director, Julie
Simon, who was until recently the head of NHS
England's commissioning unit and director of
co-commissioning. She is reported by GPonline
as saying that the timescale imposed on health
and care organisations to draw up STPs was
‘shameful’, ‘unrealistic’ and ‘an unfair ask’. The
magazine reports her saying:

“Everyone will submit a plan, because they have
to. Butit means there is a lot of blue sky thinking
and then you have a lot of lies in the system
about the financial position, benefits that will be
delivered - it's just a construct, not a reality.”

9 https://www.england.nhs.uk/wp-content/uploads/2016/05/
stp-submission-guidance-june.pdf states (p3) “Your
submissions will therefore be work in progress, and as such
we do not anticipate the requirement for formal approval from
your boards and/or consultation at this early stage.” In all but
seven of the 44 STP areas this has been interpreted as keeping
the plans out of any public scrutiny.

10 Thesecrecy has been criticised as unhelpful in a comment
piece by a senior Health Service Journal reporter: https://
www.hsj.co.uk/sectors/commissioning/the-commissioner-
its-time-to-publish-the-stps/7010171.article
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She went on to argue that hastily drawn-

up plans would lead to financial problems:
“Ultimately it means bankruptcy in some areas.”
She also expressed concern over the lack of any
public involvement:

‘I haven't seen any genuine patient and
public engagement yet. | think it is entirely
driven by the speed that NHS England has
imposed on this process which is, frankly,
kind of mad. It's mad. | think we will see

a lot of catching up on that end, but to do
thatright, to do a statutory consultation
- it's three months. They don't have three
months."™

In a recent report (September 2016), the
Nuffield Trust provided a commentary
onthe STP process calling it “large

and ambitious”, saying “the speed with
which plans are being pulled together is
astonishing”, that it "will require skilful
implementation of a large number of
complex, intra-organisational change
management projects in areas that are
likely to be controversial’, and “there are
significant risks embodied in what needs
to be done". The Nuffield Trust goes on to
question items in plans that "have proved
difficult to bring about real change", and
that "Others are still best described as
plausible hypotheses with little real-time
evidence", and notes that “STP leaders are
acutely aware of optimism bias and even of
magical thinking".

1 http://www.gponline.com/shameful-pace-stp-rollout-risks-
financial-meltdown-warns-former-nhs-commissioning-chief/
article/1410546

This supports our long-held concerns on both
the form and content of STP and SaHF plans and
although we respect the views of stakeholders
who are more optimistic we continue to

counsel caution. This failure to consult would

be worrying enough in conditions where the
policy was sound and a genuine outcome of
collaboration and engagement between the
various “partners”. This is not the case, as we
argue below.
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3 Theassumptions behind STP proposals:
how far are they supported by evidence?

This section looks at the evidence behind claims
of potential financial savings to be made in
North West London, as the SaHF process is
overtaken and subsumed by the requirement

to draw up and implement a Sustainability and
Transformation Plan to balance the books of
the North West London health economy.

The process has been accelerated in North
West London by the fact that the SaHF project,
extensively and expensively supported by
management consultants, has developed

a series of proposals, and arguments to

justify them, over the past five years. This has
enabled the STP simply to adopt many of these
concepts, ready-made.

This section examines these arguments, after
first exploring some of the financial projections
outlined in the STP, with specific reference to
the proposals for social care, as well as the
reasserted plans to “consolidate” acute services
in just five major hospitals, effectively reviving
the controversial SaHF plans to downgrade and
close beds and services at Ealing and Charing
Cross Hospitals.

As the Mansfield Commission report pointed
out, the SaHF proposals for reconfiguration

and reduction in acute hospital services, to be
compensated by expanded provision of care
from GPs, community health services and social
care, rested on assumptions which either lack
evidence or run directly counter to the findings
of recent research and experience.

3.1 Describing the document: the
draft STP Version 1.0

The STP begins with a “"Case for Change”
section, much of which will be familiar to
anyone who has read any of the arguments
for the SaHF proposals. It insists that "Both the
NHS and local government need to find ways
of providing care for an ageing population

and managing increasing demand with fewer
resources”,

Graphics and diagrams are used to underline
the public health issues that help to explain the
levels of need for health care in North West
London, although the level of hospital resources
and the extent to which they are adequate are
not discussed even to the level they were in the
SaHF.

The Draft goes on to discuss the North West
London Vision “helping people to be well and
live well", which clearly nobody in principle
would object to. The authors of the STP Draft
appear convinced that effective ways to
prevent unhealthy lifestyles have been devised,
which can reliably deliver significant and
tangible cash savings to the NHS - beginning
almostimmediately. This is once again a central
assertion throughout the STP, asindeed itis in
NHS England's 5-Year Forward View, and as it
was in SaHF. However such wishful thinking is
not backed by any credible evidence.

12 NHS England (2015) NHS planning guidance 2016/17 - 2020/21

10

13 Instead we have projections of how much might be saved if
heavy smokers were persuaded to quit: itis claimed that if
100 smokers gave up it could save the NHS £73,000 after five
years — although the STP Draft does not give the reference
for this (p14). There is a much more ambitious claim (p21) that
“targeted interventions to support people living healthier
lives could prevent 'lifestyle’ diseases". The STP declares “an
Optimity study" (for which no reference is supplied) claims
“intervention to reduce smoking could realise savings over
5years of £20m to £200m for North West London." There is
no explanation of what this intervention may consist of, or
how much it would cost to intervene in this way with smokers
across North West London. Two pages on “radically upgrading
prevention and wellbeing” (p21-22) include a claim that
“targeting people at risk of developing long term conditions”
would “also prevent people from developing cancer” - for
which the STP cite Cancer Research UK, without offering any
actualreference. The fact that such interventions appear to
involve offering services to people who are notilland may
well not have sought NHS support is not discussed, and neither
are the practicalities of organising such a large-scale project.
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Nevertheless it appears to be a common
assumption in many if not all STPs, and has
recently been criticised in a Nuffield Trust report
that we referred to earlier™.

The case for change also offers a map of the
North West London boroughs (p16), with an
apparently random and varying list of bullet
points for each, making it impossible to make
any comparisons or draw any overall picture.

The financial challenge

The "Overall Financial Challenge" section paints
a Domesday “Do nothing” scenario™ in which:
the financial deficits of providers appear to rise
more than threefold from £190 million in 2015-
16 to £659 million in 2020-27; thereis a fivefold
increase in CCG deficits; and, a near ninefold
increase in total NHS deficits.

None of the working assumptions on which
these figures are produced are explained or
cited as references. Nor is there any exploration
of a "Do minimum" option to make the system
more efficient and work to contain demand for
services.

14 As Nuffield Trust Chief Executive Nigel Edwards has pointed
outinrespect of STPs: "Prevention receives a lot of attention
although there is concern in some areas about the level of
disinvestment from public health by local authorities. Making
the case for a return on investment is proving difficult but
there are a lot of ideas building on previous work with a strong
focus on obesity, exercise, alcohol and early years.

“There are no magic bullets, and while there may be
opportunities to undertake more radical redesign of some
services, most of the work is a detailed slog across a wide
range of different activities. Some of the ideas being proposed
are best described as ‘plausible hypotheses' and there are
some areas where the level of optimism about what can be
achieved and the scale of effect is dubious.” http://www.
nuffieldtrust.org.uk/blog/how-are-sustainability-and-
transformation-plans-coming-together

15 Quite obviously whatever is decided on the STP, “Do nothing"
is not a realistic scenario: the NHS has constantly adapted
and sought efficiency savings — which according to the Health
Foundation (Hospital Finances and Productivity, 2015) were
averaging just 0.4% a year from 2010 to 2015. By contrast
estimates by Monitor and NHS England, analysing the rate
of efficiency improvement up to 2012/13, found an annual
improvement of around 1.2% a year. Now the Five Year Forward
View and NHS leaders are seeking to deliver a further £22bn of
efficiency savings by 2020-21, which will require productivity
improvements of 2-3% a year.

Itis not clear if the steadily rising figures are
based on increasing population, projected
demographic changes or other issues. This
leaves no clarity on what action might be taken
to stem the increase.

Delivery Areas

The Draft then takes two to three pages

(in extremely small print) to cover each of

five Delivery Areas. Although some of the
relevant numbers have been inserted, plans
for investment and “Gross savings” for some
proposals are still “TBC" ie to be confirmed. The
Delivery Areas are defined as:

- Radically upgrading prevention and
wellbeing;

- Eliminating unwarranted variation and
improving long-term care management;

- Achieving better outcomes and experiences
for older people;

- Improving outcomes for children and adults
with mental health needs; and,

- Ensuring we have safe, high quality,
sustainable acute services.

Under this last heading (Delivery Area 5),

the Draft STP (p29) once again argues for
reconfiguring acute services, specifically
“Consolidating acute services onto 5 sites” —
thereby committing to the SaHF plan to run
down services at Ealing Hospital (already well
advanced) and Charing Cross, all while noting
formally that this is not accepted by Ealing or
Hammersmith & Fulham councils.

This is followed two lines laterin the STP by
text that seems to contradict it, inserted at the
insistence of LB Hammersmith & Fulham and
LB Ealing: this sets out criteria for any future
downgrading of the two hospitals. This wording
is repeated in the summary (p31), although

the same section also commits to closing the
paediatric unit at Ealing — another step towards
dismantling the hospital in its current form.

N
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Enablers

The following section of the draft STP discusses
“Enablers” which are expected to make the
Delivery projects deliverable. Sub-sections
address:

Estates which sets out proposals for “local
hubs" equivalent to Lord Darzi's idea of
“polyclinics”. One problem with this idea

is the lack of any capital for new sites and
buildings, along with a lack of clarity on
whether the Treasury will agree to the
retention of the proceeds of any land sales.

The Estates section (p34) also re-states
the contested SaHF plan for “consolidation”
of services on “fewer major acute sites’,
while again noting that this is not accepted
by LB Ealing or LB Hammersmith & Fulham.
Thus:

“Consolidate services on fewer major acute
sites, delivering more comprehensive,
better staffed hospitals able to provide the
best 7-day quality care.

Develop hospitals that integrate primary
and acute care and meet the needs of the
local population.

Trusts are currently developing their

site proposals, which will feed into an
overall North West London request for
capital from the Treasury, contained in the
strategic outline case to be submitted this
summer once agreed by all partners®."

(p34)

Workforce, with the document offering a
striking contradiction in a single sentence
- alarge reduction in resources combined
with a ringing statement of how important
the workforce is to the future NHS:

“There will be a 50% reduction in
workforce development funding for

staff in Trusts, however workforce
development and transformation including
the embedding of new roles will be pivotal
in supporting new ways of working and
new models of care. To meet our growing
and changing population needs, trainingin
specialist and enhanced skills (such as care
of the elderly expertise) will be required.”
(p35) [our emphasis)

Arecent King's Fund blog by Professor
Chris Ham has questioned whether the
“funding and workforce" can be found to
investin community services on the scale
required, arguing that “STPs should be read
with a degree of healthy scepticism"™. In
our view the lack of adequate numbers

of staff to deliver the proposed new
models of services could well prove to be
an even more difficult problem to solve
than the lack of funding or capital, both of
which could be addressed by a change of
government policy. Without a sufficient
supply of appropriately trained staff, and
with the possibility of recruiting from

the European Union uncertain, following
the Brexit vote, this issue could be a
gamestopper and one for which the STP
contains no clear proposals.

The Digital section is strongly centred on
the notion of using digital technology, apps
and other ways to get patients to lookafter
themselves and monitor their own long-
term conditions. Many of these ideas seem
to come from the USA, and there is no real
evidence of their applicability to the North
West London context and the NHS. Indeed
the STP has no coherent answer to the
pointit raises itself on page 37:

16 Itis not clear that this could be achieved if it is opposed by LB 17  http://www.kingsfund.org.uk/blog/2016/09/stp-leaders-
Ealing and LB Hammersmith & Fulham. challenges-care-budgets

12
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“Thereis a lack digital awareness and
enthusiasm generally among citizens and
professionals, requiring a greater push for
communication around the benefits of digital
solutions and education on how best to use it."

Primary care

Although referred to in earlier sections, the
development of primary care is not addressed
until page 39 of the STP, which offers figures
charting the expected increase in the elderly
population, along with the fact that North West
London has “the lowest GP and nurse workforce
supply baseline in London". In addition, 7.4% of
GPsare over 65 years old themselves: replacing
them runs into “recruitment and retention
challenges".

For all the additional tasks and responsibilities
GPs are expected to take on as part of the STP it
is perhaps surprising to find that the additional
investmentin GP services is just £58 million
across all eight boroughs over four years — just
over 20% of the current primary care budget.
This is barely more than the projected cost
pressures on the NHS each year, and well short
of the kind of investment that could create a
full-scale transformation of services.

The limited discussion of GP services and
primary care in the North West London STP
Draft suggests a correspondingly limited level
of engagement between those drawing up the
proposals and the GPs themselves, who have
often been presented as leading the CCGs and
the planning process since the 2012 reforms.
This is confirmed at a national level by Dr
Mark Spencer of the New NHS Alliance who
recently criticised STPs as not having involved
GPs sufficiently in the process, showing little
consideration for the issues posed for primary
care, and lacking in the depth and detail of how
and who will bring about change. He writes:

GPs will do it' would seem to be a much-
repeated mantra. Really? STPs should be closely
examined to determine the extent to which
primary care was included. [.. ]

“New Models of Care require integrated
provision across primary and community

services [...] Where are they going to come
from? Where is the leadership? \Where is the
local ownership? Where is the buy-in from
practices and frontline clinicians? A failure to
take the local workforce along this journey will
result in stagnation at bestand a complete
collapse at worst.1®"

Concluding sections of the STP look at how it
will be financed, how it will be delivered, and
review the risk management strategy. We look
at these in turn in the next sub-sections.

Financing the STP: savings targets are at the
centre of the proposal

The STP proposals focus on the need to make
“savings" of £1.3 billion™ by 2020. This is said

to be necessary to address the gap between
available resources and levels of need for
services that is projected to open up by 2020 as
a result of the continued under-funding of the
NHS and cuts in social care.

However the cash allocations to 2020 are
known and published, while the assumptions
on which the increased demand has been
calculated and translated into deficits for
commissioners and providers are not revealed.

Itis clear that if the government continues to
underfund the NHS and fails to keep up with
increased demographic and cost pressures,
inevitably problems will emerge. This has been
expressed in a most forthright way in a series of
articles and public statements by Chris Hopson,
Chief Executive of NHS Providers, representing
NHS trusts and foundation trusts. In a letter

to Dr Sarah Wollaston, Chair of the House of
Commons Health Committee™, he spells out
grim choices that must be made if no additional
funding is forthcoming. But it is a misplaced
analysis that portrays the consequences as the
emergence of deficits. The most likely result will
be deterioration in the quality and accessibility

18 Lancashire GP Dr Mark Spencer of the New NHS Alliance,
quoted in National Health Executive magazine http://www.
nationalhealthexecutive.com/Comment/stps-a-mile-wide-
and-an-inch-deep

19 Or maybe £1.2 billion, or £1.1 billion (depending on which figures
are uied, from which page in which Draft of the STP or the
SaHF).

20 http://www.parliament.uk/documents/commons-
committees/Health/Correspondence/2016-17/NHS-
providers-to-Sarah-Wollaston-05-09-16.pdf
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of services, as NHS managers are obliged to
prioritise the achievement of financial targets.

The reality, as will be discussed in section 4 of
this report, is that the NHS is prevented from
entering into large deficit positions and has had
a good record locally and nationally in achieving
net balanced positions, despite near identical
deficits being projected when SaHF was first
presented. This is not to deny pressures exist
but merely to emphasise that the measures
and powers lie with government and the
Department of Health to manage finances.

The fundamental weakness of the STP
documentis that it offers almost no concrete,
practical proposals on how the enormous
savings targets are to be delivered. At no point
do any of the proposals set out clearly who
would do what, in what premises, with what
funding, how many staff would be required, or
how they would be managed. In this respectitis
more of a wish list than a plan.

The detail as to how proposed savings will be
realised is lacking. For example, NHS England

Specialist Commissioning is assumed to make
a saving of £188 million. The narrative blandly
tells us:

“NHSE spec comm have not yet developed
the ‘solution’ for closing the gap, however it
is assumed that this gap will be closed" [our
emphasis]

Thereis a similar evasion over the “Balance to
be addressed": [our emphasis]

“Remaining gap of £31m to be addressed — post
2021"

Not only do the target savings fall well short

of the projected gap, but on closer inspection
almost a quarter of the £1.3 billion projected
gap between needs and resources is apparently
to be bridged through a (very precise) saving

of £303 million from the various proposalsin
‘Delivery Areas 1-5". @ See Appendix 3 for a list
of these “savings" as provided on page 42 of the
Draft STP V1.0.

21 SeeDraftSTP Ver 1.0, page 43.
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Half of the money to bridge the gap is supposed
to come from “Business as Usual savings” — in
other words more efficiency savings from the
acute hospital trusts, mental health, community
services, and the CCGs. It could be argued that if
this is "Business as Usual” then the "Do Nothing”
projections should include the anticipated £570
million savings — thereby drastically reducing
the gap. The effect of not including these
savings in the “Do Nothing" option is to make the
funding crisis appear worse. As section 4 of this
report makes clear, the financial problem has
never been as acute as the NHS presents it.

More importantly it is not clear whether there
is clarity within the NHS between the various
savings programmes. Each will only make
savings if staffing can be safely reduced but
how will it be possible to determine whether
staff cutbacks are business as usual or fall
within the delivery areas identified? This raises
the risk of "double-counting” of savings and
financial crises further down the road.

Plans for social care savings

From a local government perspective boroughs
are understandably keen to work with the

NHS on proposals that can lead to health

and social care integration — both to improve
resident experience and outcomes, and manage
financial pressure. Clearly there are significant
challenges to this but there are also areas
where plans have delivered some local success.
Ealing and Hammersmith and Fulham councils
are supportive of proposals in Delivery Areas
1-4 but these will require investment. It has not
helped that government funding for social care
has been reduced, while nursing homes are
under even more pressure.

The single page on Social Care Finances is
identical in the Executive Summary (p9) and
main text (p44), indicating that there is much
more development required to put flesh on the
bones of this outline, and set out clearly what
measures are expected from local government,
and what contribution can be made towards
this from the NHS.
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The argument for changes in social care follows
a familiar pattern. The social care "gap" by
2020/21is projected at £145 million: but the
largest contribution towards that — £63 million
- is expected to come from the boroughs using
their power to increase the precept for social
care in the council tax by up to 2%. This at

least is a real possibility, although it requires
the councils to raise the money from local
residents, with no NHS contribution. Itis not
clear from the Draft STP how much this would
actually raise, or how far this would represent a
real increase on existing plans.

From there onwards the proposals become
increasingly vague. We have checked with the
Director of Adult Social Services and Health
for Haommersmith and Fulham, Kensington
and Chelsea, and Westminster, Liz Bruce, who
confirmed that no additional explanatory
narrative has been produced so far. Thus we
find:

£25.5 million is sought from "STP local
government savings,” which are not
explained or defined;

£22 million is expected from “savings
through joint commissioning” — although
this is accompanied by a confusing table, in
which general headings (such as “demand
management® and resilience") appear

to be allocated random targets with no
explanation, and it is not clear at all which
sums are supposed to add up to £22 million;
and,

In addition there is another £15 million from
“savings share of health savings" (the meaning
of which is unfathomable).

22 Demand management most commonly refers to ways of
restricting access to services. The extent to which demand for
social care for some of North West London's most vulnerable
patients could be managed downwards is not really explained,
or what alternatives might be open to them and their carers
if existing social care spending is indeed held down in this
way. How it relates to the STP or to local government is not
explained - the phrase only occurs in this one table, as indeed
does "resilience”.

At the bottom of the page the STP Draft makes
clear that the savings projected can only be
achieved through investment of £21 million
ayear in 2017/18 "rising to £34 million by
2020/27".

To complete the £145 million target, there is
once again a "residual gap" of £19.5 million -
which is expected to come from the additional
£148 million Sustainability and Transformation
Fund (p44) of which £147 million is available for
investment (p45).

It appears that the savings as listed could be
worth £30 million to the NHS, and £25.5 million
to local government. All of these figures appear
to be totals covering all eight boroughs. There is
no detail on any of the projects that allows us to
deduce which boroughs are supposed to deliver
how much, or how. There is no way these
proposals can be seen as a clear plan of action.

Risks and action to be taken

The section of the STP on risks is wholly
inadequate as a summary of the risks and

risk management strategy required. It fails to
quantify the risks, to attribute probabilities of
risk events occurring or to describe an adequate
response to avoid risks and to manage risks.
The elephant in the room: what would happen
if after closing acute capacity more capacity
was required to cope with increased demand
and failures in demand management strategies
is hardly discussed; the response — to develop
a dashboard, monitoring progress - is of little
practical value.

This section seems more an article of faith
than based on any practical plans to deal with
the risks identified: the risks are great and are
certainly not commensurate with the actions
proposed to deal with them.
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To summarise

There are limited extra funds available through
the STP. The only figure that appears to have
any objective source is the assumption that
NHS England may make available £147 million
of the Sustainability and Transformation Fund
to North West London by 2020/21. This figure

is published by NHS England, in a list of current
and eventual allocations to each of the 44

STP Footprint areas: this shows that North
West London allocations for health and social
care arein any case set to increase from £3.64
billion to £4.09 billion. The Draft STP states that
the additional money — which would only be
available if a satisfactory STP planis submitted
- would increase that total to £4.24 billion.
However it should be remembered that the total
extra available (E148 million) is to be shared
among eight boroughs, eight CCGs, ten acute
and specialist trusts, two mental health trusts
and two community health trusts as well as the
392 GP practices.

In other words, while there is the promise of
some extra money in the pot, it would only
come later on, and with extensive strings
attached, the most important of whichiis

the ability of providers to eliminate deficits
when faced with double the level of targeted
efficiency savings that has previously been
achieved (see the discussion on p33-34 of this
report).

The extra money is small in proportion to the
scale of changes being considered and is purely
revenue to fund day to day services. There is no
significant capital available for the STP process,
and according to a recent Simon Stevens speech
to the NHS Confederation®, there s little
chance of capital being available to fund any
projects in the next five years.

This raises serious doubts over the viability

of much of the SaHF plan (which lay the
foundations for the STP), which requires
extensive capital investment. Thus, the
successful delivery of the STP proposals would
require significant capital investment by the
NHS and the Treasury.

3.2 Anexamination of the
evidence available on the
assumptions of the STP

The evidence supporting the STP proposals
lacks substance and is often flawed. Despite the
inclusion at the end of the STP of 78 endnotes,
some of which offer references to external
sources, not one of these is a reference to a
working example or even to experience of any
of these ideas being applied in practice.

No matter how worthy the aspirations that
inform the STP and SaHF proposals, there is
little there to convince us that they can deliver
anything like the large-scale financial savings
that the plans project. We are not alone in

that view. Our doubts over the evidence base
for many of the new models of care outlined

in the STP and our concerns that they do not
offer certainty of delivering the required level
of savings within the tight timescale required
by NHS England appear to be shared by NHS
Providers Chief Executive Chris Hopson, who
told a Westminster Health Forum event that
STPs are “not going to be the answer" to the
NHS funding gap, and will take much longer than
five years to implement. Hopson said: “There is
little evidence that moving to new care models
will release rapid or sufficient savings" 9,

23 NHS England (2016) Indicative 2020/21 STP funding including
transformation https://www.england.nhs.uk/wp-content/
uploads/2016/05/STP-indic-allocs.pdf

24 http://www.nhsconfed.org/news/2016/07/nhs-issued-
seven-point-plan-to-reset-finances
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25 http://www.gponline.com/new-care-models-promised-five-
year-forward-view-may-15-years-away/article/1408975.

26 Anrecentimpact assessment suggests the Government's
flagship diabetes prevention programme will only start saving
the NHS money by around 2030. http://www.pulsetoday.
co.uk/clinical/more-clinical-areas/diabetes/gp-led-diabetes-
prevention-scheme-will-start-saving-nhs-money-after-14-
years/20032793.article.
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For more detailed arguments at least seeking
to justify some of the projections and the
proposals themselves we need to look not

at the STP itself, but at the Local Services
Transformation document, drawn up for the
North West London Collaboration of CCGs

by Shona Fearn, principal consultant at PA
Consulting@”.

This important document, which has only so far
been made publicly available by campaigners
online, unfortunately breaks down the same
basic proposals as the STP into different
headings. But it clearly spells out (p20-27) the
widely-reported ambition to enable a reduction
of over 500 beds (in fact the total is 591 beds).

According to the plans set out, this is to be done
through “demand management”. The document
breaks down how the target figure for bed cuts
and the associated financial savings, estimated
atalmost £150 million, have been derived:

once again all of the aspirations are laudable in
themselves, but not necessarily achievable or
affordable in the way envisaged®®.

The key proposals in this document and the
cited evidence are summarised in Appendix 4,
together with our note showing what further
elements would be required to allow them to be
implemented. Itis also clear from our analysis
in Appendix 4 that the evidence to support
these hugely ambitious savings and closures

of hundreds of currently busy hospital beds is
flimsy, lacking or simply inappropriate.

27 FearnS., ScottA. (2016), Paper 3.1. NWL Local Services
Transformation, NW London Collaboration of CCGs, May 27,
revealed in papers to Brent Healthwatch, June 2016. Now
available at: http://www.healthcampaignstogether.com/
pdf/Paper%203-1%20NWL%20Local%20Services%20
Transformation.pdf

28 As Siva Anandaciva of NHS Providers notes in a guest blog for
the Nuffield Trust: “the early indications are that these demand
management initiatives take longer than we think to deliver
concrete changes; are harder to implement than we think; cost
more money in the early years than we think; and are effective
on a smaller scale and patient population than we think.
These new ways of working also seem focused on delivering
greater value for the same level of NHS funding, rather than
aggressively taking costs out of the NHS in the same way
that closing hospital beds and reducing the size of the NHS
workforce do.”

http://www.nuffieldtrust.org.uk/blog/we-might-need-magic-
carpet-cross-financial-bridge

The STP process and SaHF have also avoided
taking into account a growing body of important
evidence that questions their core assumptions.
We turn now to look at recent evidence

from independent bodies showing how the
assumptions underlying the STP lack any
foundation in reality.

Independent evidence on models of change

The lack of any coherent or convincing national-
level plan for integrated care, to take account of
the levels of need of older people and support
them in their own homes was highlighted by

a highly critical report from the Commons
Public Accounts Committee on Adult Social
Carein England in July 2014, Having taken
evidence from the Department of Health and
the Department for Communities and Local
Government, the all-party committee noted:

“The Departments do not know whether
the care system can become more
efficient and spend less while continuing
to absorb the increasing need for care. [.. ]
Local authorities' cost savings have been
achieved by paying lower fees to providers,
which has led to very low pay for the

care workforce, low skill levels within the
workforce, and inevitably poorer levels of
service to users. [...] [our emphasis]

“We are concerned that the Departments
have not fully addressed the long-term
sustainability of the adult social care
system, and that its policies to drive change
(the Care Act and the Better Care Fund) are
not supported with new money and do
not acknowledge the scale of the problem.
[...] The Departments acknowledge that
they do not know how local authorities
will achieve the required efficiencies, but
still believe the ambitious objectives of
implementing the Care Act and integrating
services are achievable." (p6) [our
emphasis]

29 http://www.publications.parliament.uk/pa/cm201415/
cmselect/cmpubacc/518/518.pdf
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“The Department of Health acknowledges
that it does not know whether some
preventative services and lower level
interventions are making a difference.”" (p7)
[our emphasis)

“The Department for Communities and
Local Government told us that they did not
know how local authorities would be able
to maintain spending on care for adults
and improve outcomes in a situation where
needs were increasing but overall public
funding was falling." (p12) [our emphasis]

To complete the picture of central government
ignorance and indifference to the viability of
adult social care services, the Public Accounts
Committee found: “The Department of Health
recognised the need for greater research in
these areas, and it acknowledged that the lack
of evidence on what works and how changes
should be implemented was a barrier to
integration of health and social care." (p13)

Afurther fundamental problem with
implementation of the Care Act, according
to the ADASS (Association of Directors of
Adult Social Services) report at the end of
2014, is that according to an LGA poll of 54
councillors leading adult social services, not
one was very confident that its provisions
could be implemented in 2015-16, only six
declared themselves “very confident", while 46
were either “not very confident” or "not at all
confident” that the funds would be there.

The Nuffield Trust has carried out further
appraisals of the experiments in integrated care
undertaken so far in North West London®?. The
Trust reported:

“The costs of the programme to date are
not insignificant: £24.9m over the three
years 2013/14 to 2015/16, of which £7.9m
was spent during the first two years on
management consultancy to provide
specialist expertise and support.

30 "Puttingintegrated care into practice: the North West London
experience" Nuffield Trust, October 2015.
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“Unsurprisingly in the current financial
climate, the evaluation reported findings
that questioned the value of such levels
of investment in both management
consultancy, and the programme team,
as well as evidence that their support had
been positively appreciated.

“Itis likely that the programme will need

to account more explicitly for the cost-
effectiveness of its current and past
spending, especially in the absence of
evidence, to date, that it has secured
significant levels of service change on the
ground”. (P5 "Key Findings") [our emphasis]

A Nuffield Trust seminar in 2015 to review

the evidence on Out of Hospital services and
other demand management tactics confirmed
that there was some evidence that facilitating
rapid discharge from hospital would enable
reductions in acute capacity. Butit also

found that the success of all other demand
management experiments was very limited,
with experiments proving small scale, not
reproducing significant impacts or significant
savings®". [our emphasis]

Areportin April 2016 from the Policy Innovation
Research Unit®” concludes:

“Embedding large-scale cultural change

is not a short-term process. So far, as we
have seen, the extent to which the Pioneers
have delivered actual changes to service
patterns and service delivery is modest.
We do not have the data to quantify

this precisely, and would face the usual
difficulties of attributing causation even if
we did." (p120)

31 This has been followed up with a recent phone appointment
with Nigel Edwards, Chief Executive of the Nuffield Trust,
who reaffirmed these findings as representing the up to date
evidence.

32 Erens B (2016), “Early evaluation of the Integrated Care and
Support Pioneers Programme”, PIRU, www.piru.ac.uk/assets/
files/Early_evaluation_of_IC_Pioneers_Final_Report.pdf
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“In addition to the inherent difficulties of
large-scale transformative change, the
environment in which the Pioneers are
operating is getting harsher and, in many
respects, increasingly unsupportive of
whole systems transformation.” (p121)

Evidence on the impact of integrated care on
demand for acute services

A large part of the underlying thinking that
informs the SaHF and the STP relies on a greater
role for social care and primary health care to
reduce the workload on hospitals. An increase
in out-of-hospital provision is supported by all
North West London local authorities, including
LB Ealing and LB Hammersmith and Fulham, but
to ensure adequate levels of patient care are
maintained, this must be seen to be delivered
and effective before any reduction in acute
services can be considered.

The more detailed breakdown in the “Local
Services Transformation document " (Paper 3.1)
of how integrated care is supposed to reduce
pressure on A&E and avoid almost 3,000
hospital admissions cites as “Evidence for these
assertions"¢?:

“Evidence on the impact of case
management is promising but mixed. It is
usually difficult to attribute any system
changes explicitly to case management

as there are often multiple factors at play,
and as case managementisn't a standard
intervention - it can be implemented

in a variety of different ways. Case
management works best when it is part of
a wider programme where the cumulative
impact of multiple strategies can be
successful inimproving patient experiences
and outcomes.

33 Local Services Transformation document (p21), available:
http://www.healthcampaignstogether.com/pdf/Paper%20
3-1%20NWL%20Local%20Services%20Transformation.pdf

“In the US, when compared with a control
group, older people enrolled in the PACE
programme (case management) showed

a 50% reduction in hospital use and

were 20% less likely to be admitted to a
nursing home. They did, however, use more
ambulatory care services. Evaluations of
Guided Care have found similar results.

“Evercare was trialled in the UK after
success in the US, but unfortunately

only showed negligible results. In Wales,
an evaluation of case management
showed a reduction in non-elective
admissions of 9.1% compared to a control
group (and preintervention years) and
areduction in length of stay of 10.41%.
Despite mixed evidence on the impact

of case management on capacity in the
system, there is strong evidence that case
management results in anincrease in
patient satisfaction.”

In our view such reliance on US evidence is
flawed. It is not surprising that trials of US-
developed systems such as Evercare showed
negligible results. The US health care system
spends close to twice the UK share of GDP on
health care, and arguably suffers from over-
diagnosis and excessive interventionism in
contrast to the NHS; it spends 50% less on
social care and much less on primary care,
leading to stories of dumping of sick patients on
the street after early discharge from hospital
when funding runs out. So of course it may be
possible to make the US system appear to work
better by spending a little more on social care,
especially where — unlike the English situation
- the system s run as an integrated whole. The
same increased efficiency from an integrated
system can also be seen in the better-resourced
systems run through local governmentin
Scandinavia.
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In England however the financial situation for
social care remains extremely challenging,

with planned savings for adult social care in
2016/17 of £941 million (7% of net adult social
care budgets). Funding for public provision for
adult social care fell by over 10% in cash terms
between 2010/11and 2014/15 from £14.9 billion
to £13.3 billion; in real terms it fell by an average
of 2.2% per year between 2009/10 and 2014/15,
leading to a 25% reduction in the number of
people receiving publicly-funded social care.
This is leading to increases in bed days lost
caused by delayed discharges because social
care was not available (see page 38 of this
report).

A survey of all English social service
departments by the Association of Directors

of Adult Social Services found that fewer
savings are proportionately being made from
efficiencies and more from reducing frontline
services. There are also now next to no further
efficiencies to be made from squeezing provider
fees paid, or raising income from fees and
charges to customers.

In cash terms, where a breakdown was
specified, Directors said that 51% of the
identified cuts will directly affect services for
older people and 31% will affect people with
a learning disability; 18% of the cut will be to
personal budgets, meaning reduced levels of
care for those receiving it and care for fewer
people overall.t”

34 ADASS (2016) Budget survey 2016, Association of Directors of
Adult Social Services, available https://www.adass.org.uk/
adass-budget-survey-2016-full-report
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Assumptions behind cuts in hospital services

All of the published plans for downsizing and
downgrading hospitals and reconfiguration of
acute services in London - and elsewhere in
England - rest on the same largely unproven
assumptions that large numbers of seriously ill
people can be kept out of hospital by services in
the community or from primary care — and that
such provision can save money compared to
existing services.

In South East London the once-threatened
Lewisham Hospital has been merged with
Queen Elizabeth Hospital in Greenwich, formerly
a component of the now-dismembered South
London Healthcare Trust. This put the deeply
flawed plans of the Trust Special Administrator
- whoinitially called for the closure of most
acute services at Lewisham as part of a costly
“rescue” package for South London Healthcare
- to the test. The failure was spectacular. Dr
Tony O'Sullivan, a consultant paediatrician at
Lewisham & Greenwich Trust told the People's
Inquiry of a CQCinspection in February 2014:

“One of the major CQC findings was that the
Queen Elizabeth emergency department's
acute pathway was not fit for purpose: and

the subsidiary finding was that the QE had far
too few beds. | think they quoted 75 or 80 beds
were needed in order to unjam the log jam of
patients pouring into the A&E not being able

to be admitted to wards, backing up into the
ambulances in the car park, and then fines being
imposed for those."

“So, far from the TSA proposal that 450 beds
could be lost from the local South East London
health economy, the CQC said that as of that
moment the local health economy didn't have
enough beds." >

35 http://www.peoplesinquiry.org/pdf/Tony%20Sullivan%20
11%20Dec%20TS%20draft.pdf
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The evidence for cost savings from developing
GP and community out-of-hospital initiatives is
also very limited. Research published in 207126
surveying all out-of-hospital initiatives failed to
demonstrate savings.

Similar findings were highlighted by the
Commission on Hospital Care for Frail Older
People, set up by the Health Service Journal

and conducted by a group of experts led by the
respected University Hospital Birmingham Chief
Executive Dame Julie Moore. After surveying the
evidence, the Commission concluded it was a
‘myth" that measures such as the “integration”
of health and social care, and improved services
in the community would reduce the need for
hospitals or bring cash savings for the hospital
sector. While better community services were
desirable, the report argues that this would only
delay rather than avoid the need for hospital
stays:

“The commonly made assertion that better
community and social care will lead to less
need for acute hospital beds is probably
Wrong_"(37)

Candace Imison's report from the King's Fund
makes similar points:

“There have been very few studies to
assess the impact of centralising A&E
services. The limited evidence available
suggests that if services are centralised,
there are risks to the quality of care where
the centralised service does not have the
necessary A&E capacity and acute medical
support for the additional workload. A
proportion of A&E attenders can safely be
seen in community settings,

36 PurdySetal.(2012). Interventions to reduce unplanned
hospital admission: a series of systematic reviews: final
report. Bristol: University of Bristol, available http://www.
bristol.ac.uk/media-library/sites/primaryhealthcare/
migrated/documents/unplannedadmissions.pdf

37 Barnes, S. (2014) Integration will not save money,
HSJ commission concludes, Health Service Journal,
19 November, 2014 available http://www.hsj.co.uk/
news/acute-care/integration-will-not-save-
money-hsj-commission-concludes/5076808.
article?blocktitle=News&contentID=8805#.VG41volybxk

but thereis little evidence that developing
these services in addition to A&E will
reduce demand.” ¢®

Her report concludes:

“The reconfiguration of clinical services
represents a significant organisational
distraction and carries with it both

clinical and financial risk. Yet those who

are taking forward major clinical service
reconfiguration do so in the absence of a
clear evidence base or robust methodology
with which to plan and make judgements
about service change."

Another Nuffield Trust report, designed to
show that better integration of social care and
hospital care would reduce demand for acute
care, concluded:

“Our research did not detect lower use of
hospitals for the British Red Cross group
compared with a matched control group
over the longer term. In fact, the evidence
suggested that emergency admissions may
have been slightly higher in the British Red
Cross group.

The results reinforce the challenges
around reducing rates of emergency
hospital admission. This is a common
concern across health services, and one
that has proved difficult to convincingly
address. In the absence of well-accepted,
evidence-based solutions to reducing
emergency admissions, there is a need to
subject promising new interventions and
models of service provision of this type to
thorough evaluation.” 9

38 Imison C, Sonola L, Honeyman M, Ross S (2014) The
reconfiguration of clinical services What is the evidence?
http://www.kingsfund.org.uk/sites/files/kf/field/field_
publication_summary/Reconfiguration-of-clinical-services-
kings-fund-nov-2014.pdf

39 Georghiou T., Steventon A (2014) Effect of the British Red
Cross 'Support at Home' service on hospital utilisation http://
www.nuffieldtrust.org.uk/sites/files/nuffield/publication/
red_cross_research_report_final.pdf
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A 2012 analytical paper in the BMJ by Professor
Martin Roland and Gary Abel“” went further,

to question the received wisdom that hospital
admissions could be reduced and costs cut by
improving primary care interventions, especially
aimed at those of high risk (whose chronic
health problems often lead to them being
pejoratively dismissed by NHS bureaucrats as
“frequent flyers").

Among the bevy of myths dispelled by this
study is the illusion that high-risk patients
account for most admissions, or that case
management of such patients could save
money:

“most admissions come from low risk
patients, and the greatest effect on
admissions will be made by reducing risk
factors in the whole population. [.. ]

[...] even with the high risk group, the
numbers start to cause a problem for any
form of case management intervention

- 5% of an average general practitioner's
listis 85 patients. To manage this caseload
would require 1to 1.5 case managers per
GP. This would require a huge investment of
NHS resources in an intervention for which
there is no strong evidence that it reduces
emergency admissions."

Roland also points out the difficulties

of assessing the effectiveness of those
interventions that have taken place because
of fluctuations in numbers of admissions
even among those at high risk. Some of

the interventions that have been piloted,
providing case management for high-risk
groups of patients, have proved not only
ineffective, but to result in increased numbers
of emergency admissions — possibly because
the increased level of care resulted in additional
problems being identified. Indeed three trials
of interventions have had to be abandoned
because of increased deaths among the
patients involved. Roland warns that an
additional unintended negative consequence

40 Roland, M. Abel, G. (2012) Reducing emergency admissions:
are we on the right track? BMJ 2012;345:e6017, 16 September,
http://www.bmj.com/content/345/bmj.e6017
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could result from GPs feeling under “excessive"
pressure not to refer sick patients to hospital.
Roland criticises the failure of many plans
aimed at reducing hospital admissions to
consider the role of secondary care, and
improved collaboration between GPs and
hospital colleagues.

Subsequent research involving Roland raised
even more questions over the value of case
management as a means to deliver cost savings
or reduce emergency admissions:

“Evidence shows that case management
improves patient satisfaction with care,
promoting high levels of professional
satisfaction and reducing caregiver strain,
butits impact on reducing future emergency
admissions has not been demonstrated in
systematic reviews of randomised controlled
trials (RCTs). [...] Current evidence does not
support case management as an effective
intervention for reducing emergency
admissions, despite the effort it requires from
the primary care team".“?

Hope over experience: experiments with
Accountable Care Partnerships

The STP in North West London also sets

the goal of establishing ‘Accountable Care
Partnerships'across the whole of North West
London by 2020/21 as one of the key ways to
deliver the new system“?, Accountable Care
Organisations, which Simon Stevens agrees are
an American-style system,“? are proposed in
the 5-Year Forward View.

41 Wallace E., Smith 5.M., Fahey T., Roland M. (2016) Reducing
emergency admissions through community based
interventions, British Medical Journal, January 28, BMJ
2016;352:h6817

42 See Draft STP Ver 1.0, pages 10,11, 26, 47, 48.

43 Stevens will be familiar with the concept from his years in
the US as a senior executive of the leading health insurer,
UnitedHealth.
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Inan ACO the provider organisation receives

a fixed budget based on the population to be
covered, and takes on the risk of being able to
deliver the services and retain a surplus. If the
costs overrun, the provider takes the hit.

The circumstances however are different in

the NHS. In the US the source of funding is
through insurance companies rather than the
public money of the NHS, and of course many

of the providers are in the private sector: but
here in the UK the prospect of private health
corporations coming in to take up ACO contracts
would be controversial.

Establishing an ACO in a locality would also
effectively outsource the commissioning role
of the CCG. An ACQ is unlikely to work without
substantial investment in community-based
health care, enhanced primary care and the
establishment of social care to minimise
demand for hospital care and support people
living at home, requiring additional investment.
And in England, even with an ACO in place
continued bureaucracy would also be needed to
“monitor” the service: it is not a cheap option if
done properly.

Moreover it appears to be little understood
that the effect of ACOs would be to overturn
the intent of the legislation enshrined in NHS
law since 1990: that of the purchaser-provider
split with its role for competition to improve
performance and remove perverse financial
incentives for providers not to provide health
care. This is also likely to generate controversy
and potential legal challenges may emerge.

Both of Stevens' main suggestions of new
models of health care — Multi-Specialty
Community Providers, to be led by GPs, and
Primary and Acute Care Systems to be led by
acute trusts - could potentially be delivered as
ACOs.

The STP process has not replaced, but

been added on to the machinery of NHS
administration established by the 2012 Health
& Social Care Act, which entrenched the divide
between commissioners and providers, and still
obliges CCGs to put an ever-increasing range

of services out to tender, or open up to “any
qualified provider”.

Any attempt to roll out ACOs in the NHS should
also take account of some of the problems they
are causing in the USA, where providers are
effectively required to operate as insurers, and
many are finding the profits non-existent, and
going out of business.

The NHS - unless it is substantially and very
visibly reorganised - offers only limited options
to exclude high risk, and potentially costly
patients. This makes capitation-based funding
an unattractive gamble for private insurers,
who would end up with any deficit.

Attempts to launch ACOs in England have been
limited so far, although fresh moves to open
up contracts and the lure of a share of the £1.8
billion “Transformation Fund" no doubt means
more will be tempted.

Some local ACOs are already happening, with
the most high-profile one in Northumbiria,
where NHS England has provided £8.3 million
over two years to kick-start an ACO covering
320,000 people and led by Northumbria
Healthcare Trust, starting in April 2017.

Recently Dudley CCG has been first to propose

a new type of contract, announcing it will be
opening up a competitive tendering process

for an ambitious 10-15 year £240 million per
year contract for a ‘Multispecialty Community
Provider' to take on an ACO role, as advocated
by NHS England. The contracting process
means that it could be an early test of the
enthusiasm of the private sector to compete for
this large but risky element of the NHS budget.
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3.3 Summary

This section has set out an extended analysis

of the STP proposals as published so far, the
assumptions behind them and the evidence that
supports them. It makes clear that the STP is
based on the plans and assumptions drawn up
by the SaHF programme, which have already
been examined by the independent Mansfield
Commission.

Developing drafts of the STP have not been
adequately shared with the boroughs or with
the wider public. The confidential process

of development has also meant that council
leaders have been pressed to sign incomplete
documents without the opportunity for proper
examination or scrutiny, even though it is now
clear that the full document includes obligations
on each borough.

Despite ostensible stress on service
improvement and integration, the main focus
of the STP, even more so than the SaHF, is on
financial savings. However the assumptions
on which the financial effects of changes are
calculated is not transparent, making full
scrutiny of the proposals impossible.

The section of the STP setting out proposals for
saocial care remains incomplete and lacks any
clear explanation of the details of the general
proposals. Itis clear that the additional funding
that might be available to boroughs as part of
the STP process is very limited.

As noted above, the full implications of the

STP proposals are only set out in a separate
document,“® the Local Services Transformation
document. This sets out proposals mapped
against projected financial savings and
reductions in beds required, together with

the evidence that has been used. \We have
summarised these in tabular form in Appendix
4 with notes identifying key missing elements
and weaknesses in the evidence. Itis clear from

44 Paper 3.1. NWL Local Services Transformation (May 27 2016), a
27-page report produced by management consultants for the
North West London Collaboration of CCGs, and now available
at: http://www.healthcampaignstogether.com/pdf/Paper%20
3-1%20NWL%20Local%20Services%20Transformation.pdf.
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this breakdown that the planned savings will
be largely achieved by closing 500-600 beds in
Ealing and Charing Cross.

We have also provided an update on and
reminder of the substantial independent
evidence now published which questions
the underpinning assumptions and financial
projections of SaHF and the STP. This section
concludes with a brief critique of the STP
proposals to establish "Accountable Care
Partnerships”, following a US model that is
proving to be problematic even in the US.

In summary, thereis little if any evidence
available to support the proposals advanced
in the SaHF and now the wider STP in North
West London, but there exists a large body of
evidence that would raise serious questions
about whether it can deliver the promised
benefits. If the objective is to transform and
integrate services, it is clear that capital is
required, along with a process that establishes
and tests out the alternative provision of
services before busy acute beds are closed
and hospitals downgraded. In other words

a serious proposal along these lines would
require investment up front to cover double-
running costs and the eventual phased closure
of redundant beds: any savings could only be
generated in the long term, not immediately.
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4 Current financial position in North West
London: no basis for panic measures

This section sets out the NHS financial position
in North West London, and places it in a national
context. It goes on to examine the finances
behind the STP before drawing some brief
conclusions.

4 NHS finances in North West London

The context for assessing the current

financial position in the NHS as a whole is well
summarised by the Health Foundation“> as one
of reduced funding, high demand for services
and reductions of 25% in the people receiving
social care.

In this context of financial stringency we assess
the recently reported position within North
West London. Table 4.1 shows the total financial
position for North West London NHS budgets
for 2015-16. It is based on our analysis of year-
end accounts, where possible, or final year
figures as reported in year-end financial reports
to Boards. The figures are however not without
ambiguity and require some commentary. For
example technical adjustments have been
made to balance sheets at Imperial College
Healthcare that affect the published year-end

45 "The NHS in England is currently halfway through the most
austere decade in its history. In the 2015 comprehensive
spending review, the government committed to additional real
terms (adjusted for inflation) funding for health of £4.5bn by
2020/21. This means that NHS funding in England will have
risen by an average of 0.9% per year in real terms between
2009/10 and 2020/21. This is well below the average real
terms increase of 3.7% per year since its creation in 1948, and
a far cry from an average increase of 8.6% per year between
2001/02 and 2004/05. It will be the lowest ever rate of funding
growth over a 10-year period.

“Pressures on NHS providers grow by around 4% every year,
due to a growing and aging population as well as rising costs,
expectations and prevalence of long-term conditions. At the
levels of funding provided, the NHS is struggling to meet these
demands and cost pressures.

“Funding for public provision for adult social care fell in real
terms by an average of 2.2% per year between 2009/10 and
2014/15, leading to a 25% reduction in the number of people
receiving publicly funded social care. It is hard to identify the
additional burden this has placed on NHS services, but due to
the strong interdependency between health and social care
services, itis likely to have had an impact on the demand for,
and cost of providing services.

‘Following the comprehensive spending review in 2015, public
funding for adult social care is planned to rise by an average of
0.6% per year in real terms between 2015/16 and 2019/20. This
increase in funding is welcome, but still below the projected
rate of increase for demand pressures of 4% per year. It is
therefore likely that the level of unmet need for adult social
care willrise in the near future." Lafond S., Charlesworth

A., Roberts A. (2016) A perfect storm: an impossible climate

for NHS providers' finances? An analysis of NHS finances

and factors associated with financial performance, Health
Foundation 2016.
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deficitin the annual accounts but will not affect
the operating deficit. This has been excluded.
Other non-recurring factors that may have
affected year-end performance will have been
incorporated in year-end figures.

However the figures are revealing. All CCGs
are showing a surplus, with a net surplus of
over £88 million. There is also a significant
underspend figure for NHS London locally
commissioned expenditure (£26.5 million) —
as thereis for NHS England as a whole (£599
million).

The commissioners' surpluses act to offset
deficits in North West London providers®“®.
The recently reported aggregate Department
of Health Annual Accounts 2015/16 showed
arelatively trivial £0.1 billion deficitona £110
billion-plus budget, and thus reflected a well-
managed outturn.

46 Consolidated 2015/16 Year-end Financial Report: Paul Bauman
NHS England May 2016.
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Table 4.1: North \West London NHS financial outturn, 2015/16

Areview of Shaping a Healthier Future and the North West London STP

Providers Year-end outturn Year-end outturn Year-end outturn
2013/14 (Em) 2014/15(Em) 2015/16 (Em)
Imperial College Healthcare 15.1 15.4 -30
London North West Healthcare -24.9 -88.3
North West London Hospitals -23.3 -219
Ealing 17 -9
West Middlesex -5 -19
Chelsea and Westminster Hospital 6.2 2.4 -8.9
Hillingdon Hospital -0.7 -1.6 -6
Central & North West London 4.6 -2.3 29
West London Mental Health -15.4 9.4 5
Total provider financial position -1.5 -40.4 -125.2
CCGs
Hillingdon -5 3.3 75
Ealing 6.9 10.5 76
Harrow -10 01 2
Hounslow 1.9 6.9 6.3
Hammersmith & Fulham 12.3 13.2 9.2
Brent 336 326 219
Central London 169 13.4 8.6
West London 29.6 31.5 257
Total CCG financial position 86.2 1.5 88.8
Net North West London position 84.7 71 -36
NHS London (locally commissioned expenditure) 189 N/a 26.5
NHS England surplus 790 372 538.7

Notes: 1Figures extracted from Board reports submitted by Trusts and CCGs or published annual accounts; 2 The
reporting of figures for London North West Hospitals comprises the former North West London Hospital trust and
Ealing Hospital trust, which merged mid-way through 2014-15;
3 West Middlesex and Chelsea and Westminster hospital merger for 2015-16; 4 Technical adjustments to figures
notimpinging on future performance are excluded eg Imperial operating deficit was £30.1m but was £47.9m after
adjustment for change in property values; 5. This overall position differs slightly from the 2015/16 position cited in the
STP (seep19). Itis not possible to reconcile the differences owing to the lack of detail provided in the STP but itis Likely
these are caused by the differing treatment of non-recurring factors or the inclusion of the performance of nationally
important specialist trusts not previously included in SaHF planning.
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Of courseitis true that figures summarised for
the past three years demonstrate deterioration
in the net financial position: but they also show
good overall levels of control. The problems
are concentrated within the acute trusts,
London North West Healthcare (LNWH) and
Imperial Healthcare. We have attempted to
meet with both trusts to explore further the
reasons for this deterioration although to date
neither trust has been available. It is of concern
that both organisations have already begun
implementation of the SaHF programme before
a full Business Case has been completed.

The SaHF plan declares the aim of making
improvements to quality of services and on
the sustainability of finances: however the
immediate results are deterioration in both.
Further details will be available in section 5 of
this report (on System Performance). As far as
LNWH is concerned, an examination of the M12
finance report for LNWH®“” and the Confidential
Report“? into the closure of A&E services in
North West London suggest the following
factors may be playing a part:

A&E activity was 14% higher than planned
but was not fully funded; and,

Fines and penalties due to failure to

meet contract KPIs and metrics, and
relevant block / threshold deductions,
totalled £25.1 million, of which £5.6 million
was reinvested as part of the year-end
settlement with local commissioners.

Planned savings from the merger with Ealing
were not fully achieved, because additional
capacity had to be commissioned to meet
demand and a shortage of beds.

47 LNWH Integrated Performance and Finance Report: Month 12 -

March 2016 Version: Final

48 Retrospective review of impactin NWL of A&E changes
at CMH and HH, NHS England 20th March 2015, https://
www.england.nhs.uk/london/wp-content/uploads/
sites/8/2015/11/ae-diagnostic.pdf

28

Despite this, the overall position is at odds with
alarmist reports suggesting runaway “deficits”
within the NHS and the implication that

urgent action, bypassing normal governance
arrangements, must be taken to correct this.
The deficits are also at odds with projections
of a £1billion deficit in North West London that
were made as the SaHF programme was put
together five years ago.

NHS England has responded to renewed claims
of financial problems emerging within providers
in2016/17:

“NHS England will be taking action to
address its very marginal forecast
overspend (less than 0.1% of allocation)

as at month three, so that despite the
significant risks, we achieve a balanced
year end position. We are working with NHS
Improvement to stabilise finances this year
and to kick-start the wider changes needed
toimprove services, as set out in last
week's financial reset’ document”.

This appears to suggest there was no need for
undue concern. However that is not the attitude
that has been shaping NHS England initiatives
to reorganise the NHS into 44 local “footprint”
areas, and impose much tighter, centralised
discipline over budgets. The NHS is being

told to prioritise financial control to achieve
unprecedented levels of increased efficiency. If
this is not achieved there will be no money for
“Transformation”.
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In July 2016 the NHS announced a Financial
“Reset"“?, outlining how NHS finances will be
brought back into balance nationally. The main
components of the plan are:

1. todistribute £1.8 billion of additional
resources:;

2. tosetfinancial control totals for every
provider and CCG;

3. rigorous implementation of tighter agency
staff controls;

4. accelerated deployment of RightCare (“a
new programme promoting Value") to all
health economies during 2016/17,

5. national action to implement Lord Carter's
recommendations on operational efficiency;

6. creation of efficiency improvement
and intervention capability within NHS
Improvement; and

7. transformational efficiency programmes
being developed through STPs.

The Financial "Reset” (p3-4) makes it clear that
provider trusts and CCGs will be expected to live
within the public resources made available by
Governmentin 2016/17. NHS Improvement has
set a target to cut the combined provider deficit
to around £250 million in 2016/17 and to bein
recurring balance (excluding one-off factors) by
the commencement of 2017/18. A two-year NHS
planning and contracting round for 2017/18 and
2018/19 has been launched, to be completed by
December 2016, and linked to agreed STPs. Any
commitments for future years are subject to
this planning round being completed.

Arecent report by Sally Gainsbury for the
Nuffield Trust “Feeling the Crunch: NHS
finances" (August 2016) summarises the extent
of the challenge being placed on services. This
report notes that what s required is:

49 “Strengthening Financial Performance & Accountability
in 2016/17" published jointly by NHS England and NHS
Improvement dated 21 July 2016

“level of recurrent, sustained efficiency saving
[that] has never been achieved to date and
would still require funds to be taken from the
Sustainability and Transformation Fund (S&TF)
to balance provider deficits in the meantime.”
[our emphasis]

“The S&TF can only be spent once. If most of
the funds are used to plug the deficit, there will
be little money for the transformative service
change that is required to modernise and
reshape NHS services for long-term financial
sustainability.” (p4) [our emphasis]

Put plainly, Gainsbury reports that NHS provider
income has been reduced by the simple
expedient of reducing tariffs by 4%. Unless
providers make savings of this order there

will be no money for investment in “Service
Transformation”,

But she goes on to say:

“The NHS is relying on service change and
new models of care to curb the growth in
activity and treat patients more cheaply.
This is highly unlikely without access to

the S&TF for transformation. As such the
two tasks of huge provider efficiencies and
successful commissioner investment in
reducing demand growth need to happenin
a timely and coordinated fashion."

“If commissioners fail in their attempts

to reduce the rate at which demand is
growing, or if additional funding cannot

be secured, the NHS will face some
unpalatable decisions in order to curb the
growth in activity and bring the books into
balance. These could include extending
waiting times for treatment, raising the
threshold at which patients become eligible
for treatment, cutting some services
altogether, or closing whole sites or
hospitals”. (p4) [our emphasis)
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The Financial “Reset"” and Gainsbury's recent
report only confirm our view that, for all the

lip service to “Transformational Efficiency”,

the heavy lifting to bring NHS finances into
balance by 2017/18 will be achieved by the
simple expedients of providing extra resources,
squeezing down on prices paid to suppliers and
the tariff paid to acute sector providers, and
establishing tighter staffing controls.

This is the problem frankly admitted by Sir
Richard Sykes, former Chair of NHS London and
now chair of Imperial College Healthcare, which
runs Charing Cross Hospital and is one of the
key organisations involved in drawing up the
STP.

He was filmed speaking to campaigners ahead
of the trust's annual meeting on 14 September
2016, when he said:

“The NHS is suffering today very badly. If
you go back to 1948, it's gone through these
periods when it's been cash-strapped.
Today it's really cash-strapped...

The capacity justisn't there at the moment. The
A&E is a big problem. Waiting times are a big
problem. Referral to treatmentis a problem...

This is happening not just here but throughout
the country. The finances are very, very
strained...

The problem is funding. There is no money. |
can't getit."©”

We are not against experiments in new
practices and working methods, or against
making changes, but before this is attempted
we want to see not only coherent plans but also
proof that these will be both clinically effective
and represent value for money. The jury is still
out on many such experiments.

50 http://www.londonnewsonline.co.uk/6011/health-chiefs-fire-

cuts-closures-plan/ and the filmed extracts are available at:
https://www.youtube.com/watch?v=LlhYva5_0API
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Our assessment therefore of the current
financial situation is that it is more accurate
to say that the NHS overallis prevented from
entering into financial deficits by law, and
action would be taken and is taken to manage
emerging financial problems so that overall
control of finances remains in place.

The latest national figures demonstrate that
this action has so far been successful. Within
the overall figure there is scope for flexibility
so that hospital providers with particular
problems e.g. Imperial College Healthcare and
London North West Hospitals, as was the case
in 2015/16 and will be the case in 2016/17, are
granted more time and resources to rebalance.

An unprecedented funding squeeze

This is not to deny that the NHS has
encountered a second five years of reduced
funding at a level unprecedented in its history.
In an earlier report (Boyle and Steer 2015)

we argued that this should not be used as a
pretext for expensive, risky and speculative
“transformation” experiments. In fact our
recommendation was for "“Do Minimum" options
to be further developed as more likely to deliver
sustainability and quality improvements in

the short to medium term. In the longer term a
reappraisal of the long-term needs of London
to provide health care to a rapidly expanding
population would require additional capacity,
and would not support a shrinking of either

the estate, or a reduction in the ability to meet
pressures in A&E and in GP surgeries.

The failure to appraise a ‘Do Minimum' option
is in breach of the guidance in the Treasury's
Green Book (HM Treasury 2003); without

a ‘Do Minimum' option, it would be unlikely
the SaHF proposals would gain Treasury
approval. Treasury guidance specifically
states that a ‘Do Minimum' acts as a check
against interventionist options. It is not the
same as 'do nothing' or the status quo. It
requires a conscientious examination of how
the investment objectives (in this case quality
improvements and financial savings) could
be achieved with the minimum of capital



http://www.londonnewsonline.co.uk/6011/health-chiefs-fire-cuts-closures-plan/

http://www.londonnewsonline.co.uk/6011/health-chiefs-fire-cuts-closures-plan/

https://www.youtube.com/watch?v=lhYva5_0API
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investment.

Instead the objective of SaHF, and now the STP,
seems to have been to pursue reconfiguration
as the answer: a preconceived solution leading
to an options appraisal that merely chooses
between a limited number of ways of doing the
same thing, ie reducing the number of acute
hospital sites. In our view there is no way to
escape the requirement for a ‘Do Minimum'’
option if the business case is to proceed. The
sooner this is addressed the sooner the project
can advance and local stakeholders can see the
real options.

\We believe this stance is vindicated by the
independent evaluation reports that have
emerged of the Pioneer, Integration and other
OOH initiatives taking place in North West
London and around the country (see section
3); and the latest population projections (see
section 5) showing ONS population projections
running at almost double that planned for by
SaHF. The limited referencing of sources in the
STP makes it difficult to judge if more up to date
figures have been used in the new plans: see
Appendix 2.

Moreover, we are concerned that the timeframe
of the STPis purely to 2020/21 whereas the
implications of reducing hospital beds and

A&E capacity will extend beyond that date®”.
The most recent projections by the GLA in

2016 suggest an average population growth

in North West London between 2011 and 2041
of 25-26%¢» depending on which migration
projections are used. This only adds to our fears
that the STP is not based on a rigorous analysis
of the future needs of the population.

51 The GLA plan for London for example extends to 2041.

52 see http://data.london.gov.uk/dataset/2015-round-
population-projections

In addition the continued financial pressures
have limited the availability of capital: the latest
indications are that even if approved there
would be at best extremely limited availability
of capital to fund the SaHF programme until
after 2021, with further news suggesting tight
Treasury regulation of even small capital sums,
as we complete this report®?.

Itis classically short-term thinking that is driving
spending cuts and capacity reductions when it
is universally recognised that population and
clinical demands are rising significantly. It may
be possible to take a different view of the speed
of the upward trend in demand but as it stands
the STP is currently only focussed on balancing
the books over two years. This is incompatible
with clinical capacity planning which should

be focussed on the long-term needs of the
population.

Crucial to the planning assumptions

justifying closures of acute facilities in North
West London were the assumptions that
improvements in primary care and out-of-
hospital care would act to prevent and reduce
demand for acute services.

In practice there seem to be ongoing and
persistent problems with the programme.
Only four of the 27 Primary care hubs planned
are operational, with 19 not even yet having
presented their business cases. Thereis no
systematic reporting to indicate if there has
been any success at all in achieving significant
North West London-wide reductions in demand
for NHS care or financial savings attributable
to the SaHF programme. The reports to JHOSC
are inadequate as they do not allow for proper
scrutiny or to ascertain whether plans are on
track.

53 https://www.hsj.co.uk/topics/finance-and-efficiency/
exclusive-treasury-could-tighten-grip-on-nhs-capital-
spending/7010899.article?blocktitle=Finance-and-
efficiency&contentID=20097
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4 Current financial position in North West London: no basis for panic measures

In order to be assured that plans are sound
there needs to be much more engagement,
involvement and scrutiny of NHS plans, an
ability to monitor progress against plans, and
more accountability to stakeholders than the
NHS has been able to provide hitherto.

Moreover, the early closure of A&E services at
Central Middlesex and Hammersmith hospitals
has led to a continued reduction in standards
of service in North West London (see section 5
below).

The Confidential Review by NHS England of the
A&E closures in North West London in 2014
found:

the change in activity flows associated
with the CMH/HH changes were largely as
expected, but underlying increases in local
demand were not planned for by Trusts or
the SAHF programme; [our emphasis]

the increase in admissions at Northwick
Park (NPH) and The Hillingdon Hospital
(THH) led to capacity constraints; and, [our
emphasis]

admissions at THH and NPH increasing
by 8 and 16 per day vs a plan of 0 and 12
respectively®”.

These are significant findings and suggest the
need for more careful scrutiny of planning
assumptions before consent can be given to
future major changes in NHS services for local
people. An early sight of plans, assumptions
and detailed modelling would help that
process; something that until now has not been
forthcoming.

54 Retrospective review of impactin NWL of A&E changes at
CMH and HH NHS England 20th March 2015: p4
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4.2 The STP: ambitious or
foolhardy

The STP in North West London is extremely
ambitious. Myriad business plans are (still)
being developed: for SaHF; for various hospital
provider sites; for 16 Primary care centres. The
draft STP makes clear (p46) that over £2.2
billion of capital will be required to deliver the
plans in North West London.

As Table 4.2 shows, the STP assumes that
£959.2 million will be available from land
receipts and disposals, £330 million of which is
before 2020/21. This is netted off to show some
consistency with previously reported figures

of the cost of the SaHF programme of £1.2
billion to £1.3 billion, but the total investment
requirement is about £2.2 billion.

Table 4.2: Capital implications of STP

Additional
Capital Total

Outer | Inner
NwL NWL OOH

Pre 2020/21 £m £m £m £m £m
Gross Capital 75.2 2474 219.2 2061 7479
Expenditure

Disposals and -330 -330
Contingency

Total Net Capital | 75.2 -82.6 219.2 206.1 417.9
requirements

Post2020/21

Gross Capital 252.5 1116 4.5 971 1,470.1
Expenditure

Disposals and 29 -681.2 |23 -629.2
Contingency

Total Net Capital | 281.5 4348 |275 971 840.9
requirements

Total Gross 3277 1,363.4 | 2237 303.2 2,218
Capital

Expenditure

Total Disposals | 29 -1,011.2 |23 -959.2
and Contingency

Total Net Capital | 356.7 352.2 |246.7 303.2 1,258.8

requirements
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This is extracted from Table 1 of the STP

(p46). Projected costs, land sale receipts and
affordability, particularly in the second five-year
period, are indicative and subject to detailed
business case processes.

It is unwise to assume an investment of over
£2.2 billion of capital, £750 million before
2020/217, will be provided in North West London
at a time when the NHS is starved of capital and
seeking to earmark funds from sales to help
meet revenue targets. And all this on the basis
of flimsy and, so far, failed plans to reduce and
control patient demand for services.

There are two clear risks. The Treasury could:

earmark the land receipts to use to bridge
past and anticipated revenue pressures;
and,

hold the local NHS strictly to account to
deliver half-baked promises on delivery
thatitis in no position to fulfil.

Either way the plan represents a higher risk to
the future delivery of local services than more
modest proposals based on a so far unidentified
“Do Minimum" option.

4.3 Summary

The NHS is in a position of prolonged relative
financial pressure compared to the past. Recent
headlines suggest this is causing problems
across the country. The NHS in North West
London is not exempt from those pressures but
despite a slight deterioration recently its record
of achieving targets and its maintenance of
overall financial control is a good one.

In addition reductions in social care funding are
feeding through to the NHS; the recent report
in the DH Annual accounts for 2015/16 drew
attention to the 11.4% increase in bed days lost
caused by delayed discharges because social
care was not available.

The financial situation certainly does not
justify a high-risk strategy attempting an
unprecedented “transformation”, including

reductions of almost 600 beds and further
cuts in A&E capacity, at a time of increasing
population, and increased demand, some

of which is due to government cuts in social
care. Certainly bed reductions should not

be attempted before there is more concrete
evidence that demand is reducing and capacity
is not required.

This, coupled with a continued inability to
present an agreed Business Case providing
proof that SaHF plans are affordable, economic
and deliverable, reinforces our previous view
that more affordable “Do Minimum" options
should be developed.

Dr Anne Rainsberry, Regional Director
(London) NHS England, provided a timetable
to the Mansfield Commission in September
2015 claiming that a Business Case would
be available in early 2016. This had still not
appeared as of the end of September.

One of the criteria used in assessing the
Business Case will be the level of engagement
and commitment of stakeholders. It will be
very difficult to demonstrate these have

been established if the business case and its
supporting evidence have not been shared.

Moreover, the SOC is still just the first stage of
the formal planning process and even if agreed
would require Outline Business Case (0OBC) and
Full Business Case (FBC) approval. Given further
pressure on capital budgets in the NHS, with
land receipts being earmarked nationally to deal
with revenue pressures it would be very unwise
to presume full approval will be given.

Evidence summarised in Appendix 1on various
aspects of the SaHF programme and its
progress supports this view.
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5 System performancein
North West London

An earlier report (Boyle and Steer 2015) showed
that access to care was not a fundamental
consideration in the decisions to close

acute hospitals taken by the SaHF team. \We
presented evidence showing the detrimental
effect that closures of Central Middlesex and
Hammersmith A&E departments had on the
quality of services across North West London.

Once SaHF decided there could only be five
acute hospitals in North West London the issue
became which to close as acute sites; access
for patients did not figure as a major deciding
factor. Since then the maternity service in Ealing
hospital has closed, followed by inpatient and
A&E services for children at the end of June
2016. There is a clear intention to close the

A&E departments at Ealing and Charing Cross
hospitals. It is just a question of when.

This section provides a further analysis of the
impact of proposed changes, and those that
have already taken place, on access to care for
the population of North West London, and how
the health care system is performing. Our focus
is on A&E services as these are pivotal to the
viability of the hospital site and a good indicator
of the quality of service, and are vital as a life
and death service for local people

51 The context of increasing
population growth

The North West London health economy

covers eight of the 33 London boroughs, and
eight CCGs, each contiguous with a London
borough. It comprises a population that was
estimated in SaHF's Case for Change (NHS
North West London 2012) to be 1.9 million
people, with growth ‘in the next ten years),
which we interpret as until 2022, of 5.9% to 2
million people. In fact the latest estimate (ONS
2016a) of the population in North West London
(mid-year 2015 estimates) suggests there are
already 2.06 million people, and that this grew
by almost 62,000 (3.1%) between 2012 and 2015:
already SaHF's population estimates are looking
outdated.
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Table 5.1: Projected growth in population, eight
North West London boroughs, between 2014
and 2024

Borough Projected growth
Hillingdon 16.1%
Westminster 15.6%

Hounslow 13.9%

Brent 1.4%

Harrow 10.7%

Ealing 7.9%
Hammersmith & Fulham 6.5%

Kensington and Chelsea 2.8%

North West London 11.1%

Source: ONS 2016a.

London is projected to continue to grow more
quickly than the rest of England. Thus, the
latest ONS population projections, for 2024,
suggest growth between 2014 and 2024 of
13.7% for London as a whole; for England the
projected growth over the same period is just
7.5% (ONS 2016b). Table 5.1 shows the projected
population growth in the eight North West
London boroughs, between 2014 and 2024: it is
significant and comes to an average of over 11%
across all of North West London. More recent
population projections produced by the GLA
confirm these findings and, moreover, indicate a
projected increase in population of up to 26% by
204769,

These figures bear out the testimony and
concerns expressed at hearings of the
Mansfield Commission that SaHF is failing to
plan adequately for such demographic changes.

55 see http://data.london.gov.uk/dataset/2015-round-
population-projections
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SaHF also claimed that North West London

is overprovided with A&E units relative to
the rest of England. In our previous report we
drew attention to the inaccuracies in SaHF's
calculations that lie behind this claim. In fact
the catchment population of North West
London A&Es was close to the national average
and, with the closure of Central Middlesex
and Hammersmith A&Es, the catchment has
increased, and will increase further as the
remaining two of what were nine units are

closed.

5.2 Totalbeds in North West

London

It appears that bed availability has increased

in North West London, in the case of maternity
and mental health, at a time when it is falling
across England®® and also in the rest of London
(see Tables 5.2 and 5.3); and has fallen much
less in the case of general and acute beds.

Table 5.2: Bed availability, 2009/10

General & Mental Maternity
Acute Illness
London North West | 4,302 1,37 361
London 17926 5373 1526
Rest of London 13,624 4,002 1165
England 121,756 25,503 8,392

Source: Analysis based on NHS England 2015a.
Table 5.3: Bed availability, 4th quarter, 2015/16

General & Mental Maternity
Acute Illness
London North West | 4,272 1,562 423
London 15971 4,254 1,569
Rest of London 11,698 2,692 1146
England 103,441 19,086 7,746

Source: Analysis based on NHS England 2015b.

56 Thisis fromalow base: England already has less acute beds
per capita than comparable countries.

Table 5.4 shows there are more beds per head
of population in North West London thanin
England as a whole - looking in more detail,
there are 10% more general & acute beds; and
there are 45% more maternity beds. The rest of
London has about the same number of general
& acute beds as England as a whole.

Table 5.4: Bed availability per 1,000 resident
population, 4th quarter, 2015/16

General & Mental Maternity
Acute Illness
London North West | 2.07 0.76 0.21
London 1.84 0.49 018
Rest of London 177 0.41 017
England 1.89 0.35 014

1Based on above bed figures plus 2015 mid-
year estimate of populations (ONS 2016a).

The issue is how North West London compares
with the rest of the country. Two key questions
remain unanswered: whether the growth in
population has been sufficiently factored into
the calculations of beds required; and, whether
areas where North West London is in excess

of average requirements merely reflect their
different status as centres for specialist care
and for training and research, or whether it does
indicate overprovision of local services for local
people.

Itis well known that London hospitals provide
specialist services to patients from all over
England. Previous reports have shown that
this can amount to as much as 15% of beds
used (Boyle and Hamblin 1997). There are three
specialist hospitals in North \West London: the
Royal Brompton, the Royal Marsden and the
RNOH, which between them have 770 beds:
this is over 18% of the total in NW London.

If we remove these hospitals from our bed
calculation above we find that North West
London is much like any other part of the
country.
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5.3 Impact of changes on access
to services

We consider now the impact of acute capacity
closures on access to services. We focus on
A&E services particularly since the closure

of Central Middlesex and Hammersmith
A&Es. We consider the performance of North
\West London on one or two key indicators

of emergency performance, and how this
performance may have been affected by the
changes taking place under SaHF.

We differentiate between three types of
immediate emergency response: that provided
by acute A&E departments and designated as
Type 1in Department of Health terminology;
that provided by specialist A&E departments
and designated as Type 2; and that designated
as Type 3 which is provided by a range of
centres that are characterised by having more
limited access to testing facilities, tend to be
run by nurses or GPs, and often are not open 24
hours a day. This last category encompasses
Urgent Care Centres (UCC), Minor Injury Units
(MIU) and Walk-in Centres (WiC), as well as
services provided directly by some GP practices.

Facilities in this last category were designed to
deal with less serious health issues; there was

a considerable expansion in their numbers after
2004 when UCCs were introduced in an effort to
divert activity away from acute A&Es, but there
has recently been a reduction in their numbers.
Our analysis is based on our understanding of
the structure of emergency care provisionin
North West London as described in our earlier
report (Boyle and Steer 2015).

Use of emergency services

In the Case for Change (p15, NHS North West
London 2012), SaHF claimed that the rate of A&E
use is high across outer North West London; in
particular it was claimed emergency admissions
are much higher in Ealing and Hounslow (595
and 495 per 100,000 population against a
national average of 410 per 100,000).
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\We examine this proposition. First we look at
the number of A&E attendances in North West
London, how many of these become admissions
as emergencies, and how this profile has
changed in the recent past. We then look at
performance as measured by the NHS in terms
of numbers of people attending A&E who are
dealt with in less than four hours. For each of
these indicators, we consider performance in
North West London compared with the rest of
London, and the rest of England.

North West London has a very different pattern
of use of A&E services compared to the rest of
the country and to the rest of London. There

isa much larger proportion of attendance at
non-acute centres (Type 3) and this has been
growing in recent years. So we find thatin
2011/12 some 68% of A&E activity in England
was Type Twhereas in North \West London

the figure was just 51%; by the third quarter of
2014/15 the England figure remained at 68%
whereas in North West London just 38% of
attendances were at acute A&E centres. For the
rest of London the figure remained at 73%°¢".

So patients in North West London appear to

be able to distinguish very clearly their need

for urgent care with now just over a third of
them attending A&E departments when they
perceive they have an urgent need for care.
Patients in the rest of England, as in London,
are being encouraged to behave like this, but
there is no evidence of changes in patterns of
demand. There has been no change in behaviour
elsewhere over the last three years whereas
North West London has witnessed a significant
change.

57 We have excluded Type 2 attendances from these figures.
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Figure 5.1: Percentage quarterly changes in Type 1A&E attendances, April 2011 — June 2016
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The question is what does this mean for the
retention of A&E services in North West
London. Figure 5.1 presents percentage change
in Type 1A&E attendances comparing England
(excluding North West London), London
(excluding North West London), and North West
London. Data are provided on a quarterly basis
and the final bar on the right-hand side is the
cumulative change over this period.

These data reflect the position up to the end of
June 2016, and hence include almost two years
since September 2014 when Central Middlesex
and Hammersmith A&Es were closed. Data
are presented for all quarters from 2011/12 to
2015/16 plus one quarter of 2016/17, and the
cumulative effect over the whole period.

There has been a cumulative increase in A&E
attendances in the rest of England over this
period of 7.3%. However the picture seems
very differentin London where there has been
a cumulative fall of 8.9% and in North West
London where the reduction is even larger at

almost 21.7%. This represents a fall of over
35,000 attendances in North West London
hospitals over this period.

However, the growth in the use of urgent care
centres in North West London would seem to
provide most of the explanation for this fall in
Type 1attendances. Thus we find that in April
2011, Type 1attendances were 55% of total
Type 1and Type 3 taken together, but by the
end of June 2016, this proportion had fallen

to 38%. The position in the rest of England is
very different: the proportion has remained at
around 69% throughout this time; and in the
rest of London it has been around 73%.

If we look instead at total A&E attendances
including UCCs and specialist units we find
a different picture, as Figure 5.2 shows.
Attendances in North \West London have
increased by 13.2%, and in England by 6.4%,
whereas those in the rest of London have
actually fallen by 9.9%.

39





5 System performancein North West London

Figure 5.2: Percentage quarterly change in all A&E attendances, April 2011 -June 2016
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Taking a population view, we compare use per
1,000 population®®, We find that in England,
utilisation of Type 1services has gone up
marginally between 2011/12 and 2015/16,

from 264 to 273 per 1,000 resident population;
in North West London on the other hand
utilisation has fallen from 304 (when it was
above the England average) to 242 (now well
below the England average). The rest of London
exhibits greater use of Type 1A&E services and
although this has fallen marginally, from 375 in
2011/12 to 361in 2015/16, it remains above both
England and North West London figures.

58 We use the 2012, 2013 and 2014 ONS mid-year population
estimate for ease of comparison.
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On the other hand we find that North West
London residents make considerably more use
of UCCs and WiCs, between two and three times
as much as England or the rest of London, and
this has increased over these five years, from
295 to 400 attendances per 1,000 population:
the equivalent figures for England are 129 and
134, and for the rest of London, 143 and 134.

This provides a fascinating insight into the use
of services in North West London. Certainly
North West London residents are not over-
using acute A&E services when compared with
residents of the other London boroughs, or
indeed with the rest of England. So this cannot
be used as an argument for removing services
or closing down A&E units. Utilisation was
falling before the closure of Central Middlesex
and Hammersmith A&Es, and has continued to
fall since.
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On the other hand, North West London
residents are making considerably more use

of UCCs and the like, over three times as much
usage as England in 2015/16. This could be

a sign that the message has got through to
North West London residents in a way that

it has notin other parts of the country, that
A&E departments should only be used in an
emergency. It may also indicate a paucity of GP
services, or poor quality services that cause
residents to go to UCCs as an alternative to
primary care. As one medical director in North
West London said in an interview, for a younger
more mobile population, UCCs may be a sensible
alternative to the traditional GP practice.

So we have a situation in North West London
where total attendances have been increasing
but Type 1A&E attendances have fallen over the
last five years. What has been the impact of this
on performance?

A&E performance

Several indicators are used to measure A&E
performance. In an earlier report (Boyle and
Steer 2015) our focus was on the proportion

of people attending A&E who are not dealt

with within four hours, and we found that

there had been a considerable deterioration

in performance on this measure. North West
London, in the first quarter of 2011/12, was
better than the rest of England and the rest of
London, and at just over 3% was well within

the margin of the target of 5% set by the
government®. However the position gradually
worsened during this period — a period when
attendances were in fact falling — so that by the
last quarter of 2013/14, North West London was
worse than the rest of England and almost as
bad as the rest of London: in the final quarter
7.4% of people were not seen within four hours.

59 This refers to attendances at Type 1 facilities.

However when we look at more recent
performance and in particular since the closure
of two A&E units in North West London (on

10 September 2014) there is a considerable
deterioration in performance. Figure 5.3
compares the position in North West London
with the rest of London and the rest of England
for Type 1attendances.
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Figure 5.3: Proportion of patients not seen at Type TA&E within 4 hours, April 2011 - June 2016
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The situation continued to get worse in 2014/15
so that we find North West London much worse
than the rest of country and the rest of London:
in the third quarter of 2014/15 the figures were
18.3%, 10.9% and 11.1% respectively. This is a
dramatic deterioration in performance with the
biggest change coming between October and
December 2014 (just after the closure of two
AE&Es) when the proportion failing to meet the
targetincreased from 10.2% to 18.3%.

However, in 2015/16, while the position in

North West London got slightly worse, the
position in the rest of London and the rest of
England deteriorated significantly. Thus by
March 2015/16, the comparable figures for
North West London, the rest of London and

the rest of England were 20.6%, 17.2% and
18.1% respectively. By the end of June 2016 this
had fallen slightly to 18.3%, 14.9% and 14.4%
respectively, although this is for a quarter when
we would normally observe a much lower level
of failure.
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However it is scant consolation to residents of
North West London that the rest of country is
catching up in terms of poor A&E performance.
Moreover, as noted earlier, A&E attendances are
less in North West London with much greater
use being made of Type 3 sites. Those people
attending Type 1A&Es in North West London
are therefore likely to have greater needs than
elsewhere in the country.

If we include all A&E attendances (Types 1, 2
and 3), we find North West London performs
better than the rest of London and the rest

of England, and has done so throughout this
period, although performance has deteriorated
across the country. In the last seven quarters,
even on this measure North West London failed
to achieve the 95% target.
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Figure 5.4: Proportion of patients not seen at all types of A&E within 4 hours,

April 2011 - June 2016
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Confusion has been introduced by the way

in which Type 3 services are often referred

to as A&E services, both in nationaland in
local documents, and in the press. This can
sometimes lead to apparently contradictory
statements if a system is able to meet targets
across all types of service but fails on the key
service, Type 1, which is what most clinicians
and members of the public would regard as key
to a well-functioning emergency service. It is
the inability to meet the target for Type 1A&E
services that is of most concern.

Time from decision to admit to admission

Another measure of quality in the A&E
department is how long it takes a patient to be
admitted to a bed once the decision has been
made to do so. In many cases this can take up to
12 hours, and in rare cases over 12 hours. These
incidents are also recorded in the 4-hour target
breaches but provide a further indication of
poor overall performance.

Again we find that performance in North

\West London has deteriorated sharply since
the closure of two A&Es in September 2014.
Nationally and in the rest of London the picture
is also poor. As Figure 5.5 shows, in the first
quarter of 2016/17, 2.6% of patients in North
West London A&Es waited up to 12 hours for
admission, 2.3% in other parts of London, and
2.9% in the rest of England.
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Figure 5.5: Proportion of patients who spent >4 hours but <12 hours from decision to admit until

admission, April 2011 - June 2016
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Conversion from A&E to emergency
admission

Anindicator of the potential pressure on
emergency capacity is the conversion rate
between A&E attendances and emergency
admissions to hospital ie the proportion of
patients who attend A&E who have a condition
thatis serious enough to warrant admission to
an acute bed.

The rate in North West London hospitals

has changed considerably over the last five
years, most probably due to the shift between
attendance at Type 1and Type 3 A&Es. Looking
first at England we find the conversion rate
increased from 25% to 27% considering just
A&E Type 1attendances. But if we look at
North West London we find that this rate has
increased from 24% to 33%, and at times

has been as high as 35%. In absolute terms
the number of emergency admissions each
year from this source increased from 162,370

uy

to 164,690 even though the number of A&E
Type Tattendances had fallen by over 115,000,
between 2011/12 and 2015/16. We can only
speculate as to what is happening but given the
observed shift from Type 1attendances to Type
3 (UCCs), it would appear that those patients
attending Type 1A&E are more acutely ill as a
group than was the case previously.

This would seem to be confirmed by the fact
that taking all attendances at all types of A&E
we find the proportion in North West London
admitted has remained at around 12-14%
throughout this period whereas in England it
has increased from 16% to 18%. In London (not
including North West London) the conversion
rate for Type 1A&E has varied between 22%
and 24% during this period while the rate for all
A&E attendances has remained around 15-16%.

Our results suggest that poor performance and
closure of A&E units are linked.
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54 Summary

The SaHF analysis failed to take adequate
account of likely increases in population

over time, as the latest ONS population
projections indicate. SaHF's assumption of 5.9%
growth over ten years in North West London
considerably understates the trend that is
projected to be almost twice that. Moreover
recent population projections indicate even
more significant growth over the period to 2041,
of 26% when compared with the positionin
2011.

North West London has a different pattern of
use of emergency services with greater use of
UCCs than other parts of London, and the rest of
England.

Thereis no evidence that North West London
uses more A&E emergency services than other
parts of England, or London.

Partial implementation of a programme of
closures of acute services before an adequate
business case has been produced, has had a
detrimental effect on the delivery of services

in North West London. The deterioration in A&E
services raises questions as to whether further
closures of services should be allowed prior to
the agreement of a final business case.

This suggests that the closure of acute services
at Charing Cross and at Ealing should be halted
and sufficient resources made available to
retain existing services and staff. There should
also be an appraisal of the reintroduction

of A&E services at Hammersmith with joint
staffing across the three Imperial sites.
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6 Concluding comments on the STP

6.1 TheSTPis merely a re-iteration and an
elaboration of the SaHF plans, but with a
limited five-year time horizon, and within
that a tighter focus on eliminating provider
deficits within two years. It is therefore no
substitute for the SaHF business planning
process which of necessity has a much
longer planning horizon. This discrepancy
runs the risk of promoting short-term
cutbacks at the expense of meeting long-
term needs.

6.2 TheSTPis not adequately rooted in a needs
analysis. There is no discussion of recent
population increases and the increased
population projected. The STP appears to
have ignored the latest projections and

so we have no confidence in the level of

services being planned for.

6.3 Thereis no reflection on the action that has
been taken in North \West London in recent
years both to manage the finances in the
short term (successful) and to progress
the SaHF plans via various closures

and experiments in primary, social and

community care (unsuccessful).

6.4 We estimate some £200 million may have
been spent already on taking SaHF forward
over the past five years, and there is little to

show for it.

6.5 Atthis stage we would have expected to
see some progress in reducing demand

for acute beds. Instead we have seen
reductions in social care funding, a crisis

in care homes and increasing demand and
activity in acute beds. Operationally there
has been a worsening in quality and a drain
on local resources. All of these are the

opposite of the intended consequences.
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6.6

6.7

6.8

The STP plan relies upon a fundamentally
naive options appraisal: it offers only a
choice between ‘doing nothing' or ‘doing
something'. This is contrary to Treasury
guidance on Investment appraisal which
regards a “Do Minimum" option as vitalin
avoiding the presentation of ostentatious
and costly options, involving greater capital
investment and risk than more modest
proposals.

The figures quoted in the STP's financial
and economic analysis follow the previous
path of quoting indicative, unsubstantiated
figures, presented to inappropriate levels
of detail, at an unpublished cost base,

and which have proven in the past to be
misleading as an estimate of the eventual
costs. From the analysis presented it is
not clear whether the investments are
economic, realistic or deliverable. By
‘economic’ we mean whether the benefits
proposed could not be delivered more
cheaply by other means. By ‘realistic’, we
mean whether the business case and
evidence supporting savings proposals are
compelling and sound. And by ‘deliverable’
we mean that assumptions on capital
availability, including capital receipts,
management expertise and staffing can
support the magnitude of the ambitious
plans put forward.

Thereis a lack of compelling evidence to
support these far-reaching plans. No one
would oppose plans to preventillness or
todirect care to less intensive settings — if
there was UK evidence that such strategies
are working and are deliverable. But at

a time of rapidly expanding population,

an even more rapidly expanding elderly
population, and manifest problems in
primary, community, social and mental
health services itis foolish to gamble
heavily on the success of an unproven
strategy. The material cited as evidence

in references to the STP lacks working
examples of the new models which the
commissioners wish to establish, and
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therefore practical evidence on whether
itis possible to deliver either the services
required or the savings which are the key
current objective®.

Independent appraisals of experiments

in the UK and in North West London

have all applauded good intentions and
improvements in patient satisfaction: but it
is not clear whether new ways of working
are economic or sustainable.

Experiments have been being kept going

by non-recurring sources of funding and
support nationally but independent reviews
are questioning whether the funding is
value for money or likely to be successful

in the longer term as the background
situation deteriorates (with less availability
of capital, nursing homes closing, and
continuing restrictions to social care
funding).

60 We note also the extremely poor quality of the referencing,

which would be rejected as inadequate if submitted by a
studentin any first-degree level essay. More than half of the
references are either not valid references to identify the data
or document used, not published, or sources internal to the
NHS. Several refer to the 2,678-page SaHF Decision-making
Business Case, and one to papers for the long-awaited but still
unpublished SaHF Implementation Business Case.

Of the remainder many are general references to statistical
sources, one of which shows different results from the
argumentin the STP. There is a vague link to a 274-page
study from 2007 without any specific details, another to

the middle of a 2006 debate in the House of Commons on a
Labour government Green Paper on welfare reform, one to
Lord Carter of Coles' recent study which does not seem to
support the argument of the STP, another to a 2010 analysis
of 148 research studies, just seven of which were from the
UK, and another a fascinating if irrelevant study by a team of
unmistakeably Swedish authors on diabetes in Sweden. We
are appending a summary of the evidence presented so far as
Appendix 2.

6.9 Theriskanalysisinthe STPis very

weak. It fails to cost the consequences

of risk events occurring and to assign a
probability factor to such events. Based

on the evidence before us, we see the risks
at this stage — high avoidable costs and
deterioration in the volume and quantity
of services that are needed - as too high
to be acceptable. There appears to be very
little in the way of contingency planning to
ensure that a failure of one or more parts
of the plan do not endanger the longer term
continuity of services to patients.
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Appendix 1: Outline of current position

in respect of SaHF

We draw on a number of sources to describe
the current position with respect to the SaHF
programme, which has to a large extent now
been sidelined by the STP project, which has

taken on some of the system transformation
tasks set in the SaHF proposals. Our sources
include:

North West London Implementation
Business Case (ImBC) briefing for North
West London Joint Health Overview and
Scrutiny Committee 14 October 2015

NWL JHOSC April 2016 report on “Shaping
a healthier future - transforming carein
North West London

Summary and Analysis of Documentation
from Dr Anne Rainsberry —Briefing From
Peter Smith LBHF —Oct 2015

SaHF Month 2 Budget Update SaHF & NWL
Strategy and Transformation Programmes
June 2016

We begin by emphasising the unusual and
unprecedented complexity of presenting a
business case encompassing nine hospitals
and eight CCGs for over £1.3 billion of projected
capital expenditure “transforming” health
care for 2 million people. It is over four years
ago that a "Case for Change "was drafted

and presented for public consultation. As we
reported in our earlier report (Boyle and Steer
2015) we believe that the public consultation
grossly underestimated the capital costs,
misrepresented the case for reducing

acute capacity required to meet the needs

of an expanding population and seriously
underestimated the problems of delivering and
implementing the plans being discussed.

Since then there have been continuing false
dawns as promises to deliver business cases
by particular dates have been unfulfilled. Not
only that, despite it being an established Nolan
principle that there should be openness and
transparency, and despite the NHS Constitution
stating "The NHS also commits to provide

you with the information and support you

need to influence and scrutinise the planning
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and delivery of NHS services", it has been
extraordinarily difficult for local government to
influence and scrutinise the SaHF plans.

Despite Government seeming to encourage
integrated working between local government
and the NHS, the reality on the ground is

that local government has felt excluded, not
involved and lacking information on the detail of
plans being developed and the evidence on how
such plans were progressing.

It was a result of these anxieties that the
Mansfield Independent Commission was asked
to examine the SaHF process. The Mansfield
Report was published in December 2015 and
presented a number of recommendations
regarding the SaHF process including that the
programme be halted.

This has not happened; there have been
increasing concerns that plans are being
implemented prior to the publication and
approval of a business case. In particular
closures of A&E units (for safety reasons) at
Central Middlesex and Hammersmith Hospitals
and closures of maternity and paediatric
services at Ealing Hospital (again citing safety
concerns and inability to recruit staff) have
taken place prior to the presentation of a
business case, even to Strategic Outline Case
(S0C) -the first stage standard.

This is plainly an unsatisfactory situation. In
the meantime the SaHF programme is well
resourced and is set to continue albeit at a
reduced rate as the latest position as reported
in the SAHF Report of June 2016 suggests:

The funds committed to the SaHF process
totalled £67.7 million in 2015/16 and a further
£41.7 million is budgeted in 2016/17,

ImBC (the Implementation Business Case) has
been forecast as a six-month project expected
to end in September 2016. According to the
report to JHOSC there is no further funding
available within the current budget to extend
this work, either within the S&T (Sustainability
and Transformation) directorate or from further
support to providers.
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However, this is at odds with reports that
the programme to support transformation
is likely to be even more prolonged as capital
availability is reducing with no significant
investment capital available before 2021.

Previously we estimated the cumulative costs
of the SaHF process (Boyle and Steer 2015) as
follows in Table A.l.

Table A.1: Estimated costs of the SaHF
programme, 2010/11to 2017/18

Identified Of which, identified
programme costs/ consultancy costs
budgets £m £m

2010/M 0.50 0.50

20M/12 2.55 2.55

2012/13 8.60 8.60

2013/14 27.30 10.34

2014/15 62.90 13.44

2015/16 53.70

2016/17 40.00

2017/18 40.00

TOTAL 235.55 35.43

Sources: SaHF reports to JHOSC, CCG reports and Colin

Stansfield. Figures for 2016/17 and 2017/18 are estimates.

It would appear that these costs may have
been underestimated; it was reported in May
2016 to the JHOSC that consultancy expenditure
in 2014/15 was £20 million and in 2015/16 a
further £517 million.

The response of SaHF officers when our figures
were presented in 2015 was that they did not
recognise these figures. However, they have
failed to provide their own public account of
the costs of the SaHF programme since its
inception. There is therefore an unacceptable
lack of a clear audit trail providing the ability to
monitor and hold accountable the costs of the
SaHF process.

Itis clear however that the vast majority

of this expenditure has come from local
commissioning budgets and this alone will
have contributed significantly to the financial
pressures felt in North West London.

Who can understand the SaHF business case
approval process?

At this stage it is helpful to clarify the approval
process that SaHF faces: who and what
organisation will approve the business cases
presented by SaHF so as to provide the basis
forresources to be allocated and investment
to take place. Since we first reported there has
been a clarification of the process; the precise
meaning of an Implementation Business Case
(ImBCQ) in relation to the normal planning
process has been defined in an unsigned report
to North West London Joint Health Overview
and Scrutiny Committee on 14 October

2015 from the Accountable Officer, CWHHE
Collaborative®.

This was how the SaHF process was described:

“The standard development process for a
capital case s firstly that a SOCis produced,
followed by an Outline Business Case

(OBC) and then a Full Business Case (FBC).
Approval for the DMBC (Decision making
Business Case) allowed the development of
the ImBC, incorporating the agreed clinical
model and identifying the level of capital
investment required for implementation of
the site-based service changes agreed in
the DMBC. The ImBC therefore goes beyond
the level of a conventional SOC but is not
strictly an OBCin the conventional sense.”

61 http://www.harrow.gov.uk/www2/documents/
s130337/151014%20NWL%20JHOSC%20-%20paper%203%20
-%20Implementation%20Business%20Case%20briefing.pdf
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It should be emphasised that such categories
as the DMBC and ImBC only came into existence
very recently to provide a justification for
claiming decisions had been made to continue
with projects such as SaHF, which had been
given ministerial approval prior to the obligation
to provide and secured approval for a SOC, OBC
and FBC, as was always the model previously.
Thus we hear the SaHF business case has
already been approved by the minister, even
though it has not been presented even to the
SOC level hitherto.

The report to JHOSC continued:

“For assurance purposes, the ImBCis a
‘'SOC plus'. Because NWL NHS Trusts have
worked on and agreed the specifics of the
site-based service changes and costs in the
ImBC, there is no requirement for trusts to
produce a SOC of their own. The NHS Trust
Development Authority (NTDA) has agreed
to treat the ImBCas an 'umbrella’ SOC

for trusts and will be agreeing the ImBC
through its governance process, as will
NHS England. Individual scheme OBCs will
then be developed from the ImBC and they
will identify the best procurement route.
At this point, high level financial estimates
will exist for the preferred approach, but
considerably more detailed than for a SOC."

The latest expectation therefore is that after
approval of the umbrella commissioner SOC,
provider OBCs will be compiled and presented
for individual approval. The report to JHOSC
continued,

“The FBC, developed from the OBC, should
be sufficiently detailed to supporta
procurement decision and commit actual
funding, as well as providing the basis

for the necessary project management,
monitoring, evaluation and benefits
realisation.

There are two Foundation Trusts in

NWL - Chelsea and Westminster and the
Hillingdon. Monitor does not approve or
agree Foundation Trust OBCs, as this is
effectively a commercial and value-based
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decision for the Trust Board. However,
Monitor will need to agree the FBCs within
the terms of the FT licence.

Classing the ImBC as an ‘umbrella’ SOC,
allows trusts to submit their OBCs for
approval as soon as the ImBC is approved.
This should significantly speed up the
process of producing the business cases -
which has a direct impact on the timings for
actual development works to commence.
It will also allow Commissioners to submit
their OBCs for the Primary Care and Out of
Hospital (OoH) developments included in
the ImBC rapidly and in sequence.”

The expectation is then that the following list of
separate business cases will be presented and
individual approval sought:

1. 19 CCG Commissioner out-of-hospital ‘hub'
business cases. In total there expected
to be 27 hubs, four of which are already
operational. The remaining four are sited
within NHS Trusts and are included in the
relevant Trust OBCs. The 27 ‘hubs' are the
cornerstone of the NWL CCG out-of-hospital
clinical service model.

2. anumber of relatively smaller CCG
Commissioner primary care estate scheme
business cases.

3. two Local Hospital business cases (Ealing
and Charing Cross) - these are acute trusts.

4. one Elective Hospital business case (Central
Middlesex Hospital) - this is an acute trust.

5. five Major Hospital business cases (St
Mary's, Northwick Park, West Middlesex,
Hillingdon and Chelsea and \Westminster) —
these are acute trusts.

6. one Specialist Hospital business case
(Hammersmith Hospital) - this is an acute
trust.
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In the words of the report to JHOSC:

“The programme is currently finalising
the complex sequence of approvals
which ensures, as far as possible, that
business cases transit rapidly through
their governance stages and that the
‘slower’ business cases do not hold up the
‘fastest’ or most able to rapidly deploy.
Given the complex interrelationships and
inter-dependencies of the various service
movements, the programme is taking care
to fully work this up”.

The ImBC will go through the NHS approval
processes after approval by NWL CCG and
Trust boards. Assuming approval from
NHSE, the ImBC will go to DH (Department
of Health) and HMT (Her Majesty's
Treasury). The NTDA has agreed to accept
the ImBCas an umbrella SOCand it will also
go to the NTDA approvals process”.

“The DH scheme of delegation sets out that
NHS Trust and CCG business cases above
£50m require approval by the Department
of Health and Treasury. NHSE will be
engaging both to discuss assurance and
capital availability.

The NHSE scheme of delegation sets

out that business cases with a financial
value up to £15m will require Chair, Chief
Executive Officer or Chief Financial Officer
approval; between £15m - £35m will
require investment committee approval
and above £35m require Board approval.

NTDA's scheme of delegation sets out that
business cases with a financial value up

to £15m wiill require Director of Finance
approval; between £15m - £35m will
require investment committee approval
and above £35m will require Board
approval

CCG primary care and out-of-hospital
business cases will be processed through
the normal NHSE capital planning and
approval processes”.

We reproduce this — undigested for the lay
reader — to demonstrate using the NHS's own
language what a hugely complex process itis.
The fact that it still has not yet got beyond first
base and that the bodies set to approve the
business cases (the NHS Trust Development
agency and Monitor) have both since been
abolished and put under the new leadership
of NHS Improvement with a brief to control
and 'get a grip' on NHS finances only serves to
underline this complexity.

Will the process ever be completed?

This was reported in May 2016 to the JHOSC in
North West London:

“We plan to provide a draft ImBC to NHS
England in July 2016 as part of the review
and assurance process

We plan to submit the ImBC to the NHSE
Investment Committee on 13 September 2016.
Itis also expected to reference two ‘business
as usual’ bids for Northwick Park Hospital
and Central Middlesex Hospital for essential
maintenance and modernisation (examples
include boilers and pharmacy - updating and
expanding both to meet current need and be
more efficient in future)”

But even reports dated May 2016 have been
subject to slippage and at the time of writing
(end of September 2016) no ImBC had been
received by NHS England and the proposals are
unlikely to be presented to the NHS England
Investment Committee earlier than the end of
2016. It is further understood that proposals
would require minimal capital in the period to
2021 implying a slowing of the SaHF timetable
as first envisaged.
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Again in May 2016, the report to JHOSC
continued:

“‘NWL CCGs and hospital trusts are
currently working together to finalise the
level of capital that will be needed.

Clearly it has taken longer than we would
have liked to produce the ImBC a major
factor has been changes in trust finances
across the country in last 12-18 months
which has meant a reworking of the
financial case. SaHF has always been
driven by the need to improve the quality of
care and patient experience, but we must
equally ensure that financial sustainability
is achieved.

The capital needed must be credible in the
current financial context and it must be
available and it must be affordable. This
means the ImBC will not be made public
before it has been assured by NHS England
and NHS Improvement and recommended
by the NHS England Investment
Committee".

We are concerned by this last statement as it
will be impossible for NHS England to provide
assurance that the business case has the
involvement, engagement and commitment

of local stakeholders (as is required) if the
business case has not been shared, understood,
scrutinised, and subject to independent review,
so thatinformed consent can be meaningful.
Sufficient time must be allowed for this.

Further, given the alarmist publicity regarding
the extent of NHS provider deficits and the
requirement to cope with the likely further
adverse financial consequences of Brexit, it
would be unwise in our view to assume that this
path will lead to rapid and full approval. Already
we understand consultancy budgets used to
support the SaHF process have been cut back
after concerns over costs and value for money.
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In particular the use of land receipts is likely

to be a thorny issue: the past Chancellor had
earmarked these as a contribution to the NHS
revenue budget and so these receipts would not
be available to fund further capital expenditure.
Given the sacking of the Chancellor this may be
reviewed but it is likely to result in delays to the
onward development of the SaHF programme.

In June 2016 it was reported by the SaHF

team that 130 people were working on the
SaHF process including 75 interim executives.
Although it was stated that numbers would
reduce by 16 in October, almost a hundred staff
would be in post in March 2017.

It becomes clear elsewhere in this report
however that SaHF is being transformed

into part of a larger Sustainability and
Transformation Planning (STP) process: as
such SaHF will become a subset of STP and any
pretence of formal accountability may be lost.

We believe that the SaHF programme should
continue to be held accountable and subject to
continual review. We are concerned that the STP
process represents a way to inject new life into
a programme struggling to maintain credibility.
Our concerns with the governance and other
aspects of the STP process are discussed
elsewhere in this report (See section 6).
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Summary

Given the strategic context and continuing
delays in the development of an evidence base
supporting the assumptions in draft SaHF
business cases we remain sceptical that NHS
England can assure the plan - as is required
before it can be presented for approval to the
NHS England Investment committee in October
and then it will need to go before the DH and
Treasury.

Itis inappropriate and undermines trust

and confidence in the claims for integrated
working if local government cannot be trusted
by the NHS to review business cases in
advance of presentation and agreement. \We
recommend that boroughs ensure sufficient
time and resources are available to review
what emerges. This is likely to be significantly
different to the original proposals presented to
the publicin 2012.

Whatever is presented should be submitted to
detailed scrutiny, including access to the detail
of financial and bed modelling assumptions.
Significant errors were made in the modelling
of bed numbers arising from the closures of
Central Middlesex and Hammersmith hospitals
that the Independent Review concluded could
have been prevented if there had been better
review of the planning assumptions. Without
access to such details any review is worthless
and the potential risks attached to future plans
and modelling are unacceptable.

In our earlier report we recommended far more
attention be given to “Do minimum" options.
However, SaHF and other NHS officers do not
appear to have taken this recommendation
seriously and instead have put the onus on
others to identify alternatives to the SaHF
proposals.

This could lead to further delays in the approval

process for plans being presented although it
is understood that the latest drafts of business
cases have cited very large increases in the

value of clinical benefits, and from the multiplier

effect of large investments in hospital capacity

which may act to downgrade the impact of a “do
minimum" in an economic appraisal.

Without sight of the documentation it is difficult
to say whether this is credible, although the
reality on the ground is that the programme is
being denied any significant capital for at least
five years and that each further business case
will be required to demonstrate its viability as
the programme proceeds. The threat remains
however, particularly to Ealing hospital.

Itis likely that the time lags between finally
presenting business cases, implementing the
changes in primary and community care, and
demonstrating that acute capacity can be
successfully reduced are likely to be at least
five years, if ever. In these circumstances no
further changes to acute capacity should be
implemented and more measures should

be taken to bolster short- to medium-term
confidence at Central Middlesex, Hammersmith,
Charing Cross and Ealing hospitals.
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Appendix 2:

An examination of the quality of evidence and appropriateness of
sources cited in support of the Draft STP Version 1.0

The table below provides an examination of the quality of evidence and appropriateness of sources
cited in support of the Draft STP Version 1.0.

Reference given Comment
Executive Summary
1 Health & Wellbeing of NW London population (2016). Triborough Not an adequate reference. Not published
Public Health Intelligence Team.
2 ONS 2011 population figures 65+ accessed at https:// ONS Lower Super Output Area Mid-Year Population Estimates - latest
www.ons.gov.uk/peoplepopulationandcommunity/ year 2014
populationandmigration/populationestimates/datasets/ This is notan accurate reference to check the source used.
lowersuperoutputareamidyearpopulationestimates =159,617
2 Livingalone 2011 public health % of households occupied by a Public Health England figures from 2011
single person aged 65 or over accessed at http://fingertips.phe.
org.uk/search/older%20people%20living%20alone#page/3/
gid/1/pat/6/par/E12000007/ati/102/are/E09000002/iid/91406/
age/27/sex/4)
3  https://www.gov.uk/government/publications/child-poverty- Department for Education 2014 figures
basket-of-local-indicators
4  http://www.phoutcomes.info/search/overweight#pat/6/ati/102/ | Public Health England Outcomes Framework
par/E12000007
5 System-wide activity and bed forecasts for ImBC Not published - frequently postponed
6 Chin-Kuo Changetal (201), Life Expectancy at Birth for People with | May 2011 article available online.
Serious Mental lllness and Other Major Disorders fromaSecondary | Cited in Public health England 2016 pamphlet on improving physical
Mental Health Case Registerin London. PLoS One. 2011;6(5):e19590 | health of people with mentalillness
cited in https://www.england.nhs.uk/mentalhealth/wp-content/
uploads/sites/29/2016/05/serious-mental-hlth-toolkit-may16.
pdf
7 National Survey of Bereaved People (VOICES 2014) http://www.ons.gov.uk/peoplepopulationandcommunity/
healthandsocialcare/healthcaresystem/bulletins/
nationalsurveyofbereavedpeoplevoices/2015-07-09
Statistical survey - England. No specific reference to London
8 Health & Wellbeing of NW London population (2016). Triborough As above, not published
Public Health Intelligence Team. Serious and Long Term Mental
Health needs figure comes from GP QOF register for Serious Mental
Health Issues.
9 NW London high level analysis of discharging rates within/across | Notan adequate reference. Not published?
borough boundaries.
10 Initialtarget for LPoL project Not an adequate reference. Not published?
11 Estimate based on numbers of emergency referrals respondedto | Notan adequate reference. Not published?
by Single Point of Access in first six months of activity; extrapolated
to cover both CNWLand WLMHT SPAs for full year
12 Initial activity analysis following service launch at West Middlesex | Notan adequate reference. Not published?
University Hospital
13 London Quality Standard https://www.england.nhs.uk/wp-content/uploads/2013/08/lon-
gual-stands.pdf
14 Shaping NW London High Level Analysis of Inpatient Radiology Not an adequate reference. Not published?
Diagnostic Imaging and Reporting. Data extracts from Trust RIS
systems forallinpatient radiology imaging
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https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/datasets/lowersuperoutputareamidyearpopulationestimates = 159,617

https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/datasets/lowersuperoutputareamidyearpopulationestimates = 159,617

https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/datasets/lowersuperoutputareamidyearpopulationestimates = 159,617

https://www.ons.gov.uk/peoplepopulationandcommunity/populationandmigration/populationestimates/datasets/lowersuperoutputareamidyearpopulationestimates = 159,617

http://fingertips.phe.org.uk/search/older%20people%20living%20alone#page/3/gid/1/pat/6/par/E12000007/ati/102/are/E09000002/iid/91406/age/27/sex/4)

http://fingertips.phe.org.uk/search/older%20people%20living%20alone#page/3/gid/1/pat/6/par/E12000007/ati/102/are/E09000002/iid/91406/age/27/sex/4)

http://fingertips.phe.org.uk/search/older%20people%20living%20alone#page/3/gid/1/pat/6/par/E12000007/ati/102/are/E09000002/iid/91406/age/27/sex/4)

http://fingertips.phe.org.uk/search/older%20people%20living%20alone#page/3/gid/1/pat/6/par/E12000007/ati/102/are/E09000002/iid/91406/age/27/sex/4)

https://www.gov.uk/government/publications/child-poverty-basket-of-local-indicators

https://www.gov.uk/government/publications/child-poverty-basket-of-local-indicators

http://www.phoutcomes.info/search/overweight#pat/6/ati/102/par/E12000007

http://www.phoutcomes.info/search/overweight#pat/6/ati/102/par/E12000007

https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/05/serious-mental-hlth-toolkit-may16.pdf

https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/05/serious-mental-hlth-toolkit-may16.pdf

https://www.england.nhs.uk/mentalhealth/wp-content/uploads/sites/29/2016/05/serious-mental-hlth-toolkit-may16.pdf

http://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthcaresystem/bulletins/nationalsurveyofbereavedpeoplevoices/2015-07-09

http://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthcaresystem/bulletins/nationalsurveyofbereavedpeoplevoices/2015-07-09

http://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthcaresystem/bulletins/nationalsurveyofbereavedpeoplevoices/2015-07-09

https://www.england.nhs.uk/wp-content/uploads/2013/08/lon-qual-stands.pdf

https://www.england.nhs.uk/wp-content/uploads/2013/08/lon-qual-stands.pdf



Health and social care in North West London

Areview of Shaping a Healthier Future and the North West London STP

Reference given

Comment

Case for Change

1

Public Health Outcomes Framework data - Slope Index of inequality
in life expectancy at birth using 2012-2014.16.04 years relates to
figures for Kensington & Chelsea.

Not an adequate reference

2 NOMIS profiles, data from Office for National Statistics Notan adequate reference
3 Health & Wellbeing of NW London population (2016). Triborough Notan adequate reference. Not published?
Public Health Intelligence Team. Serious and Long Term Mental
Health needs figure comes from GP QOF register for Serious Mental
HealthIssues.
4 Health & HSCIC, Shaping a Healthier Future Decision Making Notan adequate reference: DMBCis 2,678 pages long.

Business Case and local JSNAs

Delivery Area 1: radically upgrade prevention & wellbeing

1

Local analysis using population segmentation work from London
Health Commission, and population projections from the Greater
London Authority (GLA SHLAA 2014)

Not an adequate reference

2 TBC-requested from Public Health Not a reference
3 Commissioning for Prevention: NW London SPG: Commissioning for Prevention is at https://www.england.nhs.uk/wp-
Optimity Advisors Report content/uploads/2013/11/call-to-action-com-prev.pdf
Optimity reportis at http://optimityadvisors.com/sites/default/
files/research-papers/Optimity-Matrix-Report-Cost-effectiveness-
review-of-blood-pressure-interventions.pdf or alternatively a
different report at www.yhpho.org.uk/resource/view.aspx?RID=213721
It's not clear which, if either, and which data is being used.
4  Health First: an evidence-based alcohol strategy for the UK, Royal | http://www.stir.ac.uk/media/schools/management/documents/
College of Physicians, 2013 health-first.pdf
5 Siegler, V. Measuring National Well-being - An Analysis of Social Accurate reference, but data very general, no specific analysis of
Capitalin the UK, Office for National Statistics (2015) http:// geographical areas (no mention of London).
webarchive.nationalarchives.gov.uk/20160105160709/http://
www.ons.gov.uk/ons/dcp171766_393380.pdf
6 Westminster Joint Health and Wellbeing Strategy (2016). http:// 40-pagereport: no accurate reference, but presumably to page 8.
www.centrallondonccg.nhs.uk/media/45071/120-clccg-gb-part-i-
westminster-joint-health-and-wellbeing-strategy-and-sign-off-
processes-v2.pdf
7  DWP - Nomis data published by NOS Asin previous use, not an adequate reference.
8 IPS: https://www.centreformentalhealth.org.uk/individual- Working web link butimprecise location for reference: page cited online
placement-and-support does not give the figure used in the STP.
9 Localanalysis using population segmentation work from London Second time of citing. Not an adequate reference
Health Commission, and population projections from the Greater
London Authority (GLA SHLAA 2014)
10 Commissioning for Prevention: NW London SPG: Optimity Advisors | Sameas 3 above
Report
1 Localanalysis using population segmentation work from London Same as 1and 9 above: Not an adequate reference
Health Commission, and population projections from the Greater
London Authority (GLA SHLAA 2014)
12 Cancer Research UK Not an adequate reference; no specific location cited.
13 http://www.phoutcomes.info/search/overweight#pat/6/ati/102/ | Childhood obesity is a serious problem, and especially bad in London,
par/E12000007 but the figures cited do not show North West London worse on 4-5 year
olds, although the same or worse on 10-11 year olds.
14 Public Health England (2014) Not an adequate reference
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https://www.england.nhs.uk/wp-content/uploads/2013/11/call-to-action-com-prev.pdf

https://www.england.nhs.uk/wp-content/uploads/2013/11/call-to-action-com-prev.pdf

http://optimityadvisors.com/sites/default/files/research-papers/Optimity-Matrix-Report-Cost-effectiveness-review-of-blood-pressure-interventions.pdf

http://optimityadvisors.com/sites/default/files/research-papers/Optimity-Matrix-Report-Cost-effectiveness-review-of-blood-pressure-interventions.pdf

http://optimityadvisors.com/sites/default/files/research-papers/Optimity-Matrix-Report-Cost-effectiveness-review-of-blood-pressure-interventions.pdf

http://www.yhpho.org.uk/resource/view.aspx?RID=213721

http://www.stir.ac.uk/media/schools/management/documents/health-first.pdf

http://www.stir.ac.uk/media/schools/management/documents/health-first.pdf

http://www.phoutcomes.info/search/overweight#pat/6/ati/102/par/E12000007

http://www.phoutcomes.info/search/overweight#pat/6/ati/102/par/E12000007
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Reference given

Comment

15 Localanalysis using population segmentation work from London
Health Commission, and population projections from the Greater
London Authority (GLA SHLAA 2014)

4th time of citing. Not an adequate reference

http://www.centrallondonccg.nhs.uk/media/45071/120-clccg-
gb-part-i-westminster-joint-health-and-wellbeing-strategy-and-
sign-off-processes-v2.pdf

16 Holt-Lunstad, J, Smith TB, Layton JB. (2010) “Social Relationships Located at: http://journals.plos.org/plosmedicine/article/
and Mortality Risk: A Meta-Analytic Review" PLoS Med 7(7) asset?id=10.1371%2Fjournal.pmed.1000316.PDF
However interesting of the research may be of doubtful relevance to
NW London: just 7 of the 148 studies analysed relate to the UK; most are
US-based.
17 Commissioning for Prevention: NW London SPG: Optimity Advisors | Third time of citation: same as 3 above.
Report
18 http://www.phoutcomes.info/search/overweight#pat/6/ati/102/ | Second time of citation, same as 13 above
par/E12000007, Public Health Outcome Framework
19 Westminster Joint Health and Wellbeing Strategy (2016). Second time of citation, same as 6 above

Delivery Area 2: Eliminate unwarranted variation and improving LTC management

1 Localanalysis using population segmentation work from London
Health Commission, and population projections from the Greater
London Authority (GLA SHLAA 2014)

5th time of citing. Not an adequate reference

2 Cancer Research UK

Not an adequate reference: no document or page identified

3 http://www.hscic.gov.uk/catalogue/PUB02931/adul-psyc-morb-
res-hou-sur-eng-2007-rep.pdf

Thisis a 274-page document giving data from 2007. The information
referenced and its relevance to this STP is not clear.

4 Naylor C, Parsonage M, McDaid D et al (2012). Long-term conditions
and mental health: the cost of co-morbidities. London: The Kings
Fund

Incorrectly referenced, but available at: http://www.kingsfund.org.
uk/sites/files/kf/field/field_publication_file/long-term-conditions-
mental-health-cost-comorbidities-naylor-feb12.pdf

5 Pan-London Atrial Fibrillation Programme

No precise reference given, but Google search for this highlights this
report:

http://imperialcollegehealthpartners.com/wp-content/
uploads/2016/07/Medicines-Optimisation-PoP.pdf on the NW London
programme, which gives a very different figure from thatin the STP.

6 NHS London Health Programmes, NHS Commission Board, JSNA
Ealing

We assume this must relate to file:///C:/Users/John/Downloads/
JSNA_2014_-_Chapter_7.1_-_Strengthen_the_role_and_impact_
of_ill-health_prevention_-_COPD_and__Asthma.pdf page 5: but the
figures are from Ealing: is this typical for NW London?

7  Kings Fund, 2010

Thisis not a valid reference. No document or page identified.

8 Initialanalysis following review of self-care literature

Not avalid reference: is this review published?

9 http://dvr.sagepub.com/content/13/4/268

Swedish study by Katarina Eeg-Olofsson, Bjorn Zethelius, Soffia
Gudbjoérnsdottir, Bjorn Eliasson, Ann-Marie Svensson and Jan
Cederholm. Title: Considerably decreased risk of cardiovascular disease
with combined reductions in HbAlc, blood pressure and blood lipids in
type 2 diabetes: Report from the Swedish National Diabetes Register

Relevance to NW London population not explained.
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http://journals.plos.org/plosmedicine/article/asset?id=10.1371%2Fjournal.pmed.1000316.PDF

http://journals.plos.org/plosmedicine/article/asset?id=10.1371%2Fjournal.pmed.1000316.PDF

http://www.phoutcomes.info/search/overweight#pat/6/ati/102/par/E12000007 , Public Health Outcome Framework

http://www.phoutcomes.info/search/overweight#pat/6/ati/102/par/E12000007 , Public Health Outcome Framework

http://www.centrallondonccg.nhs.uk/media/45071/120-clccg-gb-part-i-westminster-joint-health-and-wellbeing-strategy-and-sign-off-processes-v2.pdf

http://www.centrallondonccg.nhs.uk/media/45071/120-clccg-gb-part-i-westminster-joint-health-and-wellbeing-strategy-and-sign-off-processes-v2.pdf

http://www.centrallondonccg.nhs.uk/media/45071/120-clccg-gb-part-i-westminster-joint-health-and-wellbeing-strategy-and-sign-off-processes-v2.pdf

http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/long-term-conditions-mental-health-cost-comorbidities-naylor-feb12.pdf

http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/long-term-conditions-mental-health-cost-comorbidities-naylor-feb12.pdf

http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/long-term-conditions-mental-health-cost-comorbidities-naylor-feb12.pdf

http://imperialcollegehealthpartners.com/wp-content/uploads/2016/07/Medicines-Optimisation-PoP.pdf

http://imperialcollegehealthpartners.com/wp-content/uploads/2016/07/Medicines-Optimisation-PoP.pdf

file:///Volumes/Combined/work_archive/2016_17/212_lbhf_finance_corporate_services2016_17/212_66cc_Shaping_a_Healthier_Future%20Report-PeterSmith/212_66_links/212_66_incoming%20_files/../../../../../../Downloads/JSNA_2014_-_Chapter_7.1_-_Strengthen_the_role_and_impact_of_ill-health_prevention_-_COPD_and__Asthma.pdf

file:///Volumes/Combined/work_archive/2016_17/212_lbhf_finance_corporate_services2016_17/212_66cc_Shaping_a_Healthier_Future%20Report-PeterSmith/212_66_links/212_66_incoming%20_files/../../../../../../Downloads/JSNA_2014_-_Chapter_7.1_-_Strengthen_the_role_and_impact_of_ill-health_prevention_-_COPD_and__Asthma.pdf

file:///Volumes/Combined/work_archive/2016_17/212_lbhf_finance_corporate_services2016_17/212_66cc_Shaping_a_Healthier_Future%20Report-PeterSmith/212_66_links/212_66_incoming%20_files/../../../../../../Downloads/JSNA_2014_-_Chapter_7.1_-_Strengthen_the_role_and_impact_of_ill-health_prevention_-_COPD_and__Asthma.pdf



Health and social care in North West London

Areview of Shaping a Healthier Future and the North West London STP

Reference given

Comment

Delivery Ares 3: Achieve better outcomes for older people

1 Officefor National Statistics (ONS) population estimates

Not an adequate reference

2 Source: Index of Multiple Deprivation 2015 Income Deprivation
Affecting Older People (IDAOPI); Greater London Authority 2015
Round of Demographic projections, Local authority population
projections - SHLAA-based population projections, Capped
Household Size model

Notan adequate reference

3 https://www.england.nhs.uk/mentalhealth/wp-content/.../
dementia-diagnosis-jan16.xlsx

Web link does not work: data to be found via http://tinyurl.com/
hscpkra

4 SUSdata - aggregated asatJune 2016

Thisis notan adequate reference, butitappears this datais not
published

Delivery Area 4: Improve outcomes for children & adults with mental health needs

1 Tullochetal., 2008

The Costs, Outcomes and Satisfaction for Inpatient Child and
Adolescent Psychiatric Services (COSI-CAPS) study, a 229-page study,
available at: http://www.rcpsych.ac.uk/pdf/COSI%20CAPS.pdf

2 Royal College of Psychiatrists, 2012

Notan adequate reference. Not found in text

3 http://www.publications.parliament.uk/pa/cm200506/
cmhansrd/vo060124/debtext/60124-06.htm#60124-06_spminl

Not found in text. Relevance not clear: this link takes us to an extract
froma Commons debate in January 2006 on a Green Paper on Welfare
Reform from the then Labour government.

Delivery Area 5: Safe high quality and sustainable acute services

1 Health & Wellbeing of NW London population (2016). Triborough
Public Health Intelligence Team

Notan adequate reference. Not published. Used 4 times.

2 SUS Data. Oct14-Sepl5

As above: not a proper reference, data not published.

4  Shapinga Healthier Future Decision Making Business Case

Notan adequate reference: DMBCis 2,678 pages long

5 Shapinga Healthier Future Decision Making Business Case

Not an adequate reference: DMBCis 2,678 pages long

6 ShapingaHealthier Future Decision Making Business Case

Notan adequate reference: DMBCis 2,678 pages long

7  Shaping NW London High Level Analysis of Inpatient Radiology
Diagnostic Imaging and Reporting. Data extracts from Trust RIS
systems forallinpatient radiology imaging.

Not an adequate reference: data not published

7 Review of Operational Productivity in NHS providers - June 2015. An
independent report for the Department of Health by Lord Carter of
Coles.

Lord Carter's report makes many interesting points, but the claim made
by the STPis not one of them.
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https://www.england.nhs.uk/mentalhealth/wp-content/.../dementia-diagnosis-jan16.xlsx

http://tinyurl.com/hscpkra

http://tinyurl.com/hscpkra

http://www.rcpsych.ac.uk/pdf/COSI CAPS.pdf

http://www.publications.parliament.uk/pa/cm200506/cmhansrd/vo060124/debtext/60124-06.htm#60124-06_spmin1

http://www.publications.parliament.uk/pa/cm200506/cmhansrd/vo060124/debtext/60124-06.htm#60124-06_spmin1
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Enablers: Estates

1 ERICReturns 2014/15

This can be found via http://digital.nhs.uk /catalogue/PUB18726

NHSE London Estate Database Version 5

Notavalid reference: is data published?

NW London CCGs condition surveys

Not a valid reference. Is this published?

S W N

Oxford University's School of Primary Care Research of general
practices across England, published in The Lancetin April 2016

Referenceis at: http://www.thelancet.com/pdfs/journals/lancet/
PIIS0140-6736(16)00620-6.pdf

Thereportalso argues that: "Our findings show a substantial increase
in practice consultation rates, average consultation duration, and total
patient-facing clinical workload in English general practice. These
results suggest that English primary care as currently delivered could
bereaching saturation point. Notably, our data only explore direct
clinical workload and not indirect activities and professional duties,
which have probably also increased.”

Itappears that both the STP and SaHF would further increase this
pressure.

5 LordCarter Report:
https://www.parliament.uk/business/publications/written-
questions-answers-statements/written-statement/
Commons/2016-02-05/HCWS515/
http://gna files.parliament.uk/ws-attachments/450921/original/
Operational%20productivity%20and%20performance%20
in%20English%20NHS%20acute%20hospitals%20-%20
Unwarranted%20variations.pdf

2nd time of citation: as above (7): however this link does not work.
Should be
https://www.parliament.uk/business/publications/written-
questions-answers-statements/written-statement/
Commons/2016-02-05/HCWS515/

Enablers: Workforce

1 Trustworkforce: HEE NWL, eWorkforce data, 2015.

Not published

a) Social Care Workforce: Skills for Care, MDS-SC, 2015

b) GP Workforce: HSCIC, General and Personal Medical Services,
England - 2004-2014, As at 30 September, 2015

c) Unpaid Carers: ONS, 2011 Census analysis: Unpaid carein
England and Wales, 2011 and comparison with 2001, 2013

d) Pharmacy Data: Royal Pharmaceutical Society of Great Britain,
Pharmacy Workforce Census 2008, 2009

Maternity Staff: Trust Plans, 2015. Not Published

Paediatric Staff: Trust Plans, 2015. Not Published

a) General, national figures: no London or borough breakdown

b) http://digital.nhs.uk/catalogue/PUB16934

c) http://www.ons.gov.uk/peoplepopulationandcommunity
/healthandsocialcare/healthcaresystemarticles
/201censusanalysisunpaidcareinenglandandwales2011
andcomparisonwith2001/2013-02-15

d) Oldfigures

2 Conlon & Mansfield, 2015

Not an adequate reference to identify any study or data

3 Turnover Rates: HSCIC, iView, retrieved 23-05-2016

Access restricted to NHS

4 Vacancy Rates — NHS Trusts: HEE NWL, eWorkforce data, 2015. Not
published

Vacancy Rates - Social Care: Skills for Care, NMDS-SC, 2015

http://www.skillsforcare.org.uk/Document-Llibrary/NMDS-SC, -
workforce-intelligence-and-innovation/NMDS-SC/State-of-2014-
ENGLAND-WEB-FINAL.pdf

5 GPAges: HSCIC, General and Personal Medical Services, England
2005-2015, as at 30 September, Provisional Experimental statistics,
2016

http://digital.nhs.uk/catalogue/PUB20503

6 GPAppointments: Nuffield Trust, Fact or fiction? Demand for GP
appointments is driving the ‘crisis' in General Practice, 2015

GP Practices: HSCIC, GPs, GP Practices, Nurses and Pharmacies, 2016
Providers: HSCIC, GPs, GP Practices, Nurses and Pharmacies, 2016
Skills for Care, nmds-sc online, retrieved 17-06-2016

http://www.nuffieldtrust.org.uk/node/3996
References very general: no connection established with STP draft

7  McKinsey, Optimising Bank and Agency Spend across NW London,
2015. Not published

Enablers: Digital

1Local Digital Roadmap - NHS NW London (2016)

“Anumber of sessions have been held locally and through discussion
collaboratively, to develop the detail of the draft Local Digital Roadmap
for submission to NHS England by 30 June 2016." (NW London CCG
Collaboration July 2016 http://tinyurl.com/hz9sfqq) Is it published?
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http://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(16)00620-6.pdf

http://www.thelancet.com/pdfs/journals/lancet/PIIS0140-6736(16)00620-6.pdf

https://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/Commons/2016-02-05/HCWS515/

https://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/Commons/2016-02-05/HCWS515/

https://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/Commons/2016-02-05/HCWS515/

http://qna.files.parliament.uk/ws-attachments/450921/original/Operational%20productivity%20and%20performance%20in%20English%20NHS%20acute%20hospitals%20-%20Unwarranted%20variations.pdf

http://qna.files.parliament.uk/ws-attachments/450921/original/Operational%20productivity%20and%20performance%20in%20English%20NHS%20acute%20hospitals%20-%20Unwarranted%20variations.pdf

http://qna.files.parliament.uk/ws-attachments/450921/original/Operational%20productivity%20and%20performance%20in%20English%20NHS%20acute%20hospitals%20-%20Unwarranted%20variations.pdf

http://qna.files.parliament.uk/ws-attachments/450921/original/Operational%20productivity%20and%20performance%20in%20English%20NHS%20acute%20hospitals%20-%20Unwarranted%20variations.pdf

https://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/Commons/2016-02-05/HCWS515/

https://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/Commons/2016-02-05/HCWS515/

https://www.parliament.uk/business/publications/written-questions-answers-statements/written-statement/Commons/2016-02-05/HCWS515/

http://digital.nhs.uk/catalogue/PUB16934

http://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthcaresystem/articles/2011censusanalysisunpaidcareinenglandandwales2011andcomparisonwith2001/2013-02-15

http://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthcaresystem/articles/2011censusanalysisunpaidcareinenglandandwales2011andcomparisonwith2001/2013-02-15

http://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthcaresystem/articles/2011censusanalysisunpaidcareinenglandandwales2011andcomparisonwith2001/2013-02-15

http://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthcaresystem/articles/2011censusanalysisunpaidcareinenglandandwales2011andcomparisonwith2001/2013-02-15

http://www.skillsforcare.org.uk/Document-library/NMDS-SC,-workforce-intelligence-and-innovation/NMDS-SC/State-of-2014-ENGLAND-WEB-FINAL.pdf

http://www.skillsforcare.org.uk/Document-library/NMDS-SC,-workforce-intelligence-and-innovation/NMDS-SC/State-of-2014-ENGLAND-WEB-FINAL.pdf

http://www.skillsforcare.org.uk/Document-library/NMDS-SC,-workforce-intelligence-and-innovation/NMDS-SC/State-of-2014-ENGLAND-WEB-FINAL.pdf

http://digital.nhs.uk/catalogue/PUB20503

http://www.nuffieldtrust.org.uk/node/3996

http://tinyurl.com/hz9sfqq



Health and social care in North West London

Areview of Shaping a Healthier Future and the North West London STP

Appendix 3:

Savings plans in the Draft STP V1.0

Delivery Area Projected Investment General description
Grosssaving | (Em)
(Em)
DA A |25 0.2 Enabling and supporting healthier living
B |65 33 Wider determinants of health interventions
C |66 0.5 Addressing socialisolation
D |TBC TBC Helping children to get the best startin life
Total 15.6 4
DA2 A |TBC TBC Improve cancer screening to increase early diagnosis and faster treatment
B |TBC TBC Better outcomes and support for people with common mental health needs
(with aninitial focus on people with long term physical health conditions)
C 124 2.0 Reduce variation by focusing on ‘Right Care' priority areas
D |61 3.4 Improve self-management and ‘patient activation’
Total 18.5 5.4
DA3 A |00 2.0 Improve market management and take a whole systems approach to
commissioning
B |253 0.0 Implementaccountable care partnerships
C |263 18.0 Implement new models of local services integrated care to consistent
outcomes and standards
D |649 20.0 Upgrade rapid response and intermediate care services
E |96 14 Create a single discharge approach and process across NW London
F |70 4.9 Improve carein the last phase of life
Total 1331 52.3
DA4 A |16.0 1.0 Implement the new model of care for people with serious and long term
mental health needs, to improve physical, mental health and increase life
expectancy
B |50 TBC Addressing wider determinants of health, e.g. employment, housing
C |TBC TBC Crisis support services, including delivering the 'Crisis Care Concordat’
1.8 TBC Implementing ‘Future in Mind' to improve children's mental health and
wellbeing
Total 22.8 1.0
DAS A | TBC TBC Specialised Commissioning
B [215 79 Deliver the 7 day services standards
C 1896 33.6 Configuring acute services
D |1434 41 NW London Productivity Programme
Total 2545 456
Grand total 4445 8.3
Totalnet saving 326.2
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Appendices

Appendix 4:

An examination of the evidence base for models of care cited in the
‘Local Services Transformation document’ (Paper 3.1), companion paper

to Draft STP Version 1.0

delivery model with
Local Authorities
and 3rd sector to
tackle the social
determinants

of health: early
priorities toinclude
socialisolation,
housing and
employment

elective admissions

housing costs NHS £2.5bn/
year.

NHS Alliance ‘Housing for
Health' website.

Mansfield (Notts) experiment,
but relevance to London
property prices and availability
not proven. Other data
mentioned from US, DWP,
Rotherham Social Prescribing
Pilot, Cornwall, Victor et al
(2003), Buffel etal (no date).
Again no references supplied,
so could not be checked.

Proposal Claimed impact Benefit Benefit (beds Evidence What is missing: requirements
(Em) equivalent) forimplementation
New model of 17,000 fewer A&E 21.2 Close 117 beds RCGP report 2014 onimpact Business plan for new model
primary care to attendances; 2,979 of improved GP access. JAMA of primary care — and the
divert potential fewer non-elective study, USA, although relevance | resources to carry itout.
caseload from admissions to British/North West London
hospital context not established.
Case management | Increased patient nodata no data on bed use | “Promising but mixed" Resources and funding
for older patients satisfaction oncash evidence, primarily from to deliverindividual case
savings USA. Relevance to British/ management to large and
North West London context growing numbers of older
not established. Kaiser people, led by Advanced
Permanente/ EverCare Primary Nurses
experiment failed in UK 10
years ago.
Illness prevention Ambitious claims asmuch | nodataonbeduse | Reportapparently Key requirementis a proven
scheme with drastic | of cash savings as 38-41 commissioned by Healthy and effective method of
changetofocuson | ‘ifjust20% of the London Partnershipsin 2016: engaging with ‘patients' who
patientengagement, | eligible population could not be identified in web are notilland convincing them
prevention and were affected search (noreference given) to stop smoking for example.
integration of by prevention No methodology outlined,
services programmes or costings for necessary
targeting diabetes and resources or staff
smoking”
Promote “self- 17,568 fewer A&E 2.4 0 “Evidence" cited by the Health | In our view itis likely that more
management, attendances Foundation 2011 (no reference | patients will resort to A&E
self efficacy and given). Other evidence is as result of not seeing GPs
behaviour change". claimed to come from the when needed. What possible
Self care "thought King's Fund 2010, Robinsonet | argumentis there for less?
tosave an hour per al 2001, Kennedy etal 2003,
day of GPtime". A a Canadian trial reported by ; ;
reporton 5,000 GP Bourbeau etal 2003, and the {f/istur:Z%rﬁ]%?éegglpva;rlg%tﬁof
consultations found Primary Care Foundation software developed in US
6% (300) could have (2003), None of the actual o e S fE e  EevERer
been dealt with references is cited, making it tool” to "support tailoring
through self-care impossible to check. Relevance | 514 evaluation of self-care”
of Canadian example to British/ | ¢, iture change for 400]000'
North West London contextnot | yatjents to ensure they useit,
established. and use it correctly. No costings
available.
Integrated shared 1,021 fewer non- 4.4 3 King's Fund estimate poor Capital, revenue and

sufficient appropriate housing
accommodation available
toavert homelessness in
context of North West London
property prices, staff to
manage discharge support.
Resources required to address
socialisolation are not
identified - task for social care?
Employmentis mentioned but
thereare noactual proposals
foractiontocreatejobs.
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Health and social care in North West London

Areview of Shaping a Healthier Future and the North West London STP

Proposal Claimed impact Benefit Benefit (beds Evidence What is missing: requirements|
(Em) equivalent) forimplementation

Agree the definition, | 38,165 fewer non- 64.9 408 ImBC (stillawaited) but Funding to cover a minimum
scope and offer of elective admissions evidence for this projection of £1045 and a maximum of
Intermediate Care unclear. £5549 per episode of care for
Services (both step National Audit of Intermediate | levels of services required.
up/rapid response Care 2015 found 72% of people Sufficient suitable premises,
and step down/ maintain their dependency appropriately qualified staff,
discharge): review levelinintermediate care. 2014 | management structure.
availability of home report calculated costs. No
based care. Scale up references supplied.
to provide care that
is cheaper but better.
Roll out use of 3,848 fewer non- 8.5 31 No external evidence cited. No clear explanation offered
single needs-based | elective admissions. Apparently activity data from | forincreased length of stay,
discharge formand 2015/16 shows 35% of North or obvious action to avertit.
process to refer West London non-elective But SaHF and STP plans to
into community admissions were to a cross- concentrate acute servicesin
health care services border hospital, withaverage | 5hospitals willincrease cross
provided in patients' length of stay 2.9 days longer | boundary admissions, and
homes. Expand than those withina CCG thereforeincrease costs.
thistoinclude boundary.
referrals to bedded
community health
services.
Improve end of 2,300 fewer non- 7 32 National End of Life Strategy, Additional services required
life care by better elective admissions Gold Standard Frameworkand | have not been costed: Nuffield
identification of Nuffield Trust report Sept 2014. | Trust estimate £653 per
patientsin the Last No full references supplied. person. Difference between
Phase of Life, to this and hospital treatment
avoid unnecessary is expected toyield £7m cash
admissions and savings.
treatment
Totals 34,568 fewer A&E 146.4- 591

attendances, 48,313 | 149.4

fewer non elective
admissions
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c/o 7 KIMBELL GARDENS, LONDON SW6 6QG

RESPONSE TO


The draft NHS NW London Sustainability and Transformation Plan 

October 2016

1. INTRODUCTION

Save Our Hospitals: Hammersmith and Charing Cross is a resident-led non-party political campaign group made up of people from all sections of the community, campaigning against the closure of vital acute services at Charing Cross and Hammersmith Hospitals and other NW London hospitals such as Ealing, and against damaging reconfigurations of local NHS provision across NW London.


We have carefully studied the published Draft STP for NW London. We hope that this critique of the STP will receive careful scrutiny by both the local CCGs and by NHS England, and that we receive, before the final submission date for STPs of December 23rd  2016 a detailed response to the issues we raise.


What is clear, in reading the document, is that the STP is essentially about cuts. The STP aims to cut a notional deficit of £1.3bn and turn that into a surplus of £55m by 2020 and all of the policy options put forward claim to produce this financial outcome. The driver is clearly financial rather than clinical. The demand is that NW London footprint will contribute to NHSE’s objective to cut £22bn+, at the behest of the Government, from NHS budgets by 2020. All clinical proposals etc have to work within that financial ‘cage’.

2. SUMMARY

The team who have put together the NW London STP have worked under considerable pressure to produce it to a risible deadline under conditions of semi-secrecy for which NHSE is responsible.

We believe this STP cannot achieve the significant financial savings it sets out to achieve without significantly damaging the health of local people. Further, we note the lack of detail across all the delivery areas. We are deeply concerned at the lack of clinical and financial evidence to support the plans. 


STPs in fact have no democratic mandate, and this STP has involved minimal engagement and no effective consultation to date.

3. CONSULTATION


There has been NO public consultation on the formative stages of the NW London STP and, indeed, it has only been seen by local residents as a result of a Freedom of Information request, following which it was published. Our critique, therefore, relates to a document in which the public had no say.


In September 2016, NHSE published a document, Engaging local people: a guide for local areas developing Sustainability and Transformation Plans, ironically well after the June submission date for CCGs to submit their draft STPs. It is worth quoting from this document:


… we need robust local engagement plans as part of the STP process (p4)


It is essential that the STP partners in every area have an ongoing dialogue with patients, volunteers, carers, clinicians and other staff, citizens, the local voluntary and community sector, local government officers and local politicians … And local areas may wish to consider how to engage people who live outside the footprint area but access health and care services within it and may therefore be affected by footprint proposals. (p.7)

Consultation must take place when the proposal is still at a formative stage … sufficient reasons must be put forward for the proposal to allow for intelligent consideration and response … adequate time must be given for consideration and response … decision makers must properly consider the material produced by the consultation. (p.11)


And, of key importance:


Service change must be evidence-based, and this evidence should be publicly available during the consultation and decision-making stages. (p.12)

STPs have been submitted, in June, to NHSE without any sort of consultation. Indeed, it took a FOI request to get the NW London STP into the public domain and it is still the case that most parts of England have yet to see their STP.


Since NHSE’s document stresses the need for consultation at a formative stage, it is difficult to know how this can be the case when there has been no input from the public, or anyone, to plans to date. Further, the second draft of the STP is to be submitted by Oct. 21st, the engagement (not consultation) has been limited to a few ‘town hall’ type meetings where the agenda has essentially been a sales job, without any evidence being presented to the public to back up any assertion in the STP. In effect, the public have been asked to take the proposals in the STP as a matter of faith. Indeed, an officer of H&F CCG said in a Patients Reference Group that we needed to have faith – this was in response to a request for evidence!

We concur with the response to the STP from Brent Patient Voice that ‘the STP is an extremely difficult document to analyse for a whole number of reasons … Many sections are based on unpublished documents and, most significantly of all, financial presentations using figures ‘plucked out of the air’. Readers are in effect being asked to sign up to articles of faith.’ (p. 3)


We have also learned from a councillor in RBKC that the scrutiny committee members there were invited on Friday 14th October to comment on the draft STP by noon on Monday 17th.  As pointed out by the councillor:


This is typical of the lack of effective consultation over this plan which threatens the future of Charing Cross and Ealing Hospitals, is expected to lead to the loss of at least 500 acute beds, and to ‘save’ £1.3 billion from health budgets over the next 5 years.


The revised plan is 58 pages long and is a complex document. Less than three days over a weekend is clearly insufficient time for busy Councillors to absorb and comment in detail on the proposals.


The councillor is pointing to the fact that one of the largest changes in the history of the NHS is being rushed through behind the backs of the public and their elected representatives.


4. EVIDENCE

There is a long history in NW London of the local community asking for evidence – initially for the proposals in Shaping a Healthier Future and now in regard to the draft STP. We have attended CCG and Imperial Trust board meetings and also had a meeting with the management of Imperial in order to have our questions answered about evidence. We have been promised, repeatedly over four years, that we will be provided with the evidence to back up claims that acute services can safely be reduced. We have never received this evidence. At the ‘engagement’ meeting held by H&F CCG on October 3rd, we were promised that the Chair of SOH would be sent the background papers showing evidence that, both financially and clinically, the proposals were safe. Yet again, the evidence has not arrived.

We can only conclude that this evidence does not exist. When public bodies know that things will work, they produce the evidence!


In commenting on some of the detail of the draft STP, we will include key examples where no clinical evidence is referenced to show how a transformation might work. Nor is there referenced evidence that some of the changes in clinical strategy would, of themselves, reduce the need for acute beds within a footprint. We will also indicate some of the (many) areas where there is no evidence to support the financial ‘savings’ or expenditure on ‘transformations’.


In what follows we focus on the core delivery areas as outlined in the STP. We have not, however, commented on every detail but have concentrated on examples of the issues that we are concerned about.

DELIVERY AREA 1: RADICALLY UPGRADING PREVENTION AND WELLBEING

What is clear is that no one is going to be opposed to preventing illness and maintaining wellbeing!


From the outset, the STP recognises that poverty (which has to include those in badly paid jobs), lack of work, poor housing, and social isolation are at a higher risk of poor health and that these factors can cause poor health.


We do not see how poverty, low pay, unemployment and poor housing can be ameliorated by any of the particular proposals in the STP. These areas need to be tackled by both central and local government. But this is in the context of continual austerity cuts from central government, which also include huge cuts to local government expenditure over the next 5 years. How can the factors that are implicated in poor health be addressed significantly in this context?


Further, there is no evidence presented to show that encouraging people to adopt more healthy ways of living is feasible within a short time frame. ‘Lifestyle changes’ take time and concerted action. Only recently Public Health England pointed out that figures for those smoking had fallen to their lowest figure in 50 years, but that it is still the case that 1 in 6 adults is still a smoker. To achieve this reduction has taken decades of education, media coverage, tax rises on smoking products, legislation to prevent smoking in public places, etc. The admirable objective to cut obesity figures, for example, will require a similar concerted public programme addressing complex questions of poverty, regulation of the food and drinks industry, taxing of unhealthy foods, education as well as health provision. There is no clear clinical evidence that the aims for healthier living, however worthy, can be achieved in the time scale presented or at a local level.

The STP aims to invest a modest amount of money to enhance prevention and well-being while making vast cuts to the budget – in fact, a net saving of £11.6m in this area. Where is the evidence that the small investment in preventive and well-being budgets can deliver so that there are savings of £11.6m? To be convinced, we need to see detailed financial modelling of this, together with the clinical evidence that the strategies can work within the required time scale. Without this, it seems we are living in cloud cuckoo land!

Social isolation is mentioned as an important determinant of ill health. We accept this, but also would like it recognised that poor mental health may itself be a determinant of isolation – it is not always a one -way process! The financing of services which might help to mitigate social isolation is given as £500,000 – or £12,500 per borough per year, while the saving is given as £6.6m. It is extraordinary that an investment of so little could accomplish so much, both in reducing social isolation and saving such an enormous sum, and over such a short period of time. This seems like fantasy. Could we please see the evidence – clinical and financial – that such a turnabout could possibly happen. (We might also ask why it hasn’t already been done, given that SaHF has been around for more than 4 years.)


DELIVERY AREA 2: ELIMINATING VARIATION AND IMPROVING LONG TERM CONDITION MANAGEMENT

There are several difficulties in understanding what is meant in parts of this DA. What is the evidence for clinical variation and for its costs to the NHS in NW London? Indeed, what are the variations being addressed? Here we are given bland and rather meaningless statements. 


How do you know that people have a mental health problem if it is not diagnosed?


Further, ‘long-term condition’ is never adequately defined. What is meant by this? 


Where is the evidence that services can be delivered effectively within budget constraints – a cost of £2m and a savings of £124m for ‘Right Care’ priority areas? What pilots have been carried out for this and how can small pilots be rolled out to a vast population? The discrepancy between investment and vast savings is such that one wonders if the second figure is a misprint! 


Further two core areas in this DA have no costing or savings listed.

In terms of improving self-management, the use of personal care budgets is promoted as a core way forward. These are highly controversial and there has been no public consultation about whether this is an appropriate way forward. A  key question here is what happens if someone with a personal care budget exhausts the budget without ameliorating the condition. Will this lead to patients paying for additional, necessary, treatment? Is this a back door method of introducing charging?

DELIVERY AREA 3: ACHIEVING BETTER OUTCOMES AND EXPERIENCES FOR OLDER PEOPLE

A substantial saving envisaged in the STP (£132.7m) seems to come from this segment of the population – ironically the segment of the population that has paid into the NHS for an entire working life. Further, the tone of this section will rightly alarm many older people and their families and neighbours.


A further irony is the statement that a ‘market analysis of older people’s care’ will be undertaken at a time when private providers are withdrawing from the care home market on the grounds that they cannot make sufficient profit. Indeed, the CQC has very recently pointed out that the care sector as a whole is at risk (see The Guardian 13 October 2016; also in BBC and Telegraph on same day). As well as closures of private care homes there has also been a steady decline in the number of local authority places for older people. There have also been a seemingly unending number of reports of poor and maltreatment of older people in care contexts over the last few years.

The entire NW London provision for older people’s care services is proposed as being provided by a single Accountable Care Partnership, with joint agreement about the model of integration with local government commissioned care and support services. This is to be provided on a per capita basis. What evidence might be being used to determine the population included in this, the variety of conditions covered (is it all health needs for older people), the relationship with individuals GPs etc? It is a cynical exercise to suggest that £25.1m can be saved in this area, without any investment at all.


What is the relationship between an ACP and GPs? As this is not explained, it is difficult to know just how care for older people is to be delivered!                                                                              

Will the market analysis also include an evaluation of the costs to older people of care outside hospitals? This is an issue which has never been addressed in the more than four years since SaHF was mooted.

Key to the implementation of new models of local services is the downgrading of Charing Cross and Ealing Hospitals as sites for ‘the older persons (frailty) service’. Despite repeated questioning, the CCGs have given no detail of the kinds of care offered to older people at these sites, the number of older people to be treated in these institutions, the levels and kinds of staffing to be available which could be anything from consultants to care assistants, what the budget for such provision would be, ETC! It is hard not to think that these are simply seen as dumping grounds for older people. This is even more the case when other services which might exist at these hospitals have not been made clear. The definition of a ‘local hospital’ has not been clarified over the past 4+ years despite repeated requests, let alone the services for the elderly which now seem to have been prioritised for these two hospitals.

It is absolutely correct that people at the end of life should be able to spend their last days in their preferred place of care. For many this will be home, for many a local hospice and for some an acute hospital bed. It is very useful to ensure people in their last stage of life are able jointly to make care plans. However, end of life care in the community cannot be delivered on the cheap and cannot not be viewed as an easy way of making savings. 


The STP fails adequately to plan and cost for the increased numbers of district nurses, palliative care specialists, GP cover, Marie Curie services, equipment and necessary skilled carers. The issue of a lack of capacity in our local hospices is not addressed. The lack of detail here is very concerning. There is no data provided on current demand and current provision – another failure to provide evidence. Finally, the problem of how to recruit to these specialist roles, given current vacancy rates, has not been addressed. Indeed, it is not even clear that NW London will retain its current staffing level in this area, leading to a possible further deterioration.

The STP seems to believe that non-elective admissions for patients in their last phase of life can be reduced by 50%. As we have shown above, this seems to be highly unlikely without substantial investment in care outside an acute hospital. Yet the plan seems to indicate that the savings will be significantly greater than the cost. Given the ‘cost cutting’ theme throughout the STP it is not surprising if some people fear community palliative care is seen primarily as a way of saving money.

We also have strong reservations about the link between care for the elderly and use of digital technology. Many of the services required by older people require the expertise of trained nurses to check, for example, dehydration – a common cause of death and suffering for older people. Digital technology is not good at recognising how people, particularly older people, signify health problems through changes in body language and actual physical examination. Further, there seems to be no account taken of the fact that older people are not as digitally minded as younger cohorts and further, that with greater levels of dementia, use of technology becomes problematic.

DELIVERY AREA 4: IMPROVING OUTCOMES FOR CHILDREN AND ADULTS WITH  MENTAL HEALTH NEEDS

It is widely recognised that care for mental health needs is in a sorry state across the country. There is little in this delivery area to give any confidence that there will be much additional help in NW London for those with mental health conditions, whether children or adults. The stated aims are unspecific and, more worryingly,  uncosted.


While more support in primary care would clearly be helpful, there seems to be no account taken of earlier attempts to provide care in the community for those with mental health problems. As reported by the BBC on 6th Oct ’16, the suicide rate for patients with mental health problems cared for in the community is three times the number of those cared for in hospitals. Further, there is anecdotal evidence that beds are not available for patients going through a crisis when needed and that they are shunted around various hospitals across London. On the same day as the BBC report, the Metropolitan Police complained that they were having to detain people with mental health problems in police cells without any training as to how to provide adequate care as no hospital help was available.

That three sections of DA4 are uncosted is a clear indication of the inadequacy of planning to meet actual needs, whether in acute or primary settings.


While, at the H&F engagement meeting (3rd Oct, 2016), Dr Spicer, Chair of H&F CCG, stated that the actual % of monies to be spent on mental health (8% of total budget) would not be reduced, this is hardly reassuring when this does not take into account inflation and when it is absolutely clear that MORE is needed to provide even adequate care.

It is also the case, as explained to us by Dr Tracey Batten in late 2014, that a high proportion of those who seek treatment for physical conditions in A&E also have high levels of mental health problems. There is no indication of what  might happen to this group if the A&Es at Charing Cross and Ealing Hospitals were to close.

Because of social pressure, not least from the digital environment, increasing numbers of young people are experiencing mental health problems. There is, despite this and despite the title of DA4, very little that explicitly addresses the problems of/for younger people. 

The ‘promise’ to extend out of hours service initiatives for children, providing evening and weekend specialist services (CAMHS) hardly seems adequate to meet the dramatic rise in the number of children needing mental health support, as shown by NHSE figures (see The Guardian, 24 Oct ’16), following many other detailed reports over several months across all responsible media. The NHS recognises an immense rise in self-harming, suicide attempts, and dramatic rise in the number of people needing A&E and then acute care. Sarah Brennan, quoted in The Guardian, refers to cuts in social workers, educational psychologists, parenting classes and mental health services in schools as reducing support for under-18s in distress. She goes on to say:

The pressure on CAMHS has forced services to raise the bar for access to treatment. About a quarter of young people are being turned away and this will include many who self-harm. At the moment too many vulnerable children go to A&E because no other help is available.


Even Jeremy Hunt has severely criticised NHS care of troubled young people! CAMHS were the ‘biggest single area of weakness in NHS provision’ and were beset by ‘big problems’ including failure to intervene early enough when problems such as eating disorders emerge, which meant ‘too many tragedies’. (Also reported in The Guardian article.)


This whole delivery area is woefully lacking in detail, clinically and financially. Children and adults with mental health needs deserve much better than this.

DELIVERY AREA 5: ENSURING WE HAVE SAFE, HIGH QUALITY SUSTAINABLE ACUTE SERVICES

It is shocking but not surprising that acute services are subsumed under sustainability i.e. cuts. It is equally shocking that the proposal to downgrade two acute hospitals is still envisaged in this report.

Following the closure of Central Middlesex A&E and Hammersmith A&E, there was a significant deterioration in A&E performances at other hospitals. The argument that this was a result of a national trend can, at best, only be partly the case. The other A&E departments in NW London, which had previously been top A&E performers in meeting targets, fell to the bottom of the league table. 


Further, these problems have not been resolved! Hospitals across NW London are already working to and beyond capacity. There have been occasions when not a single bed has been available in NW London. Moreover, this problem has been acknowledged publicly, at Board meetings of Imperial, by Dr Tracey Batten, CEO. There is no sign of any improvement on the horizon, let alone evidence that unproven out of hospitals care can reduce the need for acute hospital beds.


We have been told that neither Charing Cross nor Ealing Hospitals will close until there is clear evidence that alternative provision is available and can work. This would be reassuring if it were not the case that the STP clearly signals that Ealing hospital is under imminent threat of closure. Over the last 18 months several departments (Maternity, Paediatrics) have been closed down resulting in a blight effect on staff recruitment. To then claim that the hospital is ‘unsafe’ is a disingenuous strategy to get rid of the hospital regardless of need.


The closure of Ealing Hospital would be a major loss to the local health community. In addition, the closure would add to the stress on other hospitals across NW London, as well as putting more pressure on existing primary care. For a document that claims to address the social determinants of health, there is no recognition that users of Ealing Hospital will have further to travel, with additional travel costs. There is also little recognition of the specific communities that live in Ealing borough, for whom local services are crucial. There is a passing mention of ethnic and cultural diversity in the STP, but this is then simply ignored in the plans for provision.

Four years of questions from local residents, council leaders and local MPs have failed to elicit from the CCG what they envisage doing with Charing Cross. Indeed, it was claimed that Charing Cross is not part of the STP plan because any reconfiguration involving Charing Cross will take place post-current STP plans. Yet its closure as an acute hospital remains within the plan. We know that it was only at Dr Batten’s insistence that it has been stated that reconfiguration of Charing Cross will not take place until appropriate alternative provision is in place.


It is worth quoting here from the Royal College of Emergency Medicine (Feb. 2016):


Any reconfiguration proposal must start by considering the needs of the communities served. Thus the key issue is the impact on patients and patient care at site from which services will be removed or reduced. Secondary, though important, are the consequences for services at sites that would be required to absorb the diverted patient flows. The additional stress on local primary care systems must also be considered.


Save Our Hospitals believes that none of these concerns have been adequately addressed.


The RCEM statement continues:


Relocating services has a disproportionate effect on the very young, the very old, patients with mental health issues and those with chronic illness or reduced mobility.


Relocation also has a greater impact on poorer socioeconomic groups through difficulties with transport….

Increased travel times are associated with worse outcomes for some patient groups with serious illness.


The increased demands on ambulance services brought about by longer transport times are seldom properly modelled….


Short-term staffing shortages cannot be a rationale for permanent reconfigurations. Longer term patient outcomes will be compromised….


The amount of traditional A&E work that can be undertaken by the replacement unit (such as a GP- or nurse-led urgent care centre) is likely to be grossly over-estimated. This is especially true of patients who arrive by ambulance, the majority of whom will require the resources of the parent department.


The King’s Fund have demonstrated that the cost efficiencies associated with such reconfiguration are largely illusory.


It is worth noting that much of the rationale for closing acute services at Ealing and Charing Cross is based on limited pilots of schemes to transfer care into the community. While we have received at various meetings reports of some of these limited pilots, there has been no evidence presented that their success will lead to less need for acute provision, particularly in a context where NW London is experiencing population growth and where there is a significant increase in older people who have more care needs. Nor have the cost implications of these pilots been provided when they are rolled out to large communities. We do not believe that they will either reduce the population needing acute beds or cut costs.

Like most of the public, we know that health care is already available 7 days a week at hospitals, A&Es and UCCs. We do not understand how a full 7 day service can be rolled out without major investment in staff, in hospital equipment, in back-up services including cleaning and ensuring that hospitals are not a source of infection themselves. 


In the rest of the paper, we take up specific issues rather than responding to the STP as structured.

POPULATION GROWTH


The STP does not supply sufficiently robust data on population growth and potential patient growth across NW London. On p.14, the STP notes that there are currently 2.1m residents and 2.3m registered patients. We would also like to note that part of the population may not be accounted for. This includes homeless people, a rising number, who frequently have physical and mental health conditions. In addition, there are large groups of migrant workers who live in various boroughs in NW London for significant periods of time and may not have registered with NHS services.

Additionally, there is significant population growth across the footprint area. For example, in H&F it is estimated that c. 25,000 additional people may be living at the Old Oak site by the end of this decade. There is also significant growth expected at Earls Court and around the Wembley area. In fact, each borough will undergo population growth over the period of the planning for the STP, and thereafter. There is no evidence that this growth has been taken into account. This has been a major issue from the inception of SaHF and still evidence has not been presented to indicate that the health needs of a growing population can be met. It is not the case that these figures are not available. Local authorities use this population data to plan their own services e.g. education.

GP SERVICES

The STP is opaque about the place and organisation of GP services in the future. With primary care central to moving patients out of hospital or preventing hospitalisation, we need to be much clearer about the organisation of GP services and how patients will access these.

We understand that GP services are currently under great stress, as elsewhere in London. We know that locally a large number of GPs are aged 55 or above which means that they are coming up to retirement. Furthermore, we know that recruitment to GP practices is very difficult. At the H&F consultation meeting, Dr Spicer, Chair of the CCG, stated categorically that there is unlikely to be an increase in the number of GPs, despite the assumption that more care will be provided outside acute hospitals. There is a national shortage of GPs. The increase (25%) in trainees promised by the Secretary of State for Health will not provide enough GPs or other doctors once trained, let alone in the short term. Patients will also not be confident that their needs are being met as ‘physician associates’ are trained and moved into GP practices and seeing patients to relieve the pressure on GPs. This is a cost-cutting device.

For a very high percentage of the population, a GP surgery is the first port of call for someone who is feeling unwell. And we know that bonds of trust between patient and doctors and practices are built up over a period of time. A doctor familiar with a patient is best placed to recognise changes in physical and mental health conditions. 

It is unclear from the proposals for strengthening GP federations and increasing health care ‘hubs’, whether there is to be a reduction in the number of actual surgeries across the footprint. If this is the case, then the local knowledge build up by GP surgeries of their local population will be lost, as a surgery generally draws its patient group from its immediate locality. This means GPs will recognise key social determinants of poor health. Ironically, social isolation is mentioned as a social determinant of wellbeing. Yet there seems to be a case being put forward in the STP for cutting off or diminishing the direct contact between patient and GP. Contacting an ‘anonymous’ hub will discourage many patients for making appointments etc sufficiently early.

As indicated above, we are deeply concerned that reorganisation of GP services will mean the loss of the link between an individual patient and his/her GP or GP practice. What evidence is there that GPs would be happy about this? Have they been consulted as individual GPs rather than through so-called representation on the CCGs? We have noted the concerns raised by the London LMC about GP provision. Dr Michelle Drage, LMC Chief Executive, has said recently:


Our general practices are the backbone of the NHS - providing for 90% of patients' needs on a paltry eight percent of its budget - and falling.


The NHS Five Year Forward View provided a vision of transferring investment from acute trusts to primary care, more GP training posts, better premises and above all “stabilising core funding for general practice nationally over the next two years”. To secure the future of general practice for Londoners we need more resource and more support. And we need it now, before it is too late.

It is also well established that doctors base their diagnoses not simply on what the patient says, on notes and technical data, but also on body language and actual examination (Dr Tony Grewal, former London director, LMC). We do not at all underestimate the advances to medical care provided by video, computer analysis, smart phones etc. But for many patients, face to face contact with a doctor is a prime way of developing trust. This is particularly the case in NW London which has a highly diverse ethnic population, speaking many languages, with a diversity of cultures and a growing number of older people. A strengthening of GP services should be a prime aid to ‘wellness’ in our area.

It is also worth noting here not just that appropriate access to digital facilities is not available to everybody and also that digital systems have a habit of breaking down – not useful if GP consultations, to save money, take place electronically.


STAFF AND CARERS


SOH has consistently expressed its huge appreciation of NHS staff who find themselves in the frontline of providing services under increasingly difficult circumstances. As Sir Richard Sykes has told us in public (see https://www.youtube.com/watch?v=lhYva5_0API ), there is no scope for further efficiency savings in hospitals and we are ‘killing’ our NHS staff through overwork. It is good to see such a frank appreciation of NHS staff from somebody so highly placed!


The STP recognises serious workforce shortages and problems in recruitment and retention, with overdependence on agency staff (p.35). But there seems to be little detail of how shortages, a London-wide problem, can be tackled locally. Nothing is said, for example, about the costs of living in London – a major deterrent and a cause of skilled staff moving elsewhere or to better paid agency work. Levels of pay for nurses and other ancillary staff are not addressed. Nor is workload.


What is also disturbing is the statement that there will be ‘a 50% reduction in workforce development funding for staff in Trusts’. Does this reduction depend on the reconfiguration of acute trusts? Does this mean that this sum will only apply to Ealing, if it ceases to be an acute hospital, since Charing Cross is not to be downgraded in the short term? It is not clear what the figure refers to, but it is alarming. Further, it is not clear just what the spend will be on ‘Workforce Transformation to support new ways of working’. This entire section is written in corporate obfuscatory prose when detail is needed to indicate that the STP has a strategy rather than a pious wish.

NHS staff and patients deserve better than this.


We find it extraordinary that UNPAID CARERS are included in the workforce! Indeed, with 103,001 unpaid carers, they are a majority of healthcare ‘providers’ in NW London. There is no analysis of who these unpaid ‘staff’ are, what support they receive or what pressures they face. Indeed, the thrust of the STP closing acute facilities will pile additional pressure on carers without medical training, often at breaking point, so many will feel unable to cope. It would also seem to imply that the number of such carers should increase. A much more detailed analysis, with clear evidence, needs urgently needs to be provided about carers, their dependents, the work they are doing and the support they receive, including costings. It is also important to recognise that these carers are often the most vulnerable to other cuts in social care and welfare budgets.


We also note that, while there are currently 1,284 pharmacists mentioned in the STP, and these are seen as a front-line service that could reduce pressures on GPs, it is also the case that the government is set to cut 12% funding from community pharmacies over the next two years. This could lead to the loss of up to 3,000 pharmacies (see http://www.pharmaceutical-journal.com/news-and-analysis/up-to-3000-pharmacies-could-close-after-government-cuts-mps-warn/20200553.article ) - and undoubtedly would affect NW London where costs are higher.


More generally, there is no evidence provided that health care staff have been consulted on the STP proposals in any meaningful fashion. 

It is shocking that it seems that NHS staff are to be pressurised into becoming ‘advocates for the STP’ (see the presentation by Dr Mohini Parmar at the JHOSC, 14 Oct ’16 at Ealing Town Hall).  We are not clear that an employer has a right to require staff to undertake this; staff need to feel able to be critical and when necessary to be whistle blowers. We need assurances that staff will not be required to be advocates for the STP either as a condition of employment or otherwise.

CARE IN COMMUNITY COSTS – WHO PAYS?


One of the key thrusts of the STP is the movement of health provision away from acute services and into ‘the community’. It is not at all clear whether this is a move to primary care or to social services care – or a mixture of each. We have already, above, noted the intense pressure on primary care and we are alarmed if the STP entails putting people back into social service care at a time when it is widely recognised that social service budgets have been systematically cut in recent years and are due to be cut further each year up to 2020. 

Neither the Better Care Fund nor promised transfers of monies from the STP developments to social care can make up for the heavy cuts which all social care budgets face under the current austerity regime.

Nobody expects there will be sufficient additional money from central Government to pay for a significant expansion of social care eventuating from cuts to acute and other hospital care.


In fact, there are fundamental worries here. Patients treated within the NHS acute, hospital and primary care services currently receive treatment ‘free at the point of delivery’. However social care is customarily means-tested and payment or co-payment by patients/clients. Is there an attempt, in the STP, to move care away from ‘free at the point of delivery’ to make patients pay, or part-pay, for services? This would be a fundamental change to the NHS. Again, this is an issue which SOH has been asking local health authorities to clarify since the inception of SaHF. We still don’t know! In other words, there has been no specific information published about which services might be means-tested and which services will be provided free of charge under the STP.

It is also worth noting that the move to standardise provision across the footprint area has not taken any note of differences between local authorities in charging policies for various forms of social care. Surely this is also a key element if unnecessary variation in outcomes is a desired aim.

TRAVEL


As noted in the section on Sustainable Acute Services, there are major issues around the effects on patients of having to travel further for care – this applies both to acute care and more generally to other hospital care and primary care. It is an issue that has consistently been ignored by both H&F CCG and Imperial College Health Care Trust. Put bluntly, closures of services and reconfiguration will have damaging effects on the most vulnerable who will have to travel further to and from health care services and, in many cases, will have to pay additional sums for travel. This may also affect large numbers of unpaid carers.

THE DIGITAL ENVIRONMENT

We will not repeat concerns we have expressed earlier in the paper about over-dependence on technological services for health provision.


We do, however, want to raise key issues of security, privacy and patient agreement to sharing data (and who it is shared with). Some of the proposals involve very large numbers of people being able to access and use data on individual patients. This of course can be a very positive aspect of team work with the patient but there is nothing in the STP to show sufficient security both for individuals and of databases from hacking, nor to ensure informed consent. We would also note that there have been cases of anonymised patient data being sold on to private corporate bodies. This is something that should also have patient consent.

It is clear that governance of data is already a genuine concern with some of the initiatives taken in NW London. For example, in April 2015 the Nuffield Trust conducted an evaluation of the NW London WSIC  since its inception in April 2013 (http://www.nuffieldtrust.org.uk/sites/files/nuffield/publication/integrated-care-north-west-london-experience_0.pdf) and concluded that there were serious governance issues including those in relation to consent, that it was deviating from its purpose and it was seriously behind schedule and over budget (actual cost: £25M).

GOVERNANCE AND ACCOUNTABILITY


Already in NW London there is a very complex governance system which the public finds difficult to understand or engage with. The STP is to cover 8 boroughs and is to have an executive group at the peak of the STP which does not appear to be accountable either to local government or to the public. It is not clear locally, and even less so in the STP, who is responsible for decision-making, who will carry the can if and when things go wrong. How can the public, as apart from small selected groups (e.g. voluntary groups who depend on the CCG for funding), influence decision-making and seek redress? Even the small number of elected councillors on the overarching STP body seems more decorative than involved as actual decision-makers – it is not clear that they can speak for each and every council caught up in the STP.

We are deeply concerned that this overarching body may be given delegated powers. This is undemocratic and reduces even further accountability.


As the planning, to date, of the STP has been carried out in semi-secrecy, we can have no confidence in the management structure being able to respond to the health demands of the public and questions raised by residents in the NW London area. Indeed, it is significant that at the JHOSC meeting on 14th October ’16, core questions asked by councillors and by the chair were treated evasively and no clear answers were given.


ACCOUNTABLE CARE PARTNERSHIPS

The first thing we would like to note here, is that ACPs are an importation of Accountable Care Organisation in the USA. These have been a key mechanism for attracting private corporations to provide health care and boost their profits.


As we understand it, ACPs will be consortia of NHS Trusts, CCGs, local authorities, GP federations and private and charitable care organisations. It seems that, by 2021, all healthcare and social care services are to be delivered by ACPs who will be given long-term fixed price contracts which will be based on a ‘capitation’ method.


At the Imperial Board AGM in September ’16, held at St Pauls Church, Hammersmith, a ‘pilot’ of collaborative work was presented to attendees. Quite apart from the limitations of the pilot, because of not getting informed consent to share data from an overwhelming majority of patients approached, it was also significant that Prof. Tim Orchard stated that, from this study, it was clear that the integration of medicine and social ‘can be fiendishly difficult’. This was a very small scale study with high staff to patient ratio. It seems that there has been little work done to see how ACPs can be rolled out across the footprint effectively by 5 ACPs and within a limited budget.


Within the STP, it is proposed that there be 5 ACPS in NW London, servicing specific populations of 500,000 – 1 million people. What is not provided is either a clear financial plan for how this might work or how, if budgets are exceeded, care will continue to be provided. It is also the case that nothing in the STP explains how patients with a variety of conditions could be catered for within one ACP. Does this imply that more than one ACP might be responsible for a single patient? Some patients have complex conditions – or their health needs change. How is the continuity of care ensured?

These ACP proposals have been introduced in an almost clandestine way. None of them has been discussed in Parliament; no Act of Parliament mandates any of these STP/ACPs. There is no clear indication of how they can be held both responsible and accountable, or of how they might be managed if they overspend their budgets. (It is important to note that a number of privatisations of care have collapsed because of financial issues.) Why has such a massive transformation of NHS provision not been put to the public nor even debated in Parliament?

FINANCE

It’s all about the money, isn’t it?

Chris Hopson, Chief Executive on NHS providers, told the House of Commons Select Hearing on 11th October that time constraints and unprecedented financial deficits facing NHS trusts risked ‘blowing up’ the STP schemes. Noting that the funding is going to drop, he pointed out that the set of figures just look completely undeliverable. He went on to say,


 Our members are saying to us that they are spending quite a lot of time creating plans that in their view are not deliverable and usually involve major structural service changes, because that is the only way where they can create a balanced plan.


In NW London, plans to reconfigure health services have been on the agenda for more than four years. The public and local councils have been promised an Implementation Business Case for more than 2 years. This has yet to be provided and, at the JHOSC meeting in October, it was clear that one will not be seen for some time (if ever). It is also worth noting that this plan now relates only to estates and capital expenditure, whereas we were initially told that it would provide a business case for Shaping a Healthier Future in its entirety. Just knowing about ‘estates’ does not convince anyone that plans are going to be effective!

And even in considering ‘estates’, it is known that in the NW London area a register of NHS property deemed ‘surplus’ to requirement for health has already been drawn up. This register has never been published, the public are not aware of what estates are being considered for sell-off, nor whether sell-off will inhibit future health provision, in a context of a growing population, being developed. We DO know that the downgrading off Ealing and Charing Cross Hospitals involves plans to sell off hospital land, but as yet there are no details of which parts of the hospitals are to be sold, of plans for redeveloping the land, nor of where the capital from the sales will go – how much is to be returned to the local health economy? Will these sales remove NHS land from public ownership, to the advantage of private developers?


The STP, much of which was also in SaHF, seems also to be based on an absence of sound financial planning. Although there are enormous ‘savings’ listed in the published draft STP, there is no clear evidence to say that ‘costs’ (where given) can be limited to the figures given and ‘savings’ (where given) can be achieved. It is virtually impossible to make more than broad general comments because of the lack of any working out of costs in relation to programmes. Taking the figures ‘on trust’ is not something we, or the public more widely, should be asked to accept.


When there is mention of savings by further efficiencies, the public knows that this is impossible because the NHS has reached the limit of saving possible from this route. No evidence is presented to indicate just where ‘efficiency savings’ can be made. 


Nor is there any evidence presented to indicate that the switch to services outside acute care and the reconfigurations of primary and social care can be provided more cheaply than current services. Indeed, even if there was such evidence, innovations in their formative stages, always involve additional investment and even long term don’t always lead to savings.


One additional factor needs to be looked at. Unbelievable as they are, the figures rushed out by the NW London STP were produced in a zero inflation era which is now finished. Already, post the Brexit referendum, inflation is heading to 1% and the Bank of England expects inflation to rise to 3% over the next year or so. This throws the hastily produced figures further into question.


CONCLUSION

The STP was produced under enormous time pressure at the behest of NHS England to cut an enormous amount of money from the budget.


The STP offers NO evidence that £1.3bn can be cut from the NW London area between 2017 and 2021 without significant damage to our health.


The STP offers NO evidence, clinical and financial, that an enormous transformation of acute and primary care can be rushed through over such a short period of time.


The STP offers NO evidence as to how closing two acute hospitals and losing more than 500 beds can enhance provision for local people. 

The STP offers NO evidence that enormously complex ‘lifestyle’ changes can be engineered to improve the health of the local community within half a decade.

The STP gives NO explanation as to how ACPs can work in practice without turning great parts of our NHS over to private corporations.


The STP has neither been put before the public, nor before Parliament, and therefore lacks legitimacy.


The STP should be withdrawn.


It would be more helpful if CCGs demanded of their paymasters that spending on the NHS be raised at least to the average level of spending across the European Union.
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Brent Patient Voice
Critique of the Draft North West London NHS
Sustainability and Transformation Plan (STP) of 30 June 2016

Chapter 1: Introduction

1.1 This document is a commentary by Brent Patient Voice (www.bpv.org.uk ) on aspects of the
North West London NHS Sustainability and Transformation Plan of 30 June 2016 as published on
the NWL website on 5 August 2016(www.healthiernorthwestlondon.nhs.uk/news/2016/08/05/north-
west-london-sustainability-transformation-plan ).

1.2 As a voluntary body we have not had the time or resources to work through all 67 closely
printed pages of the STP but we welcome its publication and now offer this contribution to the
urgently needed public debate about it. This is not a commentary on the “Brent STP” which has not
been available in the same way. To the best of our knowledge NHS NW London have not invited
the views of the public directly on the draft Plan of 30 June. There has been an online engagement
process inviting answers to a limited set of questions, as well as some public meetings such as the
one at Brent Civic Centre on 26" September which presented a “Brent STP” (see 2.8 below).

1.3 It must be recognised that the NW London STP is an extremely difficult document for the public
to analyse for a whole number of reasons. These include the presence of diagrams and graphics
not always directly related to the text, absence of numbered paragraphs following on from one
another, the very small size of the font on many pages, use of acronyms, footnotes referring to
unpublished documents and, most significantly of all, financial presentations using figures “plucked
out of the air”, i.e. not backed up by logical steps from figures which are stated in other accepted
documents. Readers are in effect being asked to sign up to articles of faith.

1.4 Apart from the complexity of the document in itself, it refers to numerous initiatives not known
to outside readers — for example,

"People's Health & Well-being Charter”;

* "Healthy Workplace Charter";

* "healthy living programmes”;

* "Healthy Living Pharmacies",

* "Healthy Living Champions/Leaders";

* "NHS Learning Disability Employment Pledge";
*  "Work and Healthy Programming"; [bids for funds from the joint]
* "Work and Health Unit";

* "Age of Loneliness application";

* '"Like-Minded";

* "Future in Mind Strategy";

* "Connecting Care for Children GP hubs";

* "HENRY";

* "Healthy Living Partnership";

* "HLP's Transforming Cancer Programme";

* "Right Breathe Respiratory Portal”;

* "Right Care Commissioning for Value" packs;
* "Transforming Care";

« "WSIC"

o "PAM"

* "Planned care";

* "HLP's Transforming Cancer Programme";

*  "NWL Productivity Programme";

* "Getting It Right The 1st Time";

* "Change Academy";
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* "GP Emerging Leaders";
e "Transformation Network";
» "Streamlining London Programme"

to name but a few!

1.5 In adopting this style the STP document follows the approach of Shaping a Healthier Future of
2012 which made proposals for reducing the number of acute hospitals in NW London. No lessons
seem to have been learned from that flawed consultation exercise which was so roundly
condemned by the Independent Healthcare Commission for North West London of 2015, chaired
by Michael Mansfield QC and supported by five of the NW London borough councils.

Chapter 2: National and Local Background to STPs

2.1 Everyone, especially the media and the wider public, should appreciate that STPs are not a
routine feature of the running of the NHS, though the NHS is not short of forward plans.

2.2 Their origin lies in Simon Stevens, Chief Executive of NHS England, ordaining in Planning
Guidance issued to all Clinical Commissioning Groups (CCGs) and NHS Hospital Trusts in
December 2015 (Delivering the Forward View: NHS Planning Guidance 2016/2017 to 2020/2021)
that Sustainability and Transformation Plans for the 5-year period from October 2016 must be
produced for 44 areas of England (known as “Footprints”) by 30 June 2016. The areas to be
included in each “Footprint” were determined centrally, not by local agreement. The CCGs were to
involve the Trusts and, if they could, the relevant local authorities — although the NHS has no
power to instruct local authorities to co-operate in such an enterprise. This STP covers eight North
West London Borough areas.

2.3 The Planning Guidance (in the public domain) explained that the STPs had two main purposes:

* To achieve NHS financial sustainability by eliminating deficits — these were reported by
NHS Improvement as amounting to £2.5billion nationally in 15/16;

* To speed up implementation of the “Five Year Forward View” issued by NHS England in
2014, which called for “transformation” of primary care and its links with hospitals.

2.4 There were two subsidiary aims, less clearly stated:

* To achieve integration with local authority social care by offering some extra funds from the
NHS budget, i.e. an inducement; and

* To introduce streamlined governance by moving CCGs out of the driving seat in favour of a
small number of regional bodies with whom Simon Stevens could deal direct.

2.5 On the orders of NHS England the process of compiling the Plans has been confined so far to
work by officials and the submission of 30 June 2016 has not been formally endorsed by
Councillors and NHS Governing Bodies. At Appendix A of the Plan six of the NW London Councils
involved enter express reservations relating to the outcome of negotiations about the funding which
may be available for social care budgets. The Leaders of the two other Councils have made public
statements distancing themselves further from the STP in connection with the continuance of
hospital closure proposals under the Shaping a Healthier Future programme. It is understood that
five of the Councils have commissioned a report (Ernst & Young) on some aspects of the STP.
Clinicians have hardly been involved. It is not thought that the STP — or components — has been
referred to the London Clinical Senate (http://www.londonsenate.nhs.uk/ ) although this has been
done in other parts of the country. Brent Patient Voice has throughout pressed hard for public
involvement. This may have been part of the reason why the NW London STP was among the first
to be published, though apparently without the express approval of NHSE.
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2.6 NHS England has rushed out a September 2016 "Engagement Guide", which sets out clearly
the statutory duties on each of the Local Authorities, Clinical Commissioning Groups, Hospital
Trusts and other NHS bodies forming part of the STP Board to consult or engage with local
residents. The STP board is now described as simply a "discussion forum". The Guide is helpful in
specifying how each of these bodies must consult with and explain to the North West London
population.

2.7 Since publication of the June 2016 STP, Brent Council Community and Well-being Scrutiny
Committee of 20 September has considered a report described as "NHS England Feedback",
which presumably does "what it says on the tin". This has given a little more information about the
many — sometimes apparently random and scattergun — initiatives set out in the STP. Any
information helps in trying to make informed comment on these major health and social care
reform proposals and financial cuts. However the relationship between the few figures given and
those in the published STP is not easy to determine.

2.8 Additionally there has been a public meeting about the STP at the Civic Centre on 26
September. Representatives of Brent CCG and Brent Council gave presentations based on a
“Brent STP”. We pointed out that this Brent STP was not on the NW London CCG Collaboration
website as part of the STP submitted on 30 June and there did not appear to be any cross
references between the two documents. Nor were there any costings for Delivery Areas in the
Brent presentation and there were differences in content. As stated earlier, BPV’'s comments are
addressed to the NW London submission published on 5 August.

There is a national funding problem

2.9 It has become increasingly clear, since the Planning Guidance was issued, that although
nationally NHS Trusts have been given a further £1.8billion in 2016/17 to address their deficits and
to resume a trajectory towards financial sustainability, few inside or, like the King’s Fund, close to
the NHS believe that this can be achieved. Recently Mr Chris Hopson, the Chief Executive of NHS
Providers, has said that “the gap between NHS funding and delivery has become a chasm:
something has to give” and wrote in these terms on 5 September to Dr Sarah Wollaston, MP, Chair
of the Health Select Committee of the House of Commons. A hearing was held on 11" October
(see 8.4 below). At a local level Sir Richard Sykes, Chair of Imperial NHS Trust, has said the
equivalent about his own Trust and trusts across the country. Put simply the growth in demand for
NHS treatment is seriously outstripping the funds to pay for it.

2.10 This means, in our view, that it is completely unrealistic to imagine that the organisational and
methodological changes envisaged by the NWL STP can close the accumulated £1.3 billion gap
foreseen for the end of the Plan period “if we do nothing” (see Finances table on p.8 of the STP).
We do not consider it reasonable to suggest that some deficiency on the part of the hospital trusts
will be responsible for it. For the most part, therefore, we examine the proposed activities and
organisational changes and their realism to see what they mean for patients’ quality and availability
of care and to leave a national funding problem to a national response — or otherwise.

2.11 Much of the attraction of the STP to our Local Authorities is the hoped-for receipt of NHS
monies (i.e., monies taken away from the already deeply inadequate NHS budget) to close the gap
for social care funding for local authorities. The social care system is in crisis: chronic
underfunding, poor quality services, ignoring of the rights of those in care to be treated in a
dignified way. None of this is helped by the complexity of the system, the consequent lack of public
awareness, the application of means testing, the postcode lottery funding, the financial surcharge
placed on self funders, the meagre support for family carers, inadequate length care visits, training,
remuneration and conditions of the paid care workforce, and the lack of robust and effective
regulation and monitoring of care providers. According to the BBC on 11" October, “The whole
care market for older and disabled people in England could be at risk, the official regulator [the
Care Quality Commission] says” (http://www.bbc.co.uk/news/health-37620989).
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2.12 Against this background we examine some aspects of the STP, focussing on the Executive
Summary for convenience of structure, though drawing on supporting pages where appropriate.
Where appropriate our chapter headings are those used in the STP.

Chapter 3: STP Foreword

3.1 We think that the Foreword to the STP (p.2) is less than candid because, among other things, it
does not mention:

* The expected growth of the NWL population

* Public concern about access to GP appointments

* The adverse situation in A&E at two of our major hospitals

* Pressure on occupancy of acute beds despite increase in provision

* The fact that public health budgets have been cut by the Government
* The radical changes to the way that GPs work buried in the Plan itself.

3.2 The Foreword is signed off by:

* Dr Mohini Parmar, Chair of Ealing CCG and the STP “System Leader”,

* Carolyn Downs, Brent CE,

e Clare Parker, Chief Officer Central London, West London, Hammersmith & Fulham,
Hounslow & Ealing CCGs,

* Dr Tracey Batten, CE Imperial NHS Trust,

* Rob Larkman, Chief Officer, Brent, Harrow & Hillingdon CCGs.

All of these are full time officials, except for Mohini Parmar who is a GP and elected by fellow GPs
as Chair of Ealing CCG. There are no hospital consultants or elected councillors, although the next
"version" of the governing body for the "STP discussion forum" will include elected councillors
which — it is suggested by the NHS England Feedback Report — will "add to" the democratic
accountability of the plan. None of the councillors will be from Brent.

3.3 The Foreword begs many questions and frequently makes unsubstantiated assumptions. In
order to illustrate this we offer some quotations (in italics) and add our comments:

3.4 “The NHS is one of the greatest health systems in the world saving thousands of lives each
year. However we know we can do much better.”

The clinical workforces are under huge strain. They cannot do much better without more resources
and realistic forward plans to deliver a qualified workforce to meet increasing demand. We note
that on 4™ October the Secretary of State for Health announced plans to allow for 1500 new
training places for doctors from 2018, which would be expected to produce qualified practitioners
by 2025. This is well beyond the STP planning period. The announcement appeared to be Brexit-
related.

3.5 “We want to move to a service that focuses on keeping people well, while providing even better
care when people do become ill.”

Such a shift has been talked about for many years but expenditure on public health education does
not produce an immediate payback. There has been evidence of the impact of public health
measures designed to change behaviour in the case of smoking and excessive alcohol
consumption. In view of recent findings (Understanding the Health Impacts of Air Pollution in
London, King’s College London 2015) that outdoor air pollution, much of it from diesel vehicles, is
causing 9,400 premature deaths a year in London and significant conditions requiring hospital
admissions we do not understand why public health officials and CCGs are not campaigning hard
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to improve air quality. Measures to prevent Type 2 Diabetes developing into a serious stage need
to be intensified.

3.6 “The NHS is a maze of different services making it hard for users to know where to go to when
they have problems. We want to simplify this, ensuring that people have a clear point of contact.”

This is not a big issue among patients. A patient handbook could help. The GP is the normal point
of access for diagnosis and routine treatment. The Accountable Care Partnership plans (see 6.21
and following paragraphs below) could damage this bedrock of the NHS by restricting access and,
contrary to their name, being less accountable than direct providers who are part of the NHS.

3.7 “The quality of care varies across NW London. We want to eliminate unwarranted variation to
give everyone access to the same, high quality services health is often determined by wider issues
such as housing and employment - we want to work together across health and local government
to address these wider challenges.”

Variation in provision within NW London is not generally an issue. Nor does the Plan produce
evidence that there is such variation. We believe that this is code for reducing costs to the lowest
common denominator under the “Right Care” scheme. London is an area of high employment but
low wages in some sectors, while the provision of additional social housing is minimal, arising
directly from the absence of government subsidies. Even “affordable housing” at 80% of market
value is of little help to those likely to be affected by “social determinants of health” in a high cost
area such as Brent. It is an illusion to suggest that the NHS or even local councils can solve this
without a major change in Government policy. However, we support NHS and Council assistance
to patients whose condition may make employers or landlords reluctant to take them on, such as
sufferers from sickle cell disease.

3.8 “NHS England has published the Five Year Forward View. Local areas have been asked to
develop a Sustainability and Transformation Plan (STP) to help local organisations plan how to
deliver a better health service that will address the FYFV “Triple Aims” of improving people’s health
and well being, improving the quality of care that people receive and addressing the financial gap.”

The 44 Footprint areas (of which 8 NW London boroughs is one) have no basis in NHS or local
government legislation and are seen by “old hands” as an attempt by NHSE to bypass CCGs and
resurrect regional health authorities.

3.9 “Clinicians across NW London have been working together for several years to improve the
quality of the care we provide and to make care more proactive, shifting resources into primary
care and other local services to improve the management of care for people over 65 and people
with long term conditions.”

This is misleading if it is meant to suggest that there is clinical support for the STP. If it refers to
the Whole Systems Integrated Care (WSIC) process our view is that this has been driven by highly
paid management consultants to pave the way for ACPs and capitated budgets. Considering that
“Better care, closer to home” was the key mantra of Shaping a Healthier Future, launched in 2012
with such fanfare, it is astonishing that so little has been achieved over four years in shifting care
into the community, at least in Brent.

3.10 “The NHS and local government have worked closely together to develop a mental health
strategy to improve well being and reduce the disparity in outcomes and life expectancy for people
with serious and long term mental health conditions.”

We believe that the mental health care system is still a Cinderella in NW London and note that at
the end of the STP it is scheduled to receive only 8% of the healthcare budget, as now.

3.11 “a NW London STP that addresses the Triple Aim and sets out plans whilst increasing local
accountability.”
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We find it laughable to suggest that the complexity of the governance proposals set out in
Appendix B will increase accountability. We know that originally NHSE wanted officials from the
CCG and local government to be delegated to take STP decisions in meetings without reference to
Governing Bodies or Council Committees. This would be the very opposite of increasing
accountability. It is reminiscent of the “doublespeak” so memorably described in George Orwell’s
novel Nineteen Eighty Four.

3.12 “The STP provides the drivers to close the £1.3bn funding shortfall.”

We need to remind all readers that a funding shortfall means that more patients are being referred
or are turning up for treatment than are provided for in the budget. We are not aware of evidence
of large scale duplication or waste in the system. See also paragraphs 2.9 and 2.10 above.

3.13 “Concerns remain around the NHS’s proposals developed through the Shaping a Healthier
Future programme. All STP partners will review the assumptions underpinning the changes to
acute services and progress with the delivery of local services before making further changes. We
recognise that we don’t agree on everything.”

It is hard to find anyone who is not on the NHS payroll who supports the SaHF strategy. Secrecy
about the implementation plan has seriously eroded whatever readiness there might have been on
the part of councils and the public to engage. While faster discharge from hospitals of patients
who no longer need acute care will benefit them and help A&E through-flow, the notion that more
specialist services can be consolidated with advantage has not been demonstrated. The failure of
the NHS in NW London to convince the public and local councils that SaHF is a responsible and
viable plan must hugely dent the credibility of the next iteration of a major NW London healthcare
plan in the form of the present STP.

3.14 However the STP makes clear what the lead accountable officer for SaHF stated at the
Councils’ Joint Health and Overview Scrutiny Committee in May of this year: that the Treasury
wishes to take at least a proportion of the capital receipts from the land sales required to fund the
capital investments envisaged by the SaHF business case. The STP sets out failure to retain or
realise capital receipts as a risk to the STP programme, and its only mitigation of that risk is to ask
for the assistance of NHS England to pressurise the Treasury.

Chapter 4: Health & Social Care in NWL not sustainable

Absence of state-pressure-response analysis
4.1 If the document of 30 June 2016 was a proper plan and not a selective presentation for NHS
England purposes, it would need to follow the classic pattern of “state-pressure-response”.

4.2 In other words, starting on page 4, it would describe the situation: the population of the area,
broken down by borough and by age, sex and ethnic group, the numbers of people by these
categories who are using the different health and social care services, acute, community, GPs,
residential care etc, the differences in use of services and outcomes if known, the numbers of staff
in the various sectors; the pressures: expected changes in population; expected financial and
human resources, including the NHS budgetary plans for slower growth, outputs from medical and
professional training; followed by the gaps to which the pressures might give rise and the
possibilities for filling them, along with the consequences of not doing so.

4.3 This is the kind of information the Joint Strategic Needs Assessments (JSNAs) for each
borough provide as the basis for healthcare planning. If NHSE want planning across the 8 NWL
boroughs (and similar areas elsewhere) then the STP would be expected to contain an analysis
and amalgamation of the 8 existing JSNAs, plus new factors such as the potential effect of Brexit
on staff recruitment and retention. There is no sign of any attempt to do this. Page 4 of the STP
contains a mass of compressed information but not in systematic form. The STP therefore
amounts to forward planning in a fog.
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Absence of serious forward population projections
4.4 An important omission in the STP is the absence of serious assessment of the current
population of the area or statement of expected change by 2020.

4.5 The ONS (Office of National Statistics) who conduct the Census are the official public agency
responsible for providing these figures consistently at national and lower levels but they do not
seem to have been asked to supply them. ONS is assisted by the GLA in the case of London but
there is no evidence of input from them. Instead we are aware of a request to the 8 boroughs by
the NWL Collaboration of CCGs in a paper for the Joint Health Oversight and Scrutiny Committee
on 10 May 2016 to comment on an assortment of figures for each borough culled from various
sources. We wrote to the Chief Executive of Brent for clarification of the factors taken account of in
the figures for Brent. In response we were then shown a letter from Brent to NWL CCGs sent
before the paper was submitted. This did not clarify the situation.

4.6 All that is provided on gross population figures in the STP is on p.14 where the numbers are
“2.1 million residents and 2.3 million registered patients in 8 local authorities”. These numbers
presumably relate to the present. The question that follows is what are the estimates by borough
and in total for 20207 This is not academic but essential if the STP is to be a credible exercise.

4.7 As far as Brent is concerned we know from the JSNA that births are more than twice deaths
annually. We also believe there is net inward migration as Brent receives its share of the 300,000
annual national growth in inward migration and a presumption that a significant number of the
occupants of new flat developments around Wembley Stadium and elsewhere will be from outside
the Borough. We find it surprising that a five-year forward plan should lack population estimates
for the period of the plan. This kind of forward planning is commonplace in education, where it is
necessary to calculate numbers of school places needed in the short and medium term.

4.8 However, in response to written questions submitted to the STP team in connection with the
Civic Centre meeting mentioned earlier we have now been advised that the ONS population
estimate for the 8 NW London Boroughs in 2020/2021 is 2,188,680, which implies an increase of
some 88,000 (an average of 11,000 per borough) over the period. We have not been given figures
for individual boroughs. We are not in a position to challenge the ONS but the projected increase
looks to be on the low side, bearing in mind the factors we have cited.

4.9 Instead of providing a comprehensive overview of the population and its expected growth up to
2020/21, pages 4 and 16 of the STP offer a selective menu of facts and generalisations,
presumably designed to support the measures proposed as priorities.

Other issues arising from page 4 (not exhaustive)

4.10 No particular justification is offered for the 9 “segments” into which the current population is
divided. Some are very small. They do, however, link to the population segmentation approach set
out in Whole Systems Integrated Care, and the national NHS initiatives on data collection. Surely a
debate is needed about whether the segments are the best basis for planning future healthcare or
are being highlighted as a convenient financial planning tool?

4.11 In our view it would be more useful to detail the main conditions which cause people to go into
hospital for emergency or planned care, be treated in community settings or by their GPs.

4.12 We would wish to see the main conditions causing death and a serious impact on personal
health set out in order of importance.

4.13 Why is cancer singled out but heart conditions not mentioned? Why are arthritis and other
musculoskeletal conditions not mentioned when they are cited by patients as the long term
conditions which give rise to up to 60% of days off work, i.e. the largest category of such
conditions? (See the Musculoskeletal Services Framework — A joint responsibility: doing it
differently. Department of Health 12 July 2006, Gateway ref: 6857.)
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4.14 Why do the graphics show future population at 2030 when this STP is for the period up to
2020 and is supposed to deliver immediate improvements in patient outcomes and immediate
savings? Do the forecasts for 2030 take account of proposals in this and other NHS plans for
improving health outcomes or not? Or is it assumed that everything will get worse?

4.15 What is meant by “potential market failure in some sectors”? If it means that the provision of
care homes by the private sector is not meeting demand, this should be stated and alternative
strategies discussed.

4.16 At present the STP does not define “long term conditions”. The term is constantly used as an
indicator of complex needs on the part of older patients, for example the over 65s, but there are
various long-term conditions affecting hearing or eyes, for example, which do not prevent people
living active and otherwise healthy lives. This is crucial to the understanding of Delivery Area 2
especially as its delivery will include a capitated budget and — as illustrated by the sickle cell pilot
project budget discussions referred to below — when decisions are made to fund certain long-term
conditions, money will not be available for others.

4.17 In response to our questions to the STP team on this matter we have been advised that for a
definition we should look to the list on p.19 of a 2014 document from the London Health
Commission: “Better care designed around people: New Models of Care for London’s population.”
This document appears to be archived and not readily available, although we have been sent a
copy. We quote from p.19: “Conditions included are: hypertension, chronic obstructive pulmonary
disease, heart failure, stroke, coronary heart disease, cardiovascular disease, asthma, diabetes,
chronic kidney disease, epilepsy and depression. This does not include physical disability, severe
and enduring mental illness, learning disability, cancer, or dementia.” We think it would be helpful
to include this list in the next version of the STP, if indeed it is definitive. We note that the list does
not include neuro-degenerative diseases or musculoskeletal conditions.

4.18 What is the basis for projecting a 36% increase in people with long-term conditions by 2030
(from 338,000 to 458,000)? What is the estimate for 20207

4.19 What is the basis for the extraordinarily sweeping statement “Over 30% of patients in acute
hospitals do not need to be in an acute setting and should be cared for in more appropriate
places™ This is referenced by note 5 “System-wide activity and bed forecasts for ImBC”. The
implementation business case is an unpublished document and in any event not independent
because it represents the NHS’s own view of the need for acute beds for the population of NW
London. It does not provide evidence of current needs. However, a new study by the Health
Services Management Centre and Department of Social Policy and Social Work, at the University
of Birmingham, shows that only 9% of a cohort of hospitalized older people felt that they could
have been cared for elsewhere. Even in these cases their GPs disagreed and considered that all
were appropriately treated.

Chapter 5: The North West London Vision

5.1 Page 5 adds little value to the Plan. If taken literally it is untrue. At best the graphics are
misleading.

5.2 The green triangle shows that “pro-active” care will be 4 times greater in 2020/21 than it is now
and that “acute and residential care” will be 4 times smaller. This is not credible and cannot be
intended.

5.3 By way of contrast the expenditure pie-charts on p.45 show no expenditure on “pro-active” care
and spending on acute decreasing from 42% to 36% by the end of the period. Even this is hardly
likely when acute specialisms are constantly developing and spending on acute services is on an
upward trend (see regular Trust performance reports to Brent CCG Governing Body).
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5.4 The aspirational statements on the right hand side of the page that the authors claim patients
will be making by 2020 are totally unrealistic and merely inspire cynicism. For one thing nobody
talks like this. If these are the aims there are far better ways of expressing them.

Chapter 6: The five Delivery Areas

6.1 This is the “substance” of the clinical part of the STP. Are the nine priorities ones that patients
would recognise or choose? Have clinicians contributed to or approved these texts? Have local
GPs and hospital doctors been involved? Who has decided that the five “Delivery Areas” are
appropriate or a useful concept? What is a patient with a condition that does not seem to fall within
one of these areas to think about the priority they may receive? How much commissioning
activity/expenditure falls outside the “Delivery Areas”? Why is there no total picture of health
service activity in the area and trends included in the Plan? Where is any overall budget? We have
asked the STP team the last four of these questions in connection with the 26 September
“‘engagement” event but received no answers.

6.2 Below we comment in varying detail on the projects mentioned in the Delivery Areas.

Delivery Area 1: Radically upgrading prevention and wellbeing
6.3 More details of what is proposed under DA1 can be found at page 22 of the Plan. DA1 is
divided into 4 sections:

6.4 DA1: Section A: Supporting healthier living. This includes setting up a Primary Care Cancer
Board to improve public messaging/advertising around preventing cancers and producing a
“People’s Health & Wellbeing Charter” and a “Healthy Workplace Charter” to improve the mental
health and wellbeing of NHS staff — all this in 16/17.

6.5 During the rest of the period there will be

» training GPs and other staff in Health Coaching,

* delivering an enhanced 111 service,

» case finding to identify those at risk of dementia, diabetes and heart disease,

* promoting a community development approach to improve health,

* supporting Healthy Living Pharmacies to train champions to promote smoking cessation,
* annual health checks for people with learning disabilities.

6.6 The investment in Section A projects over five years and eight boroughs is £200,000 or £5,000
per borough per year. The projects may be very worthy, though without more detail judgement is
impossible. The STP then claims that this very modest expenditure will save £2.5 million over the
five-year period. Where is the evidence?

6.7 DA1: Section B: Wider determinants of health interventions. This includes in 16/17 signing the
NHS Learning Disability Pledge to promote the employment of people with learning disabilities; co-
designing the new Work & Health Programme to support people with learning disabilities and
mental health problems in work; and bidding for funds from the Work & Health Unit to support
social prescribing for people with the conditions mentioned.

6.8 For the rest of the period there will be working with local authorities to reduce alcohol
consumption, to provide supported housing for vulnerable people and partner with organisations
like the London Fire Brigade to tackle social isolation and poor quality housing. BPV comment is
that according to a Fire Brigade Union survey in 2015 the personnel of the London Fire Brigade
were reduced by 13.9% over the previous five years. Have the LFB agreed to their inclusion in this
STP programme? When the STP describes the “workforce” on p.35 of the Plan the Fire Brigade
seem to have been forgotten, although at the same time 103,001 (sic) unpaid carers have been
recruited as “NW London Staff FTE”. Did anyone ask them?
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6.9 The cost of these Section B measures is given as £3.3 million over five years, equivalent to
£82,500 per borough per year, while the saving resulting is put at £6.5 million. Our comment on
this is that if the whole of the £3.3 million was devoted to housing it would provide very few units in
total over the five years. It is also ironic that co-operation with the London Fire Brigade is
highlighted when their application to join the Brent Health & Wellbeing Board was brusquely
rejected quite recently.

6.10 DA1: Section C: Addressing social isolation. In 16/17 this includes enabling GPs to refer
patients to non-clinical services such as employment support and piloting the “Age of Loneliness”
application in partnership with the voluntary sector. Later “we” will ensure all socially isolated
residents who wish to can increase their social contact, enable GPs etc to direct socially isolated
people to support services and through Like Minded make a “no health without mental health”
approach real”.

6.11 The cost of these services is given as £500,000 or £12,500 per borough per year, while the
estimated saving is £6million or £150,000 per borough per year. While this all looks very desirable
we must question whether GPs have any spare capacity to take on wider social advice roles or
whether the savings figures are remotely credible, particularly bearing in mind the statistic quoted
at the most recent meeting of the 8 CCG's Joint Primary Care Co — Commissioning Committee in
Marylebone Road that 3 — 5 GP practices are closing per week in Northwest London.

6.12 DA1: Section D: Helping children to get the best start in life. At present the various measures
and possible savings are un-costed, making comments superfluous. As at 12" October 2016 the
STP team have not provided the missing financial information.

6.13 Our overall reaction to Delivery Area 1 is that the measures listed on p.22 of the Plan cannot
realistically be described as they are in the title “Radically upgrading prevention and wellbeing”,
even if they could all be achieved which looks most doubtful. The total expenditure projected over
5 years (ignoring Section D) is £4million and the gross savings are given as £15.6million, making
net savings of £11.6million. We question whether such derisory expenditure will have a
measurable impact, while the savings suggested look extremely optimistic. We find it astonishing
that there is no suggestion of a major effort to persuade the thousands of people at risk of
developing Type 2 Diabetes to change their lifestyles. This is one measure which in the relative
short-term could deliver radically improved health and save the NHS money.

Delivery Area 2: Eliminating unwarranted variation and improving Long Term Conditions
management.

6.14 The programmes in this Delivery Area are not strongly related but include improving cancer
screening, better outcomes for people with mental health and long term physical health problems,
reducing (cost) variation using the Right Care tool, and improving self-management and use of the
patient activation (PAM) tool.

6.15 The first and second of these programmes are not costed, though both are highly desirable.

6.16 The third and fourth require spend of £5.4million and are set to save £18.5million, a net
saving of £13.1million. We comment that the Right Care initiative (comparing by cost what other
purportedly comparable CCGs pay for a range of treatments) is hotly contested as a reliable
statistical tool. Moreover we ask, is "cost" alone an appropriate comparator when talking about
health outcomes? In addition the benefits of PAM must be very hard to quantify, particularly at this
early stage in its use in the UK. We have yet to see a concrete example of a PAM tool in action
applied to a particular Long Term Condition, despite requests. Interestingly, at page 19 of the 27
May 2016 paper by Shona Fearn & Ant Scott "NW London Transformation Paper 3.1" in Appendix
C (rationale of initiatives not recommended for prioritisation) PAM is included because "PAM is an
enabling tool with no direct benefits". We suggest that these measures need much more work
before reliable estimates can be derived from them and before confidence can be placed in them
as positive instruments for improving healthcare.
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6.17 More generally there is significant overlap between Delivery Area 2, Long Term Conditions,
and Delivery Area 3 Better Outcomes for Older People, whereas “eliminating unwarranted
variations” is general in character and not related specifically to long term conditions.

6.18 We must highlight there is no definition in the current draft of the STP of what a " long-term
condition" is. However we have now been given the information set out in 4.16 and 4.17 above.
Having now been advised as to what conditions that terminology covers, how can the public be
reassured that the data set out on page 23 of the STP is correct - 338,000 people with long-term
conditions, as defined, account for 75% of total healthcare spend? At present the STP contains no
statement of total healthcare spend in NW London.

6.19 It is apparent from the September 2016 meeting of Brent CCG Governing Body that the STP
is moulding the view of how patient health will be paid for — those residents suffering from long-
term conditions (LTC) will be allocated an overall budget, and essentially the health care system
will have to be "fought over" for a share of that LTC budget.

6.20 This was starkly illustrated by the recent furore over the Brent Sickle Cell Advice and Support
Service pilot project. At the CCG meeting, reference was made to the conundrum that, if the £74k
annual budget for the Sickle Cell pilot was given to this group of patients with that LTC, it had to
come off the total budget for Brent LTC's. The response of the CCG to our MPs' queries contained
the chilling sentences "The pilot has spent roughly £1700 per patient. A hospital inpatient episode
— i.e. the sort of crisis the pilot is designed to prevent — is roughly half that the cost" — i.e., because
it is cheaper, the CCG would prefer sickle cell patients to go into crisis and hospital — the complete
reverse of what the stated purpose of the STP is. We can only hope that this was an unfortunate
sentence and does not truly represent the philosophy of the Brent CCG.

6.21 Is it surprising that patients struggle to see the benefit of the segmentation approach of the
STP - where the principal concern of the project appears to be to collect detailed data for the
purpose of business intelligence, averaging the cost of care episodes of defined sections of the
population, so that it can hand over to Accountable Care Partnerships lump sums for the care of
that entire section of the population, on which such partnerships can either save money to keep for
themselves, or absorb the excess costs actually expended?

Delivery Area 3: Achieving better outcomes and experiences for older people

6.22 This is the section of the STP where the model of the segmentation approach referred to in
the above paragraph appears most starkly. It is also a substantial concern that major parts of the
STP savings come from this Delivery Area.

6.23 According to page 26, the "better outcomes and experiences for older people" will be
achieved:

In Section A, by developing what is articulated as the inadequate in numbers and financially failing
care homes market "alongside a Northwest London market position statement" (whatever that is) -
certainly, no analysis is undertaken about whether it might be cheaper to re-provide a local
authority based care homes sector.

In Section B by commissioning “the entirety of NHS provided older people's care services in North
West London by outcomes based contract(s) delivered by Accountable Care Partnerships with
joint agreement about the model of integration with local government commissioned care and
support services. All NHS or jointly commissioned services in North West London contracted on a
capitation basis with the financial model incentivising the new proactive model of care". It is not
reassuring to find that, in order to do this, NO investment will be made at all but a saving of £25.1m
is anticipated. How can this be? Some further explanation is needed.

In Section C by the creation of GP federations, “enabling the delivery of primary care at scale”

seen as another means of achieving better outcomes and experiences for older people, whereas,
instinctively older people are best cared for within the "old-fashioned" concept of GP "family doctor"
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practices, which have known them for many years. In addition there is to be development of older
persons frailty service at Ealing and Charing Cross Hospitals.

6.24 In terms of social justice, older people are likely to be the ones who have contributed most to
the NHS over the years, and therefore — ethically — entitled to "cradle to grave" care on the
previous NHS basis.

6.25 On a positive note, no one could object to the concept of taking whatever is evidenced to be
the best of the "STARRS" - type discharge and rehabilitation services across the 8 CCG's to
improve care across North West London. (Sections D & E)

6.26 However, very big savings are envisaged — £64.9M, for example in Section D — but with no
indication of how this will be achieved, on an evidence basis. It is inescapable, therefore, to
conclude that the major part of these savings come from the reference to "improve the rate of
return on existing services reducing non-elective admissions and reducing length of stay through
early discharge" and "enhance integration with other service providers" — which are both such
nebulous concepts that it is impossible to comment on them.

6.27 The only measures to achieve better care for the elderly are articulated as: ACPs and
contractual routes to better care. Creating ACPs with new "contracting & commissioning
approaches "to change the incentives for providers". These will be commissioned "on an outcome
basis" — our experience of workshops intended to create "outcomes" for contractual KPI's are that
these are vague and aspirational, and unlikely to add strong enforceability to contracts which will in
reality secure benefits for older people.

6.28 The reference to "incentives for providers" is concerning. Even if these new contracting ACPs
do not work to save money on the provision of care for the elderly, there will inevitably be a
suspicion on the part of their patient cohort that that is what they are doing. The reality is that if
they save money on providing services — of all descriptions — to that segment of the population
represented by "older people" — they will keep it. If, on the other hand, the exercise of creating a
budget for this segment of the population and all its care results in the care for all this population
costing more, the ACP bears the risk. What does "bears the risk" mean in practice? It may mean
that the ACP goes bust — who then provides the care? What will be the effect on the component
organisations forming the ACP? Will GP practices go under? What happens if individual
“‘component elements" of the partnerships just wish to extract themselves? The paper 'The
multispecialty community provider (MCP) emerging care model and contract framework' at
https:.//www.england.nhs.uk/wp-content/uploads/2016/07/mcp-care-model-frmwrk.pdf refers in terms to
preserving the flexibility for GP's to the possibility of their returning to their GMS/PMS contracts.

6.29 What will be the loss to the NHS generally of all the time and money that will be taken in
constituting these ACPs, advising the constituent bodies (including individual GP's making up the
federations) and paying for the numerous consultants? Paper 5 on new models of care presented
to the 8 North West London CCG Joint Primary Care Committee in June 2016 set out £8.5m in
costs — mainly professional, legal etc — but without any formal "costs/benefits" analysis. As above,
NHS Providers have expressed total doubt that these new models of care can be implemented
within a timescale of 15 years. Yet the whole STP is predicated on their formation.

End of Life Care — now renamed "Last Phase of Life"
6.30 Page 25 of the STP states — without any apparent evidence — that "4 in 5 people would prefer
to die at home but only one in 5 currently do".

6.31 Whilst that may be the wish that many people articulate, it ignores the fact that — at the end of
life — many interventions will be needed in terms, for example, of palliative care — which can only
be delivered in an acute setting. It does not bear thinking about if the elderly or terminally ill are to
be delivered to home, without, for example, appropriate community Nurse support for morphine
pumps, change of continence pads, turning every couple of hours, etc.
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6.32 In view of the fact that — under current circumstances — the type of care is likely to be
delivered by the "social care" part of the STP — which is chronically underfunded — these proposals
risk an increase in suffering for those in the "last phase of life".

6.33 There is one reference on page 26 which is puzzling to the uninformed reader. That is in
respect of "identifying when someone is in the last phase of life". Section F on that page states that
they will "Improve care in the last phase of life" by identifying "the 1% of the population who are at
risk of death in the next 12 months by using advanced care plans as part of clinical pathways and
the surprise test". In fact, we now gather the "surprise test" (in which the GP is asked “would you
be surprised if this patient died in the next 12 months?”) is part of the Golden Framework for end of
life care planning — but looking at the detail of the test, it does not save money, as indicated might
be the case in section F on page 26.

6.34 By 2020/21, "every patient in their last phase of life is identified" and "every eligible person in
North West London" will have a "Last Phase of Life care plan". In addition, the STP will "reduce
non-elective admissions for this patient cohort by 50%". With no evidence-based support for how
that reduction will be achieved, the natural suspicion is that — to achieve this — we will simply be
allowed to die earlier! A cautionary note is sounded by The Commissioning Review News which
highlights that the doctors are often inaccurate when predicting how long terminally ill patients have
to live http://www.thecommissioningreview.com/article/doctors-frequently-fail-predict-death-
terminally-ill-patients-research-finds. In any case reducing non-elective admissions by 50% for any
patient cohort is likely to be very hard to achieve.

Care homes and the "market"

6.35 It is not particularly aspirational to note that, on page 26, the aspiration by 2020/21 in section
A is that the STP will "implement market management and development strategy to ensure it
provides the care people need, and ensuring a sustainable nursing and care homes sector, with
most homes rated at least "good" by CQC". Does “most” mean at least 51%? What is the present
percentage?

6.36 A further concern arises in relation to care homes, and the Digital aspect of the STP. Paper
5g of the Digital Primary Care Transformation Fund 2016/17 bid document presented at the 8
North West London CCG's Joint Primary Care Co — Commissioning committee in June refers to a
bid summary for investment in "care homes" "to improve the Digital maturity between primary care
and care homes through the use of technology to provide a structured and proactive approach to
care, complemented by mobile working for primary care".

6.37 It is worth quoting this bid document because it refers to the "funding sought £222,000 will
initiate a pilot project to fund 16 care homes through an expression of interest process to develop
systems process and information governance for digital communication information; provide
terminal equipment to support video consultations and make available clinical software and training
to qualified staff to access patient records".

6.38 This worthy sounding project in fact suggests visits to care homes by GPs should be
substituted by consultation by video. This appears to be potentially dangerous, e.g. how would you
carry out a dehydration test remotely? Yet dehydration is a common occurrence among the elderly.

6.39 At the same co-commissioning meeting, Dr Tony Grewal — then London wide medical director
for the LMC — asked to be minuted as saying not only that "if nothing is done by NHS England, in 6
months in North West London, there will be NO GP practices" but also that, in his experience,
about 10% of the information gleaned in a patient appointment is obtained from the words issued
by the patients, and the rest is from their body language, and examination. How — in any sensible
analysis — can it benefit of patients in care homes if GPs are no longer to go and see their patients
in a care home setting? No doubt we are old-fashioned but — in the case of care home patients —
surely their vulnerability would require actual physical visits to ensure their health (at the positive
end of the spectrum) and prevent possible abuse (at the negative end)?
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Availability of social care provision to the patient at home

6.40 On page 25 "increasing intermediate care to support people to stay at home as long as
possible and to facilitate appropriate rapid discharge when medically fit" is instanced as one means
by which the care offered to older people will be fundamentally improved. The difficulty with this is
that it requires substantial investment in social care — which, of course, is also largely self funded,
and, where not self-funded, critically limited in accessibility. If savings are to be achieved by
keeping people out of hospital who simply cannot access care in the community, then the STP
savings will be at the cost of real but hidden suffering in the elderly community.

Economic benefit of older people

6.41 It may not be surprising but the STP makes no explicit attempt to explore the economic
benefit of the elderly, retired community to the nation. Of course, as referred to above, this
cohort/segment of the population provides the "unpaid carers" section of the "Workforce" but
otherwise "older persons" are simply a segment of the population which "costs". Some attempt
should be made to quantify the positive/invisible balance in the equation. Older persons also
crucially provide a large proportion of the volunteers in the 3rd sector on which many parts of the
STP rely.

6.42 This is particularly true, where almost everything in Delivery Area 3 relates to issues of
contracting and outcomes, rather than a real attempt to address how to achieve better outcomes
for this section of the population. There is no attempt in the STP to undertake an equality analysis
of this group — but this is equally true of other sections, such as Mental Health.

Delivery Area 4: Improving outcomes for children and adults with mental health needs.

6.43 The programmes cover implementing the new model of care for people with long term mental
health needs, addressing wider determinants of health, delivering the “Crisis Care Concordat” and
implementing “Future in Mind” to improve children’s mental health and wellbeing.

6.44 Spending on the first programme is put at £11million with a gross saving of £16million, making
a net saving of £5million. There are no costs for the remaining three areas but, somewhat
strangely, savings of £6.8million for two of them. It is not clear how gross savings can be
estimated when costs are not stated. Normally benefits are harder to quantify than costs. In the
detail of DA4 on p.28 it is stated “The benefit to the patient will be a fuller, happier way of living”.
Precisely, but how do you turn this outcome into a saving of £5million?

6.45 DA4 describes a number of desirable initiatives but with so many financial gaps and puzzling
statements it does not seem to be a reliable component of the financial strategy at this stage.

6.46 Whatever the aspirational wording of this particular Delivery Area 4, the reality is that — even
in a disability conscious employer environment like Brent Council — the proportion of employees
identifying themselves as disabled is very low, and the number identifying themselves as affected
by mental health issues is tiny: see recent report to the Equalities Committee. Conventionally, the
trite expression in society is that one in four citizens is likely to suffer from some form of mental
health condition in their lifetime. The STP does not deal with the difficulties of those suffering
mental health conditions likely to require treatment by secondary care. IAPT (Improving Access to
Psychological Therapies) strategy is neither suitable for those with more serious mental health
conditions nor contractually available.

6.47 Anecdotal reports of recent mental health patients discussing their situations with BPV of
extreme difficulties in accessing crisis care. Both have resulted in attendances in A & E to avoid
suicide, and police intervention. Discussions with these patients have revealed: problems in the
provision of follow-up services; constant turnover of care coordinators/agency staff leaving with no
notice; turnover of psychiatrists and only locum staff attention; arrival at meetings with vulnerable
patients without any notes; non-arrival of referral letters; patients contacted "threatened" with
discharge because of non-attendance at meetings referred to in those referral letters; discharge of
vulnerable patients made homeless; and having to access homeless accommodation outside usual
Borough, with no assistance by referral to the Borough where patient's hostel is based.
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6.48 Beds for patients requiring inpatient services are critically few in number and patients are
being sent many miles away. A report at Brent Council's Extremism event on 3rd October refers to
Central North West London MH Trust having only one permanent clinical psychiatrist. The recent
Centre Forum report highlights Brent a having 6 months CAMHS waiting list
http://centreforum.org/live/wp-content/uploads/2016/04/State-of-the-Nation-report-web.pdf.

The Brent CCG June 29 2016 Finance & QIPP Committee minutes refer to funding for Mental
Health Transformation work being reduced and that the CCG could no longer access Like Minded
funding which had to be accessed via Central North West London MH Trust. So the STP is dealing
with a situation where budgets have already been reduced, and evidence from important service
areas such as CAMHS shows that Brent was already in crisis at the time of Centre Forums report
in April 2016.

6.49 We have a query over the validity of picking of "segments" of mental health care, such as
eating disorders/conduct disorders but with no overall aspiration to deal with, for example,
nationally media acknowledged mental health issues for children. The problem is particularly
exacerbated because of, for example, the issues affecting school nurses. Again, a recent edition of
The Commissioning Review News refers to school nurses.
http://www.thecommissioningreview.com/article/paperwork-prevents-school-nurses-identifying-
abuse-says-children%E2%80%99s-commissioner .

6.50 Again, anecdotally, how is the provision of School Nurses affected by the different types of
school provision — maintained/academies/free schools? There is no reference in the STP as to
whether the category of school provision in any way affects the work of school nurses.

6.51 The graphics in Appendix D, Further information about our Mental Health and Wellbeing
Transformation, are hard to follow and do not appear to tie up with the suggestion that there is only
likely to be a 1% increase in serious medical conditions over the period covered by the STP
according to the “segment” graphics on pages 4 and 14. Generally the world depicted in the “Like
Minded” Appendix seems to be a long way from the reality experienced by patients as recorded in
paragraphs 6.47 and 6.48 above.

Delivery Area 5: Ensuring we have safe, high quality sustainable acute services.
6.52 This area is about large savings. DAS5 is planned to contribute savings of £208.9million to the
financial gap. There are 4 sections:

* Specialised commissioning to improve pathways from primary care & support consolidation
of specialised services;

* Deliver the 7 day service standards;

* Reconfiguring acute services;

* NW London Productivity Programme.

6.53 The Specialised Commissioning section covers:

* Hepatitis C programme,

* Service reviews of HIV work, Paediatric transport, CAMHS (Children and Adolescent
Mental Health Services) and neuro-rehabilitation,

* Increasing tele-medicine

* Implementing the Clinical Utilisation Review

* Being active in “Like Minded”

All the above are in the current year. For the rest of the period the activity described consists of
vague generalisations such as “To have met the financial gap we have identified of £188m over 5
years on a “do nothing” assessment” and “To actively participate in planning and transformation
work in NW London and Regionally.” These words do no more than repeat the overall objectives of
the Plan and add nothing to public understanding. There are no numbers for expenditure or
savings. “Like Minded” has already been assigned to Delivery Area 4, so it is not clear what it is
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doing here. We have been advised that the STP includes activity commissioned by NHSE and we
therefore assume that this section on specialised commissioning is part of it.

6.54 Delivering the 7-day standards consists of plans to work towards 4 of the required standards
this year and to continue work on the remaining 6 during the remaining 4 years. While it must be
accepted that the Government have stated repeatedly that the 7-day service is a manifesto pledge,
the medical profession have repeatedly responded that no adequate description has been offered
as to what is meant by a 7-day service and that the Government have given no indication as to
where the necessary staff are to be found without reducing treatment from Mondays to Fridays.

6.55 The STP costs this work at £7.9million and claims it will result in a saving of £21.5million. It is
far from clear that there is public demand for all acute hospitals to provide elective as opposed to
emergency care at the weekend. Take up of extra GP appointment at “Hubs” in Brent at weekends
suggests that demand falls off after Saturday mornings. This is clearly an area where direct public
consultation to see if demand exists would be desirable. BPV does not believe that this is a priority
for the public, nor that it will yield savings.

6.56 Reconfiguring acute services in this STP is essentially about ending the role of Ealing as an
acute hospital, thereby closing an unspecified number of beds and the A&E Department. Instead
there would be (presumably elsewhere to allow the Ealing Hospital site to be sold) “a network of
ambulatory care pathways, a centre of excellence for elderly services, a GP practice and an
extensive range of outpatient and diagnostic services.” In addition there would be a reduction of up
to 40% of face to face outpatient consultations by using technology.

6.57 During the early stages of the STP process the NWL Collaboration used a figure of 592 beds
for closure in a paper for the local authority Joint Health Oversight and Scrutiny Committee but this
was removed from the text before the June STP was finalised. We imagine that this was a tactical
move rather than a change of intention. The cost of “reconfiguring” is given as £33.6million and the
savings as £89.6million. There is no evidence that clinicians consider that such a large closure of
acute beds would be safe or that the alternatives are realistic. The proposed closure of Ealing
Hospital or radical re-configuration of its functions appears to be financially driven and
unacceptable in a situation where demand for both secondary and primary care NHS services is
growing. See also our commentary on page 7 of the Executive Summary.

6.58 The fourth and final component of DA5 is “The NW London Productivity Programme”. The
sub-sections (which seem to be unrelated) are patient flow, orthopaedics (Getting it Right First
Time — just as for Hamlet “a consummation devoutly to be wished”), procurement and Bank &
Agency (hiring of temporary staff). This all comes out as being very cheap: £4.1million, explained
by “This is investment in the Delivery Architecture to achieve cross-provider CIPs — see Section 6.”
We will not discuss Section 6 in detail but we notice the sentence “We will ensure human and
financial resources shift to focus on delivering the things that will make the biggest
difference to closing our funding gaps.” This is, in our view, the true purpose of the STP. As
patients we would like to see resources allocated to the things that will make the biggest difference
to saving lives and improving care.

6.59 However the saving from the Productivity Programme is a whopping £143.4 million, so by far
the biggest item in the 5 Delivery Areas. The public have no means of judging whether this is
credible and we can only ask for it to be spelled out in sufficient detail to be understandable. If
there is a hidden reference to the oft-repeated criticism from NHS Improvement that hospital trusts
use too many expensive agency staff we feel bound to ask what trusts are supposed to do when
the alternative to using agency staff is to close a ward?

6.60 Overall on Delivery Area 5 the net savings being proposed are £208.9 million. This is without
any numbers for the first component, specialised commissioning, while the biggest element is the
so far mysterious NW London Productivity Programme, with the closure of Ealing Hospital being
the next largest. The general strategy is the closure of acute beds at a time when demand

October 2016 Published by Brent Patient Voice c/o 30 Windermere Avenue London NW6 6LN 18





continues to grow to be replaced by community provision with no explanation of precisely how that
provision can replace the ever-increasing sophistication of acute hospital services.

6.61 We cannot fail to be reminded of the scenario set out in 2012 by the Shaping a Healthier
Future document. We were told that some £190million worth of community services would be in
place by 2015, i.e. three years from the start of the programme, to enable hospital reconfiguration
to take place. Instead two A&Es and a Maternity Unit have been closed and the NHS have
steadfastly declined to produce any list showing what progress has been made towards fulfilling
the promise of alternative provision. It is small relief that the slogan of 2012, “better care, closer to
home”, has now been dropped.

6.62 Summing up this analysis of the 5 Delivery Areas we note that out of 22 sub-sections
there are 7 where the investment is not costed and 5 where the estimate of savings is not
provided. We asked on 23.09.2016 for these missing figures to be supplied but we were told that
they will not appear until the next version of the STP is published.

6.63 While some of the acute and primary care programmes in the Delivery Areas appear
desirable, subject to more detail being made available, we can say categorically that the estimate
that these programmes taken together will achieve savings of £446.3million is frankly incredible. If
that is correct then the STP overall is not a realistic plan. No doubt if funds were available
individual CCGs could pursue many of the individual projects in so far as they are likely to improve
the health and care of the population, but why do they need endorsement and joint decision
making at NW London level when there is no system of governance or accountability in place to
oversee them?

6.64 In any case the Delivery Areas are only part of the picture of health service provision in the
area. How can judgments be made without an across the board description of what is going on and
a budget or budgets which cover the whole spectrum of spending? We can only conclude that
much of the Plan, obscure as it is, represents a cloak for smuggling in the patient data collection
initiative of Whole Systems Integrated Care (WSIC), devised by expensively remunerated
management consultants over the last few years for the purpose of providing healthcare on a
“capitated” basis to selected segments of the population.

Chapter 7: Existing Health Service Strategy

7.1 This is a strange title for the material assembled on page 7 of the STP because that material is
about the aspirations of the STP, not where we are now. What we presume to be the new strategy
is set out as having three prongs:

* Firstly the transformation of general practice through networks, federations...or super-
practices working with partners to deliver integrated care (Delivery Areas 1-3);

* Secondly a substantial up-scaling of intermediate care services offering integrated care
outside of an acute setting (Delivery Area 3);

* Thirdly acute services to be configured at a scale that enables the delivery of high quality
care seven days a week (Delivery Area 5).

7.2 It is unclear as to what has happened to Delivery Area 4 but no matter. Much of the rest of
page 7 relates to plans for Ealing Hospital.

A resident of Ealing who follows NHS issues closely has contributed the following:
“Ealing Hospital is certainly smaller that it was in 2012. Since then the Shaping a Healthier Future

initiative has removed Maternity, Paediatrics and Children's A&E Services at Ealing Hospital.
SaHF proclaimed loud and clear that Ealing would in the near future no longer be a ‘Major
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Hospital. Given this is it any wonder that it is proving impossible to hire doctors and consultants to
fill permanent posts at Ealing Hospital? The STP statement that Ealing Hospital will in future
‘serve the community with an A&E’ is inaccurate. All that will be provided will be an Urgent Care
Centre (UCC) with no acute care beds and no acute care consultants. The STP then goes on to
talk about ‘changes to A&E’. An A&E service is immutable. If the change is to a UCC then it is no
longer an A&E.

7.3 It seems the future for Ealing Hospital is to ‘meet local, routine health needs’ (including
potentially a "centre of excellence for elderly services" (page 31). On that basis calling the future
facility a ’hospital’ is at best misleading and at worst life threatening. The availability of local, easily
accessible adequately resourced acute hospital care should be a given for all UK citizens. If Ealing
Hospital is effectively eliminated, this directly impacts the sustainability of peoples’ lives. This
sustainability truth far outweighs the artifice of financial sustainability.”

Chapter 8: Finances

8.1 Page 8 purports to show the overall financial position starting from a “Do nothing June 2016
position”. It shows CIPS/QIPP savings of £569.7M and our reaction to that figure is complete
scepticism as the report does not describe how these agreed savings will impact on patients. Our
experience of the Brent CCG contract figures is such that we are doubtful whether such savings
can in fact be achieved. They come under the umbrella of nationally driven plans in the Five Year
Forward View to achieve “efficiency savings” of £22billion by around 2020. This was following on
from a previous round of cost-cutting when Sir David Nicholson was the NHS Chief Officer and
when the mid-Staffs scandal erupted.

8.2 The public may not appreciate that much of the “efficiency savings” programme has been
realised by CCGs paying hospitals reduced amounts for the same treatments rather than by
improved but still safe methods of working. Such so-called efficiencies in the end run out of steam
and produce the massive trust deficits of £2.5 to 3billion nationally in 2015/16. As mentioned earlier
in this critique, authoritative voices within the NHS are now saying publicly that this gap cannot be
closed by more illusory CIPS/QIPP efficiency savings.

8.3 The Finances table then shows an investment of £118.3M, which assumes receipt of that sum
from the government, an assumption that is fraught with risk in the current financial climate, despite
a change in the Chancellor. This figure is followed by further savings of £446.3million in the local
area Health Service (arising from the five Delivery Areas previously analysed) and £62.5million
amongst the area Local Authorities Social Care budgets. We simply do not believe such savings
are possible without huge detriment to local populations.

8.4 Our incredulity at the NHS NWL savings of over £1billion by 2020/21 has been confirmed as a
realistic assessment by Chris Hopson, Chief Executive of NHS Providers, (see paragraph 2.9
above) who on 11™ October told the House of Commons Health Select Committee oral hearing
that he had not spoken to any of the leaders of the 44 STPs being prepared who actually believed
that the savings required by 2020/21 were achievable. Mr Hopson advised that NHS England had
ruled that no Plan would be accepted unless it showed the books as being balanced by 2020/21,
with the clear implication that the Plans were going to be dishonest. We regard this as
unacceptable.

8.5 Our earlier analysis has shown how shaky the presumed savings from the Delivery Areas are.
Nor can we see where they are offset by the likely growth in demand on present trends. The local
authority budget figure savings do not reflect reality since the level of cuts already made is one of
the principal reasons why elderly people are not being moved out of hospital into the community
fast enough to free up beds for new acute patients. The care home sector will go into meltdown if
more savings are required from them. Their budgets are detrimentally affected by the imposition of
revised minimum rates of pay for their staff, which are desirable but which have to be funded by
higher and not lower charges. The next three lines are incomprehensible except to the highly paid

October 2016 Published by Brent Patient Voice c/o 30 Windermere Avenue London NW6 6LN 20





Management Consultants who helped prepare the report. The net result is a deficit of £30.6million
assuming application of business rules or a surplus of £50.5million excluding those rules.

8.6 Assuming that the schedule figures are valid, the report simply glosses over the fact that, in the
five years to 2020/21, the CMH Private Finance Initiative(PFI) contract will absorb £61million in
repayments and the Willesden Hospital PFI contract will absorb £23million of repayments. We are
astonished that the CMH PFI contract cost £69.million and will incur total repayments of
£376million over its 30 year term, and that the Willesden PFI contract cost £21million and will incur
£138.6million repayments over its 30 year life. We wonder if any consideration has been given to
renegotiating these contracts to provide a sum certain in Government debt now, which ought to be
substantially less than the outcome figures for both contracts? Such a renegotiation would
significantly improve the schedule total outcomes, assuming it was possible to renegotiate. The
problem for the local area health service is that the PFI figures are real whilst the rest of the figures
are in our view speculative. We suspect that few members of the public will appreciate that, egged
on by Central Government; those approving the PFI project as "Value for Money" in government
had saddled the local Brent population with such poor deals, which will detrimentally affect the
provision of healthcare for us residents for an unnecessarily long time.

8.7 Overall we do not find the table on p.8 purporting to show how £1.3billion can be saved from
the health and social care budget across NW London by 2021 remotely convincing. We understand
why the NHS members of the STP team have felt obliged to produce it, though not why the local
authority officers have signed up to it, if indeed they have. Would any truly independent financially
competent body endorse this as a true and fair view of the likely outcomes for the next five years?
We think not — and this has now been confirmed to the Health Select Committee.

Chapter 9: How we will make it happen? (sic) — page 9: More general comments by
BPV

9.1 Patients and public cannot reach conclusions about the overall merits of the STP because the
draft appears to be deliberately obscure and incomplete about key details: either because they
have not yet been formulated, or to make public opposition difficult during the transformation. The
main NHS Project Initiation Document (PID), the Business Case, Management Consultants'
reports and other key documents have not been disclosed even to the small number of 'lay partner'
patient representatives hand-picked to attend some NW Collaboration meetings.

Are New Models of Care swimming against the tide?

9.2 From a patient perspective from the time the NHS Act 1946 came into force on 5 July 1948 the
model has changed remarkably little. Most NHS medical care is still obtained by visiting your GP
who will refer you to hospital for specialist investigation and treatment when required. Most of the
GP practices remain the same, and the hospitals mostly remain the same. Social care has been
provided separately by the local council. The multiple NHS administrative shake-ups of Health
Authorities etc. have barely been noticed by patients including the Health and Social Care 2012
Act introduction of CCG's. The STP proposes the most radical changes to this structure since
1948 that appear to introduce a model that most GP's and almost all patients do not understand
and are mostly unaware of. There is, however, no White Paper and no new legislation is proposed.

9.3 The NHS Five Year Forward View and STP projects are major 'top down' policies that are
clearly mostly focussed on reducing NHS costs to keep within a Government cost cap fixed by HM
Treasury. It is an old joke that is funny because of its element of truth that the NHS is the last
great Stalinist institution in Europe. On some measures the UK allocates about 9% of its GDP on
the NHS and related care where other developed counties obtain better outcomes as measured by
survival rates for serious conditions on allocating about 11 % of GDP to healthcare. It is arguable
that this is really the main problem.
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9.4 In seeking to transfer so much healthcare out of hospital into community services the NHS
England Five Year Forward View plan and the STPs are swimming against the international tide of
healthcare improvements obtained with new sophisticated investigations and treatments provided
by increased hospital doctor specialisation. In 1948 hospital consultants were mostly general
surgeons and general physicians. Initially antibiotics delivered the great improvement in medical
care.

9.5 All over the world the secondary hospital landscape has changed out of all recognition since
1948 with increased medical and surgical specialisation and sub-specialisation for both
investigations and treatment. Granted, many special investigations such as resting ECG can now
be carried out by the new generation of hospital trained GP's with machines that have become
much smaller and cheaper. Many routine low-tech mass numbers hospital services such as
diabetic clinics can be transferred out of hospital to be provided in the community. It remains to be
seen whether they will prove to be cheaper and more efficient. But it appears that the STP
attempts to swing the pendulum much too far. We recognise that this is a response to extreme
pressure from NHS England but our quarrel with that body is that they have not produced any
serious analysis underpinned by academic research to justify a radical experiment with healthcare
in England at a time when the workforce is under huge pressure and cash resources are hugely
overstretched.

9.6 It is not clear what will happen to the traditional GP family doctor practice model under the
STP. It has become fashionable amongst NHS England executives and their business consultants
to decry them as a 'cottage industry'. The core of structural change is the new Multi-Speciality
Community Provider (MCP) contract for over-arching primary care with 'intermediate’ out-of
hospital and new primary services provided at 'hubs' leading on to full ACPs by 2021. It is said
that primary care will be delivered through networks, federations of practices, or super-practices
working with partners. The NHS England publication 'Multispecialty community provider (MCP)
emerging care model and contract framework' published July 2016 at page 30 says:

“‘“New models of Accountable Care Provision will move the boundary between what is
commissioning and what is provision. We are working with a number of MCP vanguards to
establish which activities must always remain with the CCG (or other commissioners), and which
activities an MCP would perform under contract.”

9.7 No detail is provided of how MCPs and ACPs will work - or how they will affect the traditional
NHS GP practice delivered by GMS, PMS and APMS contracts. No experience from any existing
whole population state-funded model is identified. The King's Fund March 2014 paper on
Accountable Care Organisations in the US and England pointed out that the US models on which
this concept is based are all much smaller and with different sources of funding. It is arguable that
the STP disregards the excellent value for that we obtain from our traditional GP practices — for all
their faults — for about 9% of the total NHS budget. It appears that in these new over-arching
structures the traditional GP contracts may be left to wither on the vine by re-allocating funding to
make them unviable. It is arguable that a better, more achievable, and more cost effective solution
could be achieved by simply putting more resources into the existing GP network. If the current
STP is implemented in full it seems likely that in 10 years time the pendulum will swing again back
on a new slogan 'Small is beautiful'.

Chapter 10: Sharing patient records is central to the STP but where is the consent?

10.1 The STP integrated medical and social care proposals depend heavily on the limited
individual patient information sharing duties in the Health and Social Care (Safety and Quality) Act
2015. These exclude the position where the party sharing ("the relevant person") reasonably
considers that the person whose information is being shared objects or would be likely to object to
that sharing, and the Act does not permit the relevant person to do anything which would be
inconsistent with any provision made by or under the Data Protection Act 1998. NW London and
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Brent CCG posters have already been put up in Brent GP practices. No date is stated for the start
of the sharing, nor exactly what will be shared, nor with whom. The section on Integrated Care
Record says:

"The Integrated Care Record (ICR) will display a range of test results, medication, allergies and
social or mental health information relevant to the care of that person. Information around people's
cost of care may also be included as part of the ICR. It is expected that this will be a key enabler
in improving decision making when determining people's care needs."

10.2 The last sentence is disingenuous. When it speaks of 'care needs' it clearly does not mean
investigation and treatment 'needs': it means cost controlled investigation and treatment
'allocation'. Under the heading Service User Consent the poster says that "people are able to opt
out of their information being shared at any point" and goes on to claim that if you decide to opt out
later the ICR will be re-created. We can find nothing in legislation that authorises this 'opt-out'
model of purported implied consent by default. This appears to be an attempt to re-introduce the
opt-out model on which the 'Care.data’ initiative failed.

10.3 Doctors' misgivings about this 'opt-out' model are revealed by Brent CCG providing them with
an indemnity against claims for breach of their doctor patient duty of confidentiality, and penalties
under the Data Protection Act 1998. But the indemnity will not protect them against strengthened
criminal responsibility under this Act as data controllers. Nor will it protect them on misconduct
complaints to the GMC disciplinary committee for breach of their common law duty of patient
confidentiality. Brent Patient Voice has sent representations to the National Data Guardian’s
Review of the “Consent/Opt Out” model on these lines.

10.4 An important under-pinning for the financial viability of the ASTP ACP and MCP model is the
choke being introduced on GP clinical independence on hospital referrals and patient choice. The
new Brent Referrals Optimisation Service that started on 1 September 2016 attempts to impose a
CCG supervised clinical triage service through its provider Bexley Health Limited on all NHS GP
patient referrals designed to steer all patients into cheaper relevant out of hospital community
healthcare services where available. The patient information letters produced for this service do
not inform patients about their NHS statutory and NHS contractual patient choice rights, and Brent
CCG have rejected public consultation proposals that they be inserted. Without this under-pinning
the CCG will not be able to assure providers that they will reliably deliver enough patients for their
service to be viable financially.

10.5 The STP Delivery Areas whose savings are dependent on the service provision being by way
of Accountable Care Partnerships, sharing risks and rewards through capitated payments, are of
deep concern to BPV. As far as we can ascertain (an answer from Rob Larkman, CCG
Accountable Officer and member of the STP Board at our Brent event not having been
forthcoming), the capitated payments rely on the aggregation of data on patients in particular
segments of the population, on the overall "cost" of their respective care and treatments (in
accordance with the variable tariff and other systems for attributing individual items of costs of
care in force at any time) so that an averaging exercise can be undertaken and payment to the
responsible overall provider made based on multiplying that average by the number of patients in
the target segment. There also appears to be an element of predictive activity - with the underlying
question of whether treatment will be limited to those (predicted by some algorithm) to be likely to
become seriously ill within the relevant "segment's" categories.

10.6 So the data use will be for purposes well beyond those allowed in common law and current
data protection and human rights law. The Information Commissioner's Office has done
considerable work on necessary and justified data sharing across health and social care, and the
"excuse" often proffered for wider automatic data sharing is the mistaken view that medical
professionals cannot share data in relation to patient care. However, the provisions of the law are
complex, and have been modified piecemeal, and a summary would not be easy. BPV is carrying
out separate work on the data sharing issues under the STP and WSIC, which is incomplete.
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10.7 However, BPV believes that the data uses described in the STP (and WSIC which underlies
the STP) such as "business intelligence" and "risk stratification" will be for purposes well beyond
those allowed in common law and current data protection law. For this kind of use there is a need
for explicit consent with an understanding of the purpose for which the information is being sought
- in other words, informed consent. To BPV, it is notable that the STP does not even mention the
position of children, and those lacking mental capacity to give such consent in this context.

10.8 The Caldicott 3 National Data Guardian's Review consent/opt out model
(https://www.gov.uk/government/uploads/system/uploads/attachment data/file/535024/data-
security-review.PDF ) published in June 2016 proposes new wording to allow sharing of patient
data "for the running of the health and care system". This wording has been the subject of recent
consultation - BPV sent a response - and the Government response to the consultation is still
awaited. Legislation would be needed to give it effect.

Whole Systems Integrated Care and Privacy Impact Assessments

10.9 BPV’s understanding is that the Privacy Impact Assessments carried out in relation to Whole
Systems Integrated Care in NW London expose deficiencies which remain to be remedied by
actions yet to be implemented by the WSIC component bodies and/or legislation to implement
Caldicott’s recommendations — an outcome which is by no means guaranteed, especially in the
light of the Information Commissioner's comments on the Caldicott review referred to below. The
broad wording, suggested by Caldicott, of "running of the health and social care system" might
allow use for health and social care-related business intelligence. However, BPV does not believe
this broad sweep of "automatic consent" accords with what the general public would be happy to
have their "sensitive personal data" shared for - nor the category of personnel within the system
with whom all or part of their information may be shared. Instead of the concept of explicit
informed consent, the NHS now speaks in terms of requiring the "permission of the public" for
data sharing, and "convincing the public to trust" for this purpose, according to a recent
presentation by Andy Williams, Chief Executive at NHS Digital (UK Healthcare Show 28 Sep 2016
http://media.ukhealthshow.com/#hett-conference
http://media.ukhealthshow.com/wp-content/uploads/2016/10/09.35-Andy-Williams.pdf ).

10.10 The sweeping wording of the general posters and leaflets currently in Brent GP's surgeries
does not explain the legal position properly and gives BPV no confidence that data will be properly
protected. BPV is pleased to see that the comments made by the ICO in response to the Caldicott
Review (https://ico.org.uk/media/about-the-ico/consultation-responses/2016/1625007/ndg-review-
consultation-ico-response-20160907pdf ) - especially on pages 8 -10 in relation to the "opt out
model" - entirely support BPV's concerns.

10.11 The Caldicott Review proposes that no patient consent to opt out needs to be available for
anonymised data once it gets to a "safe harbour" within the Health & Social Care Information
Centre (now rebranded "NHS Digital" to "promote trust" among the public). Again the ICO
comments referred to in paragraph 10.6 (at pages 10-12) cast real doubt on the legalities of this
extraction of data from GP surgeries, and the woolly references to "anonymisation" as broadly set
out in Caldicott. In addition, the latest NHS Digital report "Making IT Work" (September 2016)
headed by Dr Robert Wachter makes it very clear that this is not entirely a wise course.
https://www.gov.uk/government/publications/using-information-technology-to-improve-the-
nhs/making-it-work-harnessing-the-power-of-health-information-technology-to-improve-care-in-
england : "While the idea of a fully wired, integrated, cloud-based system in which a patient’s
complete information is stored in one place is tremendously attractive, it also means that an
intruder could gain access to all the information about a single patient, or millions of patients, with a
single breach.”

10.12 Data protection is an important part of UK law, and the principle of medical confidentiality a
cornerstone of the doctor/patient relationship. The issues have not been made part of an explicit
public dialogue. Without that and with such question marks over an essential part of the capitation
based savings on which the STP financial plan is based, BPV fails to see how the programme can
perform what is required of it.
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Data and health inequalities

10.13 The approach also bears a risk of increasing health inequalities by dividing the nation into 44
separate footprints, the "costs" of whose patients' treatment can reasonably be expected to vary
according to, e.g., the socio-economic profile of the footprint area. The same is true of patients
within an area. What happens to those footprint areas (or areas within a footprint) with the more
expensive patients? The Right Care programmes already operate on comparisons of costs of
programmes/initiatives/treatments with comparable "best" (actually cheapest) CGG's. What
happens when those areas with more complex patients begin to show as underperforming on the
data? According to "Making IT Work", the rationale of the "Footprints" appears to be dictated by
data - specifically the experience of previous attempts to introduce digital inter-operability across
the nation, in particular, the infamous failed National Programme for Information Technology
(NPfIT) which started in 2002 and was closed down at a cost of £ billions in 2011.

10.14 The STP refers to digital solutions to financial and workforce shortages, and promotes self-
care and self-management via information technology heavily as the proactive and preventative
elements on which the STP will succeed in its aims (see pages 37 and 38). The papers presented
at the 8 North West London CCG Joint Primary Care Committee in June 2016 referred to in
paragraphs 6.29 and 6.36 above refer to various IT/digital bids for a £30million fund. BPV has
strong equalities concerns about this move to digital. None of the fund is available to the
patient/consumer end of the digital link. Incidentally BPV has noted with bewilderment that at a
time when the NHS is running out of funds the Secretary of State for Health announced in
February 2016 the availability of £4.2billion investment to help bring the NHS into the digital age.

10.15 The "vision" articulated in these papers rely on the statistics such as "66% of adult
population uses a smart phone and 61% uses their mobile to access the Internet". (Figures from
Q1 2015, OFCOM, http//:media.ofcom.org.uk/files/2015/facts-figures-table15.pdf) It does not,
however, analyse those figures critically in the context of North West London and its population:

* Poverty — availability to a significant proportion of our population of Smart phones and/or
Wi-Fi; and

* Age/Disability — the physical ability of the people easily to use their mobiles (if they have
them) for the functions suggested — e.g. limitations on use of handsets or keyboards
through physical difficulties/sensory disabilities; and

* Linguistic difficulties — learning difficulties or the high percentage of residents who do not
have English as their first language; and

* Training on an individual basis — to make these digital technologies accessible (followed by
the availability of readily accessible help, when the initial training is forgotten)

10.16 It is telling that the "Engagement Guide" referred to in paragraph 2.6 above specifically
refers to engagement exercises: "online methods can often be useful but are unlikely to be
accessible for all audiences, for example, older persons from more disadvantaged socio-economic
groups "(page 10). If that is true for engagement and consultation, then it is even more true in the
case of the delivery of self-management training and of care (whether self-care or otherwise). We
note that in New Models of Care for London’s Population, The London Health Commission 2014,
p.21, it is made crystal clear that health spending per individual rises steeply between the ages of
70 and 75 and stays high thereafter. The latest national survey of internet use by the Office of
National Statistics is accompanied by the following highly relevant quotation: “While we have seen
a notable increase in internet usage across all groups in recent years, many older and disabled
people are still not online, with two-thirds of women over 75 having never used the internet.” Pete
Lee, Surveys and Economic Indicators Division, Office for National Statistics 2016.

http://www.ons.gov.uk/businessindustryandtrade/itandinternetindustry/bulletins/internetusers/2016#

main-points
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Chapter 11: Risks of more haste less speed

11.1 There are very big risks with pushing ahead so fast with such a big programme of new models
that are as yet untried and untested since the few Vanguard pilots have only recently started. It is
reckless to put so much into new models that have foreseeable but unquantifiable risks of financial
insolvency and bankruptcy liquidations when all the responsibility would fall back onto the NHS for
expensive crisis management. Indeed such crises have already occurred in recent NHS major
procurements as in the Uniting Healthcare fiasco in Cambridgeshire where liabilities were not
properly established before new and complex organisations got under way.

11.2 It appears unrealistic to think that the whole NW London Collaboration STP project can be
delivered by 2020/21. Its parallel Shaping a Healthier Future became stalled when the capital costs
of about £1 billion required to deliver it became clear. When Brent CCG on commencing in 2014
tried to develop an ambitious Planned Care project for about 13 medical speciality 'out of hospital'
community services this project too stalled on attempting to introduce an integrated multi-
disciplinary MSK service as the third of the new services. Both these big projects have remained
stalled. The Chief Executive of NHS Providers has recently advised that the Accountable Care
Partnership model may take 15 years to implement rather than the 5 apparently envisaged by NHS
England. http://www.thecommissioningreview.com/article/new-care-models-will-take-15-years-
implement-says-nhs-providers-chief

11.3 The STP proposes to transfer a large part of hospital care into community services
commissioned by the CCGs through the new vehicle of one of the variants of the new ACP model
by the new MCP contract model. This appears to seriously weaken the statutory CCG governance
model of the Health and Social Care Act 2012 just by administrative action without fresh statutory
approval. The 2012 Act created major conflict of interest problems with GP members of the local
CCG involved in providers tendering for contracts from the CCG. This conflict of interest is likely to
be enormously increased with GPs encouraged by the STP to form large ACP variant healthcare
providers to tender for £multi-million community healthcare contracts from themselves wearing
their CCG hats. Large public money scandals are predictable. We have seen no attempt by NHS
England to show how this problem is to be handled.

11.4 It appears that there are major financial implications of the STP move to ACP and MCP that
have not been disclosed. Why go to all the trouble of setting up the ACP and MCP structures? It
now appears that again this is may be largely about an attempt to get big future financial liabilities
off the books for pensions and clinical negligence. All large employers are desperately seeking
advice from lawyers and management consultants on how to do this. What Sir Phillip Green did for
BHS pensions it seems the NHS now wants to do. Similar considerations apply to clinical
negligence liability. The NHS clinical negligence compensation bill in 2015 was about £4 billion - up
£1 billion on the previous year. It is very difficult to investigate these queries through the obscure
finance sections of the draft STP. It was the same story with the ill-fated PFI initiatives. When such
liabilities are transferred to new contractors they inevitably have to increase their tender figure and
add a safety margin. It is foreseeable that commercial professional liability insurers will quote very
high premiums for such a large and fast growing contingent liabilities.

11.5 A great deal of the projected cost savings of the STP are highly suspect as unreliable and
unrealistic. Much of the cost savings are projected from projects to reduce long time and
increasing obstinately intractable conditions such as obesity and Type |l diabetes, and from
preventive medicine projects. The projections of the NHS accounting formulae for booking such
projected savings are highly speculative. You can insert almost any figure you wish.

Loss of confidence of the clinical workforce

11.6 The problems of rushing through such large structural changes are likely to be aggravated by
the increasing loss of confidence of the clinical workforce: as evidenced by the current industrial
action by the junior doctors. For 68 years the NHS has traded on exploiting the vocational
commitment of its doctors. The NHS appears to be losing much of this goodwill. In our experience
neither hospital doctors (junior or consultants) nor GPs are at all aware of the radical changes
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implied by the ACP model. We have seen no attempt to explain it to them, much less to convince
them that it will improve the quality of care for patients. Doctors’ representatives in the London-
wide Local Medical Committees have complained at their lack of involvement.

11.7 The STP itself refers to changes to the workforce in nebulous terms by reference to other
"strategies" such as "North West London Productivity Programme", the introduction of physician
associates and care navigators - although, in the latter case, the contract terms offered appear (at
least in Brent) to be limited to a year. Page 31 offers only the solution of "strengthening recruitment
to reduce vacancies"; " optimise scheduling to reduce demand" and "reducing unit costs for agency
by using framework agencies and reducing rates by volume contracts" (while in the last case, the
downward pressure on agency spend is enforced through penalties on provider trusts which
breach, an outcome unlikely to help reduce those trusts' deficits - and to risk incurring more
penalties for breaking deficit reduction plans). Then there is "bespoke project work that is guided
by more advanced processes of workforce planning." Apart from its focus on a great part of the
workforce being its 101,301 unpaid carers - not designed to endear the STP to many of Brent's
population who are those "unpaid carers" looking to some support in any new overarching plan -
and the plans to take away the concept of individual GP practices looking after their patient lists,
there seem few practical measures in the STP to solve the diminishing workforce problem.

11.8 On 12 September 2016 the King's Fund Chief Executive Chris Ham published a commentary
with muted criticism of what on what has been published to date about the STPs including his
analysis that the ACP and MCP model is swimming against the statutory set up tide of the Health
and Social Care Act 2012 with CCG local GPs made responsible for promoting competition within
the NHS healthcare economy. http://www.kingsfund.org.uk/blog/2016/09/stp-leaders-challenges-
care-budgets?utm_source=linkedin&utm_ medium=social&utm term=thekingsfund

Absence of informed public scrutiny

11.9 It is very unfortunate that there is so little informed public scrutiny of the STP. Because the
changes are being introduced entirely by administrative action there have been none of the
automatic debates in Parliament and committee scrutiny that would accompany primary legislation.
The BMA and doctors' Royal Colleges have remained strangely silent about the STP. There is just
no equivalent of academic expert peer review scrutiny. It is being left to a very few concerned
individuals to provide devil's advocate scrutiny of the proposals from the limited and late
information released, and to identify weaknesses and voice public concern. In the fable it was only
the naive little boy who dared contradict the court conspiracy of silence and speak out that the
Emperor had no clothes.

11.10 A major criticism of the NW London Collaboration STP process is the failure to publish
enough of the plans to enable the public to understand the radical changes afoot for delivery of
NHS primary care. In the last analysis the default to be criticised is by the local Clinical
Commissioning Groups, the acute hospital trusts and the Local Authorities. They all have their
statutory duties to consult (as pointed out helpfully by the Engagement Guide referred to in
paragraph 2.6). For example, under section 14Z2 of the National Health Service Act 2006 (as
amended by section 26 of the Health and Social Care Act 2012) the statutory duty remains with
each CCG to involve and consult its patients and public in the planning of its commissioning
arrangements and in the development and consideration of its proposals for changes in its
commissioning arrangements where they would have an impact on the manner or in the range of
health services available to them.

11.11 Consultation is compulsory. The next version of the STP is due in on 21 October. Yet the
NW London STP is no different from anywhere else in England: all STP contracts must be
contractually signed by 23 December 2016 according to NHSE. https://www.england.nhs.uk/wp-
content/uploads/2016/09/NHS-operational-planning-guidance-201617-201819.pdf Where will the
time for meaningful consultation - as detailed in the Engagement Guidance - on the content of the
STP be found?
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11.12 To show that BPV is not alone in its fears for the haste of this process, we would like to
share some words of Julia Simon, until earlier this month the head of NHS England's
commissioning policy unit and its co-commissioning of primary care programme director. She
warned ‘forcing health and care organisations to come together so quickly to draw up the complex
plans was likely to backfire. Up against tight deadlines, organisations were likely to make
unrealistic financial forecasts and claims about benefits to patient care’ Ms Simon added:
‘Everyone will submit a plan, because they have to. But it means there is a lot of blue sky thinking
and then you have a lot of lies in the system about the financial position, benefits that will be
delivered - it's just a construct, not a reality.' http://www.gponline.com/shameful-pace-stp-rollout-
risks-financial-meltdown-warns-former-nhs-commissioning-chief/article/1410546

Chapter 12: Some brief conclusions

12.1 Those who are providing healthcare in North West London, both as paid staff and volunteers,
are working very hard, often under great pressure, to keep us well and to care for us when we are
ill. We appreciate this and thank them for it. It is important that they are not asked to do the
impossible or to risk providing unsafe services.

12.2 The team who have put together the NW London STP have also worked under pressure to
produce it to a ridiculous deadline and in conditions of semi-secrecy for which they are not
responsible. We hold NHS England responsible for this. We want them to slow down, ensure
that the Plan is recast so that it can be properly scrutinised and to encourage an honest and
open public debate over the coming months.

12.3 Nevertheless the view of BPV, based on the analysis in this critique, is that the Plan so far
published is not fit for purpose. We do criticise the NW London team for the obfuscation in its
presentation and for the omission of key financial information. If it was a plan for NW Londoners to
live well and be well, as it claims, it would present a budget with supporting financial inputs and an
across the board description of the services provided now and how the plan wishes to change
them.

12.4 1t does not offer convincing evidence that £1.3billion can be cut from healthcare budgets in
the 8 NW London Boroughs by 2021 without significant damage nor is it persuasive in suggesting
that it will be wise to “transform” primary care that is the way we relate to our GPs, at high speed
via so-called “Accountable Care Partnerships”.

12.5 We do not consider that the patient data sharing arrangements which are an essential part of
the capitation based savings on which the STP financial plan is based have yet complied with UK
data protection law or the principle of medical confidentiality which is a cornerstone of the
doctor/patient relationship. That being the case we cannot see how the programme can perform
what is required of it.

12.6 We do not see the case for trying to overcome the current organisational structure, embodied
in law, in favour of the so-called NW London “Footprint”, though we welcome all steps towards
collaboration between the local NHS and local authorities, especially in public health and social
care. For most purposes the local borough provides the best focus for collaboration and
accountability.

12.7 We believe that while all public bodies should act economically and efficiently there are no
major efficiency savings available to fill the gap between increasing demand and current
budgetary constraints in the healthcare arena. Filling the gap is a matter for national political
choice.

Web address: www.bpv.org.uk Contact us via: info@bpv.org.uk
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Written evidence by STP watch for NCL to JOHSC.doc
Evidence to JHOSC of Camden, Islington, Haringey, Barnet and Enfieldon behalf of NCL STP Health-watch

Submitted on 6 December 2016

1 Who we are and why we are submitting evidence

We are a group of people living in the NCL area who have come together to defend the NHS and social care from an unprecedented funding squeeze.  We believe that the STPs are providing a narrative of beneficial service change which is acting as a smokescreen, disguising the fact that these cuts are happening.  We believe those plans are undeliverable, given the lack of investment funding and the speed required to implement them.  When they fail, as they inevitably will, NHS staff and all of those in local authorities who consented to these plans will be convenient scapegoats.  


We urge the committee, which is a cross party body, to recognisethat the basic problem is caused by political choices made elsewhere - in central government, not at the local level.  We believe locally elected politicians owe it to their constituents to stand out against the NCL STP, as local administrations in several of the 44 footprints have already done, most recently in Merseyside.  Unless they do, and re-focus attention on the actions of central government, the poorest and most vulnerable people in NCL will have worse acute services, as these are cut back to allow development in primary care, and worse primary and community care services as efforts to upgrade these services will founder because of inadequate investment and inadequate time to develop the capability needed.

We make several recommendations to you in this document.  Many of them ask you to inform and influence your councillor colleagues in the five boroughs to make corporate decisions which do not collude with the smokescreen but direct attention to where it is deserved, on a central government which is failing to fund the NHS, and particularly social care, at the level which is required in a civilised nation.  We think that local government should not assist in the creation of a myth that the NHS and social care are well enough funded, if only they were efficient enough and appropriately organised. 

This paper has the following sections 


· Lack of transparency


· Social Care


· Public health


· Where will the cuts be made?


· Estates


· Governance


· List of recommendations


2 Lack of transparency


We are appalled at the lack of hard information being made available to the public and to local elected politicians, such as members of this committee.  We note that the committee had prepared a detailed set of questions to the STP team, to be answered when they appeared before the committee on 25 November, but virtually no effort was made to answer these questions.  Instead, the STP team focused on high level generalities, presenting the committee again, as they had at the previous meeting, with their narrative of motherhood and apple pie warm ideas about integration of health and social care and a primary care-led NHS.  We suggest that you send again the set of questions you put to them, and ask for written answers, to be submitted to you immediately so that you can include consideration of these answers as you prepare your report.

Recommendation 1 We urge you to ask your colleagues on the five councils to take no action in support of any of the recommendations in the STP until there has been full disclosure of all the background material, including appendices on finance, staffing and estates.


3 Social Care


Many people were astonished that the Autumn Statement did not include a single word about the funding of social care, never mind the necessary extra funding.  And yet all councillors will know that social care is on its knees.  While there has been a small increase in funding this will be totally swallowed up by the higher minimum wage, necessary though this is.  A recent report has drawn attention to the fragility of the residential social care provider market, which is now heavily dominated by a few very large firms.  The chaos which would ensue if another of these collapsed would all have to be picked up by local government.

It is, of course, the hope of getting more central government funding for social care that has so far persuaded most local authorities to work with NHS colleagues.  According to the October draft of the STP, cuts to social care by 2021 will mean the area will be £300m short of what is required.  The history so far of how the Sustainability and Transformation Fund has been used should warn local government that they are unlikely to gain anything for social care by staying aligned.  NHS providers have run up major deficits during the last two years - a result of the tariff being set by NHS England at below cost - and the deficits have been funded from the money in the STF which had been set aside for investment.  No-one can doubt that the pressure on the acute sector NHS is continuing to rise, and therefore it is likely that the remainder of the fund will go the same way.  Funding for domiciliary and residential care will be the loser.  Better to speak out about it now than to collude with the smokescreen, as this lets central government off the hook and confuses public opinion.

Older frail patients do remain for long periods in unsuitable critical care beds because no residential care beds are available. It is now generally admitted that we cannot rely upon the market to provide Residential Care, but not mentioned in the STP, as this is something out of their control.  The National Pensioners Convention has long campaigned for a National Care Service funded by taxation and publicly provided

Recommendation 2 We urge the committee to recommend to their colleagues in the five councils that they make it very clear that they cannot support the planned changes in NHS services while social care is so badly under-funded.  You should also point out to them that money originally promised for transformation of services is steadily being removed to fund the deficits being incurred by under-funding of the NHS, and will not be available in anything like the original amounts to fund integration between health and social care


4 Public health


Some of the rationale for the STP rests with attempts to get people to stay healthier for longer, obviously a laudable aim.  But once again the story of inadequate funding applies.  The government made major cuts to the money it gives local government for public health, in order to use that money as part of the £8bn by 2020 it had promised to put into the NHS, i.e. the budget for NHS England.  This funding switch, and also cuts to NHS training, explains the discrepancy between what the government has said it has contributed and what most experts say, including the Conservative chair of the Health Select Committee Dr Sarah Wollasston.


It clearly is the case that with enough commitment of resources much could be done through health promotion and sickness prevention to reduce the need for more expensive services later in life.  While the STP team claims that it can make some progress on this during the five years of the plan, using models prepared for the GLA, it is a fact most of the factors which generate ill-health lie outside the scope of local interventions - factors such as poverty and the need for cheap food, time-poor households where long hours of work are needed to make ends meet, poor housing, an obesogenic food production and retail sector, schools driven to concentrate on exam results rather than the wider well-being of the young person, the need to charge for the use of sports facilities. The list goes on.


The committee should require the STP team to give exact figures on what they will be spending on public health interventions during the next five years and what benefits, both immediate and future, they expect to reap from this investment.  We believe given the likely level of the investment there may be a small gain but that this is not enough to justify the prominence that 'keeping people well longer' has in the narrative of the plan, once again adding to the suspicion that we are being presented with a smokescreen.

Recommendation 3. The committee should demand to see the STP's view of the likely return on investment of the public health interventions planned, to satisfy themselves that these are realistic, in the light of the wider determinants of ill-health that are beyond the control of local government and NHS services.


5 Where will the cuts be made?


Using the information from what was said at the evidence session on 25 November and also from our own enquiries, we understand that there will be three main categories through which savings will be made to narrow the gap between what will be needed under the current service pattern and what will be available.  These are grouped in the STP as the following


· productivity improvements, of which £200m will come from within current structures and £100m from more efficient inter-organisational working, including a common HR system leading to less churn in the workforce and a consequent reduction in the costs of advertising posts and paying agency staff. Shared back office functions figure here.

· transformation of services, especially aimed at preventing admission to hospital through A&E, by provision of alternative ways of caring for people, especially frail elderly people.  This category would also include the increased focus on prevention and public health which is meant to keep us well for longer.  We have been given no indicative figures for savings from this area.


· enablers, greater use of new digital technology which should help to cut paperwork, ensure that records are made only once and then shared, and that clerical services can be reduced.  Additionally, new types of multi-skilled staff will be developed to work across the health and social care divide, leading to fewer visits by specialist staff


We make points about each of these below


5.1 Productivity improvements. We note that the intention to make efficiency savings of £300m is not being launched at a time when the NHS is funding-rich.  Most analysts agree that modern health systems need between 3% and 4% annual increases to keep pace with demographic and technological change.  The rising standards of the NHS in the 2000s came about because of an unprecedented rise in funding, bringing the UK's spend up to the European average, but since 2010 the annual increase has averaged 1%, with big savings being achieved through the Nicholson challenge (David Nicholson, the then head of what is now NHS England) and through pay squeezes.  The easy efficiency gains - the so-called 'low hanging fruit' - have already been made.  We need detailed information from the STP about how they are going to cut £300m over the next four years to achieve this end.  In particular, we all need to know

· which clinical services will be 'consolidated' into fewer hospitals, making them less geographically accessible to local people


· how many non-clinical staff will be made redundant.  

· How will it be possible to squeeze any further work out of clinical staff, who already often work beyond their paid hours to meet the needs of patients


5.2 Transformation of services.  We have been told by the STP team that services need to be transformed in the area to avoid having to create 550 new hospital beds which would otherwise be needed by 2020.  There is no intention of closing existing beds on current plans, although we note that the October draft does not contain proposals to find the remaining £75m of the gap, and we await with interest this further information.  We do not have confidence that a shift towards a more primary care-led NHS, if properly staffed and resourced, would be any cheaper than the current model of service, and there is much research and evaluation of earlier initiatives to support this scepticism.We fear that what will actually happen will be that hospital beds will not increase as need rises, but that the services it is possible to develop in the community and primary care will not be up to meeting need.  We are not sure whether NCL is planning, as other footprints are, to triage A&E through the use of the NHS 111 system, with ambulances responding to this rather than the traditional 999, at least for people who have the labels 'frail' and 'elderly' attached to them.  If so, we believe that is quite outrageous that that any section of the population should have their choices removed from them in this manner.  the STP team need to answer questions about this shift in service

· How many more staff will be employed in community and primary care by 2020 and what will be their job roles, grades and skill-sets.


· Will there be any change to the duties of the London Ambulance Service, whereby they will be required to take people to centres other than hospital A&E, or not to remove them from their homes when under today's rules they would do so


· How will community and primary care services be able to avoid the problems that research reveals, and which tends to increase costs, including the use of hospital beds, rather than reducing them 

5.3 Enablers. We applaud the intention to invest in both digital technology, which we believe could provide major savings, and in developing new cadres of skilled staff to work in an integrated health and social care sector.  Our local economy would benefit greatly from this second enabler, as it would potentially provide skilled occupational roles for people who may have started their working lives with poor qualifications but who, with the right training and development opportunities, could progress well beyond what is defined as unskilled or low-skilled work, but both of these enablers require significant investment, more time than is likely to be available, and strong strategic innovation capacity in a system which is actually a collection of large and small entities.

Reassurance needs to be provided that:


· digital transformation can be delivered and integrated effectively across all providers within its investment envelope given (a) the anticipated deficit of £900m by 2020/2021 and (b) the historic problems with and overspend on IT systems in the NHS


· there is an evidence base for improvement in the quality of care, especially for the growing numbers of those least able to access technology, generated by proposals such as ‘reducing the emphasis on traditional face to face care models’


· additional investment in professional development pathways will be provided by NHSE at a time when bursaries to support nurse training have been removed and councils have had their funding and capacity to deliver additional functions severely curtailed.


Recommendation 4  We ask you to urge your colleagues on the five councils to demand that the people of North Central London are not forced to travel further to get access to clinical services that are planned to be 'consolidated'.  Accessibility is a key factor in overcoming health inequality. Information should be provided, including any plans to consolidate services to find the remaining £75m of the funding gap.


Recommendation 5  We urge you to demand to know  from the STP whether they are contemplating compulsory redundancies, and if so to ask your colleagues in the five councils to oppose the plan.  In the light of staff shortages in the NHS, redeployment rather than compulsory redundancy should be the policy followed

Recommendation 6  Your colleagues on the five councils should demand to know how many more staff will be employed in community and primary care by 2020 and what will be their job roles, grades and skill-sets.  Specific commitments are crucial to the credibility of these plans

Recommendation 7 Your colleagues on the five councils should demand specific plans for how the NHS is going to invest in developing the skills and qualifications for the part of the workforce which will need to work differently in the future.  These must be costed and be firm commitments

Recommendation 8  Your colleagues on the five councils should demand that there will be no difference between how the London Ambulance Service is expected to treat frail and elderly people and the rest of the population


6 Estates 


Because of high land values in North Central London, our NHS estate is very important, but it is not clear who owns it and who therefore would get the proceeds of any disposals.  It is crucial that this is clarified, and that any disposals are made with the long term interests of NCL people as a strategic objective, and that any capital investment in new facilities be made in line with genuine value for money considerations 


Recommendation 9  The committee should make it clear to the STP team that they will have a continuing focus on the issue of estates, and demand assurances that no disposals will take place unless the full benfit goes to the community in NCL. 

7 Governance


How health and social care in North Central London will be governed in the future is a vital issue.  The whole STP process is extra-legal, involving 'swerving' round the statutory structures put in place in 2012.  This is not the way things should happen.  It gives unaccountable power to senior officials in Whitehall and beyond, and takes the focus off those who have statutory duties to provide services.  Already in evidence to you given by the STP team we hear of a high-level oversight group being set up, whose only statutory basis would be powers delegated upwards by the CCGs.  The draft STP also contains hints that the future lies with accountable care partnerships, which will bring together the purchaser provider split, and be accountable onlyu for high level outcomes (not services, over which they would have complete control without recourse to public involvement).  whatever model for the NHS is developed in later years, we believe that full engagement of the public's elected representatives in local councils is the best way of protecting our interests.


Recommendation 10  We ask you to ask your colleagues on the five councils not to engage with new structures which detract from the local focus that CCGs currently have, ensuring that any powers delegated upwards do not have this effect but are purely for co-ordination purposes.


Recommendation 11. Your colleagues on the five councils should be asked to demand that statutory change happens before any reorganisation involving a unity between purchaser and provider is accepted as an operating model.  without that, it will be an unstable solution and subject to further extra-legal executive action.  

8  List of recommendations

Recommendation 1 We urge you to ask your colleagues on the five councils to take no action in support of any of the recommendations in the STP until there has been full disclosure of all the background material, including appendices on finance, staffing and estates.


Recommendation 2 We urge the committee to recommend to their colleagues in the five councils that they make it very clear that they cannot support the planned changes in NHS services while social care is so badly under-funded.  You should also point out to them that money originally promised for transformation of services is steadily being removed to fund the deficits being incurred by under-funding of the NHS, and will not be available in anything like the original amounts to fund integration between health and social care


Recommendation 3. The committee should demand to see the STP's view of the likely return on investment of the public health interventions planned, to satisfy themselves that these are realistic, in the light of the wider determinants of ill-health that are beyond the control of local government and NHS services.


Recommendation 3  We ask you to urge your colleagues on the five councils to demand that the people of North Central London are not forced to travel further to get access to clinical services that are planned to be 'consolidated'.  Accessibility is a key factor in overcoming health inequality. Information should be provided, including any plans to consolidate services to find the remaining £75m of the funding gap.


Recommendation 4 We urge you to demand to know  from the STP whether they are contemplating compulsory redundancies, and if so to ask your colleagues in the five councils to oppose the plan.  In the light of staff shortages in the NHS, redeployment rather than compulsory redundancy should be the policy followed


Recommendation 5  Your colleagues on the five councils should demand to know how many more staff will be employed in community and primary care by 2020 and what will be their job roles, grades and skill-sets.  Specific commitments are crucial to the credibility of these plans

Recommendation 6 Your colleagues on the five councils should demand specific plans for how the NHS is going to invest in developing the skills and qualifications for the part of the workforce which will need to work differently in the future.  These must be costed and be firm commitments

Recommendation 7 Your colleagues on the five councils should demand specific plans for how the NHS is going to invest in developing the skills and qualifications for the part of the workforce which will need to work differently in the future.  These must be costed and be firm commitments


Recommendation 8  Your colleagues on the five councils should demand that there will be no difference between how the London Ambulance Service is expected to treat frail and elderly people and the rest of the population

Recommendation 9  The committee should make it clear to the STP team that they will have a continuing focus on the issue of estates, and demand assurances that no disposals will take place unless the full benfit goes to the community in NCL. 


Recommendation 10  We ask you to ask your colleagues on the five councils not to engage with new structures which detract from the local focus that CCGs currently have, ensuring that any powers delegated upwards do not have this effect but are purely for co-ordination purposes.


Recommendation 11. Your colleagues on the five councils should be asked to demand that statutory change happens before any reorganisation involving a unity between purchaser and provider is accepted as an operating model.  without that, it will be an unstable solution and subject to further extra-legal executive action.  


Written on behalf of NCL STP-Watch by Prof Sue Richards
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Statement from Mayor Joe Anderson adopted by Liverpool Health and Wellbeing Board 1st December 2016



"The STP before us today is from a Government that is clearly based on making cuts in health provision rather than focusing on key areas for investment, and invest to earn strategies.  A clear focus on the desired outcomes required for our residents is also missing.



The City and the CCG have already shown both innovative and effective joint working in our Healthy Liverpool Strategy, which was a response to my Mayoral Health Commission.



The Commission found that only a transformational approach would work, and the CCG has been working hard to deliver the 10 point plan to achieve this vision.  This week, we were also pleased to announce a key major partnership to deliver community health services in the City.  Where other areas are handing services to the private sector, we are leading the way on integrating public services.



As a city, we all support the principles of joined up working between the Council, health services and others, including residents themselves, for better integrated services, particularly in adult social care.



However, there has been no, I repeat no, consultation or engagement with the city and any other city region local authorities over this STP, and for any plan to be sustainable the input from the relevant local authorities is critical.



I have chaired this Health and Wellbeing Board for the last 3 years, yet this is the first time we have been asked, without appropriate consultation, to comment on a major strategic plan by Government which will directly affect many vulnerable residents within our city and the city region.



As it stands, this report seeks to be noted, but I want to make it very clear that the proposals within the STP are rejected by the Council and this Board, because it fails to address the key issues facing our residents and their health in the years to come.  The STP is damaging to our Health Service and undermines any faith we could have in the Government’s ability to invest in a future for the NHS.



And I would like the Board to endorse these comments – is that agreed?"



[agreed, with no audible dissent]
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Wednesday, 30th November 2016



CCG hiding the figures for NHS cuts plan



NHS campaigners have accused Liverpool CCG of concealing key financial data, missing from the published version of the controversial Cheshire & Merseyside Sustainability and Transformation Plan, due to be considered by Liverpool Health and Wellbeing Board on Thursday (1st Dec).



The plan will cut a combined total of £1.8bn from NHS budgets in the region over the next 4 years, in exchange for a projected £352m from a Transformation fund.



“Until the CCG reveal their plan in full, they can't begin to consult with Councillors, patients, NHS staff and trade unions,” says Public Health academic Dr. Alex Scott-Samuel. “It is outrageous that contracts are to be signed by 23 December without a full 3 month public consultation, covering all aspects of the STP. The Health and Wellbeing Board should reject the plan pending such consultation.”



In September, the Liverpool Echo published a table of intended cuts for each NHS Trust within the city. Liverpool CCG has not revealed any such data. 



Now Keep Our NHS Public campaigners have obtained copies of STP plans from around the country, showing that CCGs elsewhere know the planned cuts in annual budgets for each hospital, community or mental health trust in their footprint, and the overall reduction in the workforce.



The South East London STP includes unachievable annual “efficiencies” of 5.5%, a figure so high that the Risk section of its Financial Briefing note states “This significantly exceeds the historical level of delivery”.



(ends)



Contact:

Dr Alex Scott-Samuel



Notes to Editors



1. Appendix 2 - Financial Model Highlights, was published on 24 Nov by Liverpool CCG:

http://www.liverpoolccg.nhs.uk/media/1852/cm-stp-8-financial-model-highlights-v10.pdf



2. The 23 December deadline for signing contracts is contained in guidance from NHS England and NHS Improvement:

https://www.england.nhs.uk/wp-content/uploads/2016/09/NHS-operational-planning-guidance-201617-201819.pdf



3. The table of cuts published by the Liverpool Echo on 12 Sept is here:

http://www.liverpoolecho.co.uk/news/liverpool-news/four-liverpool-hospitals-could-merge-11871944

https://infogr.am/d2c09f4d-27af-4e70-821f-d91dbe4072a4



4. The South East London STP Briefing Note on Financial Submission is available here:

http://healthcampaignstogether.com/pdf/SEL08-3a%20-%2020161021%20STP%20October%20Submissions%20-%20Finance-Covering%20Paper%20FINAL.PDF



5. All leaked and published STP plans are available from Health Campaigns Together:

http://healthcampaignstogether.com/STPplans.php
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STPkey3.pdf
1 pm Thurs 1 Dec. assemble outside Cunard Bldg L3 1DS

Lobby the Liverpool Health & Wellbeing Board 2pm 6 floor Banquet Suite

—Stop the STP!

£1bn NHS cuts & privatisation plans for Cheshire & Merseyside

Dressed up as transforming health with new care models, the Cheshire & Merseyside
Sustainability & Transformation Plan (STP) will impose nearly £1bn in cuts, hospital mergers,
A&E closures or downgrades... NHS planners didn't tell you or ask your opinion, and don't
know if it will “work”. Contracts are due to be signed before Xmas. More services could be
privatised, and local NHS areas redesigned to suit US healthcare firms.

Secret STP plans covering Cheshire & Merseyside,
from Macclesfield to the Wirral, Warrington,
Liverpool and Southport, developed over the summer,
gradually seeping out to the media and campaigners.

A first draft, dated 30 June, was leaked to Keep Our
NHS Public in Oct. The Liverpool Echo had already
published details of £167m cuts to the city's NHS
Trusts. On 4 Nov the Echo published a new draft,
without the key appendices. Liverpool Clinical
Commissioning Group (CCG) finally published the
STP on 16 Nov, without the appendices.

Most Councillors are still in the dark. There has been
no public consultation.

“...the problem is the size of financial hole that
is now being created in 2021... Our members
are spending quite a lot of time completing
plans that, in their view, are not deliverable,
and usually involve major structural service
changes because that is the only way where
they can create a balanced plan.”

Chris Hopson, CEO NHS Providers, 11 Oct. 2016

“...there is a lot of blue sky thinking and then

you have a lot of lies in the system about the

financial position, benefits that will be
delivered - it’s just a construct, not a reality”

Julia Simon, NHS England former head of
commissioning policy, 28 Sept. 2016

Health & Wellbeing Boards

These bodies, involving Councillors, are required for
joint planning between CCGs and local authorities.
They meet in public. Next meetings:

Knowsley 12 Jan, Sefton 14 Dec, Liverpool 1 Dec,
Halton 18 Jan, St Helens 26 Nov, Cheshire East 29
Nov, Cheshire West and Chester 16 Nov, Warrington
15 Dec, Wirral 16 Nov

Contracts are due to be signed before Xmas. NHS
England instructed all CCGs to sign contracts by 23
Dec. with providers (NHS Trusts and Foundation
Trusts, social enterprises, voluntary or private sector)
covering 2017-18 and 2018-19, with national Tariffs
for medical procedures agreed before then. Contracts
are to be signed before any public consultation.
The STP plan will take almost £1bn / year out of the
NHS on Cheshire & Merseyside, one of 44 such
“footprints” in England. It's driven by the government
decision to cut £22bn from the NHS nationally — a
dangerous and unnecessary cut, forcing health
spending below levels in France, Germany, or Japan.

Hospital Reconfigurations include:

e merger of Royal Liverpool & Broadgreen, Aintree,
Liverpool Women's Hospital;

¢ possible move of the Women's Hospital from
Toxteth to the Royal site, to be decided in 2017;

e Elective Care to be relocated from Chester to
Clatterbridge;

e possible A&E downgrade in two of Southport,
Whiston, Warrington; and in Crewe, Northwich,
Macclesfield.

e Potential sales of NHS land and buildings





These reconfigurations will reduce services and cause
major transport problems for patients and staff.

The STP aims to reduce the demand for healthcare
through a shift from hospitals to community care, self
care, case management, digital apps, lifestyle changes
(alcohol, tobacco, exercise)... Experts do not agree
that this will reduce the need for acute (hospital) care.
The plan does not cite any research evidence but
intends to “generate the evidence” for hospital
reconfiguration. Lifestyle changes take years, while
bad housing, pollution, work hazards, austerity and
climate change are outside individual control but are
not mentioned. Right now no-one knows if this
massive gamble will work.

Meanwhile, the cuts will hit the NHS Trusts providing
community care, including Liverpool Community
Health (facing takeover) and Mersey Care. Public
health has already been cut.

The STP refers to “Right Care”, which relies on
bogus comparisons. Liverpool CCG were told they
could avoid 100 cancer deaths / year by matching
Brighton, Bristol, and Sheffield — cities with very
different deprivation levels. It’s wishful thinking.

The STP can’t avoid the social care funding crisis
caused by local authority cuts. Out of 11,030 people
who requested social care, 5,195 did not get any from
Wirral in 2015/16. Nationally 1,100,000 people
received social care in 2009, down to 700,000 in 2014.

Some patients can’t be discharged from hospital
without a social care plan, while people without
adequate social care are more likely to need
healthcare. Cutting the NHS won’t help.

The STP plans to centralise and possibly privatise so-
called “back office” staff, who provide the admin
support needed for doctors, nurses and other health
professionals to function. In 2014, five Liverpool
NHS Trusts pulled out of a Capita contract for payroll
and recruitment, after repeated failures. The STP may
repeat the mistake, with a privatised service for the
whole of Cheshire & Merseyside as one option.

Clinical support staff also face privatisation. The
Pharmacy plan for Medicines Information concludes
“establish and transfer services”; Aseptic Services
refers to a “potential transfer of services”; Community
Pharmacy mentions “legal documentation to support
the proposed commercial partnership”. For Pathology,
the plan mentions “novation of contracts over time”.

This STP, like 43 others, brings privatisation closer.
The plan will “Create a framework for the development
and implementation for Accountable Care approaches
(ACOs)”. This is the financial model now preferred by
US healthcare / insurance firms. Four are planned in
Cheshire and Wirral, while North Mersey has applied
for its own budget as part of plans to set up an ACO,
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dubbed “the radical step change required to manage
demand and improve health outcomes”.

An ACO can use ‘capitated’ or ‘global’ payments, a
fixed payment to providers for all or most of the care
that their patients may require over a contract period,
adjusted for severity of illness, and regardless of how
many services are offered. That gives an incentive to
reduce care once payments have been handed over.

Designed in the US to save money for Medicare, the
ACOs actually increased costs. Earlier versions,
known as HMOs, were famous for routine denial of
patients’ access to medically necessary treatment,
fighting claims, screening out the sick, paying
exorbitant CEO salaries, and systemic fraud.

Once the NHS has set up ACOs, they are a step closer
to partnerships with, or sell-off to, healthcare firms.

The STP footprint (Cheshire & Merseyside) has no
legal status. Local authorities have been bypassed,
and some Councillors are furious.

In July, Warrington Borough Council Chief Exec
Steve Broomhead described the Cheshire &
Merseyside plans as a “recipe for disaster”.

In August, Ealing and Hammersmith councils refused
to back the North-West London STP plan amid fears
two major London hospitals, Ealing and Charing
Cross, are to be downgraded and will lose their A&E
units and other acute services.

If Councillors have been bypassed, the public has
been ignored. Consultation after contracts are signed
is not meaningful or effective.

Management consultants PwC were paid £300,000 to
help write the STP plan. We call on Health &
Wellbeing Boards and Councillors to veto it
pending full statutory public consultation — 3
months — which can only begin after the plans have
been published, in full.

KONP Merseyside
4 /o News from Nowhere
96 Bold St. L1 4HY

Keep our NHS public

keepournhspublic.com
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CMstpcomments4.docx
Cheshire & Merseyside STP

comments from Keep Our NHS Public Merseyside
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Introduction



The Cheshire & Merseyside (C&M) Sustainability and Transformation Plan (STP) will determine the structure and budgets for the NHS from now until 2020/21. For the period 2016 – 2021, it envisages cuts totalling over £1.8bn to be offset by £352m from the Sustainability and Transformation Fund. The plan was submitted to NHS England on 21 Oct. The Health Service Journal, BBC, and Liverpool Echo obtained copies and on 4 Nov the Echo reported on and published the plan. However, as the BBC reported, NHS officials were already saying this was not the final version, and proposals for A&E downgrades in Macclesfield, Southport, Whiston and Warrington had now been dropped. Also on 4 Nov, a letter from Katherine Sheerin of Liverpool Clinical Commission Group (CCG) stated that the final plan would be published on 16 Nov, and she attached the North Mersey component.



The version published by the Echo did not include Appendices covering Technology, Estates, Workforce, Financial model highlights, Communications and Engagement Plan, and Cross cutting Clinical Programme PIDs (Project Initiation Documents). These were omitted when the CCG published the STP “final version” on 16 Nov and only appeared on 24 November.



In early October, a draft submitted on 30 June was leaked to Keep Our NHS Public. On 12 Sept the Liverpool Echo reported financial details not contained in the 30 June draft, nor in the version published on 4 Nov or the material circulated by Katherine Sheerin. No denial has been issued, and the Echo has not withdrawn the story.



The Liverpool Health & Wellbeing Board will discuss the final STP at a meeting on 1 Dec, to be addressed by Louise Shephard, Chief Executive of Alder Hey Hospital and nominated lead of the C&M footprint, a body with no legal status. As Sheerin's letter confirms:



“...accountable NHS organisations will remain responsible for ensuring their legal duties to involve are met during the design, delivery and implementation process of specific proposals. This includes ensuring that any reconfiguration proposals which represent a potential significant variation in service are subject to local authority overview and scrutiny.”



Throughout this shambles, the public and NHS staff have been bypassed completely by those formulating the plans, in line with NHSE guidance and pronouncements that the STP process is too important and too urgent to be delayed by formal public consultation. As the 21 Oct leaked version acknowledges, “In due course, it is likely that a number of the decisions required may face public resistance and political challenges”. However, contracts are due to be signed by 23 December, pre-empting any subsequent public consultation.



We have no idea which elected Councillors, local authority Chief Executives, Mayors, MPs, Directors or Chief Execs of NHS providers have been privy to the various versions or helped amend them. Elsewhere, at least 10 Councils have published their STPs despite guidance from NHSE to CCGs not to do so, and some have publicly rejected the plans. None of the local authorities within Cheshire & Merseyside published the STP.



However, on 16 Nov the Cheshire West & Chester Health and Wellbeing Board declined to endorse the plan, pending full consultations with the Local Authority, patients and the public. On 17 Nov Sefton Council voted 54-4-1 to deplore the plan, publicise its likely impact, and to notify the Merseyside and Cheshire NHS Sustainability and Transformation Programme lead and the Secretary of State for Health of its opposition to any programme of cutbacks or privatisation locally and nationally in the NHS created to meet underfunding by the Conservative Government.



Cheshire & Merseyside (C&M) is the 2nd largest of the 44 STP footprints, stretching from Macclesfield in the East, to Crewe in the South, the Wirral in the West, and from Liverpool to Southport in the North, while St Helens and Warrington are central to the region. It covers 2.5m people, 12 CCGs, 20 NHS provider organisations, and 2 proposed Devolution regions.



CCGs – Knowsley, South Sefton, Southport and Formby, Eastern Cheshire, Wirral, Liverpool, Halton, St Helens, South Cheshire, Vale Royal, West Cheshire, Warrington 



Local Authorities: Knowsley, Sefton, Liverpool, Halton, St Helens, Cheshire East, Cheshire West and Chester, Warrington, Wirral 



Providers: Liverpool Heart and Chest Hospital NHS Foundation Trust, Alder Hey Children’s NHS Foundation Trust, Royal Liverpool NHS Foundation Trust, Countess of Chester NHS Foundation Trust, St Helens and Knowsley Hospitals Trust, Walton Centre for Neurology and Neurosurgery, Bridgewater Community Healthcare NHS Foundation Trust, Wirral University Teaching Hospital NHS Foundation Trust, Mersey Care NHS Foundation Trust, East Cheshire NHS Trust, Cheshire and Wirral Partnership NHS Foundation Trust, Wirral Community NHS Foundation Trust, Liverpool Women’s Hospital NHS Foundation Trust, Warrington and Halton NHS Foundation Trust, 5-Boroughs Partnership NHS Foundation Trust, Mid-Cheshire Hospital NHS Foundation Trust, North West Ambulance Trust, Aintree University Hospitals NHS Foundation Trust, Clatterbridge Cancer Centre NHS Trust, Southport and Ormskirk Hospitals Trust, Liverpool Community Health Trust



Proposed Devolutions: Liverpool City Region, Cheshire & Warrington



At the outset, the STP aims to bridge a £1bn “affordability gap”, dubbed by the Echo a “black hole” in NHS finances across the C&M region. This is the projected difference in 2020/21 between an allocation of £5.8bn and a need, on current estimates of healthcare demand and cost, of £6.8bn. As the Echo reported on 4 Nov, the gap has fallen to £908m because of cuts which have already been implemented.



This gap is the C&M component of the £22bn cut which the Gov't unilaterally imposed on the overall NHS budget as part of an Austerity programme which, at least for the NHS, has not been scrapped. The C&M STP is not the source of that decision – it is a response to it, dictated centrally by NHS England. While the STP planners decided to accept these massive cuts and obey NHSE instructions, the public, clinicians, health unions and local authorities can reject them. The chorus of opposition is growing:



· Julia Simon: on 28 Sep the former head of NHSE commissioning policy told GP Online “...there is a lot of blue sky thinking and then you have a lot of lies in the system about the financial position, benefits that will be delivered - it’s just a construct, not a reality”. Describing the speed imposed by NHSE as “kind of mad”, Simon said “to do a statutory consultation - it's three months. They don’t have three months.”

· Chris Hopson: On 11 October the chief of NHS Providers, told the Commons health select committee that England’s 44 STPs seemed unrealistic and vastly overambitious, even to their authors, and the plans were “at risk of blowing up.” Hopson’s earlier written evidence had warned of financial shortfalls and rising demand and costs, making even current service levels unsustainable.

· BMJ: On 19 Oct the British Medical Journal reported Hopson's testimony and other dire warnings in a commentary entitled Four riders of the NHS apocalypse.

· BMA: In early Nov, a standing room only meeting of the British Medical Association in London unanimously resolved that the BMA should advise CCGs not to cooperate with STPs.

· Unite: On 26 Oct a national press release branded the STPs “Slash, Trash and Privatise” and warned “Another mega NHS shake-up, with a serious threat to patient services, is underway by stealth. The STPs herald yet another reconfiguration of the NHS which could see closures or relocations of local hospitals and A&E departments.”

· Unison: When the Liverpool Echo (12 Sept) revealed the £1bn “black hole” in C&M, the Liverpool NHS budget cuts and hospital merger plans, it quoted Unison North West regional organiser Paul Summers. “The government knows the level of funding that our NHS requires to meet public need but is deliberately choosing not to provide it. These are ideologically driven cuts by a government that wants to undermine and ultimately privatise the NHS.” The Echo quoted Unison in further STP-related stories on 26 Sept and 18 Oct.

· Ealing and Hammersmith: As the Guardian reported on 26 Aug, Ealing and Hammersmith councils refused to back the North-West London STP plan “amid fears two major London hospitals, Ealing and Charing Cross, are to be downgraded and will lose their A&E units and other acute services.”

· Warrington: On 5 July Warrington Borough Council Chief Exec Steve Broomhead described the plans as a recipe for disaster.



The NHS is affordable. In 2007 its budget was 8.4% of GDP, in line with other European countries, but the intention for 2020/21 is 6.9% of GDP, well below the European average and incompatible with a comprehensive, universal public health service free at the point of use. Even at 8.8% it would be affordable in 2030, and compatible with developed European countries and Japan, experts conclude. The underlying decision to cut £22bn – or £27.5bn given that the Gov't contribution turns out to be £4.5bn rather than £10bn as claimed - is politically motivated and has little to do with an ageing population. For comparison, healthcare in the US accounts for 17.5% of GDP (2014 data), and its failures are notorious.



However, the C&M STP does not merely concede the massive cuts. Like other STPs, it takes them as an opportunity to impose a range of structural changes to bring the local NHS in line with the US healthcare industry, going beyond the privatisation of individual services through procurement exercises, to setting up Accountable Care Organisations to manage local health economies, and which could be partnered with the private sector or eventually sold off. Similar moves are taking place across England in line with the Five Year Forward View, dictated centrally and unilaterally by NHS England Chief Exec Simon Stevens, former advisor to Tony Blair and then head of European operations for the US healthcare giant UnitedHealth. Management consultants PwC (Price Waterhouse Cooper) were paid £300,000 to help write the C&M plan. What do we know about it?



23 Dec deadline

The timescale for irreversible decisions emerged very recently. It concerns two-year contracts to be signed between CCGs and provider organisations, whether NHS or other healthcare providers. The contracts will fix the NHS financial framework for 2017/18 and 2018/19. The deadline is not mentioned in Sheerin's letter, and there is only a brief indirect and partial allusion to it in the 16 Nov STP and none in the Appendices.



An STP update for Knowsley CCG on 6 October states:



6.2 A single NHSE/NHSI [NHS England and NHS Improvement] oversight process will seek to ensure effective alignment of CCG and provider plans. In addition the contracting timetable has been being brought forward with a target deadline of all 2017 - 19 contracts signed by 23 December 2016.



The deadline is also included in the overall timetable, which mentions consultation with providers over the national tariffs with results to be published in the week commencing 12 Dec., but no public consultation on any aspect of the plans.



Once contracts are signed, budgets and service specifications are set and any future consultation will be severely constrained if not entirely meaningless. There is a very short timescale to prevent this process from being irreversible and escaping democratic control.



The Knowsley report echoes guidance from NHS England as updated on 27 September 



NHS Operational Planning and Contracting Guidance for 2017-19

...The 2017-19 operational planning and contracting round will be built out from STPs. Two-year contracts will reflect two-year activity, workforce and performance assumptions that are agreed and affordable within each local STP. We are issuing a two-year tariff for consultation and two-year CQUIN and CCG quality premium schemes... And, as requested by NHS leaders, the timetable is now being brought forward to provide certainty earlier – with a target deadline of all 2017-19 contracts signed by 23 December 2016... We expect all contracts to be signed by 23 December 2016. The earlier timetable for operational planning should give commissioners (CCGs and direct commissioners) and providers greater scope for constructive engagement over contracts. Access to formal arbitration must be a last resort.



In the STP 16 Nov “final version”, the only passing reference is a phrase in the North Mersey section on telehealth: “new contract enabling scale up to be implemented in December 2016 to March 2017”.





Frontloading the cuts

Any illusion that cuts will be stretched over 5 years or postponed to 2021 was dispelled when the Countess of Chester Hospitals CEO briefed senior medical staff in early Sept. As reported to KONP, staff were told that “costs must be reduced by 10%, [otherwise] the deficit in Cheshire and Wirral would increase by £400 million a year. The savings must be made in the next 6 months...''.



Likewise, the NHS England guidance updated on 27 Sept (above) includes as “must do” priorities:



“Deliver individual CCG and NHS provider organisational control totals, and achieve local system financial control totals. At national level, the provider sector needs to be in financial balance in each of 2017/18 and 2018/19. At national level the CCG sector needs to be in financial balance in each of 2017/18 and 2018/19.”



and, later on



“As in 2016/17, release of the risk reserve to each local system will be dependent on delivery of its control total, subject to a satisfactory national risk profile.”



“Control total” is an accountancy concept whereby the overall budget for a system is fixed, though money may flow between its components, e.g. between hospitals or from hospitals to community services. However, it is unclear from the guidance whether “local system” refers to the whole footprint, or to Local Delivery Systems (LDS) through which the STP is to be implemented.



There are 3 LDS within C&M: Cheshire & Wirral, (Mid-Mersey) Alliance, and North Mersey.



The 16 Nov plan states “The North Mersey Leadership Group has agreed to explore the submission of an expression of interest for a North Mersey system control total, which would be submitted to NHSE by 31.10.2016 in line with the opportunity set out in the NHS Planning Guidance.”



The 16 Nov section on North Mersey contains no budgets or projected savings. When the financial appendix was finally published, it gave no information on the North Mersey component of the overall plan.



But on 12 Sept, the Liverpool Echo gave details of the intended cuts for Liverpool NHS providers, and the extent to which they would be offset by the Sustainability and Transformation Fund. Whilst the Echo reported these as cuts to be made by 2021, the timescale may be shorter.



[image: ]



The Echo has not been challenged on these figures, and the story has not been withdrawn.



The 30 June draft shows that cuts are being frontloaded. In each LDS, the biggest single component of “savings” is “Provider efficiencies” - which includes cuts to staff numbers, downbanding (redefining staff roles at a lower pay band), deskilling (giving particular roles to staff with less training), or cuts to pay rates, terms & conditions. Nationally, Trusts were instructed earlier this year to cut staff, in direct contradiction to the moves towards Safe Staffing Levels after the Francis Inquiry into Mid-Staffordshire hospitals. The NHS is not over-staffed or overpaid, and such “efficiencies” actually mean cuts in services.



In the STP, “efficiencies” are referred to as “Business As Usual” or BAU, because every NHS organisation has been forced to seek such annual savings every year under the QIPP programme. Prior to the STP the target for 2016/17 was already 3% savings, up by 50% on the previous year.



For North Mersey, “Provider efficiencies” are projected (in the 30 June draft) at £171m annually in 2020/21. But 66% of these annual savings are to be achieved by 2018/19. For the Alliance, 75% of the projected £67m provider efficiencies in 2020/21 are to be achieved by 2018/19. For Cheshire & Wirral, provider efficiencies are projected at £131m in 2020/21 with 58% by 2018/19.



Whilst the 16 Nov version omits the corresponding figures, there is a clue in the section on Cheshire & Wirral. BAU savings of £26m appear as QIPP/BAU under the heading “Demand Management”, while a further £107m appears as Model Hospital/BAU under the heading Variation / Reconfiguration. Together, these form £133m of BAU efficiencies, just above the figure in the 30 June draft.



Such cuts cannot be achieved without jeopardising patient care. NHS Trust Directors know that any fat in the system has vanished after 6 years of continuous Cost Improvements, originally intended to save £20bn by 2015 in response to the bank failures of 2008.



These cuts will be imposed through the contracts covering 2017 – 19 to be signed by 23 December, intended to bring the NHS into financial balance, whatever the consequences.



Meanwhile, as the 30 June draft acknowledges, increasing shortfalls in local authority budgets for social care will place greater strains on the system: the annual social care deficit in 2020/21 reaching £49m for North Mersey, £57m for the Alliance, and £69m (including Public Health) for Cheshire & Wirral.



Other savings are projected through ambitious plans to merge hospitals, sell off land, move care into the community, encourage “self care”, use digital technology... In the 30 June draft, inputs from the Sustainability & Transformation Fund (STF) are only anticipated in the final year, when Cheshire & Wirral are projected to receive £79.9m, North Mersey £59m, with nothing at all for the Alliance. The 21 Oct version does not give comparable figures, but a chart shows the total expected from the STF at around £170m for the whole of C&M.



The Financial Appendix to the 16 Nov version anticipates contributions from the STF across the whole of C&M to be 0 in 2016/17, £81m in 2017/18 and 2018/19, 0 in 2019/20, and £190m in 2020/21.



Against this total of £352m of STF projected funding from 2017 – 2021, the plan envisages “solutions” - i.e. cuts – totalling over £1.8bn for the period 2016 – 2021.





Hospital Reconfigurations

As headlined by the Echo on 12 Sept., plans include the merger of the Royal Liverpool & Broadgreen, Aintree, and the Liverpool Women's Hospital. In the 30 June draft STP, this is projected to save £20m in 2018/19, £45m in 2019/20, and £70m in 2020/21. Opening the section on Hospital Reconfiguration, the 30 June North Mersey plan declared “We have too many providers”. Its first aim is “a centralised university teaching hospital campus with single service (35 acute services), system-wide delivery, along with reconfigured women’s and neonatal services, delivering clinical and financial sustainability.” The second aim is “Merger of the Royal Liverpool and Broadgreen University Hospitals, Aintree University Hospital and Liverpool Women’s Hospital as the first step to set the conditions for successful standardisation; single service pathways, delivered against high quality one-system clinical standards, one-system workforce, with single clinical leadership across all adult acute hospitals and sites.”



The 16 Nov plan echoes this without specifying the savings, and mentions “Site rationalisation across 4 to 5 hospital sites in the city” with a Full Business Case by 1 April 2018 and a “Single trust to deliver the majority of adult acute services in the city from April 2018” after final approval by the regulators.



Public consultation on the future of Liverpool Women's Hospital is to begin in Jan 2017, after the two-year contracts have been signed, with a final decision in May/Jun 2017. So far, there has been no formal consultation on any plan to move the Women's Hospital from its site in Toxteth.



Before the first draft STP was submitted, the Liverpool Women's Hospital Chair outlined his preferred option. The Royal is currently being rebuilt as a £335m PFI (Private Finance Initiative) scheme as part of a city centre ‘health campus’. As the Echo reported on 31 May 2016, “Robert Clarke, newly appointed chairman of the Women’s Hospital, said his “preferred option” is for the Women’s to become part of this new development... But Mr Clarke, a dairy farmer and former vice-chairman of Preston and Chorley hospitals, admitted finding cash to build a new hospital will be difficult.” On 16 Nov, the Echo quoted Katherine Sheerin suggesting that local authorities could finance a new hospital as “Councils tend to be able to access borrowing at a very cheap rate.”



The “Save Liverpool Women's Hospital” campaign has heard rumours that the move would allow the Toxteth site to be handed to Spire, a private hospital company. Spire has at least 4 Gynaecology consultants employed at LWH: Nabil Aziz, George Botros, Andrew Drakeley, and Ruben Trochez.



Naturally, there is no mention of Spire in the STP, and even the word “private”, which did appear on 30 Jun, vanished from the 16 Nov version. However, the idea is still present (see Back Office and Clinical Support Services below).



The Cheshire & Wirral draft on 30 June envisaged developing an “Acute Hospital Chain” across the region, with Acute Hospital Reconfiguration to save £53m annually in 2020/21 without details. A “Road Map – Direction of Travel” diagram showed the current “Unsustainable acute provider landscape” with the Countess of Chester, Wirral Teaching Hospital, Mid-Cheshire Hospitals, and East Cheshire, to be transformed, through Clinical Alliances across providers, into a “Virtual Single Hospital (4 hospitals acting as one)” by year 4-5 (2020/21), shown as 4 linked ovals, each labelled “ACS” (Accountable Care System). In year 5+ this becomes a larger single oval labelled “Potential ACO” (Accountable Care Organisation), without explanation.



The diagram is missing from the 16 Nov version, but its section on Cheshire & Wirral Hospital Reconfiguration mentions “Accountable Care established in the 4 respective geographies that will determine the shape and form of health and social care delivery across Cheshire and Wirral” and “A provider collaborative, the shape and size to be determined”.



The briefing to senior medical staff at the Countess of Chester in September was more explicit. As reported to KONP, “The direction of travel is towards hospital mergers and the CEO suggested that at some point in future Arrowe Park, Clatterbridge and the Countess of Chester would be replaced by a single hospital somewhere near Ellesmere Port. Similarly a merger between Crewe and Macclesfield was suggested.”



When the Echo (26 Sep) picked up the story Margaret Greenwood MP and Justin Madders MP attacked the potential plan over accessibility and transport for patients and staff, and over secrecy. In response, NHS England stated: “We can confirm that there are no current plans to develop a single site hospital for Wirral and Cheshire, however, all options to achieve clinical and financial sustainability are being considered as part of the STP development process.” So it's not ruled out, and is also mentioned in the [Arrowe Park] Wirral University Teaching Hospital Annual Report (p29): “The Trust will explore with CoCH [Countess of Chester Hospital] the potential for the development of a single Acute General Hospital covering Wirral and west Cheshire within the next 10-15 years”.



However, the 16 Nov plan is explicit on other hospital reconfigurations.



“Explore an option to consolidate elective care between the Countess of Chester Hospital NHS Foundation Trust and Wirral Teaching Hospital NHS Foundation Trust on the Clatterbridge Hospital site.”



A Defend Our NHS activist on the Wirral explains the implications.



Wirral has good transport links for those who have no transport of their own, even down to the Countess or Ellesmere Port, but I can't get to parts of Cheshire by public transport, nor can I get to Clatterbridge without over an hours travel and lots of walking and changes. I am far from the worst off – I live just 20 minutes from Clatterbridge by car. I am less than half an hour from Arrowe Park by car, but again it really isn't doable for a not so well person by public transport. There are never going to be enough volunteers to drive for hours to Clatterbridge and back, just for one patient, and as for using ambulances, where are they all coming from?



From even the villages near to Chester it's around two hours by public transport. 4 hours of travel to visit a relative or friend at Clatterbridge, so who will get visitors if they don't have cars? And that is best case – impossible for some. The Countess isn't 'handy' but at least it is doable. There are problems at the Countess, which could be resolved with a willing council. They were caused by decisions of the last council. 



Likewise, the 16 Nov plan mentions:



“Explore the consolidation of Acute Care Alliance between Countess of Chester Hospital NHS Foundation Trust and Wirral University Teaching Hospital NHS Foundation Trust – creation of integrated low and high dependency units for women’s and children’s services.”



Where are the Impact Assessments for these plans?



Other explicit reconfigurations in the 21 Oct plan have been denied subsequently, as the BBC reported on 4 Nov. Both were described in that version as Agreed:



Remapping of ECT (East Cheshire Trust) elective and emergency care models. Agreed long term models for elective and emergency care in mid and south Cheshire based on strategic relationship with University Hospital of South Manchester and Stockport FT. Emerging clinical model (depending on savings generated): ED (Emergency Dept) downgraded to MIIU (Minor Injuries and Illness Unit) staffed by GPs, elective care at MGH (presume Macclesfield District Hospital) provided by ECT (East Cheshire Trust) and UHSM (University Hospital of South Manchester) / Stockport, residual inpatient focus on care of older people; women’s and children’s services networked with south Manchester/ Stockport providers 



Remapping of MCH (Mid Cheshire Hospitals) elective and emergency care models. Agreed long term models for elective and emergency care in mid and south Cheshire based on strategic relationship with University Hospital of North Midlands: MCH cannot see any robust clinical links with CoCH (Countess of Chester Hospital) or WUTH (Wirral University Trust Hospitals) being sustainable given travel times and population distribution.



Having cited travel times as a problem, the STP does not mention that University Hospital of North Midlands is in Stoke, while the existing A&E for Mid Cheshire Hospitals is provided by the Emergency Dept at Leighton Hospital in Crewe and Victoria Infirmary in Northwich. Travel time from Northwich to Stoke by car is 37 min (27.5 mi) via M6 and D Rd/A500. Also, the travel issue was disregarded when assigning Clatterbridge as a potential South Mersey Elective Care Centre.



But are the East and Central Cheshire plans really dead? Not exactly. For Eastern Cheshire, the 16 Nov plan says:



Agreed long term models for elective and emergency care in Eastern Cheshire are being developed based on strategic hospital partnerships, building on existing relationships, including those with hospitals in Greater Manchester.

A number of emerging clinical models are being developed and will form the basis of an option appraisal. Clinical modelling covers emergency care (including options to retain the A&E department or the development of an urgent care centre) and elective care. The frailty pathways being developed will be explored to share best practice with other parts of Cheshire and Wirral. 



For Central Cheshire, it states:



Agree long term models for elective and emergency care in Central Cheshire based on strategic relationship both within Cheshire and Wirral and surrounding localities so as to reflect patient flows. 





The (mid-Mersey) Alliance LDS includes Southport Hospital, Ormskirk Hospital, Whiston Hospital, St Helens Hospital, Warrington Hospital, and Halton General Hospital. A&E services are provided at Southport, Whiston, and Warrington, and a Children's A&E at Ormskirk.



The 16 Nov plan considers 3 models of Urgent Care System: 1) 3 Trusts will have a Type I - 24hr A&E (Consultant led 24 hour service with full resuscitation facilities and designated accommodation for the reception of accident and emergency patients); 2) 3 Trusts will have a 24hr A&E . High acuity patients will be transferred to the Emergency centre; 3) 1 Trust will have a Type I - 24hr A&E, 2 trusts will re-profile opening hours with activity flowing to other 24/7 centres. This will lead to “Reductions in the consultant cover from 3 to 2 on call covering 3 sites” and “Activity transfer of 8,700-20,000 patients per year (one site). Increase in bed capacity of 80-150 beds required/freed up.”



As part of Urgent Care redesign, the 30 June draft explained, “large scale system change is required, which will include co-location of services and changes to the payment system irrespective of service demand”.



This could mean private sector Urgent Care Centres with guaranteed funding regardless of demand. In July, Virgin Care lost its contract to run Croydon’s Urgent Care Centre 3 years after the CQC found patients were being streamed by untrained reception staff. 30-year-old Madhumita Mandal died of multiple organ failure and sepsis caused by a ruptured ovarian cyst after a receptionist at the urgent care centre failed to refer her to a medic.



A recent national survey of 99 CCG chairs and accountable officers, found that 31% said their STPs were likely to lead to the closing or downgrading of A&Es in the next 12-18 months. Almost half said they expected a reduction in beds, while 23% expected a reduction in full-time acute staff and 21% expected one or more hospitals would stop consultant-led maternity. The Royal College of Emergency Medicine described the STP plans as catastrophic. The Royal College of Nursing and the Royal College of Midwives also attacked the plans. 



Bed cuts were signalled for the Alliance in the 30 June draft as “with the large transformation in Primary and Community services and philosophy based on care closer to home, the shape and size of the hospital's bed base will need to be reconfigured to ensure the sustainability in the future.” For elective care, “Length of Stay reductions and reductions in Delayed Transfers of Care would enable greater efficiencies and rationalisation of inpatient bed capacity that would not be possible across a smaller foot-print.” The 16 Nov plan foresees “Ward reductions / closures based on reductions in Delayed Transfer of Care”.



Unfortunately, Delayed Transfers of Care are growing. For St Helens and Knowsley Hospitals NHS Trust, DTC grew from 166 patient-days in Sept 2014, to 396 in Jan 2016, reaching 745 in Aug 2016, the latest available data from NHSE.



































Nationally, there were 167,677 DTC days in April 2016, compared to 138,030 in April 2015, and 5,924 patients delayed at midnight on 28 April 2016, the highest number since monthly data was first collected in August 2010. Saffron Cordery, director of policy and practice at NHS Providers (the association for the NHS acute, ambulance, community and mental health services) blamed the figures on funding pressures on the NHS.



Land and Buildings

The Alliance plan, as of 30 June, refers to “estates rationalisation” and aims to relocate GP services into multi-tenant centres provided by CHP (Community Health Partnerships) and NHSPS (NHS Property Services). Such centres are provided through LIFT companies, which are “Locally based joint ventures between public and private sectors”. In the Halton, St Helens, Knowsley and Warrington area, the LIFT company is Renova, owned by its private sector partner Fulcrum, in turn owned by the investment group Meridiam, “a global investor and asset manager specializing in public and community infrastructure”.



In Cheshire & Wirral, as of 30 June, plans for Acute Sector Reconfiguration will consider “Sustainability of current provision and estates”. In North Mersey, Hospital Service Reconfiguration will result in “estates rationalisation”. Naturally, if sites such as Liverpool Women's, Arrowe Park or Clatterbridge are “rationalised”, buildings can be leased to new owners and/or land sold for redevelopment.



The 16 Nov plan deals with Estates in an Appendix, and intends to “Review clinical service requirements and operational plans for future delivery analysing potential opportunities to rationalise the estate; reducing footprint and cost.” It also mentions “32 LIFT buildings across the Alliance and North Mersey LDS areas”.



Nationally, the Department of Health is considering writing off NHS Trust debts by accepting land disposal receipts in place of money. In January 2016, its Finance Director told MPs on the Public Accounts Committee “We’ll look at their capacity to generate capital themselves through asset disposals... we’re looking to generate around £2bn of capital receipts across the period through estate disposals – partly to free up money for investment in transformation, and partly to play our part in supporting that public sector land sales for homes target as part of the wider government initiative.”



Selling off land and buildings will mean the reconfigurations are permanent, whatever problems of local access they cause.





Demand Management and New Models of Care

While the cuts and contracts are the immediate priority, the STP also aims to reduce demand for NHS healthcare. The 30 June plan asserts that in North Mersey “We already have ambitious schemes in place which are reducing demand for services”.



The actual data on bed occupancy and A&E attendance (from NHSE) show an escalating crisis.



Occupancy of overnight beds for Aintree Hospital reached 99.3% in Oct-Dec 2015, while in Apr-Jun 2016 (latest available) it was 94.1%, far above the national target and safe level of 85%.



The Demand Management proposals involve a shift from hospital to community care, and integration of health and social care. We should approach them with scepticism. Why?



First, the table published by the Liverpool Echo on 12 Sept shows massive cuts to Liverpool Community Health (which is to be replaced by a new provider) and to Mersey Care, the two main organisations delivering community care (distinct from GP primary care) in Liverpool. In fact, most of the Sustainability & Transformation Fund inputs shown in the Echo table will go to hospital trusts. As above, the STP expects further cuts to local authority social care budgets, placing greater strain on the system.



Second, as Julia Simon put it “there is a lot of blue sky thinking and then you have a lot of lies in the system about the financial position, benefits that will be delivered - it’s just a construct, not a reality”.



Will Demand Management schemes actually reduce demand for acute care? The only way to find out is to put additional resources into the community, do pilot studies, publish peer-reviewed evaluations, and then seek a consensus – or at least a majority view - among clinicians and the public as to whether the demand has gone down or not. Only then could health planners safely consider to what extent resources can be shifted without damaging patient care and whether it is cost effective to do so. Proper care in the community also uses resources and staff – and digital apps won't suit many frail elderly patients, self-care can backfire etc. 



Insofar as the Demand Management strategy is based on prevention / lifestyle changes, there will be a time lag – e.g. smoking cessation has major impacts several decades later. In the meantime, disease still needs treatment. The acute sector needs to be maintained even if community care is working, because demand could rise due to other factors – e.g. austerity or climate change.



Some of the existing research and reviews of evidence contradict claims that care in the community or pooling health and social care budgets reduces demand on the acute sector. See for example the section Medical evidence for Integrated Care? in the Devo Briefing produced by Keep Our NHS Public in April 2016.



In fact, reduction in demand does not necessarily imply reduction in need. When some patients stopped going to hospital at weekends because Jeremy Hunt wrongly claimed it was less safe, they still needed the care. If patients stop seeing a GP because they don't want to be a drain on the NHS, they may develop serious illness which could have been averted if they had sought treatment in time. What's needed is a professional consensus between NICE, the medical royal colleges, nursing and allied health professionals to ensure that no specialist services necessitating hospital care are inappropriately farmed out to the community in order to create inappropriately staffed but insurable care packages.



Although the draft STP is stuffed with words like “robust” and “evidence-based”, no actual evidence is included in the document, and no published studies are cited. The authors of the secret plan are taking a massive gamble for financial reasons. But if evaluating evidence is dumped in favour of directives from the Treasury, what's the point to medical school, nurse training, or medicine based on science?



In fact, the 16 Nov plan acknowledges that they cannot currently justify hospital reconfigurations. Instead:



There is a strong need for a service line by service line review of the current acute care model, in order to generate the evidence and data required to inform an explicit decision to be taken on the locations of acute provision based through analysis of future patient flows. 

…

Work is underway with AQuA to identify from an international and national evidence base the areas in which reduced variation would give the maximum potential in addressing the quadruple aims of the 5YFV across the whole of C&M. 



In any case, in the 30 June plan the projected impact of Demand Management in the draft STP is rather small. By 2020/21, as part of the North Mersey plan to offset a deficit of £374.4m in 2020/21, Demand Management will contribute £18.9m, dwarfed by £171m from “provider efficiencies” and £70m from hospital mergers.



So, what does the STP propose? As of 30 June, the North Mersey plan would entail:



“A one-system model for proactive community care; the right care provided early, enabling people to live well, remain independent and avoid hospital. Integrated, neighbourhood services bringing together multi-disciplinary teams - primary and community services, children’s services, social care, mental health, intermediate care, care homes, education, housing and the voluntary sector.”



What does this mean? “Proactive” may refer to case management, a strategy of focusing resources on patients at high risk of hospitalisation. The Greater Manchester Strategic Plan (Dec 2015) says “Key features will be targeted case management of the population most in need delivered by upskilled multi-disciplinary teams, together with streamlined discharge planning in order to reduce the demand placed on acute hospitals.”



Research at the University of Manchester published in 2015 involved a systematic review and meta-analysis of case management for 'at-risk' patients in primary care. It concluded “ Current results do not support case management as an effective model, especially concerning reduction of secondary care use or total costs”. (PLOS One 17 Jul 2015)



Wigan's Integrated Neighbourhood Teams, introduced in 2013, are often cited as a good example of reducing A&E admissions through targeted case management. Nonetheless, by 2014/15 A&E admissions remained over 1% above the baseline rates in 2010/11.





Right Care

In connection with Demand Management, the 16 Nov plan mentions Right Care, projected to account for £42.5m worth of savings, with no details. The 30 June draft had slightly more detail:



The key element of pathway standardisation will be using the NHS Right Care improvement methodology to design/re-design optimal pathways of care. The same methodology will be applied to the design of each pathway: 

1. Identify areas of biggest opportunity 

2. Isolate what needs to change 

3. Understand what good looks like and what needs to be done differently 



Clinical leadership will be central to our approach and will include: 

• Championing the NHS Right Care approach to others within commissioner and provider 

organisations and building a consensus within the teams of those organisations.



So what is Right Care? NHS England has produced “Commissioning for Value” packs for each CCG, claiming to identify savings which could be achieved in each major clinical area. The underlying assumption is that each CCG can be compared with 10 similar CCGs, chosen once and for all independent of any particular clinical outcome. Then each CCG is urged to aim to achieve the average performance of the best 5 of the 10, where “best” is obtained, for each clinical outcome, by comparing the performance for that outcome. The savings for each outcome are the difference between its current performance, and the average of the best 5 for that outcome.



It's absurd. The relevant “Where to Look” pack says Liverpool CCG should be compared, for all outcomes, with:



● Salford CCG

● Sunderland CCG

● Bristol CCG

● Newcastle Gateshead CCG

● Brighton and Hove CCG

● South Tees CCG

● Hull CCG

● Stoke on Trent CCG

● Sheffield CCG

● South Manchester CCG



Then, when it comes to cancer, it is claimed that 103 lives per year could be saved if Liverpool performed at the level of the Best 5 of these 10. Sure, if Liverpool were Brighton & Hove, Bristol, or Sheffield, fewer people per 100,000 would die of cancer. But it isn't. How does that give Liverpool CCG any guidance on how to commission cancer care for the city, as it really is?



The bogus comparison gives the impression that cancer care in Liverpool is dreadful, which must be the fault of the CCG. But actually, one year survival rates in Liverpool (2013 data, the latest available) are 69.5%, not significantly below the national value of 70.2%.



The supposed opportunity to save 103 lives / year from unnecessary cancer deaths is a clear example of what Julia Simon rightly called “a lot of lies in the system about the financial position, benefits that will be delivered - it’s just a construct, not a reality”.





Back Office

This insulting term covers all the admin support services without which the NHS cannot function, clinicians cannot access all relevant patient information, staff are not recruited, meetings are not minuted, diaries are not planned, invoices and wages do not get paid, costs escalate because they are not being tracked, etc. Currently, such services are mainly provided by NHS staff on NHS terms & conditions. However, the STP drafts hint at other possibilities.



The 16 Nov plan aims to “deliver cost effective, efficient and commercially sustainable 

Back Office operations”. Commercially is an odd word to use for NHS services, and identical phrases are used later in relation to Clinical Support Services . The aim is Cost Reduction.



There is no commitment to keep these services within the NHS. Instead, “Where appropriate, Back Office services will be maintained within the NHS”. There are two approaches, to be run in parallel.



· economies of scale and best in class approaches and models across the patch

· Procurement at category level, then built up to a cluster approach at LDS and then STP level



This appears to mean compelling Trusts to adopt “best practice” for these services, whether or not an approach which works in Macclesfield will work as well in Liverpool; or / and putting some services out to tender.



A table of “Immediate Next Steps” refers to an Options Appraisal including “Market Maturity Assessment” and “Identify Potential Providers”.



The 30 June draft was more explicit. For non-clinical support services, “Five options have been identified – in-sourcing to best placed C&M entities, consolidation of all the functions to a single location, setting up a C&M-owned Shared Services Centre, setting a joint venture with a private sector partner and outsourcing to the private sector.” These options appear to be: a) handing specific support tasks for the whole of C&M to one Trust; b) handing over all such tasks for C&M to one site in one Trust; c) setting up a new service centre owned by C&M (even though the footprint has no legal status); d) a joint venture with the private sector; e) privatisation.



It is especially ironic that d) or e) should be under consideration, after the debacle with Capita led Liverpool NHS Trusts to take HR services back in house.



The aim was also explicit on 30 June: “Economies of scale: beginning with the consolidation of highly transactional services to reduce headcount”. In plain English, this means getting fewer support staff to cover more Trusts in a wider geographical area. This assumes, wrongly, that there are surplus staff with not enough work, and that it is possible to carry out support functions at a distance. Effective support requires specific knowledge of the services staff are supporting, far more than transferable skills like Office programmes. How would a secretary in Liverpool resolve admin queries in Northwich and Southport, without the level of local knowledge s/he uses daily?



In seeking to reduce spending on agency staff, rather than creating permanent NHS posts on NHS pay, terms & conditions, the 30 June draft envisages 



setting up a jointly owned agency, starting with high impact staff groups and expanding over time. By 2021, we want to have built a large staff base by offering competitive rates and other non-financial benefits... used to enter into joint negotiations with external agencies to achieve lower rates. Along with a cultural shift in framework compliance, a shortlist of preferred agencies will be chosen and rates fixed...



It's unclear from this how C&M can jointly own anything, as it is not a legal entity, and the other owners are not identified.





Clinical Support Services

Likewise, the 16 Nov plan aims to “to deliver cost effective, efficient and commercially sustainable Clinical Support Services”, starting with Pathology, Radiology and Pharmacy. For Pathology the plan mentions an STP wide C&M single managed service with plans to “Evaluate the potential for novation of contracts over time”. This appears to mean the potential to transfer Path staff from their existing NHS contracts to some other form of employment covering the whole of C&M.



For Pharmacy, the plan for Medicines Information concludes “establish and transfer services”; for Aseptic Services it refers to a “potential transfer of services”; for Community Pharmacy it mentions “tender arrangements to secure preferred partner... legal documentation to support the proposed commercial partnership... new commercial vehicle(s) with proposed community pharmacy partner”.



These are plans for whole or part privatisation of Pathology and Pharmacy, at least.



The plan also states “Therefore, there are a range of future collaborative models which we are considering across the different support services in C&M, ranging from, for instance, setting up a single wholly owned subsidiary organisation for manufacturing and dispensing medicines, to outsourcing dialysis services to a satellite dialysis provider.”



Accountable Care Organisation

The STP privatisation agenda goes far beyond individual plans for specific services. In fact, the underlying organisational form which the STP aims to create is the preferred model for the US healthcare industry – Accountable Care Organisations, or ACOs.



The plan says the STP will “Create a framework for the development and implementation for Accountable Care approaches (ACOs)”. 



For the Cheshire & Wirral LDS, one core aim by 2020/21 is to “Establish an approach to deliver Accountable Care Organisations across Cheshire and Wirral.” In that regard, the LDS will establish 

“Accountable Care Partnerships/Orgs across CW” which will entail:



· Introduction of 4 ACO/Systems across Cheshire and Wirral 

· Budget Alignment on population outcomes 

· Risk Sharing Arrangements across commissioning and delivery of services as per ACO. 

· Delivery of new contract mechanism. 

· Clear operating model



The 4 ACO/Systems echo the chart in the 30 June version as mentioned above re Hospital Reconfigurations, which showed 4 ACS for a “Virtual Single Hospital (4 hospitals acting as one)”



In the 30 June plan, the Cheshire & Wirral section on Accountable Care mentions “Outcome base capitated budgets with new contract mechanism”



North Mersey will “Explore options for the development of an Accountable Care System to support the radical step change required to manage demand and improve health outcomes”, and in connection with that, “explore the submission of an expression of interest for a North Mersey system control total, which would be submitted to NHSE by 31.10.2016 in line with the opportunity set out in the NHS Planning Guidance.” That is, the LDS control total is linked to the establishment of an ACO. Perhaps it would function as the overall budget for the North Mersey ACO.



The STP never explains what ACOs are or why they are being promoted or their origins in the US, where costs skyrocket but health outcomes are worse. The 30 June draft says:



Across the STP footprint, there is an appetite for hospital reconfigurations to reduce unwarranted variation. This follows from the concept of a new model of population health to better manage demand such as an Accountable Care System, whereby the system is held accountable for achieving a set of pre-agreed quality outcomes within a given budget or expenditure target.



...the system as a whole agrees to be accountable for the quality, cost, and overall care of a defined population with the objective of decreasing the total cost of care for the population compared to a spending benchmark.



...The NHS five year strategy sets out the ambition for 50% of the country to be covered by ACOs by 2018.



Obvious questions: Held accountable by whom? Quality outcomes as measured by whom? What happens when demand increases beyond the planned levels reflected in the budget?



The real story of ACOs and their origin in the US healthcare industry was explained by public policy analyst Stewart Player writing for OurNHS in March 2016



'Accountable Care'

- the American import that's the last thing England's NHS needs 





Some excerpts:



ACOs appear to be part of an overall strategy to frustrate the introduction of national health insurance in the US, and quite possibly to destroy it in England.



Initially developed to improve performance in the federally run Medicare programmes, the ACO concept has since expanded significantly and is now regarded as a cornerstone of the US healthcare reform agenda.



The basic concept of an ACO is that a group of healthcare firms agrees to take responsibility for providing care for a given population for a defined period of time under a contractual arrangement with a commissioner. ACO’s use a variety of market-based mechanisms to lower costs whilst achieving a set of pre-agreed quality outcomes. This is mainly accomplished by ‘aligning incentives’ between providers and commissioners, or in other words, sharing any budget savings between hospitals, doctors and the commissioning Medicare programme itself. For those ACOs contracting with private insurers any savings will be shared between the two organisations.



...the two models most frequently cited from the Forward View, the Primary and Acute Systems (PACS) model, and the Multispecialty Community Providers (MCPs), closely correlate with the US ACO ‘integrated delivery systems’ and ‘multi-specialty group practices’.

Such models are currently in development via a range of vanguard sites throughout England, similar in fact to the Medicare pilot programme in the US, although other variants, including prime and alliance contracting are already in place. 

And, as in the US, provider consolidation will become more commonplace and similarly detached from public ownership. Hospitals, for example, are being encouraged to form brand chains as Stevens unveiled the plans to the Confederation of British Industry in November last year, and GPs and specialists are being encouraged to regroup into more business-like networks, federations and super-partnerships capable of contracting with a wider range of other healthcare firms and NHS fundholders. 



Player explains the “capitated” budgets mentioned above for Cheshire & Wirral.



...‘capitated’ or ‘global’ payments, which are fixed payment to providers for all or most of the care that their patients may require over a contract period, such as a year, adjusted for severity of illness, and regardless of how many services are offered. The size of an ACO will on the whole dictate which payment option will be adopted: larger ones will have the scale and financial capability of adopting capitated payments which, although they mean offering more or less comprehensive care, involve greater financial reward.



Do ACOs save money?



Far from saving money the various Medicare ACO programmes have seen increased costs, largely through the use of shared saving bonuses and subsidies for providers. None of the projected $320 million savings were achieved between 2011-2014 – in fact the ACO programme actually COST Medicare an additional $3 million, according to a Kaiser Health Foundation report. The report also highlights how only a small (and shrinking) percentage of the ACOs really ‘share risk’ with Medicare – the vast majority, 334 out of 353, are eligible for bonuses but face no penalties for losses.



Who benefits?



Of perhaps more concern, especially for the NHS, is the extent to which ACOs, far from being transformative, are simply a faddish rebranding of existing for-profit structures – effectively, just Health Maintenance Organisations in drag... HMOs are often seen as the most objectionable aspect of the US ‘system’, and certainly a primary cause of repeated clamour for reform.



HMOs can be considered as the key institutional expression of what’s known as ‘managed care’, deemed a corporate compromise between insurers and large employers to contain costs whilst also ensuring profits and disciplining the workforce. 



As leading critics of the model, Drs Himmelstein and Woolhandler, point out however the history of HMOs isn’t exactly edifying, and includes routine denial of  patients’ access to medically necessary treatment, fighting claims, screening out the sick, paying exorbitant CEO salaries, and undertaking systemic fraud. And all while offering what is effectively low rent medical care with considerable hidden costs in the forms of top-ups and deductibles. 



Whilst HMOs are primarily dominated by large corporate insurers, ACOs are put forward as being led by providers – and by friendly local healthcare providers, at that. 



[However] consultants Booz & Co (now part of PwC) reported that “virtually every major payor (insurer) is either involved in, planning, or seriously considering ACOs. Many health plans are actively helping providers, especially integrated systems and primary care physician (PCP) groups, to form ACOs… some of these projects are more ambitious, while others are simple re-brandings of existing constructs”.



Is it a coincidence that PwC was paid £300,000 to draft the C&M STP? But back to Player:



Booz describe differing ACOs and how the insurance industry – companies like Aetna, UnitedHealth, Humana and Blue Cross - are taking a leading role in developing the model. Such activities include offering shared savings to clinicians, to analysing data and assessing how risky patients are before they’re accepted as eligible for that ACO’s plan. They also offer ACOs disease management programmes and an already established customer base. By 2013 UnitedHealth, for example, were able to report that accountable care currently accounts for more than $20 billion of the company’s reimbursements to providers, and the insurer says it expects that number to more than double to $50 billion by 2017 as it contracts with additional ACOs. 





So where is it all going? The ACO model is favoured by US healthcare and insurance firms, and PwC drafted the C&M STP plan, so presumably those same firms will be happy with it over here. We can speculate that while no-one is big enough to buy the NHS, plenty of health giants, such as Simon Stevens' former employer UnitedHealth, are big enough to buy an ACO the size of one of the three LDS within Cheshire & Merseyside. All the systems will be in place if they wish to do so.
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NHS Operational Planning and Contracting Guidance 

NHS England and NHS Improvement		September 2016

https://www.england.nhs.uk/wp-content/uploads/2016/09/NHS-operational-planning-guidance-201617-201819.pdf 

		Page

		Reference

		Comments



		P4

para 1

		Introduction and context: implementing Sustainability and Transformation Plans



1.  This document explains how the NHS operational planning and contracting processes will now change to support Sustainability and Transformation Plans (STPs) and the ‘financial reset’.   It reaffirms national priorities and sets out the financial and business rules for both 2017/18 and 2018/19.

		



		P4 

para 4

		STPs are more than just plans.  They represent a different way of working, with partnership behaviours becoming the new norm.  What makes most sense for patients, communities and the taxpayer should always trump the narrower interests of individual organisations.

		



		P5

para 10

		from April 2017 each STP (or agreed population/geographical area) will have a financial control total that is also the summation of the individual organisational control totals.

		



		P6

		Priorities and performance assessment

		



		P6

		Demand reduction measures include: *implementing RightCare; 

*elective care redesign;

*urgent and emergency care reform; 

*supporting self care and prevention; 

*progressing population-health new care models such as multispecialty community providers (MCPs) and primary and acute care systems (PACS); 

*medicines optimisation; and

*improving the management of continuing healthcare processes.

		



		

		Provider efficiency measures include: *implementing pathology service and back office rationalisation; 

*implementing procurement, hospital pharmacy and estates transformation plans; 

*improving rostering systems and job planning to reduce use of agency staff and increase clinical productivity; 

*implementing the Getting It Right First Time programme; and 

*implementing new models of acute service collaboration and more integrated primary and community services.

		



		

		Developing operational plans and agreeing  contracts for 2017-19

		



		P12



		Plans will need to demonstrate:

*how they intend to reconcile finance with activity and workforce to deliver their agreed contribution to the relevant system control total

* the impact of new care models, including where appropriate how contracts with secondary care providers will be adjusted to take account of the introduction of new commissioning arrangements for MCPs or PACS during 2017-19

		



		P13 

Para 18

		We expect all contracts to be signed by 23 December 2016.

		



		P15

		Timetable

		



		P16

		Contract and schedule revisions reflecting arbitration findings completed and signed by both parties by 31 January 2017

		



		P17

para 25

		Finance and Business Rules

STP areas are required to submit local financial plans showing how their systems will achieve financial balance within the available resources.  We expect both the commissioner sector and the provider sector to be in financial balance in both 2017/18  and 2018/19.  Operational plans for 2017/18 and 2018/19 are the detailed plans for the first two years of the STP.

		



		P 17 Para 26

		We expect that:

There will be aggregate financial activity and workforce plans at STP level, underpinned by financial control totals, and organisational level operational plans will need to recognise these aggregate plans

		



		P17

Para 27

		To support system-wide planning and transformation, we will be setting financial system control totals for all STP...In the first instance they will be derived from individual control totals for CCGs and provider organisations in the geography.

		



		P18

Para 30

		Actions to support NHS providers in cutting the annual NHS provider deficit:

*2016/17 to no more than £580m 

*with a goal of £250m for 2016/17 and 

*a balanced starting position for 2017/18

		



		P18

Para 33

		The national transformation and efficiency programmes– will support this process, and learning from early adopters is now available:

*RightCare

*Continuing Healthcare

*New Models of Care

*Urgent and Emergency Care

*Self Care and Prevention

*Getting It Right First Time (GIRFT), and 

*the Carter productivity programme led by NHS Improvement 

		



		P21

Para 44

		Sustainability and transformation funding  

It is intended that the overall disposition of the £1.8bn will be as follows: a £1.5bn general fund allocated on the basis of emergency care; a £0.1bn general fund allocated to non-acute providers; and a £0.2bn targeted fund.

		



		P29

		Commissioning in the evolving system

		



		P29

Para 68

		Over half of CCGs now have delegated responsibility for commissioning primary medical care.  CCGs indicate that this number will increase very significantly by April 2017, with almost all having delegated responsibility by the end of 2018/19.

		



		P29

Para 70

		CCGs’ role will continue to evolve.  As new care models are established, the boundary between what is done by CCGs and by new integrated care providers will shift.

		



		P29

Para 71

		CCGs have a key role here in defining the scope of services for MCPs and PACS, engaging with local communities and providers over proposals, and running procurement processes.  In particular, where the scope of MCP services includes services previously provided in hospitals, CCGs will need to agree revised contracts with the providers of these services.

		





[bookmark: _GoBack]Tony O’Sullivan and Elizabeth Rylance-Watson
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To Chair of Joint Health Overview and Scrutiny Committee   (JHOSC) 

Or: local Scrutiny committees/ panels

Or: Health & Wellbeing Boards

Or: Council Leader and Councillors



Dear Xxxxxxxx

 

[Thank you and Councillors on the Xxxx Committee for the outcome on xxxxxxx with respect to the xxxxxxxxxxxxx xxxxxxxxx.] 

 

We are addressing this email to you [and/or to all Councillors] about the STP.

[Your local committee eg JHOSC] raised with the [local STP team] (led by Xxxxxx Xxxxxx Chief Officer of Xxxxx CCG/ Other) whether the STP had an iterative plan with deadlines. [The STP team] replied that STPs were high level 5 year rolling plans with no deadlines. We expressed our concern to you about the significance of a 23rd December deadline which we had referenced as a key date. You said [you would/asked us to] check on this.



The STP team issued a clarification that the first 2 years of the STP is the CCG operating plan and that indeed there is a national deadline for signing of contracts with submission of final 2017/19 operational plans by 23rd December 2016.

 

The evidence you asked us to provide is in the NHS England and NHS Improvement document issued to Commissioners in September 2016 and titled:

 

NHS Operational Planning and Contracting Guidance 2017-2019. 



It is a 69-page document which sets out explicitly the requirement for all CCGs to submit a full draft 2-year operational plan (one for each CCG) by 24th November 2016 and to meet a national deadline for signing of contracts with providers and submission of final 2017-2019 operational plans aligned with contracts signed off (both) by 23rd December 2016. The document starts: 

"This document explains how the NHS operational planning and contracting processes will now change to support Sustainability and Transformation Plans and the 'financial reset’."



The guidance makes clear that these plans and contracts will be implementing the STP plans for the local area:

“Operational plans for 2017/18 and 2018/19 are the detailed plans for the first two years of the STP.”

[Reference: https://www.england.nhs.uk/wp-content/uploads/2016/09/NHS-operational-planning-guidance-201617-201819.pdf 

In addition to the link above, we attach for convenience extracts from the guidance and the timetable.]

 

The import and urgency of our email to you stems from the NHSE’s imposed deadline of 23rd December

(a)    for sign-off of operational plans for all CCGs and providers (ie including our local areas’ STP) and

(b)    signed contracts between commissioners and providers for the next 2 years

 

The direct link between the STP (which is supposed to be a joint venture between Health and Local Authorities and other partners) and the operational plans and signed contracts is as follows:

 

The NHS England guidance to commissioners states that the contract between CCGs and their providers must align with the STP and, in particular, must sign up to a commitment that the operational plan and contractual agreement will deliver the financial cutback imposed – in our area, an annual shortfall of £XXXm by 2020/21.

 

[Local specifics within the STP that councillors need to know are basically being signed off without their agreement or scrutiny can be added here if relevant]

 

We submit that it is imperative for Scrutiny Councillors and for Chairs of Health and Wellbeing Boards to use this narrow window of time to get fully up to speed on the draft plans which all 6 CCGs were required to submit to NHSE/NHS Improvement by 24th November, in order to be able to see where and under what circumstances the alignments required for [our local] STP are being built at this very moment.  



These are new landscapes. They are fast moving and with huge consequences on the local social care and health provision and on the local population.

 

It was clear to us from the discussion at [JHOSC/other local committee] that work is required on the accountability and governance of STPs. In the meantime, a democratic deficit is growing and we look to our elected representatives to address it.

 

We are asking therefore as a matter of urgency: 

[bookmark: _GoBack]Could you as JHOSC Scrutiny Chair and all Councillors ask for the [N=3-6] CCGs to share details of their 2017/19 operational plans?

This will, in the first instance, enable an understanding of precisely what impact the Financial System Control Totals (Page 17) may have on the case being made for Elective Orthopaedic Care Centres.



 

With thanks and kind regards

 

xxxxx

Local KONP / Campaign / STP group

 





[image: cid:11ca236d-db84-4b51-8762-3376dcab4e2c@southwark.gov.uk]
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1:	Executive summary on OHSEL’s Sustainability and Transformation Plan (STP) [footnoteRef:1] [1:  http://moderngov.southwark.gov.uk/documents/s61328/OHSEL%20-%20Sustainability%20and%20Transformation%20Plan.pdf ] 




1.1: 	Our concerns about the SE London STP 

The financial context: austerity

· For our STP, OHSEL have taken nationally imposed pressures and translated them through the Five Year Forward View and the STPs into a local financial ‘challenge’ of £1billion savings from annual budgets by 2020/21 

· To be specific: in the four years from 2016/17, the NHS in SE London is predicted to need £934m more funding to meet health needs annually than it will receive. SE London will suffer an imposed deficit in annual health funding rising to £934m by 2020/21. 

· Add to this the underfunding of adult social care annual budget by £242m by the same year, 2020/21.

· The SE London STP has been published by the Our Healthier South East London team (OHSEL). This title disguises the reality that it is truly impossible to build a healthier community under such austerity conditions. 

· We acknowledge OHSEL’s assurances that they intend to maintain the current full range of urgent and emergency services in the hospitals of SE London, including Lewisham Hospital.

· But: OHSEL’s STP just does not add up financially – a financially driven plan cannot succeed in delivering as good or better health services, in partnership with social care and other agencies who are also facing greatly reduced funding. 

· Year on year worsening of budget deficit results in annual budgets by 2020 that are nearly £1b less than needed to deliver health services and £242m less than needed for adult social care.

· What will the consequences be if the financial plan fails? NHS England and NHS Improvement threaten to impose special measures on those Footprint areas, CCGs and trusts who fail to ‘balance their books’ faced with such unreal expectations.

· Explicit threats of sanctions – worst case scenario could see our area placed under a ‘success regime’ losing autonomy of decisions, with previous reassurances swept away, financial sanctions such as the withholding of transformation funding and imposed financially driven service cuts. 

· And that is why our campaign is so concerned about the OHSEL STP. It does not add up: the STP is based on the flawed premise that our NHS services can be better even after such massive cuts.



1.2: 	What we positively want from Health and Social Care in SE London

· The Save Lewisham Hospital Campaign believes strongly in the provision of high quality community based health and social care where our local district general hospitals are part of the network of community provision

· Some of us have been advocates professionally for integrated delivery of health and social care, along with other agencies (eg Education, Third Sector) to those that need it.

· Well-coordinated delivery of services by cooperative work – across teams and agencies, hospital and community – is essential for people and families with complex and/or long-term needs

· A high-quality, easily accessed, district general hospital, close to the community it serves, is an essential part of safe community-based care – where the teams can share skills and knowledge in established local networks with quick and safe access to hospital when needed.

· This work is labour intensive, skilled, personalised and sensitive and does not come cheap. The work was going forwards in Lewisham and SE London before major financial austerity first halted it and now is sending it backwards.

· Successful community services should include real participation of the families, community and organisations they serve 



1.3: 	NHS England and consultancy methodology is misleading and potentially 	dangerous

· The NHS is a complex, highly regarded nexus of services within healthcare and reaching out to other services. Across the country there are inevitable variations in practice. 

· Professional and managerial mechanisms to share new ideas clinically and in terms of efficiency were dealt mortal blows by the fragmentation of a previously national service under the Health & Social Care Act 2012.

· The consultancy McKinsey has developed dangerous myths relied upon by successive governments to provide a justification, in particular, for their plans to close NHS hospitals:

1.  That one third of hospital beds could be replaced by community based care (on request no evidence is produced – see our evidence shared with OHSEL Appendix B)]

2. That every trust providing healthcare should be able to achieve ‘upper quartile’ performance in all areas (a new form of maths where we can all be above average)

· When translated into such massive projects as the Footprint/STP programme, the health service is now expected to achieve upper quartile performance in all areas at once. This is not only impossible, but to try to achieve it is so disruptive as to be dangerous. 

· When Simon Stevens and NHS England demand ‘upper quartile’ transformation within 4 years, they demand the impossible. The King’s Fund, Nuffield Trust and NHS Employers have all said that this is impossible. 

· But this is the smokescreen used as the justification for over 30% underfunding of the NHS 2010 to 2020 (underfunded by an average of 3% per year for 10 years). The NHS is underfunded greatly in comparison with similar European countries (see full document). 

· These myths underpin the South East London STP



1.4: 	Clinical engagement

· Responsible clinicians when asked to attend OHSEL workstreams to plan better services willingly give up their time to do so, at some cost to their Trusts and their clinical time

· [bookmark: _GoBack]Dozens of clinicians have attended numerous meetings within six workstreams in SE London – Urgent & Emergency Care, Planned Care, Cancer, Maternity, Children, Community Based Care. They have shared their experience – of course they have. But there is little evidence that their views have been taken into account in  final decisions!

· When you read or hear that clinicians have been fully engaged, just remember that this was the message used by Jeremy Hunt, Sir Bruce Keogh (Medical Director of NHSE) and the ‘Trust Special Administrator’ regime (Matthew Kershaw) as added justification for deciding to close Lewisham Hospital’s A&E, acute and maternity services in 2013 – a decision which, were it to have been allowed to happen, would mean that our local SE London health service, on the edge permanently these last two years, would be 400 beds the poorer – and the more dangerous. 

· When the financial driver for systemic change has so obviously replaced the clinical driver for better services, please know that NHS services are in mortal danger. 



1.5: 	The importance of the national environment, ‘Footprints’ and STPs

· The national context is one of severe de-funding[footnoteRef:2] of the NHS and the Public Health and social care budgets. (See King’s Fund et al 2016, The Autumn Statement [footnoteRef:3] The NHS is tasked by 2020/21 to have absorbed an annual equivalent of £22b of health service cost pressures.  [2:  De-funding: prolonged underfunding in the knowledge that the quality of NHS services will start to fail ]  [3:  https://www.kingsfund.org.uk/publications/autumn-statement-2016 ] 


· The NHS is not ‘in debt’: – it has been de-funded and it cannot provide safe care without ‘overspending’. 

· Nationally, Sustainability & Transformation Plans (STPs) have been created to implement these cuts, and to impose new cheaper models of practice in a fractured, weakened health service.

· England has been divided into 44 Footprint areas – an STP for each. Under great pressure and secrecy, each area has been ordered to create an STP with the financial driver centre stage to ‘balance the books’ by 2020.

· Simon Stevens put forward the Five Year Forward View as the template for realising this impossible ask. But he highlighted specific caveats which if ignored would prevent his deliverance of FYFV and £22b savings. Most important was the requirement that adequate funding of social care be maintained.

· However, severe cuts in local authority funding have resulted in over 30% reduction in adult social care budgets with more to come. There is a national crisis. One million elderly people nationally[footnoteRef:4] no longer receive the personal care they need from social services. [4:  http://data.parliament.uk/writtenevidence/committeeevidence.svc/evidencedocument/communities-and-local-government-committee/social-care/written/36776.html ] 




1.6:  	Concerns over OHSEL’s proposals 

	Proposal for centralised elective (planned) orthopaedic care centres

· OHSEL’s flagship proposal is to centralise all inpatient elective orthopaedic surgery on to two elective orthopaedic centres (EOC), with their preference being Guys (Guys & St Thomas’) and Orpington (King’s). Lewisham & Greenwich NHS Trust would no longer do inpatient elective orthopaedic surgery in their hospitals;

· Specialist centres for stroke, major trauma, heart attack and vascular emergencies have evidence for regional centres providing better outcomes

· There is also evidence that protected elective operating systems provide better outcomes when linked to good joined-up pre- and post-operative multi-disciplinary teams.

· There is no evidence that says standalone specialist centres would be better than for example, three centres one each in the three main trusts, with investment to provide better more ring-fenced elective pathways (protected from disruption by emergency work). This is the ‘enhanced status quo’ option. OHSEL has refused to work up this proposal and it has NOT been evaluated, and was not part of the option appraisal

· Planned care (including orthopaedic surgery) has £36m savings badged against it. The elective centres are the only proposal worked up, and savings are clearly prioritised here – a worry when pre- and post-operative care involve staff-intensive input.

· The Government has placed an embargo on central capital funding for NHS projects for three years 2015/16-2018/19. The capital funding required to provide the EOCs will be at least £10.2m and will have to be raised from the private finance market. 

· Lewisham and Greenwich residents will lose their local provision linked to local community networks directly.  

· We insist on seeing the ‘enhanced status quo’ option and that it is appraised fairly.



Models of care based on de-skilling and de-professionalising the workforce

· The UK does not have enough doctors or nurses or therapists, nor sufficient in-house expertise to manage the NHS

· Instead of training sufficient people with the right clinical and service management skills, it relies on overstretching staff, using a lower banded skill-mix in staff teams, using agencies for gaps, outsourcing cherry-picked services and paying consultancies huge amounts.

· Example: Physicians associates – Our STP outlines a projected shortfall of 134 GPs and 82 practice nurses by 2021. To fill these gaps not with GPs or nurses but with less skilled physician associates or nurse/care assistants is to paper over the dangers of these vacancies. Such posts should aid GPs, hospital doctors and nurses to deliver better care not to replace the need for them. 



NHS England has demonstrated a commitment to widen privatisation 

· This is no idle threat: from hiring consultancies to subcontracting commissioning to full takeover of NHS services

· Contracts or specialised services worth £billions have just been put into the category of services that are open to competitive tender releasing £billions for potential cherry picking by private companies [footnoteRef:5] [5:  Example: Specialised prescribing https://www.contractsfinder.service.gov.uk/Notice/449190bf-e5fc-474d-b99d-ea26f5ec41d9 ] 


· Virgin Care has just been awarded a £700m contract over 7 years for over 200 types of NHS and social care services including diabetes, stroke and dementia to over 200,000 people in Bath and NE Somerset.[footnoteRef:6] [6:  https://www.theguardian.com/society/2016/nov/11/virgin-care-700m-contract-200-nhs-social-care-services-bath-somerset] 


· Local examples:

· OHSEL has spent £5.3m on consultancies since December 2013 – mainly PwC

· Greenwich CCG has decided to appoint Circle Health as Prime Contractor holding the £73m 5-year MSK services contract






1.7:  	Save Lewisham Hospital Campaign & Lambeth KONP’s recommendations

1:	That individual CCGs and Local Authorities in SE London do not give their approval to the OHSEL STP

2: 	That the six CCGs and six LAs inform NHS England that good and safe care cannot continue without adequate funding – failure to provide this is seriously undermining health and social care 

3: 	That elected representatives, councillors, the Mayor and MPs, write to the Local Government Association, the Prime Minister and explain why the NHS and social care must be funded properly urgently

4:	That the cooperative work to improve health systems in the community continue but in the realistic context explained above.

5: 	That the proposal to centralise care in two inpatient Elective Orthopaedic Centres in SE London is abandoned because:

(a) it is expensive and too risky to the overall health economy; 

(b) care can be improved by each of the three main elective surgery providers retaining a centre in each trust, but with additional funding to ensure a streamlined elective surgery service available to the residents of each of the six OHSEL boroughs.

6:	That workforce plans should prioritise the training and recruitment of more nurses in community and hospital, more GPs to fill the existing vacancies and to meet the predicted shortfall, and more hospital doctors. 

(a)	These measures would ensure vacancies are reduced and reliance on agency cover is minimised;

(b) 	OHSEL, the six CCGS and six LAs need to make clear to national bodies and government that workforce plans need to be overhauled rapidly. 



		The role of scrutiny now is of critical importance







Tony O’Sullivan for SLHC

Email: Tony.osullivan@btinternet.com

M: 07960 312725

T: @DrTonyOSullivan 



In collaborative with: 
Save Lewisham Hospital Campaign	www.savelewishamhospital.com

Lambeth KONP  			www.facebook.com/LambethKONP 

And material from Carol Ackroyd	www.hackneykeepournhspublic.org 



Page by page annotated comments are also available

Fuller narrative report to follow

Part 2: 		A fuller explanations of the key areas contingent on the STP

STPs, Footprints and the myths that give cover to what local commissioners and NHS providers are expected to deliver

The national context is one of severe de-funding[footnoteRef:7] of the NHS and the Public Health and social care budgets. (See King’s Fund et al 2016, The Autumn Statement [footnoteRef:8]). The NHS is tasked by 2020/21 to have absorbed an annual equivalent of £22b of health service cost pressures. The NHS is not ‘in debt’ from poor management: – it has been deliberately de-funded. The NHS cannot provide safe care without ‘overspending’.  [7:  De-funding: prolonged underfunding in the knowledge that the quality of NHS services will start to fail ]  [8:  https://www.kingsfund.org.uk/publications/autumn-statement-2016 ] 


Government policy has been to underfund the public health service, to open up NHS services to the private sector and to pursue the break-up of a previously national health service into a 
deregulated, regionalised set of units. Accompanying policy proposals explore introduction of more charges for some services at the point of use. In more areas, some aspects of health care that are currently part of comprehensive healthcare are being rationed. And the principle of universal access to healthcare is in danger with proposals to exclude some parts of the population from universal healthcare at the point of use ie to people who are classified as obese. 

Sustainability & Transformation Plans (STPs) have been created to implement these policy changes and financial cuts of a further £22b. They are the work of Simon Stevens and are the vehicle created from his Five Year Forward View – the template for realising this impossible ask. But Simon Stevens highlighted specific caveats which, if ignored, would prevent his deliverance of FYFV and £22b savings. Most important was the requirement that adequate funding of social care be maintained. This has been quietly dropped by NHS England from frontline messaging. 

Severe cuts in local authority funding have resulted in well over 30% reduction in adult social care budgets with more to come. There is a national crisis. One million elderly people nationally[footnoteRef:9] no longer receive the personal care they need from social services. [9:  http://data.parliament.uk/writtenevidence/committeeevidence.svc/evidencedocument/communities-and-local-government-committee/social-care/written/36776.html ] 


2.1: ‘We can’t afford the NHS’ – NHS is being de-funded at the worst level ever

UK spending on healthcare is significantly below the average of major European economies.[footnoteRef:10]  If the UK were to increase its spend to 10.7% of GDP, this would equate to an extra £15bn pa. [10:  https://chpi.org.uk/wp/wp-content/uploads/2014/11/CHPI-Long-term-sustainability-NHS-submission-to-House-of-Lords.pdf] 


£22bn cuts in annual budgets will be imposed through 44 STPs across England by 2020-21 

No growth in services – despite sharply rising costs, population numbers and rising health needs – means a devastating decline in what’s available to individuals. These are CUTS, masked by deliberately ambiguous and vacuous language designed to mislead and manipulate the public. 




		

		% GDP spent on health (new definitions)

		$ per head on healthcare



		France

		11.1

		4,367



		Germany

		11.0

		5,119



		The Netherlands

		10.9

		5,277



		Norway

		9.3

		6,081



		Sweden

		11.2

		5,065



		Switzerland

		11.4

		6,787



		United Kingdom

		9.9

		3,971



		Average (excl. UK)

		10.7

		5,264



























Spending on health has a 4.3 times positive impact on the general economy (the ‘fiscal multiplier’ effect [footnoteRef:11]) and is a necessary and valuable investment.  [11:  https://www.ncbi.nlm.nih.gov/pubmed/24059873] 


By 2010, the NHS had record lows in waiting times and A&E waits. It was a high performing and cost effective service compared internationally. A well-known US think tank [footnoteRef:12] on comparative healthcare systems internationally scored the NHS as number one amongst health services in comparable economies. The report published in June 2014 used data up to financial year 2012/13.  [12:  http://www.commonwealthfund.org/publications/fund-reports/2014/jun/mirror-mirror ] 


The Health & Social Care Act was implemented in April 2013. Since then performance has steadily declined under the dual blows of de-funding and enforced competitive tendering of health contracts with steadily rising numbers of contracts going to the private sector. 

Academic research on health economics (including work from the IMF) is referred to above. It shows that investment in the population’s health has a positive return to the economy. A well-funded NHS is cost-effective and a valuable investment.

		

We cannot afford not to invest in good health care









2.2: Key national figures express their concern about NHS funding, challenging the validity of Government statements and its aim to save £22b annually by 2020/21 through STPs

Increasingly key figures are being more public in stating the obvious: the NHS is being disabled by de-funding.



		Dr Sarah Wollaston MP, on behalf of HSC on Government funding for the NHS [footnoteRef:13] [13:  https://www.theguardian.com/society/2016/oct/31/theresa-may-denies-that-10bn-nhs-funding-pledge-is-misleading ] 


“The continued use of the figure of £10bn for the additional health spending up to 2020-21 is not only incorrect but risks giving a false impression that the NHS is awash with cash,” Wollaston and four fellow committee members said in a letter to the chancellor.

“This figure is often combined with a claim that the government ‘has given the NHS what it asked for’. Again, this claim does not stand up to scrutiny as NHS England spending cannot be seen in isolation from other areas of health spending.”

Dr Wollaston, Conservative MP is chair of the Commons Health Select Committee (HSC)









		Chris Hopson, chief executive of NHS Providers [footnoteRef:14] [14:  https://www.theguardian.com/society/2016/oct/31/theresa-may-denies-that-10bn-nhs-funding-pledge-is-misleading ] 


NHS underfunding means: “It is being asked to deliver an impossible task. Put simply, the gap between what the NHS is being asked to deliver and the funding it has available is too big and is growing rapidly”.







		Prof John Appleby, the chief economist at the Nuffield Trust health think tank [footnoteRef:15] [15:  https://www.theguardian.com/society/2016/oct/31/theresa-may-denies-that-10bn-nhs-funding-pledge-is-misleading] 


The Health Select Committee MPs were right to claim that cutting the amount of per capita funding for healthcare could mean major restrictions to NHS services being needed in the later years of this parliament, too:

“It is hard to see how this can be reconciled with providing high-quality healthcare that meets the needs of a growing and ageing population,” Appleby said. “Something will have to give – whether that’s an explosion in waiting lists, patients not being able to access new drugs coming on-stream or another record set of hospital deficits.”









2.3: The reality behind NHS funding

Waste· The Health & Social Care Act reorganisation cost at least £3b

· PFI repayments cost £2b annually – a high proportion of that is exaggerated interest payments.

· £3b was spent last year on agency staff because insufficient nurses and doctors are being trained. 

· Between £5b - £10b is wasted annually on the market system in the NHS

· £640m was spent on external management consultants in the NHS in 2013/14 – this has risen since then 

· Locally, OHSEL revealed (Freedom of Information request) that it has cost £11.65m over three years, more than £5.3m going to consultancies on strategy development. 





De-funding – Government policy

Funding for the NHS has virtually flat-lined for 6 years since 2010 and is continuing to do so if nothing changes, until 2020/21: a period of ten years. 

On the Government claim to have given £10b extra to the NHS 2016/17 -2020/21: 

· Firstly they arbitrarily included a sixth year backdated (2015/16). The true figure equates to £7.6b from 2016/17. 

· In fact just over £4b of this remains as a net increase after other Dept of Healths cuts in public health and training (see Table 1 below). 

· There is acknowledged inbuilt inflation costs for the NHS (3.5-4% per annum) to maintain expected standards for a population rising in number and greater need. 

· This £4b now equates to only £800m over inflation.[footnoteRef:16]   [16:  http://www.nuffieldtrust.org.uk/blog/behind-numbers-nhs-finances ] 


· In any case that funding is being used to offset unavoidable NHS overspends because the budget is insufficient for safe delivery of the NHS. [footnoteRef:17] [17:  King’s Fund, Nuffield, Health Foundation, Table 1 above. Full publication at: https://www.kingsfund.org.uk/sites/files/kf/field/field_publication_file/Autumn_Statement_Kings_Fund_Nov_2016_3.pdf] 


[image: C:\Users\Tony O'Sullivan\AppData\Local\Microsoft\Windows\INetCacheContent.Word\Screenshot 2016-11-16 11.41.46.png]

The OHSEL team declined to discuss NHS funding with campaigners and programme director, Mark Easton gave the following reason:

“Clearly resources for the NHS in total are subject to parliamentary scrutiny and approval, and while we as individuals might agree that the NHS would benefit from additional resources, our role as public servants is to make the best use of the resources made available to us.”



2.4:  ‘Too many beds’? – the NHS does not have enough hospital beds!

England has fewer doctors, nurses and beds per 1000 population than our key European comparator nations eg France, The Netherlands, Germany, Sweden.[footnoteRef:18] Department of Health officials briefed internally that the 7-day NHS of Jeremy Hunt was not achievable on current funding, with simply not enough staff. [footnoteRef:19] [18:  http://stats.oecd.org/index.aspx?DataSetCode=HEALTH_STAT ]  [19:  https://www.theguardian.com/society/2016/aug/22/secret-documents-reveal-official-concerns-over-seven-day-nhs-plans ] 


Nationally, STP plans seek to cut thousands of hospital beds yet beds have been cut by over 50% during the last 25 years to the point where we do not have enough. 



Local history is important: 

A Picture of Health (APOH) in 2007/8 proposed the closure of both A&Es at Queen Mary’s Hospital Sidcup (QMS) and University Hospital Lewisham (UHL). QMS closed as an acute hospital with the loss of hundreds of beds.

The South London Healthcare Trust Special Administrator regime (TSA – directly responsible to Jeremy Hunt) proposed again in 2012/13 the closure of University Hospital Lewisham’s A&E and all acute inpatient and maternity services. This decision was overturned in the High Court at judicial review. Without that decision, a further 350-450 beds would have been lost. 

OHSEL say that predicted need requires all the current acute capacity in A&E and acute services and that its STP is designed to avoid the need for an additional 700 hospital beds. 

Our conclusion is clear: there were not too many beds in 2007/8 nor in 2012/13. Those plans were wrong. SE London does not have enough beds now. We need every facility we have, facing as we do increasing population and need. Hospital staff are under daily pressure to get patients out of hospital, to find beds and have increasing difficulty in doing so safely and with patient dignity, especially with loss of intermediate care beds (such as at Eltham Community Hospital, Greenwich). 

Resourcing of the UK NHS against comparable nations’ health systems

		

· Health expenditure in UK was 9.8% of GDP in 2015

This compares to 16.9% USA, 11.1% Germany, 11% France, 10.8% Netherlands, 10.6% Denmark

· Expenditure per capita (using purchasing power parity) for UK $4,015 in 2015. 

Compare $9,451 USA, $5,343 Netherlands, $5,267 Germany, $4,943 Denmark, $4,614 Canada, $4,415 France  

· UK had 2.8 physicians per 1,000 people in 2015

Compare 4.1 Germany (2014), 3.9 Italy (2014), 3.8 Spain (2014), 3.5 Australia (2014), 3.4 France

· UK had 2.7 hospital beds per 1,000 people in 2014

Compare to 8.2 Germany, 6.2 France, 3.0 Spain









2.5:  The NHS needs more doctors, nurses – the STP seeks to replace this shortfall with ‘skill-mix’, ‘reprofiling’ and ‘physician associates’

We need the doctors and nurses trained to staff the hospital services with sufficient ratio of staff to patients and with sufficient skills. We also need now far better community care, with skills and confidence to match the challenge of working, often alone without direct supervision as a single professional in a patient’s home. 

With the expectation of a huge increase in workload (equivalent to 700 hospital beds but looked after in the community) and with increasing levels of acuity of illness managed in the community, this will require high levels of skill and confidence. 

OHSEL’s plans to skill mix and cheapen the community care workforce are therefore worrying. 



Impact and risks of downgrading professional staffing (STP plans nationally – Appendix A)

· Development of new roles such as Physician Assistant/ Associate (PA) (just 2-years’ training) are part of a general move to reduce costs while de-professionalising the NHS and tightening management control over professional decision making.  

· These changes have a poor evidence base, often reporting ‘acceptability’ rather than outcomes. Evidence for success is often anecdotal and much of the ‘research’ would not meet professional standards or peer-review requirements.  

· Proposals to engage Physician Associates rather than experienced (yet cheaper) nurses have been justified by ‘too many professional limits’ placed by professional bodies on nurses!

· There is no mandatory registration for PAs, raising major concerns about regulation.

· There is robust (and unsurprising) evidence that PAs are less effective than doctors at diagnosis 

· BMA warnings that PAs are not a substitute for fully trained doctors are likely to be ignored

· Concerns that PAs will not recognize important signs that a fully trained doctor would spot

· Pressure to grant PAs independent prescribing powers will lead to enhanced risk to patient safety and increased risk that PAs will be used to substitute for, rather than support, doctors.

· Concerns that GP receptionists may in future be triaging patients and directing them to PAs who will miss more subtle indications 

· Concerns that patients directed to PAs are more likely to be elderly, vulnerable, speakers with poor English etc – while articulate middle class patients will be able to get GP appointments

· Similar concerns apply to other proposed new roles, substituting minimally trained staff for professional clinicians, nurses, pharmacy and professions allied to medicine throughout the NHS. 

· As the Nuffield Trust puts it:  ‘… In the future, care will be supplied predominantly by non-medical staff, with patients playing a much more active role in their own care. Medical staff will act as master diagnosticians and clinical decision-makers’.[endnoteRef:1] [1:  http://www.nuffieldtrust.org.uk/publications/reshaping-the-workforce] 




2.6: 	Community-based care (CBC), whilst desirable, does not replace hospital capacity

There is a myth central to the FYFV and Sustainability and Transformation Plans that good CBC could replace 30% of hospital capacity. It is one of the main tenets of McKinsey, the global consultancy which ran the TSA regime in SE London in 2012/13. This assertion was the McKinsey ‘clinical’ justification for the proposal, adopted by Jeremy Hunt, to close Lewisham Hospital as an acute district general. Believe it or not, closing Lewisham was going to save 100 lives a year and deliver better community care. 

The consultancies were unable to offer evidence then to support their argument when challenged by roomfuls of clinicians. Evidence still does not exist. See our paper evidencing that lack of evidence. (Appendix B) We have shared this with OHSEL. 

The Save Lewisham Hospital Campaign believes strongly in the need for high quality community-based health and social care. Some of us have been career-long advocates professionally for integrated delivery of health with social care and other agencies (eg Education, Third Sector) available for those families and individuals that need it.

Well-coordinated delivery of services by cooperative work – across teams and agencies, hospital and community – is essential for people and families with complex and/or long-term needs

A high-quality, easily accessed, district general hospital, close to the community it serves, is an essential part of safe community-based care – where the teams can share skills and knowledge in established local networks with quick and safe access to hospital when needed.

This work is labour intensive, skilled, personalised and sensitive and does not come cheap. The work was going forwards in Lewisham and SE London before major financial austerity first halted it and now is sending it backwards.

We argue for excellent community-based care with the essential lynch-pin of excellent local hospital care at the centre of that community. Although OHSEL argue that some of the huge savings planned will be reinvested in community services, as above, it doesn’t add up to a financially sound or clinically robust plan to avoid the need for hospital care equivalent to 700 beds. 



3:  What is the main purpose of NHSE’s STPs and Footprints? 

3.1: 	New models of care 

· Fewer sites for NHS services – people will have to travel further for healthcare.  We can’t assume a reduction in locations is acceptable without full analysis of travel implications for local patients and visitors - especially the impact on elderly or disabled relatives and families with children

· Specialist hubs: some specialist focus is needed for complex and rare conditions – but not for routine health issues where local services and accessibility / travel are more important. Local clinicians could access specialist advice if needed via good NHS networks.

· Selling off the NHS family silver/estate. A one-off boost for treasury finance, with few or no guarantees for local funding. When it’s gone -much of it handed over to private housing - it’s gone forever

· No new capital money – so rely on new private finance (PF2) – Many of the new models of care require different, potentially larger premises than currently available. We fear a repeat of disastrous consequences of PFI.

· Reliance on enhanced self-care, Skype, apps and unproven technology to avoid hospital admission and clinical care amounts to magical thinking! And relies heavily on unpaid family carers (mainly women). These proposals do not explore sufficiently issues of poor connectivity generally in the UK, even within major cities, and lack of access to broadband, particularly among the economically and socially disadvantaged.

· The most vulnerable and socially excluded patients and families & women will be hardest hit.

· Restructuring of the NHS involves less clinical, more corporate management. Ripe for privatisation.

· Data-sharing.  We are very concerned about proposals to share confidential medical data across a range of health and social care providers, leading to major potential for confidentiality breaches. 




3.2: 	Lack of evidence to support NHS England’s Five Year Forward View (FYFV) ‘new models’

· The NHS has a proud track record of evidence-based practice. This is all but abandoned in the FYFV. 

· The ‘new models of care’ are cost-driven. We campaigners don’t oppose changes to services – but changes need to be driven by combination of clinical need & requirement for good patient access. Service changes need to be rigorously assessed against these criteria. 

· STP changes are being imposed with no such assessment, and lack of valid, peer-reviewed research evidence-base. Anecdotes claiming success are routinely substituted for valid evidence that also takes account of a wider picture. Examples include: 

· decisions to focus services on specific outcomes often take no account of the impact on patients with multiple conditions who may lose coordinated care. 



· Arguments about the need to centralize highly complex specialized care are misused to justify closure of units offering excellent care for routine conditions. Often no account has been taken of increased risks of extended blue-light journeys to A&E or difficulties for patients and visitors facing of longer journeys. 



Please bear that in mind when considering the elective care centres proposal. 





Finance, not clinical care, is the main intent behind NHS England’s STPs and Footprints. The STPs are a process not specifically governed by statute by which NHSE is attempting to create a set of plans, financially driven, with approval not only of local CCGs and, where possible, local providers too, but also the local authorities. 



In SE London’s STP, the language of cooperation and innovation across health and social care blinds us to the reality that there is no real money for these schemes. Although a proportion of the largely mythical savings is ear-marked for reinvestment, in the very first year – 2015/16 – reliance on ‘business as usual’ savings slipped by £80m and will be increasingly impossible year on year. 



Nationally, STPs contain - within their as yet largely undisclosed appendices – plans that are truly shocking: eg – 31% of plans include a downgrading or closure of a major A&E, and 20% include a plan to end medical input to the local maternity unit – see Appendix A.



The quadruple financial ‘challenge’ in South East London: 



· Health budget deficit: 

SEL is facing a financial [health] challenge annually of £934m by 2020 [OHSEL STP p4,41 [footnoteRef:20]] [20:  http://moderngov.southwark.gov.uk/documents/s61328/OHSEL%20-%20Sustainability%20and%20Transformation%20Plan.pdf ] 


· Adult social care budget deficit: 

The financial challenge to Local Authorities’ spending on adult social care is a deficit in annual funding of £242m by 2020 [p4]

· No capital funds until 2019/20 earliest:

Of £1.137b of capital expenditure planned over 5 years, £169m of capital connected with transformation projects has not been secured [STP p42] – must be met by local budgets

· STP capital schemes using private finance

OHSEL has stated that capital expenditure for the elective orthopaedic centres, if they go ahead, will be funded locally and this will involve private finance



4:	The wider risks that STPs bring 



Destabilisation of NHS provider trusts

· The commitment from OHSEL that no NHS provider would be destabilised by the planned care recommendations (written into the elective orthopaedic care project) did not survive into the STP. The STP now records:

“a shift away from a focus on individual organisational achievement and towards shared ownership and accountability for improved health and social care outcomes for the populations of SE London” [pp38-39]. 

The proposal for two elective orthopaedic centres and a favouring of the option that would end this inpatient elective work at Lewisham, brings real risks of reducing the orthopaedic staffing on site and a damage done to the trauma capacity essential for Lewisham’s major A&E role. Training would also be affected, with the potential loss of training posts. 

Drawing up of plans by management consultants – unintended consequences	

· We have severe doubt about the depth of local knowledge, loyalties, NHS health experience and commitment of the consultancy advisers employed in our South East London STP,  which might  enable them to seek out the unintended consequence of changes in one sphere (eg altering orthopaedic care resource balance in elective care) and the impact  on a vital service in another part of the economy (eg orthopaedic support for trauma in the A&E pathway). The impact of adult social care cuts has not been analysed. 



A new organisation created without public consultation		

· And OHSEL has plans for an ongoing project management team within an ongoing OHSEL-type organisation. Plans include a Strategic planning group led by ‘The Quartet’ of leaders giving executive oversight. They are assuming huge powers centralised through this and expect the CEOs and Chief Officers of local organisations to meet monthly. They will continue with five project boards for their productivity workstreams and subgroups, finance department, directors of finance, strategy technical (IT) and engagement. 

· Some talk of this being a return to a strategic health authority, but the SHAs were part of a national health service governed by statute. 

· The speed of these fragmentary changes, without discussion of risk, consequences, future direction of travel and public consultation is breathtaking. 



		

The role of scrutiny now is of critical importance










5:  What others say about the STP process


Julia Simon was until September head of NHS England's commissioning policy unit and its co-commissioning of primary care programme director. She has been at the centre of NHSE’s policy making on STPs. She was interviewed by Gponline [footnoteRef:21]in September and had worrying insights to share: [21:  http://www.gponline.com/shameful-pace-stp-rollout-risks-financial-meltdown-warns-former-nhs-commissioning-chief/article/1410546 ] 


		Julia Simon on the whole STP process and financial reliability:

Interviewed about STPs by GPonline said that forcing health and care organisations to come together so quickly to draw up the complex plans was likely to backfire.

Ms Simon said the timescale imposed on health and care organisations to draw up STPs was 'unrealistic' and 'an unfair ask'.

‘Everyone will submit a plan, because they have to. But it means there is a lot of blue sky thinking and then you have a lot of lies in the system about the financial position, benefits that will be delivered – it’s just a construct, not a reality.'

‘The speed that NHS England has imposed on this process … is, frankly, kind of mad.’

It was 'actually shameful, the way we have done it'.









6: OHSEL’s Financial modelling – the risk of double counting

OHSEL plans huge savings from different approaches to the SE London health economy. But the sums are eye-watering and seem to come from sources that have overlap with each other. 

		

OHSEL’s calculations to bridge the financial gap (STP October 2016)

All of this is a paper exercise:

· Start of year April 2016 – ‘challenge of £854m

· Include £80m slippage in economic performance from original estimates for 2015/16

£854m becomes £854+£80m = (£934m (A1))

· Baseline overall affordability gap  – ‘do nothing’ (A) 	£854m (over four years from 2016/17)

	Before slippage of £80m added

· Within organisation efficiencies  	(B) 	£262m	– “BAU: business as usual savings”

· Remaining Status quo challenge 	(C )  	£592m 	- [A – B]

ACTIONS asserted to be BEYOND ‘Business as usual’

· Collaborative productivity 		(D): 	£225m	[£232m]

· CBC care, standardising better care (E):  	£116m  

· Specialised commissioning + LAS	 (F):	£202m	[£190m]

· STP funding 			(G):	£134m** £ hoped for by OHSEL from NHSE

To meet the Status Quo Challenge (C ) of £592m, OHSEL calculate savings or revenue from  the measures D + E + F + G = £677m, but finances have slipped £80m, so that makes £597m which is in theory £5m ahead of their target. 



‘Productivity’ targets required by trusts has increased to 5.5% per year for 4 years! – an unprecedented expectation









‘Business as usual’ assumes 1.6% savings per annum from the provider trusts amounting to £262m. However, trusts have been trying to make such savings for 10 years and so there is very little left without cutting clinical areas. Predicted savings in 2015/16 have already slipped £80m on the plan – this is likely to be repeated year on year. 



		

Appendix 3(a) South East London STP Briefing Note on Financial Submission, 21 October, has a Risk section on p4. This states that the annualised productivity improvement required over the next four years has risen to 5.5%. This is a huge ask, unprecedented and unrealistic. 









Providers look everywhere for savings: what costs can they legitimately pass back to other trusts? Can collaboration between trusts or sharing a resource save money? This ‘business as usual’ is a constant, desperate search for savings going into a second decade of efficiencies, including ‘QIPP’ and ‘CIP’ schemes[footnoteRef:22], and imposed lower tariffs year on year, paying trusts less for the same work done. The ‘fat’ has gone. Further cuts will be to life and limb. 

Estimated savings in the OHSEL STP are top-down, paper guesswork and undoubtedly include double counting.  [22:  QIPP: quality, innovation, productivity and performance. CIP: cost improvement programme] 




6.1 Collaborative productivity

This assumes £245m through workforce changes, purchasing collectively, ‘capitalising on the collective estate’ and merging pharmacy, pathology and radiology services. And a further £116m savings from clinical pathway efficiencies. 



6.2 Specialised commissioning and London Ambulance Service (LAS)

This also supposed to find £190m annually by 2020 (plus £12m from LAS) - £202m in total



· All of these areas have a high risk of overlap and double or treble-counting 

· For example: Specialist pathways include specialist centres AND district general hospitals AND community health services AND adult social care.  

· Workforce changes are looked for in business as usual savings as well. 

· And savings from reduction in hospital based care are dependent on cooperation also with adult social care, where further huge cuts are imminent. 



6.3 Estimated clinical savings in different areas are derivatives from benchmarking

An example in point from personal experience

In the June 2016 version there were savings put down from Children & Young People’s (CYP) services of £13million to be achieved annually by 2020 (STP June 2016 p17). Where did this come from?

In the CYP workstream we were asked to develop positive models for children's services, involving enhanced teamwork and interdisciplinary working. The author of this critique helped significantly to develop the models – he was chair first of the Children & Young People’s Workgroup and later of the CYP Community Based Care work group. We had very positive discussions on how to improved care for children. However, from the outset, Spring 2014, the OHSEL team pressed us for 20% savings: they wanted us to highlight aspects of good practice we were developing that would save 20% of funding. 	

The clinicians unanimously refused to do this, arguing that the models had to be clinically worked up, based on evidence and costed, before any such claims could be made. I was alarmed to see £13m being put down as projected annual savings when I know for a fact that no such savings were discussed with clinicians. We warned constantly that excellent community-based care was extremely unlikely to be a cost-saving option. 

Recently the OHSEL team pressed for greater savings and allocated £6m annual savings from their assumed changes at the Queen Elizabeth Hospital Woolwich children's department. L&G Trust had to point out that the entire budget for the department was only £5m. 

OHSEL confirmed that this was an error and they amended the target.  However, the STP finally submitted to NHS England 21 October asserts in the plan that they will save £7.6m from children’s services (£6.8m net). (Although the original figures remain in the appendices on the CYP delivery plan). We would like to see the evidence for these new figures.

We believe the methodology is a top-down one of imposing national benchmarking data on our South East London area. By asserting that the providers will achieve upper quartile – or even ‘best in class’ – productivity in various clinical areas they create and then seek to impose a financial figure of savings. Has evidence been sought that clinical quality or patient experience has been evaluated? 

This is neither based on evidence from local reality, nor is it clinically outcome-focused. 

6.4 Capital funding

We remain concerned that where capital resources are required for transformation, the Government and NHSE have confirmed that this funding is no longer available. Capital costs involved in implementing the STP will come from within existing local funding streams, private finance or the sale of NHS estate. Health services in SE London already carry a heavy financial burden of PFI debt and the lack of any capital resources is bound to increase the reliance on private finance.

6.5 Evidence on community based care, admission avoidance and integrated care /out of hospital care

OHSEL shared our concern regarding change that, whereas you should invest to transform services first in order to be clinically and financially sustainable, NHS England has got the process back to front. By insisting that providers cope with swingeing reductions in core funding (in social care too), NHSE undermines any chance of clinically safe and sustainable transformation. 

We have asked the OHSEL team for evidence to support their thesis that community based care can increase productivity to the extent that the predicted huge increase in demand on hospital care by 2020 will be managed safely in the community setting. We have shared evidence to the contrary with OHSEL (Appendix B). We presented the evidence from the Southwark and Lambeth Integrated Care (SLIC) research which demonstrated that community based care (CBC) did not make the planned cost savings or achieve the planned reduction in hospital admissions in the short term. OHSEL says that “the evidence is mixed”. 

However, the evidence from the SLIC project is highly relevant and undermines confidence in reliance on the central tenet that CBC will realise such huge savings. Here are some extracts. 

‘Integrating care in Southwark and Lambeth’ [footnoteRef:23] is an ‘end of grant’ report by the Guy’s & St Thomas’ Charity on the impact of its grant of several millions to SLIC. The charity ‘supports projects that intend to build an evidence base by testing hypotheses’ (p42).  
The project has just ended its first phase after 4 years and nearly £40m spent and these are some important findings: [23:  https://www.gsttcharity.org.uk/sites/default/files/FINAL%20Full%20End%20of%20SLIC%20Report.pdf] 


· ‘The envisaged cost savings in wasted/duplicated effort were not met’ (p3)

· ‘what was also ambitious in the business case was the trajectory of change and the financial targets: the stakeholder consensus now is that these were unrealistic’ (p7)

· A local McKinsey report recommended an 18% shift in resources from hospital to community and primary care - this was not realised in the project.

· here were only some signs of a slowing down of increase in service demands.

· The changes in culture and relationships required to get inter-professional cooperation inherent in service integration was harder and slower to achieve than estimated. 

· the longer periods needed to produce lasting and beneficial change are an anathema in the ‘pull towards priorities that reduce costs in the short term’ (p41)

· ‘There is a pervasive culture in health and social services that almost overstates the potential benefits subconsciously and this should be guarded against’ (p43)

· There was no evidence that integration works where individual services are struggling – district nursing was a specific example.



We wonder if any lessons have been learned by SELSTP from this highly relevant local project.

We highlight as a major risk that clinical staff under intense pressure will not be capable of drastic system change and innovatory ways of working. We remain unconvinced that CBC can be improved to the expected extent in the context of the severe current nursing and GP shortage. 

One unintended consequence it that hospital nurses simply moving from hospital into community nursing leaving difficulties of recruitment to essential posts in the acute hospital setting (as has happened in Lewisham & Greenwich).



7: Planned/Elective Care

Our critique of OHSEL’s proposal for centralised inpatient elective orthopaedic centres (EOCs) – for planned (ie not emergency) orthopaedic surgery) 



OHSEL’s flagship proposal is to centralise all inpatient elective orthopaedic surgery on to two elective orthopaedic centres (EOC).  Their strongly preferred sites are Guys (Guys & St Thomas’ FT) and Orpington (King’s FT). Lewisham & Greenwich NHS Trust would no longer do the tranche of non-complex inpatient elective orthopaedic surgery in their hospitals. There are financial risks when, despite reassurances, Lewisham could lose an important part of their income. But there are yet more serious potential risks if reduced orthopaedic staffing on site resulted in an undermining of the trauma input to Lewisham A&E and the training of junior doctors and nurses. 

Our campaign has consistently asked, along with others, through attendance at OHSEL engagement meetings, that a fully worked out consideration for an ‘enhanced status quo option’ based at the three main trusts, should be presented. This demand has also been made by the Joint Health Overview and Scrutiny Committee of the six boroughs involved in OHSEL. So far this option has not been presented. 

Wider planned care strategy – does this pose a danger for Lewisham & Greenwich Trust?

The proposal to centralise elective orthopaedic surgery is to be followed by later work envisaged to centralise other specialties (ophthalmology, urology, neurosurgery, nephrology, gynaecology, dermatology are mentioned OHSEL Consolidated Strategy June 2015). 

If pursued, without clear clinical evidence to justify it, this strategy would gradually and incrementally undermine the district general hospital at Lewisham. 

· Specialist centres for stroke, major trauma, heart attack and vascular emergencies have evidence for regional centres providing better outcomes

· There is also evidence that protected elective operating systems provide better outcomes when linked to good joined-up pre- and post-operative multi-disciplinary teams. There is more than one way of delivering these outcomes.

· OHSEL claims that a report by Professor Tim Briggs supports their two model proposal. This is not accurate. What Briggs actually says is that organised, but not necessarily locational, changes need to be made:

“If orthopaedic services, within a certain geographical area and with an appropriate critical mass were brought together, either onto one site or within a network … and worked within agreed quality assurance standards, not only would patient care improve but billions of pounds could be saved.’ (Tim Briggs, Getting It Right First Time: Improving the Quality of Orthopaedic Care within the National Health Service in England - GIRFT)

· OHSEL has failed to evaluate the impact of investment to improve current provision – ie to enhance the status quo and to ensure a ringfenced elective surgical pathway in each of the three provider NHS trusts. It has failed therefore to evaluate a potentially cheaper and less disruptive option alongside OHSLE’s preferred model – two specialist centres. 

· OHSEL has dismissed this as the ‘status quo’ option. The ‘enhanced status quo’ proposal has NOT been evaluated, and was not part of the option appraisal.

BUT:

· There is no evidence that says that two standalone specialist centres would be better than three centres one each in the three main trusts, with investment to provide better and more ring-fenced elective pathways (protected from disruption by emergency work). 

· OHSEL say that any organisation which suffers from loss of income via their proposed two- site model would be compensated. 

· However for Lewisham and Greenwich Trust loss of income is only one factor; 

· Loss of inpatient elective orthopaedic surgery would impact on their ability to retain sufficient orthopaedic surgeons; and 

· staff needed to fully staff their trauma work in A&E, thus potentially affecting their existence as a trauma centre and a full A&E.

· Planned care (including orthopaedic surgery) has £36m savings badged against it. The elective centres are the only proposal worked up, and savings are clearly prioritised here – a worry when pre- and post-operative care vital to the pathway require investment in staff-intensive input.

· Capital costs: The Government has placed an embargo on central capital funding for NHS projects for three years 2015/16-2018/19. The capital funding required to provide the EOCs will be at least £10.2m and funding will have to be raised from the private finance market. 

· Reduced access: Lewisham and Greenwich residents will lose their local provision linked to local community networks directly. Lewisham has very good transport links with south east London and average travel times are reduced in options that include Lewisham.



		

We insist on seeing the ‘enhanced status quo’ option BEFORE public consultation and insist that it is appraised fairly









Additionally:

· Is elective surgery really the clinical priority anyway?
Given the relatively high performing current elective surgery services in SE London (not far short of the London average), this is simply not the priority given the financial and clinical risk, the disruption to current services and extra travel involved for patients. 

· Are capital-build elective surgery centres the financial priority?
Higher priorities include the emergency pathway and A&E, care of the elderly, primary care and mental health. This is where £10.2million capital funding should go rather than into private financing schemes to fund the elective centres.

· Improvements to care – more to it than centralised surgery?
Clinical improvements, according to the Briggs Report (Getting it right first time – GIRFT), are not just about actual times spent in hospital but about improving pre- and post-operative pathways – multi-disciplinary and inter-agency teamwork is needed. These are relatively ignored aspects of care, separate from the proposed new centres, but essential to the success of the pathway.

The London Clinical Senate review raised these points and the report contained no fewer than 30 requests to OHSEL that it address these aspects of the pathway without which the proposals cannot be safely evaluated. Many remain unanswered. (See Appendix D – Analysis of Advice on Proposal for elective orthopaedic care in South East London, London Clinical Senate Review June 2016). We say that:
	(a) the option to improve (enhance) current Trust provision has not been examined or 	taken seriously in any way; and 

	(b) no impact assessment has been completed on the consequences of moving inpatient 	elective surgery away from Lewisham Hospital. 

We ask the Joint Health Overview Scrutiny Panel to insist that the 'enhanced status quo' option be fully developed before consultation starts and compared with other options on an equal basis, looking at:

(a) clinical impact;

(b) patient experience – including travel times;

(c) potential negative impact on the stability of the L&G NHS Trust; and finally

(d) on the financial model including the impact of capital costs and risk of private finance 












8: Summarising our concerns 


8.1 The need for consultation on the whole STP


OHSEL’s ‘Communications and engagement forward plan’ (supporting paper for the April 2016 JHOSC meeting) outlines OHSEL’s communication and engagement plan. The paper states that the elective orthopaedic centres plan is the only one likely to require public consultation.



We are concerned that we do not know what criteria are being used to decide whether proposed changes are ‘significant’, ‘substantial’ or ‘having an impact’ (hence requiring formal consultation). We ask who will make those judgments. 

We are concerned that other aspects of the plan will not be formally consulted on and that the tone of the Guidance suggests that consultation will be about how rather than whether to implement changes in the STP.

NHS England’s guidance on consultation (NHSE Sept 2016: Engaging local people) states:

(a) The STP footprint itself is not a statutory body and 

(b) That CCGs, local authorities and hospital NHS trusts all have a ‘variety of legal duties including to involve the public in the exercise of their statutory functions’. 

(c ) Formal consultations with the public and local authorities are likely to be needed in the case of proposed ‘substantial changes in the configuration of health services’.



Change that involves meeting the unprecedented challenges of £1b in health funding ad £242m of adult social care funding is in any sense of the word ‘substantial’.



OHSEL may be within statutory regulations but they are avoiding public scrutiny of work that could have systemic implications in SE London for a generation when the financial case crashes. 



Scrutiny Committees can request improvements to process, more evidence or may refer matters to the Secretary of State if processes, including consultation, have been inadequate.

Please consider this option very carefully.



8.2 Double and Treble counting

· We have pointed to the poverty of real data on how to save annually £1b

· We have commented on our concerns about the main financial methodology which is top-down and dislocated from the reality of SE London – and the danger of asserting that the health network will achieve top quartile or ‘best in class’ performance in a very wide range of clinical areas concurrently – something that has never been done before. 

· We have pointed to the revised upwards frankly incredible productivity challenge modelled by OHSEL for local providers: they will be expected to achieve 5.5% annual productivity challenge for four years (SELondon STP Appendix 3a: STP October Submissions - Finance Covering Paper FINAL). Ten years of 3% efficiencies annually have exhausted easy options. The next stage is damaging cuts. 

· We have pointed to the risks of double or even treble counting of savings. ‘Central programmes’ are projected to make huge savings but the assumption is that they are not overlapping with savings from ‘provider efficiencies’, and specialist commissioning savings. (pathways of course involve all the providers). 

· The main areas of savings – business as usual, clinical pathway efficiencies, inter-provider collaboration, specialist commissioning – are all part of the same complex organism and there is a high risk of double and treble counting cost savings. 



We would like to hear a serious response on these risks.

8.3 Estimated savings in risky clinical areas

· We have already stated that in the Children’s and Young People’s work groups OHSEL were repeatedly warned that good CYP community-based care (CBC) would be labour-intensive and may well not save money; and that, while there is evidence of good services in the community delivering good outcomes, there is scant evidence that those services significantly reduce the need for hospital-based care. There is no clear evidence to support the revised proposed net savings of £7m in children’s services funding.

· It is also surprising that £15m Cancer Services savings are identified, since the NHS is judged to be performing badly in comparison with health services in similar countries and currently Trusts are failing to meet the NHS Constitution target for cancer.



These look like examples of top-down financial guess work rather than locally informed evidenced-based projections.

8.4 Adult social care funding

· There is a worrying assumption that adult social care funding cuts will not be a problem:

‘There is considerable scope for achieving a substantial quantum of these savings through collaborative work across the OHSEL partnership.’ (STP p4) 

· This is dangerously optimistic and is a denial of the overlap in impact between health and social care in joined-up care pathways. The expected South East London funding reduction in annual adult social care budgets of £242m (30%) by 2020/21 has a massive impact.  

We would like to hear a serious response to this.



8.5 Community-Based and Primary Care

· The Save Lewisham Hospital Campaign reaffirms our strong desire to see high quality community based health and social care alongside our local district general hospitals as part of the network of community provision

· OHSEL estimates that the STP will lead to net savings of £116m from Local Care Networks and linked efficiencies in physical and mental health.

· We repeat that there is no evidence that CBC will replace significant quantity of hospital care. We would like to see OHSEL’s evidence for its stated aim of saving 700 additional hospital beds via a new model of workforce providing ‘lower cost, higher value care’.



8.6 Consequences

The consequences of these plans, however well-intentioned (eg improving community-based care), are that the strategy for the SE London health economy is built on false premises. And the threat from NHS England is that areas who fail to ‘balance their budgets’ by 2020 will be put into special measures – or given a ‘success regime’. At that point the destiny of services in SE London, including the future of Lewisham Hospital and its A&E, will be out of local hands. 

That is a fear that will not go away and should not be set aside.

9: Save Lewisham Hospital Campaign and Lambeth KONP’s recommendations

1:	That individual CCGs and Local Authorities in SE London do not give their approval to the OHSEL STP

2: 	That the six CCGs and six LAs inform NHS England that good and safe care cannot continue without adequate funding – failure to provide this is seriously undermining health and social care 

3: 	That elected representatives, councillors, the Mayor and MPs, write to the Local Government Association, the Prime Minister and explain why the NHS and social care must be funded properly urgently

4:	That the cooperative work to improve health systems in the community continue but in the realistic context explained above.

5: 	That the proposal to centralise care in two inpatient Elective Orthopaedic Centres in SE London is abandoned because:

(a) it is expensive and too risky to the overall health economy; 

(b) care can be improved by each of the three main elective surgery providers retaining a centre in each trust, but with additional funding to ensure a streamlined inpatient elective surgery service available to the residents of each of the six OHSEL boroughs.

6:	That workforce plans should prioritise the training and recruitment of more nurses in community and hospital, more GPs to fill the existing vacancies and to meet the predicted shortfall, and more hospital doctors. 

(a)	These measures would ensure vacancies are reduced and reliance on agency cover is minimised;

(b) 	OHSEL, the six CCGS and six LAs need to make clear to national bodies and government that workforce plans need to be overhauled rapidly. 



		The role of scrutiny now is of critical importance

The time for clinicians to speak out is now 

Now is the time for elected representatives to speak out










APPENDIX A:	NHS Sustainability and Transformation Plans (STPs)

			Don’t Slash, Trash and Privatise our NHS!



A Briefing prepared by campaigners from NE London STP area – November 2016

Introduction

STPs are driven by a combination of NHS underfunding, new budget cuts, and the Government’s determination to shift the NHS from a clinically-driven service towards US-style models that fit more readily with private insurance-based and corporate-managed healthcare. These changes will have a devastating impact on the NHS and on services and healthcare for local people.  

'Everyone will submit an STP because they have to, but it means there is a lot of blue sky thinking, and then a lot of lies in the system about the financial position, benefits that will be delivered - it is just a construct, not a reality.' Julia Simon, until Sept 2016, Head of NHSE Commissioning Policy Unit.

How STPs will affect the NHS

An HSJ poll [footnoteRef:24] of leaders of England’s 209 Clinical Commissioning Groups has revealed the extent of “service changes likely or planned” over the next 18 months:  [24:  http://www.telegraph.co.uk/news/2016/10/30/almost-half-of-nhs-authorities-to-cut-hospital-beds-and-third-to/] 


· 52% would be closing or downgrading community hospitals

· 46% were planning an overall reduction in in-patient beds

· 44% intend to centralise elective services

· 31% would be closing or downgrading A and E

· 30% intend to close an urgent care centre or similar provision

· 23% are planning an overall reduction in acute services staff

· 23% intend to stop in-patient paediatrics in one or more hospitals

· 21% would be reducing consultant-led maternity provision 

Funding

· £22bn cuts to be imposed through 44 STPs across England by 2020-21 

· No growth in services despite sharply rising costs, population numbers and rising health needs – means a devastating decline in what’s available to individuals. These are CUTS, masked by deliberately ambiguous and vacuous language designed to mislead and manipulate the public. 

		

		% GDP spent on health (new definitions)

		$ per head on healthcare



		France

		11.1

		4,367



		Germany

		11.0

		5,119



		The Netherlands

		10.9

		5,277



		Norway

		9.3

		6,081



		Sweden

		11.2

		5,065



		Switzerland

		11.4

		6,787



		United Kingdom

		9.9

		3,971



		Average (excl. UK)

		10.7

		5,264





· UK spending on healthcare is significantly below the average of major European economies[endnoteRef:2]. If the UK were to increase its spend to 10.7% of GDP, this would equate to an extra £15bn pa. [2:  https://chpi.org.uk/wp/wp-content/uploads/2014/11/CHPI-Long-term-sustainability-NHS-submission-to-House-of-Lords.pdf] 




Lack of evidence to support NHS England’s Five Year Forward View (5-YFV) ‘new models’

· The NHS has a proud track record of evidence-based practice. This is all but abandoned in the 5-YFV. 

· The ‘new models of care’ are cost-driven. We campaigners don’t oppose changes to services – but changes need to be driven by combination of clinical need & requirement for good patient access. Service changes need to be rigorously assessed against these criteria. 

· STP changes are being imposed with no such assessment, and lack of valid, peer-reviewed research evidence-base. Anecdotes claiming success are routinely substituted for valid evidence that also takes account of a wider picture. Examples include: 

· decisions to focus services on specific outcomes often take no account of the impact on patients with multiple conditions who may lose coordinated care. 

· Arguments about the need to centralize highly complex specialized care are misused to justify closure of units offering excellent care for routine conditions. Often no account has been taken of increased risks of extended blue-light journeys to A&E or difficulties for patients and visitors facing of longer journeys. 


The New Models of Care for the NHS mean:

· Fewer sites for NHS services – people will have to travel further for healthcare.  We can’t assume a reduction in locations is acceptable without full analysis of travel implications for local patients and visitors - especially the impact on elderly or disabled relatives and families with children

· Specialist hubs: some specialist focus is needed for complex and rare conditions – but not for routine health issues where local services and accessibility / travel are more important. Local clinicians could access specialist advice if needed via good NHS networks.

· Selling off the NHS family silver/estate. A one-off boost for treasury finance, with few or no guarantees for local funding. When it’s gone -much of it handed over to private housing - it’s gone forever

· No new capital money – so rely on PF2  - Many of the new models of care require different, potentially larger premises than currently available. We fear a repeat of disastrous consequences of PFI.

· Reliance on enhanced self-care, Skype apps and unproven technology to avoid hospital admission and clinical care amounts to magical thinking! And relies heavily on unpaid family carers (mainly women).

· The most vulnerable and socially excluded patients and families & women will be hardest hit.

· Restructuring of the NHS involves less clinical, more corporate management. Ripe for privatisation.

· Data-sharing.  We are very concerned about proposals to share confidential medical data across a range of health and social care providers, leading to major potential for confidentiality breaches. 



Downgrading professional staffing

· Development of new roles such as Physician Assistant/ Associate (PA) (just 2-years’ training) are part of a general move to reduce costs while de-professionalising (dumbing down) the NHS and heightening management control.  

· These changes have a poor evidence base, often reporting ‘acceptability’ rather than outcomes. Evidence for success is often anecdotal and much of the ‘research’ would not meet professional standards or peer-review requirements.  

· Proposals to engage PAs rather than experienced (yet cheaper) nurses have been justified by ‘too many professional limits’ placed by professional bodies on nurses!

· There is no mandatory registration for PAs, raising major concerns about regulation.

· There is robust (and unsurprising) evidence that PAs are less effective than doctors at diagnosis 

· BMA warnings that PAs are not a substitute for fully trained doctors are likely to be ignored

· Concerns that PAs will not recognize important signs that a fully trained doctor would spot

· Pressure to grant PAs independent prescribing powers will lead to enhanced risk to patient safety and increased risk that PAs will be used to substitute for, rather than support, doctors.

· Concerns that GP receptionists may in future be triaging patients and directing them to PAs who will miss more subtle indications 

· Concerns that patients directed to PAs are more likely to be elderly, vulnerable, speakers with poor English etc – while articulate middle class patients will be able to get GP appointments

· Similar concerns apply to other proposed new roles, substituting minimally trained staff for professional clinicians, nurses, pharmacy and professions allied to medicine throughout the NHS. 

· As the Nuffield Trust puts it:  ‘……. In the future, care will be supplied predominantly by nonmedical staff, with patients playing a much more active role in their own care. Medical staff will act as master diagnosticians and clinical decision-makers’.[endnoteRef:3] [3:  http://www.nuffieldtrust.org.uk/publications/reshaping-the-workforce] 




Implications for community care services

· Local Councils have already presided over 30% cuts in adult social care, with over 400,000 fewer people receiving social care services since 2010, and those in receipt getting fewer hours[endnoteRef:4].  We have not heard councils explaining these cuts and protesting loudly and very publicly about them.  [4:  https://www.adass.org.uk/media/4345/key-messages-final.pdf] 


· Local councils have outsourced the future of the social care sector to large financialised businesses which want to be paid more for doing the same (with no questions asked about their accounting and finance decisions). These businesses manoeuvre politically to reduce risk and avoid consequences, while threatening to hand back vulnerable residents when they go bust[endnoteRef:5]. [5:  http://www.cresc.ac.uk/medialibrary/research/WDTMG%20FINAL%20-01-3-2016.pdf] 


· We are concerned that Councils will preside over a similar demise of our NHS.

 

· Fewer hospital beds, and early discharge mean more pressure on GPs, primary care and community care services.  The changes will mean repeated tightening of eligibility criteria and more people excluded.

· Social care staff increasingly required to take on tasks previously done by NHS professional staff.  Safety risks and extra burden on family carers – predominantly women - and vulnerable patients have not been evaluated.

· “There is a myth that providing more and better care for frail older people in the community, increasing integration between health and social care services and pooling health and social care budgets will lead to significant, cashable financial savings in the acute hospital sector and across health economies. The commission found no evidence that these assumptions are true.”[endnoteRef:6] [6:  https://www.theguardian.com/society/2014/nov/19/parties-plans-nhs-future-wishful-thinking-experts] 




A better future for the NHS: the risks and The NHS Bill

· Our health service is being re-modelled in a way that will be ripe for wholesale privatization and insurance-based care, leaving a low-quality rump NHS for those who cannot afford private insurance. 

· We are very concerned that this is the Government’s plan for future healthcare.

· At least £4.5bn per year is wasted on simply managing the NHS market, and more on private profit

· Procurement Rules mean that any marketized service is prey to international healthcare corporates. 

· There IS an alternative to this wholesale devastation.  We want out Councils to support the NHS Bill[endnoteRef:7] that will reinstate a publicly funded, publicly provided, accountable NHS. This Labour private members’ Bill, drafted by Professor Allyson Pollock and barrister Peter Roderick, is supported by Labour, the Greens and the SNP, and will receive a second reading in Parliament on 24th February 2017.   [7:  www.nhsbill2015.org/

] 




What we want from CCGs and councils

We understand and accept that CCGs and Councils are required to manage sharply diminishing resources – but we ALSO expect our political representatives, together with other councils, to explain and shout from the rooftops to protest the devastating impact of these cuts and service changes to local people, and campaign forcefully for the NHS Bill. 

Carol Ackroyd, Hackney KONP

References on page 39

APPENDIX B	Evidence ON COMMUNITY BASED CARE and ADMISSION AVOIDANCE and 			INTEGRATED CARE / OUT OF HOSPITAL CARE			October 2015

		Overview on proposition that there are alternatives that can replace hospital care

Review at 



		2 October 2015

NHS For Sale: Myths, Lies & Deception. Jacky Davis, John Lister, David Wrigley. 2015

pp 44-47- Are alternatives any cheaper? Do they even work?  [references in book]

http://keepournhspublic.com/ 





Monitor. Moving healthcare closer to home: a summary

[bookmark: _Toc8876]It is difficult to cut costs across a local health economy in the short run 

Although schemes can help hospitals avoid future capital spending, it is difficult for local health economies to save costs in the short run through community-based schemes. Three of the four schemes we modelled did not break even within five years. This is because:  

· Schemes can take up to three years to set up, recruit and become sufficiently credible to attract referrals. So providers and commissioners should not expect immediate impacts.  

· Even when schemes are cheaper per patient, it may be difficult for the local health economy to realise any savings. A local scheme (or schemes) will only lead to health economy-wide savings if it consistently diverts enough patients from local acute hospitals to allow them to close bed bays or wards. The cost saving is then only realised if providers and commissioners have the will to close down capacity that is freed up. In the context of rising demand for acute care, commissioners and providers will need to be entirely confident that community-based schemes can safely absorb expected extra demand before they will feel justified in closing acute capacity. However, community-based schemes will help commissioners and providers to avoid or delay future capital spending whether acute capacity is closed or not.  

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/459400/moving_healthcare_closer_to_home_summary.pdf 





		Is there evidence for community based care reducing hospital admissions safely?



		

David Oliver. Preventing hospital admission: we need evidence based policy rather than “policy based evidence”. BMJ September 2014;

http://www.bmj.com/content/349/bmj.g5538 

“In July 2014 commissioners throughout England published projections for reductions in urgent admissions to their local hospitals.1 But the size and speed of these reductions were not informed by any credible peer reviewed evidence—they rarely are.

Recent reviews by the Universities of Cardiff and Bristol on admission prevention and by the health think tank the Nuffield Trust on new models of service in the community, found that the big and rapid reductions were illusory, once the findings had been peer reviewed and control data taken into account.” [other references in article]



		

Roland M, Abel G 2012. Reducing emergency admissions: are we on the right track? 

BMJ 2012;345;e6017, 16 September 2012
http://www.bmj.com/content/345/bmj.e6017 -  [further 22 references in article]



“Most admissions come from low risk patients, and the greatest effect on
admissions will be made by reducing risk factors in the whole
population... even with the high risk group, the numbers start to cause a
problem for any form of case management intervention - 5 percent of an
average general practitioners list is 85 patients. To manage this caseload
would require 1 to 1.5 case managers per GP. This would require a huge
investment of NHS resources in an intervention for which there is no
strong evidence that it reduces emergency admissions.” [thanks for finding, Greg Dropkin]



		

http://www.biomedcentral.com/content/pdf/1744-8603-9-43.pdf  Does investment in the health sector promote or inhibit economic growth?



http://www.hsj.co.uk/Journals/2014/11/18/l/q/r/HSJ141121_FRAILOLDERPEOPLE_LO-RES.pdf Commission on hospital Care for Frail Older People HSJ and Serco





		S Purdy. Interventions to reduce unplanned hospital admissions. 2012. A series of systematic reviews of 18000 studies and includes a very handy two page summary of evidence. http://www.bristol.ac.uk/primaryhealthcare/researchpublications/researchreports/ 



“Background: The overall aim of this series of systematic reviews was to evaluate the effectiveness and cost-effectiveness of interventions to reduce UHA [unplanned hospital admission]. Our primary outcome measures of interest were reduction in risk of unplanned admission or readmission to a secondary care acute hospital, for any speciality or condition. We planned to look at all controlled studies namely randomised trials (RCTs), controlled clinical trials, controlled before and after studies and interrupted time series. If applicable, we planned to look at the cost effectiveness of these interventions.”

“Conclusions: This review represents one of the most comprehensive sources of evidence on interventions for unplanned hospital admissions. There was evidence that education/self-management, exercise/rehabilitation and telemedicine in selected patient populations, and specialist heart failure interventions can help reduce unplanned admissions.  However, the evidence to date suggests that majority of the remaining interventions included in these reviews do not help reduce unplanned admissions in a wide range of patients.  There was insufficient evidence to determine whether home visits, pay by performance schemes, A & E services and continuity of care reduce unplanned admissions.”   



[See below for further extracts on individual areas reported on]





		Effect of targeted intervention to population ‘at risk’ of admissions 



		

http://www.nuffieldtrust.org.uk/sites/files/nuffield/publication/red_cross_research_report_final.pdf   The effect of the British Red Cross 'Support at home service" on hospital utilisation. Nuffield Trust



“We analysed data on hospital use in the six months after referral to Support at Home. The Red Cross group had a 19% higher rate of emergency admissions than the control group. Accident and emergency visits were also similarly higher. Nonemergency admissions, however, were 15% lower in the Red Cross group than in the matched control group. There was no significant difference between the two groups in terms of outpatient attendances.” [extract from executive summary]





		On Integrated care 



		

http://www.kingsfund.org.uk/sites/files/kf/field/field_publication_summary/Reconfiguration-of-clinical-services-kings-fund-nov-2014.pdf The reconfiguration of clinical services: what is the evidence? Kings Fund. Candace Imison



http://www.nuffieldtrust.org.uk/sites/files/nuffield/evidence-base-for-integrated-care-251011.pdf 



http://www.nets.nihr.ac.uk/__data/assets/pdf_file/0005/81266/BP-08-1210-035.pdf




		On impact of social care 



		

David Oliver president, British Geriatrics Society, and visiting fellow, King’s Fund.

We cannot keep ignoring the crisis in social care. BMJ May 2015;

http://www.bmj.com/content/350/bmj.h2684 









S Purdy (2012) Interventions to reduce unplanned hospital admissions which is a series of systematic reviews of 18000 studies and includes a very handy two page summary of evidence.

http://www.bristol.ac.uk/primaryhealthcare/researchpublications/researchreports/ 

Executive summary: 

“Background: The overall aim of this series of systematic reviews was to evaluate the effectiveness and cost-effectiveness of interventions to reduce UHA [unplanned hospital admission]. Our primary outcome measures of interest were reduction in risk of unplanned admission or readmission to a secondary care acute hospital, for any speciality or condition. We planned to look at all controlled studies namely randomised trials (RCTs), controlled clinical trials, controlled before and after studies and interrupted time series. If applicable, we planned to look at the cost effectiveness of these interventions.”

“Conclusions: This review represents one of the most comprehensive sources of evidence on interventions for unplanned hospital admissions. There was evidence that education/self-management, exercise/rehabilitation and telemedicine in selected patient populations, and specialist heart failure interventions can help reduce unplanned admissions.  However, the evidence to date suggests that majority of the remaining interventions included in these reviews do not help reduce unplanned admissions in a wide range of patients.  There was insufficient evidence to determine whether home visits, pay by performance schemes, A & E services and continuity of care reduce unplanned admissions.”   

Executive summary of findings under individual categories

Overall case management did not have any effect on UHA although we did find three positive heart failure studies in which the interventions involved specialist care from a cardiologist”

“specialist clinics for heart failure patients, which included clinic appointments and monitoring over a 12 month period reduced UHA.  … There was no evidence to suggest that specialist clinics reduced UHA in asthma patients or in older people.”

Community interventions: Overall, the evidence is too limited to make definitive conclusions. However, there is a suggestion that visiting acutely at risk populations may result in less UHA e.g. failure to thrive infants, heart failure patients.

Care pathways and guidelines: There is no convincing evidence to make any firm conclusions regarding the effect of these approaches on UHA, although it is important to point out that data are limited for most conditions. 

Medication review:  no evidence of an effect … in older people, and on those with heart failure or asthma carried out by clinical, community or research pharmacists … the evidence was limited to two studies for asthma patients. 

Education & self-management: Cochrane reviews concluded that education with self-management reduced UHA in adults with asthma, and in COPD patients but not in children with asthma. There is weak evidence for the role of education in reducing UHA in heart failure patients.  

Exercise & rehabilitation:  Cochrane reviews conclude that pulmonary rehabilitation is a highly effective and safe intervention to reduce UHA in patients who have recently suffered an exacerbation of COPD, exercise based cardiac rehabilitation for coronary heart disease is effective in reducing UHA in shorter term studies, therapy based rehabilitation targeted towards stroke patients living at home did not appear to improve UHA and there were limited data on the effect of fall prevention interventions

Telemedicine is implicated in reduced UHA for heart disease, diabetes, hypertension and the older people.

Vaccine programs: … the effect of influenza vaccinations on a variety of vulnerable patients. A review on asthma patients reported both asthma-related and all cause hospital admissions.  No effects on admissions were reported. A review on seasonal influenza vaccination in people aged over 65 years old looked at non-RCTs.  The authors concluded that the available evidence is of poor quality and provides no guidance for outcomes including UHA. A review on health workers who work with the elderly showed no effect on UHA.

Hospital at home: This was a topic covered by a recent Cochrane review of hospital at home following early discharge. Readmission rates were significantly increased for older people with a mixture of conditions allocated to hospital at home services.  

We found insufficient evidence (a lack of studies) to make any conclusions on the role of finance schemes, emergency department interventions and continuity of care for the reduction of UHA. 






APPENDIX C:	ELECTIVE CARE in SOUTH EAST LONDON – unaddressed risks‘The review team felt very strongly that the case for change should be developed further to explicitly consider the whole elective orthopaedic care pathway. We also noted the case for change currently lacked evidence of being informed by an equalities impact assessment.’
London Clinical Senate Review June 2016






Introduction

· This document represents the views of local campaigners from the Save Lewisham Hospital campaign and Lambeth Keep Our NHS Public. 

· The Joint Health Overview & Scrutiny Committee is being consulted by OHSEL about its public consultation on plans for two Elective Orthopaedic Centres in SE London. 



Elective care

· Elective care – or planned care – is non-emergency health care. 

· Planned care is one of the 6 main strands of the work undertaken by the OHSEL programme. 

· OHSEL’s work commenced December 2013 and work on elective orthopaedic surgery commenced Spring 2014.

· OHSEL has settled on the consolidation of planned orthopaedic surgery in two centres rather than continuing to provide it across all the hospitals in SE London.

· The cost of this is two-fold: capital expenditure is in the 10s of £millions. There is no capital funding available other than private finance. This is extremely costly for the next generation.

· The Foundation Trusts are wealthier than Lewisham and Greenwich Trust and at an unfair advantage in raising capital.

· In reaching this decision, OHSEL has failed so far to evaluate the very realistic option of investing to improve the current provision. After 2½ years of work on planned care, this omission is not acceptable.

· The London Clinical Senate report strongly recommends that the enhanced status quo option be evaluated fully, and points to numerous concerns about the consequences of pursuing the two elective centres option, with relative lack of regard to the rest of the pathway, before and most importantly after surgery after discharge.

· Enhancing the status quo could realistically raise standards to the required level (see Briggs Report) whilst avoiding both the financial risks and the risks of destabilisation of local health providers, whose integrated service and ‘business plan’ would be jeopardised. 

· OHSEL’s justification for centralising surgery in order to guarantee that surgeons have enough experience with procedures is unjustified and not backed up by any figures. There is a sufficiently high volume of work for the majority of elective orthopaedic procedures in South East London in local hospitals. 

· Centralisation of low volume specialist procedures is already supported. 



The points we raise here are, in our opinion, endorsed by the London Clinical Senate Review, June 2016.



OHSEL’s own clear hurdle criteria failed
We have major concerns about the elective care proposals. In our view they significantly fail to meet two of OHSEL’s own criteria (which, if not met, would theoretically rule out the option):


· Firstly: that the proposals do not undermine the stability (financial or clinical) of local NHS providers.

‘Financial Criteria
The option maintains or improves all organisational positions. Any option which could destabilise the ongoing financial and organisational viability of individual providers or commissioners without a compensating strategy will be ruled out.’

OHSEL document Planned Care reference group 29.09.16: Improving elective orthopaedics 



There is an undeniable risk to the providers where the centres are not based.

· Tariff-based funding of the NHS leads to penalising of hospitals who lose activity to a specialist centre.

· Staff recruitment will be affected if there is a loss of activity in essential surgical experience required for training and job satisfaction 



· Secondly: that there should be sound clinical and financial evidence supporting the proposed change. The soundness of the evidence must be in context: ie in comparison to the clinical and financial evidence of other options – notably the ‘enhanced status quo’. 

There are other clinical consequences, both direct and indirect, of reconfiguring this high volume area of surgical activity away from the local hospitals, such as Lewisham and QE Woolwich. 

· Disruption to local care pathways already established around the district’s hospital, multidisciplinary teams including social services – the Clinical Senate states that insufficient attention has been given to this significant part of the pathway (pre- and post-surgery).

· Impact on the training of staff (medical, nursing in particular) if high volume activity important to training is diverted from the local hospital teaching and training environment and trainees cannot easily leave that hospital to experience the surgery at the centres.



OHSEL has failed to evaluate the enhanced status quo option and this is not acceptable

The process has completely failed to seriously evaluate the most obvious option: that of building on the already good performance and outcomes in the SE London health economy  to enhance current provision. That option was highlighted repeatedly by the Clinical Senate Report and MUST be taken up (see appendix).

Why? Because current clinical performance is not far short of the Briggs national standards and London average, and relatively much more affordable investment in current services could attain those standards. At least that option must be fully evaluated.

OHSEL’s failure to evaluate the ‘status quo’ option to date necessarily means that the evaluation of site options for the proposed centres has been biased, incomplete and fatally flawed. OHSEL belatedly plans to cover this failing, but too late to correct a flawed process.

		This consultation must be halted, the enhanced status quo option fully explored, and then the full set of options subjected to a new option appraisal.





		APPENDIX D   Analysis of Advice on Proposal for elective orthopaedic care in South East London
 London Clinical Senate Review June 2016 



		 

		 

		30 requests for greater  development of the whole pathway



		1

		page 5- paragraph 7

		 The review team felt very strongly that the case for change should be developed further to explicitly consider the whole elective orthopaedic care pathway. We also noted the case for change currently lacked evidence of being informed by an equalities impact assessment. 



		2

		page 6- paragraph 1

		 Clinical engagement to date has mainly involved orthopaedic surgeons from the acute providers and now needs to be broadened to involve clinicians across the pathway, including interdependent services and primary care. 



		3

		page 6- paragraph 3

		 As with the case for change the model of care needs to cover the whole pathway, including community services and primary care. Achieving the full range of benefits envisaged will require this approach. For example, variation in availability and provision of community services’ is a concern, which risks inequalities in pathways to and from proposed elective orthopaedic centres.



		4

		page 10- paragraph 2

		The review team believes however that in seeking to make these improvements, the whole planned care pathway needs to be considered



		5

		page 10- paragraph 2

		 For people on a surgical pathway, what happens before and after surgery can be equally important in achieving the best possible outcome. This view has underpinned our consideration of the case for change and the proposed model of care and our advice.



		6

		page 11- paragraph 4

		 It is also relevant that the data is more focused on secondary care with a relative paucity of community and primary care information. Analysis of referral variation would be interesting (at a practice and even GP level) and may result in a different emphasis to provision going forward. 



		7

		page 13- paragraph 3

		As noted earlier, the overarching case for change focuses on improving quality by consolidating elective orthopaedic surgery and, whilst the case for change acknowledges that this cannot happen in isolation13 it does not currently address these wider pathways issues. Some stakeholders felt this to be a significant gap and the review team shares this view.



		8

		page 14 -whole page

		Differences and variability………..ongoing medical problems exist



		9

		page15- third bullet point

		· Changes impacting on primary care (and their feasibility) were not specified, for example any changes in volume of post-operative wound care or dressings that might arise from the fact that post discharge travel arrangements could make this more attractive. 



		10

		page 15- paragraph 2

		Other clinicians we met have had very little involvement in the work so far and whilst agreeing with the case for addressing current pressures, and the principles of consolidation, they felt there were other areas of the pathway (noted above) that would need to be addressed alongside any changes to inpatient care in order to achieve the full range of benefits envisaged



		11

		page 15- paragraph 3

		 Particular concerns related to the lack of reference to local services in the community including links to social care and primary care. 



		12

		page 17- paragraph 6

		Although there clearly are challenges within the pathway in addition to those identified in the peri-operative stage, the case for change has not yet considered them. Tackling the current variation in approaches, protocols and processes for elective orthopaedic care, particularly within community services across south east London, is a key area. The case for change does acknowledge this16, although it is not clear how it will be taken forward. Failure to do this risks limiting benefits realised from improvements to the inpatient part of the pathway, or creating greater inequality in access and provision of care. Increasing standardisation will need a collaborative approach and should seek to maximise benefit from the many examples of good practice that already exist.  



		13

		page18- paragraph 3

		As with the case for change, the model does not currently cover the whole pathway of care. The majority of stakeholders felt it was essential that it does in order to address current challenges in community provision noted earlier



		14

		page18 bullet points 7 and 8

		· A lack of standardisation would be likely to create inefficiencies and inequalities, as patients admitted to the same centre for the same procedure could be following different protocols and/or have different levels and types of community support. This would impede the “pull” approach; · If constraints elsewhere in the pathway are not addressed, improvements in the effectiveness and efficiency of inpatient care (increasing the flow of patients through proposed centres and reducing length of stay) may not be achieved. 



		15

		page 21- paragraph 22

		Achieving greater consistency in community services across the six CCGs and boroughs seems critical to such a model working effectively and is likely to be challenging, however limiting these to this specific patient group may prove helpful in the long-term development of these issues.  Developing the model further to encompass the whole pathway of care would help to address this, including the model of rehabilitation. 



		16

		page22- bullet points 1 and 2

		· Improvements to the inpatient part of the pathway creates new pressures and challenges elsewhere in the pathway, including the risk that inequalities could increase · The benefits envisaged are not achieved because the wider pathway changes needed to support them do not take place 



		17

		page22- paragraph 2

		 Particular issues include the need for greater standardisation; difficulties in repatriating patients to local hospitals and discharge into community services; provision of timely, pro-active rehabilitation, including specialist rehabilitation in the community and ensuring effective integration with primary care and social care. 



		18

		page 28- paragraph 5

		The proposed model of care for elective orthopaedic inpatient services would have implications for other areas of orthopaedic care and for other services with which orthopaedics has an interdependence or an interface. Some of these implications have the potential to increase risk



		19

		page 29- paragraph 6

		However, we reiterate again the importance of considering the whole elective care pathway; the peri-operative stage of the pathway cannot be considered in isolation. For example, the model of care does have the potential to reduce length of stay for an elective admission, however the quality and effectiveness of pre and post-operative care are as important in achieving the best overall experience and outcome for patients. The full benefits that the case for change is seeking may not be achieved without taking this approach.   



		20

		page 30- paragraph 5

		Work to deliver some of the improvement opportunities identified in GIRFT are not necessarily dependent on the establishment of an EOC and could begin now. For example, networking across current services to begin introducing greater standardisation across the pathway. Making progress in advance, especially in achieving greater consistency within community services and strengthening education programmes for GPs, could facilitate transition to the proposed model of care if established and deliver earlier gains.   



		21

		page 31- bullet point 1

		· Addressing current differences in processes, approaches and services available within community services is a key area. If not tackled, this could contribute to inequalities.



		22

		page 31- bullet point 5

		 A sector wide opportunity for a collaborative approach to improvement and education should be jointly developed integrating both primary and secondary care. This is essential, as demand management is mostly within the gift of primary care. 



		23

		page 32- bullet point 2

		· Outcomes could be improved by increasing standardisation/reducing variation; introducing greater consistency in processes and approaches based on agreement about best practice and by addressing ALL aspects of the pathway including pre and post-operative care 



		24

		page 34 -point 9

		The case for change should now be extended to encompass the pre-referral, preoperative and post-operative phases so that it covers the whole end to end pathway from home to home. Some of the benefits which the current case for change aims to deliver will not be achieved without doing this. It would also ensure that proposals for the model of care take account of all key issues. There would need to be collective ownership of this approach.   



		25

		page 36 - 18 a

		a. The need to define a proposed model of care for the end to end pathway, including consideration of the implications for primary care and general practice; 



		26

		page 36 18d

		d. A model of care which consolidates planned inpatient orthopaedic care would increase the number of interfaces across different services and organisational boundaries. Standardisation of processes and protocols and greater consistency across all services, including community services across the six CCGs and boroughs, would be essential in ensuring such a model worked effectively; 



		27

		page 37-point 21 

		Robust networking and collaboration would be essential to build the relationships and trust required for the proposed model to operate effectively, in particular standardising clinical approaches and processes. There are examples to learn from and draw on where this has been achieved in south east London. Currently, however, the model of care has little detail on the proposed networking approach. 



		28

		page 37-point 23

		 As with the case for change, the model of care should be further developed and defined to encompass the whole pathway of care. Particular attention needs to be given to the pre-referral, pre-operative and post-operative phases including readmissions. Key interfaces and requirements to ensure a robust and effective model overall should be reflected in specifications developed e.g. for all parts of the pathway including community based musculoskeletal treatment and care.  



		29

		page 40- point 45

		40. Work should begin to identify where standardisation offers the greatest opportunities to deliver improvements (quality and cost). Given its importance to the overall model of care proposed, and because of wider benefits and learning that would accrue, we would recommend an early focus on community services, including pre-referral and preoperative assessment and post-operative care which could be for a defined group of patients initially e.g. older people with comorbidities. 



		30

		page 41- point 49

		49. Patients and carers and staff should be involved in identifying and agreeing measures of success. Goals and measures covering the whole pathway should be articulated as clearly as possible and be widely shared. They need to be owned by the whole system



		

		

		



		



		



		

		



		 

		 

		8 Requests for the consideration of the Enhanced Status Quo



		1

		page 18 paragraph 3

		The review team felt that the rationale for including or discounting options was not explicit in the information we received



		2

		page 20 paragraph 2

		Some stakeholders also felt the opportunity to look innovatively at an improved model for rehabilitation within the overall model of care was not being taken.



		3

		page 20 paragraph 4

		Whilst many stakeholders indicated support for a two-centre model for elective orthopaedic inpatients, patients and carers representatives have mixed views and would like to see stronger evidence, including the potential to deliver benefits through the current model or an enhancement of it. 



		4

		page 20 paragraph 5

		 The rationale for continuing to explore or discount specific options was not explicit in the documentation we received.  



		5

		Page 34 Bullet point 4

		Due to variations in community and secondary care, there was not unanimity within the review team that the centralisation approach was necessary to yield the opportunities outlined. Some members felt a comparison with the option of no site change but improved joint working alone still needed to be made both financially and from the impact on staff and patients’ equalities. 



		6

		page 35 bullet point13

		 A comparison with the option of no site change but improved joint working alone needs to be made both financially and from the impact on staff and patients’ equalities. 



		7

		page 36 bullet point17

		 We felt that the assumptions behind the two-centre model, for example relating to critical mass, could be explained in more detail and the rationale for continuing to explore or discount specific options was not explicit in the documentation we received. These issues were of particular concern to some PCRG members, who also felt the potential to achieve benefits within the current model, or an enhancement of it, had not been explored enough



		8

		page 37 bullet point 26

		 The option identification and appraisal process should be as explicit and transparent as possible in setting out the rationale for inclusion or exclusion of specific options.  



		 

		 

		5 Requests  for more consideration of the Equalities impact



		1

		page5

 paragraph 6

		We also noted the case for change currently lacked evidence of being informed by an equalities impact assessment. 



		2

		page 6 

paragraph 4

		Travel and transport implications for patients, carers and families and the impact on equalities are important factors in considering how the model could be delivered and options for doing so; we identified several areas where there could be a risk of inequalities increasing.



		3

		page12 

paragraph 3

		We did not see any evidence that an equalities assessment has informed the case for change, including through the modelling of demographic growth and forecasts of future demand. Overall, we felt that equalities information provided for this review was weak.



		4

		page 17 

paragraph 1

		Based on the evidence we saw, equalities issues have not been sufficiently explored in the case for change. These include general issues such as travel times and costs (and any socioeconomic impact for specific population groups), disease specific issues such as complex medical care, readmissions etc and patient population issues such as such as mental health, learning disabilities, vulnerable groups and age. There is limited information about any current inequalities in relation to elective orthopaedic care or the implications of future demographic changes, particularly at a borough level where there is likely to be greater variance than for south east London as a whole.  



		5

		Page 18

 paragraph 3 

bullet point 3

		 A lack of standardisation would be likely to create inefficiencies and inequalities, as patients admitted to the same centre for the same procedure could be following different protocols and/or have different levels and types of community support. This would impede the “pull” approach;  







Wendy Horler, Lambeth Keep Our NHS Public
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Table 1 Health spen real terms to 2020/21

€ millon in 2016/17 prices
201516 201617 201718 2018719 201920 2020721 _ Change

2015/16-
202021

NHS England £102008 106800 108251 108430 £109335 £110987  €8979

Other

Department £16999 13811 13250 €13126 E12508 £12173  -£4826

of Health

Department

of Health £119,007 £120611 £121,501 £121556 £121934 £123,160  £4,153

total DEL

Note: Al igures are expressed in real terms using 2016/17 prices. These are taken from the Department of
Health annual accounts 2015/16. The figures in line one are calculated using the Department of Health
annual accounts and Spending Review 2015. Unusually, the Spending Review used 2020/21 prices to

estimate real spending, which results in higher forecasted spending i future years.
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Foreword: Summary of our STP

In this October submission we have set out our progress since the submission in June and our ambitions and plans for
sustainable Health and Care Services in Coventry and Warwickshire.

Our STP is based on achieving clinically and financially sustainable services, reducing the amount of people needing hospital
care, alongside system and service changes. Discussions continue around the future system form and the steps required to
develop into the Accountable Care System to which we aspire. Work is also progressing around identifying and appraising
options for service reconfiguration and/or consolidation where appropriate, especially with back office functions, to increase
productivity and efficiency.

As senior leaders across Coventry and Warwickshire we have agreed the need for a single vision, aligned to that of our Health and Wellbeing
Boards, and we have developed bold transformational plans to deliver the sustainable, safe services we know are necessary and that will reduce
the risk of ill health for our citizens.

We have purposefully taken time to ensure that we have developed a good foundation for this transformation, have engagement of key
stakeholders and that our plans are based in both practical and financial reality.

Our key transformation programmes are still evolving and have been modified since June to reflect our extended ambition and following input
from clinical, strategic and financial leads across the health and care economy, through an independently chaired group known as a Design
Authority. This group offers a sense check, challenging the scale of our ambition and plans and identifying interdependencies. Clinical and
financial sustainability have been key criteria in doing this and so George Eliot Hospital NHS Trust and University Hospitals Coventry and
Warwickshire NHS Trust are working together to prepare an outline case for an alternative way of working across the two Trusts, aimed at
delivering clinically and financially sustainable services.

Our Transformation Workstreams, Proactive & Preventative Care, Urgent & Emergency Care, Planned Care (including Maternity & Paediatrics
and Cancer) and Productivity & Efficiency are supported by a number of supporting Enabling Workstreams, covering Workforce (staffing),
Estates (buildings and land), IM&T (use of technology) and Communications & Engagement. Public Health and Mental Health are integral to all
and so are embedded within all the transformation workstreams, rather than operating as a separate entities. A large part of our transformation
will require developments in primary care (e.g. non hospital and General Practice settings), both in staffing and what services are provided, and
so we are in the early stages of developing a Primary Care Development supporting workstream. We have also been clear that we must
maintain momentum on, and/or accelerate existing transformation projects and have incorporated these into our plan.

We are clear that these programmes will address the three aims, as set within the Five Year Forward View and the national framework for
Sustainability and Transformation Plans.

As annexes to this submission we have included more detail around our plans and commitments but we recognise that we must now continue
at pace to complete the population of the Programme Management arrangements, build our staffing plans and finalise the appropriate
governance and engagement arrangements necessary for full delivery of our commitments.

We welcome the review of our submission and any comment and support at the earliest opportunity, to assist us in delivering this single vision
to improve health and care services for our citizens and communities across Coventry and Warwickshire.

Professor Andrew Hardy

UHCW Chief Executive Officer/C&W STP SRO
06/12/2016 2
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Our STP fundamental premises

Our STP vision is aligned to the identified and understood wider challenges and priorities for the Coventry &
Warwickshire Health and Care economy, as agreed by our Health and Wellbeing Boards:

To work together to deliver high quality care which supports our communities to live well, stay independent and enjoy life.

Our focus is on making sure safe and sustainable services are delivered to our citizens in ways that benefit them and
support the STP vision and all partners have agreed that form will not be a barrier to the delivery of such services.

To do this we will:

* Reduce the projected future demand growth, through prevention and proactive care of the population,
remodeling urgent and emergency care and reviewing and amending the planned care offering, as the total
financial challenge by 2020/21 is cost that is not currently being incurred by the system, the vast majority of this
cost being due to future activity growth

* Reduce unit cost of provision, by delivering care at lower cost setting/s or by becoming more efficient in current
setting/s

* Improve efficiency within and across organisations, through delivering collective productivity opportunities

* Potentially make specific organisational changes (as outlined later in this document) that mirror changes in
clinical pathways and services and move us towards an Accountable Care System

* Ensure opportunities and changes are assured in both business and clinical contexts through a Design Authority
with an independent chairman

* Embed public health and mental health within all our transformation programmes

* Develop a workforce and Primary Care/General Practice appropriate to these transformed services

* Develop and implement sustainable infrastructure solutions (Estates and IM&T) through which we can deliver
these services

* Engage with key stakeholders, staff and our communities as we continue to develop, refine and implement our
plans, building on the firm platform we have developed through our Health & Wellbeing Boards

We are committed to providing joined-up care wherever possible through integration of both the Health and Social
Care aspects of our commissioning and service provision, as this is fundamental to reducing current demand and

curtailing projected future demand growth, as well as improving citizen/community experience.
06/12/2016 4





Changes since June submission

The June STP submission outlined the footprint’s health and wellbeing gap, care and quality gap, and finance and
efficiency gap.
A number of opportunity areas were identified to address these challenges, however the identified savings did

not close the forecast financial do-nothing gap.
Following the June submission, we have continued to work together, with external support, to develop the
September financial submission and this October submission. This has included:

An update of the financial do-nothing gap based on recent national guidance
An update of the business-as-usual efficiency plans for commissioners and providers

Development of transformation workstreams that align with the strategic direction agreed by commissioners (Health and Social Care)
across Coventry and Warwickshire

George Eliot Hospital NHS Trust and University Hospitals Coventry and Warwickshire NHS Trust working together to prepare a strategic
outline case for a service model across the two Trusts aimed at delivering clinically and financially sustainable services

Formation of an independently chaired Design Authority with clinical and managerial representatives across the

footprint to: =
*  Embed joined up stakeholder engagement at all levels within the STP programme =

* Act as a sounding board for the emerging whole system vision ,?/ = \x

*  Provide whole system and clinical input into the design of the new system

*  Design and agree the appropriate programme structure and remit of workstreams

*  Sense—check the impact assessment of transformation opportunities @
* Identify key interdependencies across workstreams and ensure that these are appropriately addressed =

Provide independent challenge (via the Chair) and facilitation of “difficult conversations”

Impact assessment of the opportunities identified under each workstream, including the phasing of benefits and costs

Formation of a Finance Group including the Chief Finance Officers, or equivalent, from each organisation to test and challenge
modelling assumptions and output

Development of a high-level delivery plan and programme structure to facilitate work at pace and scale including developing work
programmes, PID-type outlines, leadership and delivery teams for every workstream

06/127%'(1%& coming together and joint working of Health and Wellbeing Boards with Health and Wellbeing Concordat in place 5





Coventry & Warwickshire STP: Plan on a page a

Our Vision

To work together to deliver high quality care which supports our communities to live well, stay independent and enjoy life.

TRANSFORMATION Proactive & Urgent & Emergency Planned care Maternity & Productivity &

WORKSTREAMS Preventative care (P&P) care Paediatrics Efficiency
(V&EC) (PC) (M&P) (P&E)

Public Health and Mental health are a part of everything we do and will feature across all workstreams

ENABLING WORKSTREAMS IM&T w Communication & Engagement Primary Care Development

Interventions / Opportunities

P&P Prevention
Existing Out of Hospital plans
Crisis response -

Extended scope of proactive care oo 1000 //
90,000

330,000

' l - \
U&EC Enhanced ambulatory care 310,000 80,000

A&E Attendances Non Elective admissions

390,000 110,000

Establish a urgent & emergency care o o000
network (NHS111/0ut of Hours; Senior ~ “*"
250,000 60,000
CliniCian at front dOO r') FY15/16 FY16/17 FY17/18 FY18/19 FY19/20 FY20/21 FY15/16 FY16/17 FY17/18 FY18/19 FY19/20 FY20/21
|nputting into Other Workstreams (|n Do nothing s Do something = Do nothing === Do something
particular proactive and preventative)
Stroke pathway
PC Pathway redesign (as part of Right Care Out Patient activity change Elective Inpatient and Day Case
k 1,700,000 ACtIVIty
wor ) . . 1,600,000 135,000
Reduction in lower value procedures o000 130,000
(as part of Right Care day case work) 400,000 — 125,000
Consolidation of elective specialties 1300000 o~ fzzzz P
y / \
1,200,000
M&P  Consolidation of Maternity and 100000 .
Paediatrics services 1,000,000 100,000
FY15/16 FY16/17 FY17/18 FY18/19 FY19/20 FY20/21 FY15/16 FY16/17 FY17/18 FY18/19 FY 19/20 FY20/21
. . e DO NOthing — emmmmmDo something Do nothing Do something
P&E Back office collaboration
Consolidation of clinical support 6
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Coventry & Warwickshire STP: Plan on a page deliverables
Outline plan — key transformation deliverables in more detail

P&P: Prevention design & delivery plans. Expansion of existing Better Care Fund activities. Out of Hospital up to contract award. Crisis
response developed up to commercial arrangements. Extended scope of proactive care delivery plan.

U&EC: Enhanced Ambulatory Care & Frailty Service developed and mobilisation commenced, including new workforce model. Service
options, defined pathways, IT strategy and workforce plan for U&EC. Develop approach and plan for public education around U&EC.
Consultation on new stroke pathway.

PC: Redesign MSK pathway. Develop delivery plan for other PC pathways. Review “lower value” procedures and develop delivery plan
2016/17 & financial impact model. Develop PC service consolidation options. Design PC policies, procedures & procurement programme.
M&P: Options appraisal for M&P.

P&E: Back-office, clinical support & other areas for collaboration impact analysis.

Enablers: Local Digital Roadmap development and Business Case for Electronic Patient Record (EPR). Development of new operational
model for Estates (single estate type solution). Primary care development in line with GP 5YFV. Options for Accountable Care System
(ACS) explored.

P&P: Prevention mobilisation and implementation. Mobilisation & implementation of Out of Hospital programme. Crisis response
implementation (potentially as part of out of hospital). Extended scope of proactive care mobilisation and implementation.

U&EC: Start mobilisation of UEC plans and standardise approach to referrals/bookings. Single digital Emergency Care record.
Implement plan for public education around U&EC. Implement new stroke pathway.

PC: Pilot implementation of “lower value” procedures programme & develop thresholds. Business Case, assurance, consultation
2017/18 around PC consolidation. Mobilise and commence implementation of PC policies, procedures & procurement programme.

M&P: Business Case, assurance process and consultation for M&P.

P&E: Business Cases for consolidation of back-office /clinical support functions.

Enablers: Assurance for EPR and, if approved, move to procurement. Mobilisation /implementation of new estates model. Continued
Primary care development in line with GP 5YFV. ACS proposals and plans in place - ? shadowing.

P&P: Continued Prevention implementation.

U&EC: Public education around U&EC.

PC: PC policies, procedures & procurement programme. Implement “lower value” procedure thresholds. Implement PC consolidation.
2018/19 Achieve Right Care savings.

M&P: Mobilisation/implementation for M&P.

P&E: Consolidation of Back-office functions & standardisation of procedures.

Enablers: UHCW procure and deploy an integrated EPR solution. Accountable Care System in place.

P&P, PC and U&EC: as above

M&P: M&P implemented.

P&E: Implementation of clinical support functions consolidation and any other areas identified.

Enablers: Develop the final business case for EPR to be deployed to other Coventry health organisations yet TBC. Warwickshire
organisations potentially moving onto same integrated solution as Coventry leading towards an Electronic Citizen Record (ECR). 7
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Benefits for our communities

Our STP is aligned to the priority areas and benefits identified by our Health and Wellbeing Boards through the Joint Needs Assessment
activity and the joint Health and Wellbeing Concordat and is summarised by the STP vision: To work together to deliver high quality care
which supports our communities to live well, stay independent and enjoy life.

There are many benefits that will be realised by our communities, ranging from those of widespread application (e.g. increased community
capacity and resilience, promoting independence and long term population health benefits from smoking cessation) to the specific and
individual (e.g. post stroke rehabilitation at home rather than in hospital, ability to more easily have a home birth, better support to die at
home rather than in hospital).

Some detailed examples of community/individual benefits from our transformation plans are:

Proactive &
Preventative
Care

Urgent &
Emergency
Care

Planned care

Maternity &
Paediatrics

Productivity
& Efficiency

06/12/2016

Better general health with reduced risk of illness

Increased independence with reduced/delayed hospital and/or care admissions

Less frequent hospital attendances for patients with long term or complex conditions

Shorter length of stay in hospital

More rehabilitation, after-care, long term condition care and end of life care at or closer to home
More personalised care and better individual/family/community experience

Standardised single point of access with timely redirection to most appropriate care

All stroke patients receive initial care in specialist hyper-acute/acute stroke unit
Reduced length of hospital stays and more rehabilitation, after-care at or closer to home
Improved urgent care closer to people’s homes

Better patient experience

Elimination of post-code lottery effect for many elective procedures/treatments

Fewer hospital attendances pre and post treatment

Elimination of interventions know to be of lower clinical/lifestyle value than alternatives
Better patient experience

Sustainable services that meet current guidance and findings of recent national and regional reviews
Increasing home births and introduction of community hubs

Reduction in use of agency staff with “knock on effect” on improved quality of care and patient experience
Financial sustainability that will underpin ongoing service sustainability





Strengthen
and invest in
primary care

Deliver A&E
and
ambulance
standards,
simplify the
U&EC system
making it
more
accessible.
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STP response to key areas of focus within Five Year Forward View (1)

Already work going on across the footprint to develop GP services in line with the GP
Forward view.

A primary care development workstream will focus on developing GP services at scale
and pace closely aligned to other STP activity to facilitate transfer activity from hospitals
into care closer to home.

Patients will have better and extended access to GP services.

A number of services, for which patients currently have to travel to hospital, will be
available within their local community or even in some instances at home.

Our aim is to provide high quality, easily accessible, clinically and operationally
sustainable GP and primary care services for our communities.

Review and reform of the Coventry & Warwickshire A&E/Urgent Care Board/s to provide
clear and strong collaborative leadership in this area.

Working closely with other STP workstreams to reduce demand for U&EC services
through crisis intervention within the community to help keep people at home rather
than in being admitted as an emergency into hospital.

Work to look at how best to provide clinically sustainable U&EC/A&E provision in the
immediate future and going forward, given the current national shortages in the U&EC
workforce.

Developing and publicising clear and simple routes of access to U&EC services will be a
priority, so citizens have clear direction and simple ways to access the U&EC services.





STP response to key areas of focus within Five Year Forward View (2)

Improve mental health
and cancer services,
and for people with
learning disabilities.

Prevent illness,
empower people to
look after their own
health and prevent
avoidable hospital stays.

Improve the quality of
hospital services,
including maternity
services, and deliver the
RTT access standard.

Create a financially
sustainable health
system for the future.

06/12/2016

Our Mental Health provider is already part of a regional programme of service improvement
(MERIT Vanguard) and will continue this work to improve mental health services for our
citizens.

Given its significance, we are going to treat Cancer services as a completely separate wave
of clinical pathway review from other specialties. This will mean that we can start to make
improvements in our cancer services earlier than otherwise.

Build on previous and current Better Care Fund activity on improving the situation for
citizens with learning disabilities, particularly in moving those who are receiving care out of
the area into appropriate care closer to their family and friends.

Focus will be on areas identified as having a significant impact on the health of our citizens,
such as obesity, smoking (especially in pregnancy), falls prevention and building community
capacity and resilience, so citizens are better able to look after their own health and stay in
good health and enjoy life.

Integrated Out of Hospital care will mean our citizens are only treated in hospital when this
is absolutely necessary and for the shortest time possible.

Address issues of quality and sustainability around particular hospital services across
Coventry & Warwickshire to make sure there are safe, clinically and financially sustainable
services available.

Clinically and financially sustainable Maternity and Paediatric services available across the
whole of Coventry & Warwickshire meeting current guidance and best practice, as
highlighted by recent national and regional reviews into these services, for example
supporting more mothers who choose to, to be able to give birth at home.

Going forward our focus is on making sure safe and sustainable (clinical & financial) services
are delivered to our citizens in ways that support the STP vision : To work together to
deliver high quality care which supports our communities to live well, stay independent
and enjoy life.
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Local Consensus: STP Vision and Health & Wellbeing Board Alignment

Over the last 6 months Warwickshire County Council and Coventry City Council
Health and Wellbeing Boards have developed jointly and agreed a concordat
out of which the STP vision was developed.

The Health and Wellbeing boards are regularly engaged in the STP
development with the content of this plan being considered at a dedicated
joint session on 13th October 2016, at which both Council Leaders and all STP
organisation leaders were present. Following this event, work is already
underway revising the P&P workstream remit to better address the following
Health and Wellbeing Board question:

How do we create the real SHIFT to a new model where prevention is
everybody’s business and the whole system is engaged in reducing and
preventing demand on the health and social care system?

Councillor 1zzi Seccombe, Chair of the Warwickshire Health & Wellbeing Board
and Leader of Warwickshire County Council, said: “This is a momentous step
for Coventry and Warwickshire working together around the health and care
needs of our people and our shared place and | am excited to be going forward
together.”

Councillor Kamran Caan, Chair of the Coventry Health & Wellbeing Board and
Cabinet Member for Public Health and Sport at Coventry City Council, said:
“People and communities are at the heart of everything we do and creating a
partnership like this is going to help shape better futures for those that we
want to support. This agreement allows us to work closer together to create a
better system that improves the health, wellbeing and overall happiness of
people and families across Coventry and Warwickshire.”

06/12/2016 11





Local Consensus: STP Vision and Health & Wellbeing Board
Alignment

mutual respect

align, share and mutual streamline
and pool accountability system
resources governance

consultation

STP VISION
To work together to deliver
high quality care which
supports our communities to

live well,
and enjoy life.

share
responsibility

the people of
Coventry and

improve outcomes Warwickshire

transform our
services

happy, healthy

lives

HWB Concordat Content
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Revised C&W STP Financial Summary

The total ‘do-nothing’ NHS financial challenge facing the healthcare system by 2020/21 is forecast to be £267m.

In addition, the two Local Authorities would face a deficit of £33m by 2020/21 (across social care and public health
only).

The STP plan assumes no cost shunting of CHC costs from health to social care, but there are £8.6m of CHC savings in
health plans by 2020/21.

The plan assumes that any costs to Local Authorities in relation to closely associated new burdens, for example in
respect of the Better Care Fund, Care Act Funding Reform and Transforming Care initiatives are fully funded and that
any funding of these developments will not impact adversely on STP income stream assumptions.

Local authority budgets present a managed gap, however, the actions necessary to achieve this are significant and
their seriousness and their risks are less visible by the fact that the position is balanced.

Provider and commissioners have identified business-as-usual recurrent efficiency savings of £141m.

Analysis of the opportunities developed by the Design Authority, workstreams and external support, have identified
the potential savings of £66m* towards the do-nothing financial challenge.

The system is also expected to receive £63m STF funding in 2020/21 to support transformation.

As a result the footprint now has a financial plan that creates a financially sustainable health and care system by
2020/21, underpinned by high-level workstream plans, with key assumptions tested and agreed by the Finance Group
and the Design Authority.

*These financial benefits are driven by better managed demand, better utilisation of the health and care assets and improved
efficiency within and across organisations and are net of re-provision costs incurred by providing alternative care and support
outside the current care setting.
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by 2020/2021

A financially sustainable health and care system

(50,000 -

(250,000) -

(150,000) -
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Curtailing Demand Growth: Target Cohorts

Programme Cohorts
Workstream

Proactive &
Preventative

SMOKEFREE

Urgent & Emergency

Care
o

Planned Care

06/12/2016

Prevention: Frail and elderly; smokers, particularly in
pregnancy; all at higher risk related to obesity

Out of Hospital: Top 15% most complex patients

Crisis Response: People with complex needs in health and
social care

Proactive care: All people with LTCs (not within the top 15%)

Enhanced Ambulatory Care: People who are frail, largely with
complex needs (aligned with top 15%)
Establishing U&EC network: All remaining population

Pathway redesign: Out patient attendances

Lower value procedures: Elective day case activity, stricter
thresholds applied consistently (eliminate post-code lottery)
Consolidation of elective specialties: Some entire services but
mainly Out Patient & Day Case, which and when TBC
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Curtailing Demand Growth: Demand & Financial Impact

Our STP key demand and finance targets

Proactive &
Preventative
Care

Urgent &
Emergency
Care

Planned Care

Productivity &
Efficiency

06/12/2016

A reduction of 21k attendances and 10k admissions against do-nothing
growth, corresponding to a £34.7m saving (includes both out of
hospital, acute mental health and Urgent and Emergency Care).

A reduction of 21k attendances and 2k admissions against do-nothing
growth. Note the savings are included within Proactive and
Preventative care above.

A reduction of 189k attendances and 12k admissions against do-
nothing growth, corresponding to £24.5m in savings.

Total net saving of £7.1m (note this includes maternity and paedatrics
at this stage).

In addition there is £141.2m of Business as Usual efficiencies assumed
within the model.

A total financial impact of £207.5m by 2020/21 (excluding social care)
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Programme Structure & Workstreams

Comprised of the heads of each organisation, with Healthwatch in attendance.
It is responsible for decision making and providing strategic direction.

Design Authority Transformation Workstreams

The Finance Group is comprised The Design Authority is comprised There are five transformation

of the Finance Directors of each of clinicians and strategy leads from  workstreams

organisation and its role is the across the footprint and its role is to:  « Proactive & Preventative care

development of the STP financial * Identify transformation * Urgent & Emergency care

template, including: opportunities * Planned care

* Finalising the do nothing and * Identify and address key * Maternity & Paediatrics*
BAU gaps interdependencies * Productivity & Efficiency

» Supporting intervention » Sense check financial impact The role of these workstreams is to
modelling assessments develop the identified opportunity areas

*will eventually become part of Planned Care

Enabling Workstreams GEH/UHCW

* Workforce The role of these waorkstreams is to Preparation of a Strategic Outline

» Estates work alongside the transformation Case on a collaborative service

s IM&T workstreams to identify what is model aimed at delivering clinical

* Communications & Engagement required to enable progress of each and financial sustainability
opportunity area

06/12/2016
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Transformation Workstreams (summary)

Proactive &
Preventative

Urgent &
Emergency Care

Maternity &
Paediatrics

Productivity &
Efficiency

Prevention

Existing Better Care Fund
activity

Existing Out of Hospital plans
Crisis response

Extended scope of proactive
care

Enhanced ambulatory care
Establish a UEC network
(Senior clinician at front
door)

Inputting into other
workstreams (in particular
proactive and preventative)
New stroke pathway

Pathway redesign
Reduction in lower value
procedures
Consolidation of elective
specialties

Response to recent national
and regional reviews
Ongoing sustainability across
footprint (eventually part of
Planned Care)

Back office collaboration
Consolidation of clinical
support services

Public Health activity
Social Prescribing &
Community support
Neighbourhood teams
Early intervention

Frailty services

Improved primary care
access Urgent Care centres
Paramedic @ home

Public education

Integrated 111/0ut of Hours
Stroke pathway redesign
Possible A&E reconfiguration

Musculoskeletal pathway
Other pathways redesigned
Review of “out-dated”/lower
value procedures

Patient education

Expanded home birth
provision

Address Workforce
challenges
Sustainable services

Procurement, Pay roll
Pathology network, Radiation
protection, Estates, IM&T

Reducing activity growth related to smoking and
obesity for 70% of smokers and all high risk related to
obesity

Reducing Non-elective(NEL)/A&E activity for top 15%
most complex patients

Reducing length of stay

Reducing NEL/A&E activity for all people with LTCs
(not within top 15% most complex patients)

Reducing NEL admissions for people who are frail
(largely aligned with 15% most complex)
Reducing NEL/ A&E activity for the remainder
population

Reducing OP activity for all OP attendances

Reducing elective day case activity

Removal of duplication

Reducing unit cost for identified elective specialties
Standardised referrals/pathways across the footprint

Unit cost analysis of options.

Bottom up analysis of configuration options.

Service reconfiguration to meet national/local review
recommendations and bring ongoing sustainability
Realise financial savings

Savings from back-office and clinical support
collaborations/consolidation
Sustainable clinical support functions
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Enabling Workstreams (summary)
K I S

Workforce Addressing current workforce issues Workforce changes associated with STP plans in place
New roles New roles developed with appropriate training in place
New models of training A safe and sustainable workforce

Consolidation of estate and making best use of existing  Reduced costs

estate Reduced requirement for capital and additional estate
Primary care estate Fit for purpose primary care estate

New estates operating models Sustainable estates workforce

Identifying opportunities to share/use other partners’ Care closer to home

estate Estates changes associated with STP plans in place
C&W Digital Roadmap Electronic Citizen Record (ECR)

Electronic Emergency/Urgent Care Record (UCR) Population Health Management approach
Electronic Patient Record (EPR) = Electronic Citizen Reduction in duplication

Record (ECR) Better, safer care & improved user experience
Consolidation of IM&T workforce/back office Innovative, digitally enabled transformations in care
Digital/electronic innovations in treatment & care Reduced demand through increased independence

Empowered workforce and service users

Communication Ongoing communications (public, service users, staff) All stakeholders, staff and public informed

and engagement Ongoing dialogue with partners and stakeholders Constructive and collaborative approach to change
Informal communications and dialogue Efficient dialogue about change through productive informal
Statutory communications/consultations networks
Media Compliance with all statutory requirements

Increased support/understanding and reduced challenge

Primary Care This is a new enabling workstream that is in its very early stages of development. We envisage that whilst it will be
Development focussing on the STP enablers within GP Practices (Workforce, Estates, IM&T), linking into the other appropriate
e —— enabling workstreams. It will also act as an enabling workstream in its own right, ensuring that appropriate services are
B :‘ S B developed alongside and aligned to the transformation workstreams, to help ensure their success. The system is
m 3 o | | committed to ensuring that the investment in Primary Care will be at least as great as the growth in CCG income in line
with planning requirements.

06;1292016 19





Role of Mental Health & Public Health

We don’t have separate Public Health and Mental Health

WORLD
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12th - 18th Jan 2015
06/12/2016

workstreams

Both Mental Health and Public Health have established
programmes of work around the prevention agenda and the 5YFV
for Mental Health.

Our Mental Health Provider (CWPT) is already part of a Mental
Health Vanguard and so is already underway with major
transformation and service improvement schemes.

We consider public health and mental health to be key parts of our
“people focussed” transformation workstreams (Proactive &
Preventative Care, Urgent & Emergency Care, Planned Care,
Maternity & Paediatrics).

We therefore have these specialties embedded within the
transformation workstreams, informing their decisions and plans,
rather than as separate, silo workstreams.

This is demonstrated by the involvement of mental health and
public health leads and practitioners in the workstreams and their
project/working/task & finish/clinical reference groups.
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Preventative &
Proactive Care

- ——

Urgent &
Emergency Care

Productivity &
Efficiency
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Priorities going forward

I

Integrated teams or communities (approximately 15-20 across the footprint covering 50k population)
bringing together services that meet the needs of the population they cover

Focus on prevention, keeping people well, reducing demand & pressure on more expensive parts of the
system

Primary care at the core, with social care, mental health, community services, and acute services out-
reach and in-reach, forming a network of care and support

Maximisation of the capacity and strengths that the person and their family bring and what is already
available within the community

Proactive in-reach into the acute by integrated teams, pulling people out of acute care and support
recovery and rehabilitation.

Simple access without duplication, reflecting the national direction for U&EC facilities and move towards
integrated delivery

Reduced reliance on U&EC over time, with integrated teams proactively managing people at risk
Integrated rapid response and support once people are in the urgent / emergency care system, with
urgent social care response incorporated

Implement new stroke pathway

Patients supported in most appropriate setting and helped to access care in a planned way through
education and earlier intervention where appropriate

More services (including early diagnostics/outpatients) moved into the community coordinated by
integrated teams, when there are benefits to patients/system

Inpatient services delivered at scale, at high quality and achieving economy of scale

Potential consolidation of some specialised services at a larger footprint level

Consolidation of services/back office functions/clinical support to achieve economies of scale/reduce
waste

Working together to optimise the workforce, joint negotiation of agency contracts and sharing of best
practice

Developing a shared collective estate to improve productivity and facilitate a standard offer for facilities
management and collective contract negotiation to reduce running costs and ensure full utilisation
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Risks
Overarching Risks

No history or track record of delivering large scale transformation across the footprint
Potential for reversion to silo approaches
Individuals continue representing organisation versus STP/footprint

Continued misalignment of governing regulations, priorities, expectations, processes, cultures and internal
governance between the respective organisations

Challenges associated with acute provider network development and potential reconfiguration decisions
Challenges of limited public engagement thus far and need to rapidly address this

Current operational and financial challenges versus need to prioritise STP work

Funding and access to capital resource

Sourcing appropriate capacity to implement the programme of work

Understanding the longer term commissioning footprint/arrangements for a range of specialised services

Lack of sufficient transformational support for preventative initiatives, primary care, new models of care and
out of hospital solutions

Capacity and funding pressures in Social care
Timeliness of delivery given the need to see benefits sooner

For areas requiring public consultation there is an inherent delay
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Next steps

Recruit dedicated STP Programme Director

Resource and set up appropriate programme management and support arrangements for delivery of the STP programme
Develop the Primary Care Development enabling workstream

Ensure appropriate resourcing of all the workstreams

Agree further detail of workstreams, programmes and detailed implementation plans, milestones and outcomes for each

Work with Design Authority, Clinical Reference Groups, patients/service users and partners across statutory and other sectors on these
plans

Health & Wellbeing Boards to consider further and advise on future system model/s - (ACS/ACO), risk sharing and pooling resources
(extent of System Control Total/s) — based on outcomes that benefit our communities

Start broader engagement and communications after workstreams have confirmed the narrative sufficient to inform the listening exercise
Further key stakeholder engagement in line with workstream plans

Enabling workstreams develop their detailed plans as transformation workstreams plans are developed further and finalised

Complete actions in plans with most proximate milestones

and as plans develop

Formal consultations
Implement at scale and pace

Evaluate and revise as necessary

06/12/2016
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Statements of Support

The boards of statutory organisations within the STP have considered the plan and signed up to it

in advance of this submission as indicated below

CR CCG

SW CCG
WN CCG

CWPT

GEH

SWFT

UHCW

CcccC

WCC

06/12/2016

Methodology

Extraordinary Governing Body

Governing Body
Extraordinary Governing Body

Delegated Authority to CEO granted in
accordance with Standing Orders on 27th
September

Extraordinary Trust Board
Delegated Authority to CEO in accordance with
the FT Standing Orders for Emergency Powers

and Urgent Decisions, to enable CEO to consult
with at least two NEDs

Extraordinary Trust Board

HWB Board consideration, Letter of Support

HWB Board consideration, Letter of Support

Key dates

19th October

19th October
19th October

Week commencing 17 October 2016

20th October

Week commencing 17 October 2016 with report back to
Board on 27t October

19th October

Joint C&W HWB Boards development session 13 October
HWB Board on 17% October

Joint C&W HWBB development session 13t October
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STP Workstream Annexes
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Proactive & Preventative Care

Roles and Responsibilities

Workstream Lead Gail Quinton (Executive Director — People, CCC)
Finance Lead Liz Murray (Deputy Chief Finance Officer, SW CCG)
Workstream Team Gill Entwistle (Accountable Officer, SW CCG), Anna Hargrave (Director of Strategy and

Engagement, SW CCG), Andrea Green (Accountable Officer WN/C&R CCG), Matt Gilks (Head
of Contracting and Procurement, CR CCG), Pete Fahey (Director of Adult Services, CCC), Chris
Lewington (Head of Strategic Commissioning , WCC), John Linnane (Director of Public Health,
W(CC), Liz Gaulton (Deputy Director of Public Health, CCC), Justine Richards (Director of
Strategy & Business Development, CWPT), Charles Ashton (Medical Director, SWFT), Jayne
Blacklay (Director of Strategy & Development/ Deputy Chief Executive, SWFT), Michelle
Norton (Director of Nursing, GEH), David Eltringham (Chief Operating Officer, UHCW)

Enablers & Primary Care Development: Sustainable and at scale primary care

Interdependencies Contractual and commercial consideration
Communications and engagement: pre-consultation and consultation (where required)
IM&T: identification and development of IM&T requirement to deliver the opportunities
Workforce: development of integrated care team/s
Estates: identification and provision of estates requirement (e.g. community hubs, primary
care facilitates)

Programme/Project Out of Hospital Programme — Gill Entwistle (Accountable Officer, SW CCG)
Leads Prevention Programme — John Linnane (Director of Public Health, WCC)
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Proactive & Preventative Care

Prevention A radical upgrade in prevention work that will deliver long term sustainability. The focus will be on the

J following areas:
H) > 5 *  Working with GP practice lists and proactive early intervention for people as they age, preventing
\/ injury (including falls) , ill-health and poor outcomes related to the risk of frailty

*  Enhancing and upscaling weight management programme across the STP footprint, with a focus to
reduce diabetes, cancer incidence and other long term conditions
* Implementing targeted smoking prevention programmes across the footprint

Out of * Integrated teams or communities (approximately 15-20 across the footprint covering a population of

Hospital 50k) that bring together services that meet the needs of the population they cover

*  Afocus on keeping people well, reducing demand and pressure on more expensive parts of the system

*  Budgets controlled by integrated teams who can make a choice in spending on highest value, lowest
cost resource

*  Primary care at the core, with social care, mental health, community services, and acute services out-
reach and in-reach, forming a network of care and support

*  Maximisation of the capacity and strengths that the person and their family bring and what is already
available within the community

*  Proactive in-reach into the acute by integrated teams, pulling people out of acute care and support
recovery and rehabilitation

Crisis * Integrated teams coordinate all community assets to support those declining patients, preventing crisis
response from escalating and rapidly respond to crisis to avoid hospitalisation.
o | *  Where patients do have to go to hospital, the team will have the ability to track them and will work
closely with the ward to allow them home even if they have not yet fully recovered, after which they
will provide sufficient care and support at home or in the community

*  Enhanced self-care for all with LTCs
*  Proactive management of those with LTCs through integrating health, social care, mental health and
other services required

27
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Proactive & Preventative Indicative Timeline
Pogramme | 206 | 207 | 2018 | 2019 | 2020 | 2021+
Oct Nov Dec Q1 Q2 Q3 Q4

Prevention . .

Service design

. Impact assessment ’ Mobilisation

. Financial consideration & delivery plans

Out of : Service . Design . Business case
Hospita model agreed

development Service user event

. Outcomes framework
. Approval/Assurance process
. Financial consideration & delivery plans
. Agree contract mechanism/arrangements
. Contracting/procurement
F/Iobilisation (exact timing during 2017 TBC)

Crisis . Agree Approach
E{esp;or}sg H . Develop Service Model
part of Oo )
programme . Commercial arrangements and plan
TBC)
Proactive
Care (extend . Explore/agree additional opportunities
scope of
existing . Delivery plan )

tivit Mobilisation (exact timings TBC)
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Proactive & Preventative Care

1 Delivery of the radical upgrade in prevention needed to close the health and wellbeing gap requires strong commitment from
across the STP partners and extends beyond Public Health commissioned programmes

2 Adequate and ongoing support for system-wide approaches to empowering communities, targeting ‘at risk’ populations.

w

Ensuring all health and social care settings are health promoting, with improved staff health and wellbeing and prevention
embedded into all strategies and developments

The providers are unable to develop and agree a sustainable new care model for out of hospital
Out of hospital care model unable to deliver outcomes and/or within financial envelope
Drifting timescales due to other pressures in critical 2016/17 Q3/Q4 period

Engagement gaps create barriers

O N o u b

Provider governance insufficiently robust in developing out of hospital system

Engagement

A robust Communications & Engagement Plan for the Out Of Hospital Programme is in place. It is a key element of how we manage this
large piece of work and ensures we proactively keep teams and external stakeholders informed of the work we are doing. It also supports
us manage the media as and when is appropriate.

Based on the CCGs’ need to inform and involve key internal team members, the governing bodies and wider staff groups, they have been
and will continue to be given the opportunity to contribute, wherever possible to the development of some aspects of the programme
documentation and assessment process and to influence, wherever appropriate, implementation of the programme.

There are already well-established channels of communication and engagement, the project will continue to strive to gain wider
stakeholders’ understanding of the process, to manage and inform their perceptions and to derive a common view of what is happening,
using consistent messages.

There is a commitment to present positively the CCGs’ process working with providers across the health and care economy, attempting to
anticipate, manage and contain the risks in this process, wherever possible.
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Proactive & Preventative Care

Finance For the purpose of the Finance template, Proactive and Preventative Care includes Solution 4 (Out of
Hospital' workstream - reduce length of stay); Solution 5 (Out of Hospital workstream and expansion and
UEC enhancement and Solution 10 ( Mental Health - Inpatient)

The Net effect of these solutions is £34.7m by 2020/21

Outstanding Items & Next steps

Capacity & capability A targeted approach and a workforce development programme to build capacity and confidence in
behaviour change and risk modification
MECC training mandated for all health and social care staff, with enhanced training in supporting behaviour
change for key staff groups
Enabling the promotion of wellbeing and disease prevention through digitalising referrals and access to
information and support

Smoking cessation Smoke free sites, workplace wellbeing initiatives, embedding advice and referral across contacts
Obesity - Behaviour Staff health and wellbeing maximised through improved workplace health programmes including a healthy
change approaches in physical environment — Workplace Wellbeing Charter

workforce development,
workplace wellbeing

Falls, frailty and isolation Promoting physical activity across the life course, through the Age Friendly City initiative, community
capacity building, embedding social prescribing approaches into health and social care contacts and robust
approaches to frailty and falls prevention

Out of Hospital Providers agree a new care model which delivers outcomes (Dec 2016)
Commissioners complete new contract model design and testing (Dec 2016)
Contract award process (Q4 2016-17)
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Proactive & Preventative Care:
Examples/case studies

Prevention

Addressing ‘wider social determinants’, linked to work with communities enabling ‘self help’ through Warwickshire’s
Public Health grants to Districts & Boroughs and Lillington needs assessment and Coventry’s Marmot City programme
focussing on health inequalities

Integration of promotion of Mental Wellbeing alongside physical and mental health through Warwickshire’s Mental
Wellbeing Strategy and Coventry and Warwickshire’s ‘zero suicide’ strategy

Operating across the life course through Warwickshire’s ‘Smart Start’ Programme, Coventry’s Acting Early, family focussed
and targeted adult lifestyles services and Age Friendly Cities programmes

Reflecting current evidence in Coventry and Warwickshire’s JSNAs, HWB boards, and service developments

Supporting personalised approaches reflecting individuals’ knowledge, skills and motivation through Warwickshire’s
‘Fitter Futures’ programme, Coventry’s Be Active Be Healthy service and wider Public Health commissioning.

STP partners have submitted an expression of interest for the 2017 roll out of the National Diabetes Prevention
Programme — decision awaited from NHS England

Out of Hospital

Over 75s programme in south Warwickshire, developing holistic care plans and increased engagement in the at risk over
75s population to identify needs earlier and avoid emergency admission

Hydration project in south Warwickshire to target patients with catheters and promote good hydration to prevent
community visits
Falls prevention programme across Warwickshire to target people to build resilience before falls

Integrated Neighbourhood teams established in Coventry, city wide, to support frailty patients aligned to GP clusters,
involving MDT working (Primary Care, 3" Sector, Mental Health and Community services)

Implemented a care navigator programme in south Warwickshire for older people and those with dementia, to support
and empower patients and their carers to take more control and enable better understanding of services available in the

health and care system -
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Urgent & Emergency Care

Roles and Responsibilities

Workstream Lead Glen Burley (CEO, SWFT)
Finance Lead Kim Li (Director of Finance, SWFT)

Workstream Team Membership will be aligned to the new C&W A&E Board but currently stands as
David Moon (CFSO, UHCW), Charles Ashton (MD, SWFT), John Thompson
(Director of Operations, GEH), Steve Jarman-Davies (Director of Performance and
Planning, CR CCG), Sharon Binyon (MD, CWPT)
Participation from Social Care, Primary Care and the Ambulance service is being
sought.

Enablers & Interdependent with Proactive & Preventative workstream

Interdependencies  Contractual and commercial consideration
Communications and engagement: pre- consultation and consultation (where
required)
IM&T: identification of IM&T requirement for integrated U&EC network
Workforce: requirement for delivering ambulatory emergency services and UEC
network
Estate: TBC but right-sizing of A&E at UHCW and primary/community care estate

Programme/Project Stroke Pathway Lead - Andrea Green (AO, CR CCG/WN CCG)
Leads
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Urgent & Emergency Care

Input into Proactive ¢  Co-developing the new model of care, including crisis response in the community

& Preventative *  Support to identify the patient cohorts that need targeted intervention

*  Provide acute clinical input and work alongside primary care, social care, mental health and community
services to provide integrated care

Enhanced *  Enhanced ambulatory care in hospital to provide quick assessment and avoid admissions

ambulatory care & * 1-day frailty service can be an efficient way to provide rapid assessment and care for frail patients

frailty services without admitting them into hospital - there is the potential to scale up the frailty pilot at South
S Warwickshire

Establishinga U&EC +  Aligned with national U&EC review, develop an integrated urgent and emergency care network, with:
network * Streamlined and integrated access points, through 111, GPOOH, 999 and walk-in centres
*  Senior decision makers earlier in the process — a single front door staffed by senior clinicians
* Clarify definition of services and acceptance criteria for each access point across EDs, UCCs, and
other sites in the footprint
*  Review sustainability of the current urgent and emergency care system, including the review of access
points at GEH and UHCW

Educating staff and *  Empower and enable patients to self care

public * Invest in communication and engagement for the public to provide the information and support needed
to better utilise the health and care system

*  Enhanced engagement and education for staff to utilise the system appropriately (with the ability to
direct patients to appropriate, alternative services)

Stroke Pathway *  Achieve the outcomes outlined in the Midlands and East regional stroke service specification

*  Consolidate service with one hyper acute stroke unit and additional rehabilitation beds across the other
providers with ESD teams to enable patients to get back into their homes as soon as possible where
appropriate. Community Stroke Rehab also commissioned across the patch to enable this

33
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Urgent & Emergency Care Indicative Timeline
ogramme | 216 | 2007 | 201 | 2019 | 2020 | 2023+
Oct Nov Dec Q1 Q2 Q3 Q4

Input into
proactive >
and . Input into proactive and preventative workstream
preventative
workstream
Enhanced . Service model design . Mobilisation & Implementation
ambulatory Develon deli I
SR T . evelop delivery plan
service . Establish high-level workforce model
Establishing Service options for UHCW & GEH . Standardise referrals/bookings
UEC network Define pathways
Establish . Establish workforce plan
UC/A&E Board . Strategy for IT interoperability ' Single emergency care record
Educating | hand ol
staff and the . Develop approach and plan
public >

. Implementation

Str(;ke 'Complete ' Public consultation ' Implementation
pathway NHS E assurance

. Mobilisation & workforce actions
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Urgent & Emergency Care

1 The ‘right sizing” of urgent and emergency care capacity is dependent on optimisation of activity through the
Proactive and Preventative work-stream. Operating these two work-streams in parallel will require demand
assumptions.

2 The 111 and GPOOH elements of the urgent and emergency care pathway have already been commissioned
and hence are a ‘given’ solution and need to be effectively connected into any revised pathway.

3 Operational pressures relating to A&E performance will challenge the ability of the group to focus on strategic
solutions.

Engagement

Good engagement from secondary care sector.

There will need to be greater engagement with primary care colleagues to ensure that in-hours and out of hours
solutions are integrated into the pathway.

Finance Please note that the financial impact of Urgent and Emergency Care is included within
Solution 5; in Proactive and Preventative Care in the financial template.
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Urgent & Emergency Care:
Example/case study

Stroke

«  Stroke consolidation from GEH/SWFT to UHCW is to take place with patient flows going to the hyper
acute stroke unit which is in place at UHCW

*  UHCW will be the only Acute Stroke Unit

* To aid patient flow, additional capacity will be provided via additional rehabilitation beds across the
other providers with ESD teams to facilitate returning patients into their homes where appropriate

*  Community Stroke Rehab will also be commissioned across the patch to enable this

Benefits:

All elements of the future service will achieve the outcomes outlined in the Midlands and East regional stroke
service specification, which seeks to ensure that improved patient outcomes are achieved, as is the quality of
life after a stroke; and patients experience a better service.

Next steps:

All three local CCGs have now approved the Pre-Consultation Business Case and discussions are taking place
with NHS England to seek their approval of the case and to proceed with a public consultation.

06/12/2016

ACTIVITY DATE
Business Case Approval / Consultation
NHSE approval of Pre-Consultation Business Case November 2016

December — February 2017
March 2017
Implementation

April 2017

April - July 2017

July 2017+
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Planned Care

Roles and Responsibilities

Workstream Lead Debbie Pook (Chief Operating Officer, WN CCG)
Finance Lead David Moon (Chief Finance & Strategy Officer, UHCW)
Workstream Team Adrian Canale-Parola (GP, Chair CR CCG), Janet White (Programme Director — Strategy,

UHCW/STP Programme Manager), Jayne Blacklay (Director of Strategy &
Development/Deputy Chief Executive, SWFT), Dave Weston (GP, Warwickshire LMC),

MSK team Simon lllingworth (Associate Director of Operations, SWFT), Ali Scott (Director of
Performance and Contracting, SW CCG), Steve Jarman Davies (Director of Performance and
Planning, CR CCG), Jane Fowles (Consultant in PH, CCC/CR CCG), Patrick Ryan (Head of
Business Development, UHCW), Peter O’Brien (GP and Clinical Lead for InSpires Locality ), Liz
Mathers (GM, GEH), Kathryn Millard (Public Health Consultant, WCC), Gerard Dillon (Arden
CSU)
PLUS a Clinical Reference Group

Enablers & Primary Care Development: Sustainable and at scale primary care
Interdependencies Contractual and commercial consideration
Communications and engagement: pre- consultation& consultation (where required)
IM&T: potentially no requirement (TBC)
Workforce: development detailed workforce plan (including impact of service
reconfiguration)
Estates: identification of estates requirement for new service model

Programme/Project MSK — Simon lllingworth (Associate Director of Operations, SWFT)
Leads Lower Value Procedures — Kay Holland (Contract Lead, CR CCG)

Policy Development Commissioners and clinicians from the 3 CCGs with support from Arden GEM CSU
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Planned Care

Pathway redesign Pathway redesign from prevention through to reablement and rehabilitation to reduce variance
(as part of Right and reach peer median or top quartile performance
Care work) Introduction of ‘social prescribing’, AHP support and effective referral management centres

¢ Significant improvement in outpatient performance, in particular reduction in follow-up

P attendances

1-stop diagnostic service to reduce outpatient attendances and ensure patients are fully prepared
. for surgery

Reduce lower value  Reduce number of lower value procedures to focus resource on higher value procedures which
procedures offer greater benefits to patients
Develop and apply stricter thresholds for procedures to ensure resource is being targeted to areas
that are clinically evidenced and give the most value to patients
Detailed review of all specialties across the footprint to identify all opportunity areas

Consolidation of Service consolidation/reconfiguration to address care and quality challenges and significant
elective specialties  workforce constraints, to bring sustainable services over the next five years
' " Consolidation of inpatient and day case elective care onto a single centre (or centres) to achieve

i‘l higher efficiency and lower cost

& Further exploration of a number of specialties including Ophthalmology, Urology, Plastic Surgery,
ENT and Oral Surgery
This work will be interdependent with Maternity and Paediatrics work, Urgent & Emergency Care
reviews

Education, Policies, Use of schools, GPs and wider Public Health to educate the public on prevention and wellness
Procedures and Implement standardised policies on intervention and referral levels
Procurement Standardise disposables such as drugs etc. at lowest costs

38
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Planned Care Indicative Timeline

Pathway Set up CRG Example for MSK. Length of mobilisation/implementation phase for other pathways
redesign (start . Define pathway (following in quarterly waves) may differ.
with MSK and with CRG
roll out to other . Plan & mobilise . Implement
pathways at
quarterly . B
intervals) Other pathways in quarterly waves
Reducing lower Detailed review
value by CCGs by specialty
BIFEEEEIES gz::sicets . Revise . Revised single policy through CCG Clinicians/Boards
policy CCG Governing bodies
Change to policy confirmed
Implement policy
Out-patient . Set up CRG . Review with CRG
activity review .Confirm list of follow ups not required or done by alternative means
(follow ups) >

Implement

Strategic Outline Case

Consolidation ’ PWC assessiraoptions

v

. Other assurance, mobilisation and implementation actions TBC
Consultation (TBC)

Education . Design . Plan & mobilise A
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Planned Care

1 Timely Project Management support and availability of appropriate clinicians for level of clinical engagement
required

2 Development of enabling services in primary care/GP practices, especially workforce at scale and pace
required

Engagement

Clinicians (GP and acute hospital), managers (from general management and therapy backgrounds), commissioners,
providers, public health directors and STP Programme Manager have been involved in developing the workstream and
starting to take forward the MSK work.

Clinical reference groups and patient engagement will be critical in taking forward the workstream activity and the
first Clinical Reference Group is due to take place on 4t November.

Outstanding Items & Next steps

Project and Admin Clear project support required to facilitate multiple work streams
Support

Governance Structure  Need to ensure clear lines of accountability, responsibility and systems and processes in
place to be able to hold each other to account

Finance For the purpose of the Finance submission, planned care includes Solution 7 (Outpatient First
reduction), Solution 8 (Outpatient follow up reduction) and Solution 9 (Elective Day Case
Reduction)

06/12/2016 The net effect of these solutions is £24.5m by 2020/21





Planned Care:
Example/case study

MSK

There are numerous “referral management” pathways in place for MSK across the country and there is limited
assessment as to their effectiveness

Locally, there is relatively poor understanding around the numbers of patients seen or the outcomes delivered by
existing referral management schemes

A single study, into an existing referral management pathway in the North West & reviewed by the MSK
workstream team, suggested

—  There was a lower conversion rate to surgery for those patients referred to MCAT service than those sent straight to secondary
care

—  There was an increase in demand for diagnostics for patients seen through MCAT service compared to those referred direct to
secondary care

— It took longer to gain a working diagnosis for patients seen by MCAT team, compared to those sent directly to secondary care
On the basis of the above we are focussing as follows:
— On Hips and Knees only initially
—  This would not stop existing pathways for other procedures being delivered by referral management centres/pathways
—  There was some evidence that it could reduce secondary care demand
— Hips and knees would be more manageable in terms of change management across the region
—  We could collect data more easily and review the impact of the changes by focussing on these two areas
—  We can expand to other conditions as necessary next year
Next steps
— aclinical reference group on 4th November
— develop a standardised hip and knee pathway for the footprint
— include aftercare management in this pathway
Initial Outcomes
—  Common referral pathway across the footprint

— Reduction in the number of the patients unhappy with the outcome of surgery from an estimated 17% to something lower (%
TBC)

—  Movement towards reduced secondary care demand
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Maternity & Paediatrics Options Appraisal
(eventually part of Planned Care)

Roles and Responsibilities

Workstream Lead Meghana Pandit (Chief Medical Officer/Deputy CEO, UHCW)
Finance Lead Su Rollason (Director of Finance & Strategy, UHCW)
Workstream Team Jo Dillon (Children’s Commissioner, CR CCG), Carmel McCalmont (Associate Director of

Nursing,- W&C, UHCW), Alison Talbot (Head of Midwifery, GEH), Wendy Jones (Head of
Midwifery, SWFT), others as required

Enablers & Workforce: an option must be deliverable by using the existing workforce, training of the

Interdependencies existing workforce or through the addition of resources which can be obtained from other
providers. Any option which relies on the acquisition of additional staff at grades/with skills
that cannot be recruited due to lack of supply regionally and nationally should not be
progressed as it would be unlikely to deliver safe and sustainable services.
Productivity & Efficiency: Any transformation opportunity included within the STP
programme cannot lead to an increase in costs to the system. Options likely to lead to an
increase in cost overall should not be progressed.
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Maternity & Paediatrics Options Appraisal

Initial Options & The workstream has identified a number of options for further financial and
Benefits workforce modelling, as well as a high level options appraisal by the workstream
team. The benefits of these options are development of community hubs, increasing
home births, reducing inequity and achieving workforce sustainability.

The following questions have since been applied to the options:

Is an option In light of the challenges facing Trusts in securing a sustainable workforce - an option
deliverable? must be deliverable by using the existing workforce, training of the existing workforce
‘ or through the addition of resources which can be obtained from other providers. Any
e O option which relies on the acquisition of additional staff at grades/with skills that
%J | cannot be recruited due to lack of supply regionally and nationally should not be
i '-.’-l'iz progressed, as it would be unlikely to deliver safe and sustainable services.
Can an option be Analysis conducted by UHCW clinicians has concluded that in order to deliver the
delivered at or below RCPCH ‘option 2 (termed option 4 in the STP analysis)’ there would need to be an

current provision costs?  increase in the number of consultants needed to cover both sites from 31 funded
posts currently to 39 or 40 (at least in the short run) in order to deliver a safe level of
care.

The increase in the number of consultants required reflects the fact that 11 of
UHCW'’s consultants do not currently have the requisite skills to cover a SCBU.
Overtime it is likely that the combined team would build their skills reducing the total
number of consultants required - but it was felt that this would not be to a level
below the existing number.

Remaining options 2 options, each with a single sub-option remain and the workstream is now working
on further analysis and modelling of these options. No communications outside the
STP teams has yet happened as these ideas are still evolving but no decisions made.

06/12/2016 These will be fed into the Planned Care consolidation activity.





Maternity & Paediatrics
Options Appraisal

1 Reaching a final agreement on options to be appraised

2 Agreeing options appraisal process and way forward

Engagement

Given the early stage of this work there has not yet been any engagement outside the STP workstream
as these ideas are still evolving with no decisions made.

We realise that this particular workstream will require extensive, thoughtful communication and
engagement through both pre-consultation and formal consultation stages and are planning for this.

Outstanding Items & Next steps

Reconvening group to revisit options and reach a final agreement on options to be appraised (impetus
for this may come from GEH/UHCW collaboration SOC)

Finance Please note that the financial impact of Maternity and Paediatrics is within
Solution 11 (Consolidation of Elective services and Maternity & Paediatrics)

included in Productivity and Efficiency
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Productivity & Efficiency

Roles and Responsibilities

Workstream Lead Kim LI (Director of Finance, SWFT)

Finance Lead N/A

Workstream Team  STP Finance Group members — CFOs, DoFs, Finance Leads from each STP organisation, Jonny
Gamble (Financial Planning Accountant, UHCW)

Enablers & Workforce
Interdependencies  IM&T
Estates
Content
Back office Back office collaboration to reduce the cost of back office functions across the system,
collaboration for example, through consolidating functions, standardisation and adopting best

Procaihity n NHS proides practice across the footprint
IM&T is identified as a key area to explore
Other potential targets for collaboration include Finance, HR & PMO

Interim Report

Consolidating clinical Consolidating clinical support services that are duplicated across the footprint can
support services reduce variation, achieve economies of scale and create efficiencies
f For example, through better utilisation of equipment, more efficient management of

workload and better deployment of staff
ﬁ . Potential targets for consolidation include pharmacy and pathology (building on existing

l' work)
06/12/2016
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Productivity & Efficiency Indicative Timeline
Oct Nov Dec Q1 Q2 Q3 Q4

Back office . Impact analysis . Business cases

collaboration . Assurance & . Implement g -
mobilisation ﬁandardise processes g

Consolidating Detailed impact analysis & scoping

clinical . Options appraisals for future model/s

support

. Business cases

functions > =
rAssurance & . Implement
mobilisation
Exploring . Initial scoping . Detailed impact analysis & scoping
il altee . Business cases
for > >
collaboration ' Assurance & ﬁmplement

mobilisation
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Productivity & Efficiency

1 Reaching agreement on services/functions to collaborate on whilst these
services/functions are supporting the individual workstreams

Engagement

Engagement of Service functions will be critical to ensure buy in and ownership of change

Outstanding Items & Next steps

Awaiting feedback from national benchmarking
ldentity service function leads to liaise with on scope of collaboration

Finance For the purpose of the Finance submission, Productivity and Efficiency
includes Solution 1 (Specialised Commissioning QIPP), Solution 2 (CCG
Business as Usual QIPP), Solution 3 (Provider Business as Usual CIP) and
Solution 11 (Consolidation of Elective services and Maternity &
Paediatrics)

The net effect of these solutions is £148.3m by 2020/21
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Productivity & Efficiency:
Example/case study

Pathology Network

Following the Lord Carter review into Pathology Services, Coventry & Warwickshire
health economy acted promptly to the recommendatlons to form a pathology
network: Coventry and Warwickshire Pathology Services (CWPS).

* Formed on 1 April 2008 between UHCW, SWFT & GEH, CWPS provides pathology
services to each of the stakeholder organisations, community services and GP
practices across the footprint, as well as private organisations and UK MoD.

* |t also has contracts with neighbouring community and GP services and provides
services for other STP footprints (e.g. Burton).

 The service is provided from three laboratory locations, with an increasing
development towards point of care provision, which supports our STP direction of
travel.

« CWPS also has SLAs for services it buys from other providers and brings economies
of scale by doing this on a footprint basis.

« CWPS is overseen by a Stakeholder Board comprising the Chairs and Chief
Executives of the stakeholder trusts and voting arrangements and equity stake
holding are laid out in an Accountability Agreement.

* Given this existing strong position, CWPS has contacted other neighbouring
footprints to assess any appetite for collaborating/joining CWPS to bring efficiency
benefits to other footprints at pace and scale.
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Collaboration between GEH and UHCW

Workstream Leads Andy Hardy (CEO, UHCW/STP SRO) and Kath Kelly (CEO, GEH)

Clinical Leads Meghana Pandit (Chief Medical Officer/Deputy CEO, UHCW) and Gordon Wood (MD, GEH)

Finance Leads David Moon (CFSO, UHCW) and Shahana Khan (DoF, GEH)

Workstream Team Joanne Guy (Head of Business Development, GEH), finance teams from both Trusts, clinical
leads from a range of specialties

Enablers & Workforce, IM&T, Estates

Interdependencies

Strategic Outline Case (SOC)

Workstreams to The preferred option for a service model across the two organisations including the
develop configuration of services and support functions
The potential impact of integration on clinical, operational and financial sustainability
The options for organisational form and their ability to deliver the potential benefits of the
integration
The steps required to move towards the preferred model and the potential resources
required
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SOC will include
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GEH & UHCW Collaboration

Strategic Outline Case (SOC)

Strategic case: A description of the current configuration of services and the
quality and financial issues that exist. Articulation of the preferred service model
option and how it was designed.

Economic case: An assessment of the benefits and costs of the preferred service
model option.

Commercial case: A description of the options for organisational form and how
they can deliver the benefits of alignment.

Financial case: Description of the costs of alignment and the impact on
organisational sustainability.

Management case: A high level implementation plan drawing on the
implementation plan described above.

Lack of clinical buy-in

Political opposition to change

Inability to make estate changes required e.g. theatres at GEH, right-size UH ED
Time to agree the preferred service model

Lack of sufficient capital to respond to agreed changes (e.g. right-sizing of UHCW
A&E) 50





Workforce

Roles & responsibilities

Lead Karen Martin, Chief Workforce & Information Officer, UHCW

Team Fiona Grove (Senior HR Business Partner, Arden GEM CSU - Primary/Community Care), Lorraine Nye
(Workforce Business Partner, UHCW - Acute Care), Wendy Bowes (Associate Director Workforce, UHCW), Janet
White (STP Programme Manager), Gill Satpal (Head of Employment Services, UHCW), Sarah Copley (WM HEE),
Caroline Macintyre (Head of Workforce Assurance, Arden GEM CSU), Caroline Samouelle (Associate Director
Organisational Development, SWFT), Ann Pope (Director of Human Resources, SWFT), Sue Wakeman (Director
of Human Resources, GEH), Marie Cooksey (Workforce Planning and Information Manager, GEH), Andrew
Ashford, (Workforce Information Officer , CWPT), Catherine Sills (WM HEE), Shajeda Ahmed (Associate
Director of HR, CWPT)

Baseline Analysis We have worked with colleagues from HEE and across the footprint to assess our
baseline workforce position.

Current Workforce Requirements  HR/Workforce leaders across the footprint have been asked to identify their
current workforce challenges so these can be collated and opportunities for
collaborative effort/remedy be identified.

Additional STP Workstream STP workstream leads have been asked to identify the particular challenges and

requirements/workforce changes  changes associated with their workstreams so more detailed workforce plans can
be developed that we know are aligned to need and delivery timescales. This is
very much “work in progress”.

There are workstreams with significant workforce requirements/challenges in their plans (P&P, M&P, PC) but the detail
of this is not yet clear. We will be getting early indications during w/c 17t October.

We know we have much work to do to ensure we have captured the requirements of the “here and now” and

, : . 51
workstreams’ future plans and are in a position to respond to them.
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Workforce

Maintain and update baseline assessment of ongoing workforce challenges and plans across the footprint

Support transformation workstreams to ensure safe staffing levels and appropriate skills are incorporated into their plans with
appropriate milestones

Work with communications & workstream leads to ensure they have plans to involve the workforce, including staff-side representatives
and unions

Work with P&E workstream on Carter savings and consolidation of back office functions including review of HR functions as well as
HR/workforce aspects of other service consolidations

Support above workstream in its activity around reduction in Agency costs

Support all transformation workstreams in their activity to reduce agency staff use (e.g. requirement around workforce costs in M&P
Options Appraisal workstream)

Close working with Primary Care Development workstream around workforce development requirements to support transfer of activity
to primary care/GP settings and to meet the existing workforce challenges in this sector

Work across the STP on common recruitment and retention strategies, plans and processes

Optimise a learning environment for current and potential staff across the footprint

Case study/Example

We are currently working with WCC on a reablement project — one workforce across Health & Social Care, planned for implementation
in Jan 2017. The workforce model is to include new and extended roles with WCC staff seconded to SWFT.

We are bidding to have a pilot site for Nurse Associate roles within the footprint and there are a number of apprenticeship schemes
ongoing, with plans to take advantage of the Apprenticeship Levy from April 2017.

We are exploring rotational working across organisational boundaries within the footprint and are exploring this further in end of life
care with Myton Hospice.
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Estates

Roles & responsibilities

Lead Jenni Northcote (Director of Partnership and Engagement, WN CCG)

C&W STP Estates Group (STP LEF) — decision Representation is from WN CCG, SW CCG, C&R CCG, GEH, CWPT,

making and oversight of the STP Estates UHCW, SWFT, Coventry & Warwickshire ICT Collaborative, NHS
activity, assess plans from other workstreams England, WCC, CCC, NHS Property Services, Community Health

and identifies interdependencies and Partnerships, and Rugby Borough Council. The STP Programme
necessary estates actions. Manager also attends.

Local Estates Forums (LEF) The STP wide combined LEF (described above) acts as main driver to

co-ordinate the STP Estates activities. Coventry & Rugby LEF has been
subsumed into the STP LEF, but WN CCG and SW CCG have retained
their separate Local Estates Forums.

The STP LEF operates with workstreams, programmes and project
groups to move the agenda of the STP and CCGs’ LEFs forward.

Resource An STP Strategic Estates Advisor has been nominated, in line with
national guidance, to support the STP process, especially in acting as a
sounding board / “critical friend” in the completion of the estates
requirements. The STP SEA for this locality is from CHP, Riana Relihan.

Workstreams and task & finish groups Both of these types of groups are set up and operating in taking
(workstreams are described in the following forward the STP Estates agenda: Worksteams are continuous and may
slide, a number of Task and finish groups are require updating and ongoing management protocols; task & finish
taking forward discreet pieces of work within groups are time limited and have an initial objective to respond to.

the workstreams).
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Estates

As an enabler to service
change

As a source of funds:
Capital Receipts

‘Big’ ideas or plans in
terms of estates that
responds and delivers
service transformation for
the STP footprint

Responding to the STP
Transformation
Workstreams

Identifying/ Confirming
the PLACE and HUB
localities

06/12/2016

Major change requires new or refurbished estate. Aligning primary, community and acute
services will require a very different primary care estate.

Retention in locality to be business case dependant i.e. making the case for re-investment.
There remains overarching policy that capital receipts all needs to go to the ‘central pot’ to
facilitate equitable future use. Discussion with DH ongoing to inform further clarity for
implementation stage.

More than relocation and shifting things about — so a review of the organisational estates
plans (including primary care premises plans) is required to re-align with STP priorities.
Ongoing treatment of risk has to be quantified and recognised in terms of resource
allocation, i.e. statutory compliance, H&S etc.

Consolidation of acute provision and other changes across the estate will become apparent
as consolidation plans emerge from the a transformation workstreams.

Potential impact of the large housing developments and their effect on provision as
specific sites in the future.

Options around the future estates provision.

Determining barriers to integrated use and co-location of services at premises. Estates
Operating Model (formerly “Single Estate”— best utilisation of estate to support service
delivery), review existing local initiatives, complete estates’ information collation, develop
STP-wide disposal list protocol, STP-wide approach to Planning consultation/5S106
applications, review multiple occupier and user premises, integration of children services,
and co-location of children’s services in key sites, better access to and utilisation of GMS
space.
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Estates

The main STP service priorities needed to deliver FYFV: The overarching challenges are Closing the Gap on Health & Wellbeing,

Transformation to close the Quality & Care Gap, and Achieving Financial Balance and Efficiencies. The key work streams set up are:

1 Planned Care- Redesign In-Hospital Programme focussing on Maternity and Paediatrics and planned care, initially focussing on MSK
2 Proactive and Preventative Care - Developing existing Out of Hospital Care, including preventative care and early intervention

3 Developing an integrated Urgent & Emergency Care service — including Out of Hours, a new stroke pathway and simplified access to
Urgent & Emergency care

Productivity and Efficiency — identifying savings opportunities through whole system working
Primary Care Development
Digital Roadmap/IM&T

Workforce

O N o u b

System change - Accountable Care System

The STP is setting targets for the service workstreams and delivery of these will require estates as an enabler in some cases, but this

will be dependent on Business Cases. A specific efficiency target for estates has therefore not been set and it is recognised that estates
may require variable levels of investment.

1 Review land and site utilisation for University Hospitals Coventry & Warwickshire, South Warwickshire FT and George Elliot sites for
potential reconfiguration and rationalisation

2  Establishing a new renal unit in a community facility in Coventry city centre bringing activity off acute site

3 Defining the collaborative estates governance model to support the ‘system implementation’ and efficiencies (shared resourcing and
expertise with combined/ single accountability

4  Review barriers to better premises utilisation by looking at three different categories of community and primary care buildings
5 Resourcing and expertise at both programme and work stream level very limited

All organisations have existing capital plans, mainly to address outstanding maintenance and to keep facilities safe and fit for purpose

(e.g. replacement of theatres at Hospital of St Cross). Given the limited capital available, there are no major estates plans being worked up

currently that are specifically connected to the STP. However, the GEH/UHCW Collaboration activity may result in Estates Capital schemes

(e.g. right-sizing of UHCW A&E). 55
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Lead

STP IM&T
LDR
Group

Strategic
journey -
Coventry

Strategic
journey -
Warks
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IM&T/Digital Roadmap

Roles, Responsibilities & Timeline

Steve Jarman Davies (Director of Performance and Planning, CR
CCG)

Senior representation (including Directors of ICT) from all STP
organisations and WMAS, C&W ICT Collaborative and CSU. The STP
Programme Manager also attends. Clinical representation is
provided by the LDR lead clinicians (Medical and nursing).

UHCW procure and deploy an integrated EPR solution which is
developed to have the potential to fulfil the long term vision —
2018/19

Options for future deployment with Coventry City Council to be
considered as the LDR and STP progress and business cases are
developed.

Develop the final business case and agree to deploy to other
Coventry health organisations, including the Coventry and
Warwickshire Partnership Trust —2021/22

Outcome - Electronic Citizen Health Record for Coventry

Explore a business case to move South Warwickshire Hospital to
same integrated solution as Coventry and Rugby and deploy
2021/22

Explore a business case to move Warwickshire Out of Hospital Care
to same integrated solution and deploy 2021/22

Explore a business case to move Warwickshire County Council to
same integrated solution and deploy 2022/23

Outcome — Coventry and Warwickshire Electronic Citizen Health
Record

All Citizens

Human Factors
Training/
Change Management

Public Health/
Citizen & Patient
Engagement

Research/
Informatics/Genomics

Innovation
Eco-system

Whole System

&

Electronic Citizen Record (ECR)
Programme

Warwickshire

Z

ea ellbeing Board(s

i

Digital Transformation

Board
Coventry
City Council

H

Coventry
& Rugby
CCG

Other organisations;
*  Warwick University

« Coventry University

«  WMAS

* Schools

* Police/Fire
o Third Sector

North CCG

Warwickshire
County
Council

South
Warwickshire
CCG
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Out of Hospital Care

Acute

CWPT

SWFT

North Warks GP

Coventry &
Rugby GP

South Warks GP

Warks CC

Coventry CC

UHCW

GEH

SWFT

IM&T/Digital Roadmap
2017 | | 2018 | | 2019 | | 2020 | 2021 |
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IM&T/Digital Roadmap

Strategic Vision In line with the C&W STP, to deliver an integrated health and care system (enabling us to become ‘the
healthiest community in the UK’)

Integrated electronic citizen health record

To enable the move over time to implement accountable care and outcomes/values-based care models
Key drivers Improving patient experience

Reducing duplication

Reducing medication errors
Enabling integrated working

Next steps Technology leads of all organisations to drive delivery of LDR in support of the STP
LDR Technology Leads Group, Chaired by the Coventry and Warwickshire CCIO, being set up in October 2016
Terms of Reference of the Group drafted and to be agreed by Digital Transformation Board in November 2016

o =

Innovation One Size Fits Al

Modernisation, Transformation and

“ Personalized Medicine
*  Changing behaviours Fragmented, One Way ” Integrated, Two Way
* Engage and empower citizens and . _ ,
. Provider Centric - Patient Centric
patients (self-care)
. Changing the way we work Centralized, Hospital-based ﬂ Decentralized, Community-based
* Clinical decision support Fragmented, Specialized q Collaborative, Share Information
* Effective population health management Blocedom based d Otfoomesbatad
Treating Sickness ” Preventing Sickness (Wellness)
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Communications & Engagement

Roles & Responsibilities

Lead/s

Communications Group (Weekly
conference calls & meet as required)
STP Communications & Engagement
meeting

STP Engagement sub-Group

Voluntary Sector (building on earlier
workshops around Mental Health,
Urgent Care, Frailty & high level STP
briefing)

Healthwatch (attend STP
Transformation Board)

Health & Wellbeing Boards (building on
briefings with development session on
STP on 13t Oct)

HOSCs (as required)

LMCs (members of STP Design
Authority)

STP Design Authority (meet as required)
06/12/2016

Communications — Kerry Beadling (Head of Communications, UHCW)
Engagement (Big Conversation) — Andrea Green (Accountable Officer, WN and C&R CCGs)
Design Authority (Chair) - Guy Daly (Dean, Health & Life Sciences, Coventry University)

Communications Leads from all STP organisations

As above plus Healthwatch (Coventry & Warwickshire, represented by CEO Healthwatch
Coventry), chaired by Kerry Beadling
CCG and Local Authorities — chaired by Andrea Green

Rob Allison (Director of Policy & Partnership, VAC)

Paul Tolley (Chief Executive, Warwickshire CAVA)

Janet White (STP Programme Manager — STP) - STP

Justine Richards (Director of Strategy & Business Development, CWPT) — Mental Health & Out of
Hospital

Jim Davidson (Associate Medical Director, UHCW) — Urgent Care & Frailty

Ruth Light (Chief Executive, Healthwatch Coventry)
Chris Bain (Chief Executive, Healthwatch Warwickshire)

Gereint Stoneman (Health and Wellbeing Delivery Manger, WCC)
Liz Gaulton (Deputy Director Public Health, CCC)

Gail Quinton, (Executive Director — People, CCC)
John Dixon (Strategic Director of People Group, WCC)

Maggie Edwards (Executive Officer) & Sarah Mathews, Jamie MacPherson, Terry Eaton, (GPs,
Cov LMC)
Andrew Kennedy (Chairman) & Dave Weston, Bill Fitchford, Lesli Davies, (GPs, Warks LMC)
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Communications & Engagement

Examples/Progress

HWB Boards have been briefed regularly both at joint Coventry and Warwickshire development
sessions and at board meetings.
In addition, HOSCs have been briefed, when requested.

Building on previous workshops with the Voluntary Sector on Frailty, Mental Health and Urgent Care,
a high level briefing on the STP (process and approach) has taken place.

Senior Management teams at organisations within the STP have been briefed and initial staff
briefings have been included in various staff newsletters etc. within the individual organisations’ staff
communications routes.

An initial Communications & Engagement Strategy for the STP was presented to the STP
Transformation Board in August.

An Engagement Strategy for Pre Consultation (Big Conversation: A route-map to delivering the Five
Year Forward View) has been developed and will be going to the STP Transformation Board in late
October.

This strategy has been developed to respond to concerns raised by our Healthwatch colleagues and
conforms to the Healthwatch good engagement charter.

An Engagement Plan for the “Big Conversation”/Pre Consultation between October 2016 and the
end of March 2017 has been developed aligned to national priorities (e.g. 5YFV, Better Births, MH
5YFV etc.).

Communications, engagement and formal consultations (staff, patients and public) around specific

transformation plans will take place as and when appropriate to these plans.
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SWKONP STP Briefing for local councillors Dec 2016-4.docx
Coventry and Warwickshire NHS Sustainability and Transformation Plans (STPs)

A Briefing prepared by campaigners from South Warwickshire Keep our NHS Public

SWKONP.



Introduction.



Locally, Trust, councils etc. are being forced to fulfill national policies of squeezing the NHS and social services. The gap in funding at national level has been largely manufactured by political decisions. These are part of the ‘austerity’ policy, but they go back much further. In history, changes have been forced on governments by grass-roots and local opposition. But following this policy is not inevitable. Fortunately, we live in a democracy. After all, the vote is just one example of a benefit won by local campaigning!! 



I am writing to you to ask you to oppose the STP locally, as a step in saying ‘the buck stops here’. Ordinary people, NHS staff and councillors have a voice. We need to use it and not accept as ‘inevitable’ political decisions that worsen our lives. Campaigners are not against ‘change’. But change has to be for the better. Downgrading health care under the euphemism of ‘improvement’ is not only bad for society, but in the long run, makes no sense economically. Please read the following notes, which provide evidence and arguments for opposing the STP.



STPs.

STPs are driven by a combination of NHS underfunding, new budget cuts, and the Government’s determination to shift the NHS from a clinically-driven service towards US-style models that fit more readily with private insurance-based and corporate-managed healthcare. That is behind the Accountable Care Organisation model. These changes will have a devastating impact on the NHS and on services and healthcare for local people.



Here in Coventry and Warwickshire (C and W) the aim is to save £267 million, largely by ‘reducing demand’ for healthcare. We have waited too long for the publication of the STP. Our area was one of 6 of the 44 ‘footprints’ which had not published by the end of November. We (SWKONP) requested it via a Freedom of Information enquiry in September and it was refused. Now it is out in the open, it is so full of jargon, euphemisms, hollow phrases and uninformative ‘pretty’ graphics, that it is not a basis for informed opinion, let alone consultation. There is no information on specific services, funding, workforce changes or sites. The Appendices giving this detail have been submitted to NHSE, but remain secret, with FOI requests across the country refused. Instead the STP is replete with vacuous intentions for happier populations keeping themselves healthier and out of hospital.

'Everyone will submit an STP because they have to, but it means there is a lot of blue sky thinking, and then a lot of lies in the system about the financial position, benefits that will be delivered - it is just a construct, not a reality.' Julia Simon, until September 2016, Head of NHSE Commissioning Policy Unit.



How STPs will affect the NHS

A Health Service Journal poll of leaders of England’s 209 Clinical Commissioning Groups has revealed the extent of “service changes likely or planned” over the next 18 months[endnoteRef:2]:  [2:  http://www.telegraph.co.uk/news/2016/10/30/almost-half-of-nhs-authorities-to-cut-hospital-beds-and-third-to/] 


· 52% would be closing or downgrading community hospitals. In Coventry and Warwickshire, leaks have suggested that George Eliot is set to lose A&E and maternity services. We do not know where else there is planned downgrading. 

· 46% were planning an overall reduction in in-patient beds. Again, we have not been told – but the STP Board must know the plans and the emphasis on more ‘out of hospital care’ suggests planned reductions of beds, or not keeping up wit demand. 

· 44% intend to centralise elective services. 

· 31% would be closing or downgrading A and E. In C and W, we only have University Hospital Coventry and Warwickshire and Warwick Hospital with full A&E. St. Cross in Rugby only has an Urgent Care Centre, ‘a service through which patients can access some of the urgent care services they may need’, and a minor injury and minor injury centre. Stratford hospital only has a minor injury unit. Now to threaten to close A&E in Nuneaton George Eliot would make an already overstretched C&W a real danger zone. What risk assessment has been done? This threatened closure must be opposed.

· 30% intend to close an urgent care centre or similar provision. Walk-in centres have already been closed locally.

· 23% are planning an overall reduction in acute services staff

· 23% intend to stop in-patient paediatrics in one or more hospitals

· [bookmark: _GoBack]21% would be reducing consultant-led maternity provision. The C and W STPs want more ‘home-births’. Reducing full hospital maternity provision sounds like a return to Victorian Britain. 

· 

Funding

· £22bn cuts to be imposed through 44 STPs across England by 2020-21: £267 million in C and W.

· No growth in services despite sharply rising costs, growing population numbers and rising health needs means a devastating decline in what’s available to individuals. These are CUTS, masked by ambiguous and hollow language. 



Britain as a Low Health Spender

Let’s get these enforced cuts into perspective. Britain is now becoming the ‘sick person of Europe’.



Britain’s spending on its health service is falling by international standards and, by 2020, will be £43bn less a year than the average spent by its European neighbours, according to research by the King’s Fund.

The UK is devoting a diminishing proportion of GDP in health and is now a lowly 13th out of the original 15 EU members in terms of investment, an analysis for the Guardian by the think-tank’s chief economist shows.

Prof John Appleby also found that the government’s decision to increase the NHS’s budget by far less than the anticipated growth in GDP meant the service would miss out on what would have been an extra £16bn by 2020.[endnoteRef:3] [3:  See https://www.theguardian.com/society/2016/jan/20/nhs-funding-falling-behind-european-neighbours-kings-fund-research] 




Relative spending on health in Europe (new definitions include social care

		

		% GDP spent on health (new definitions) 2013/14 OECD figures.

		$ per head on healthcare



		France

		11.1

		4,367



		Germany

		11.0

		5,119



		The Netherlands

		10.9

		5,277



		Norway

		9.3

		6,081



		Sweden

		11.2

		5,065



		Switzerland

		11.4

		6,787



		United Kingdom

		9.9

		3,971



		Average (excl. UK)

		10.7

		5,264







UK spending on healthcare is significantly below the average of major European economies[endnoteRef:4]. If the UK were to increase its spend to 10.7% of GDP, this would equate to an extra £15bn pa.  [4:  https://chpi.org.uk/wp/wp-content/uploads/2014/11/CHPI-Long-term-sustainability-NHS-submission-to-House-of-Lords.pdf] 




According to the King’s Fund in 2009 the gap between UK and EU spending on health care as percentage of GDP was narrowing - UK 8.8 per cent, the other EU-14 10.1 per cent. Since then, however, the gap has started to widen (particularly against countries that weathered the global financial crisis better than the UK) and looks set to grow further. UK GDP is forecast to grow in real terms by around 15.2 per cent between 2014/15 and 2020/21. But on current plans, UK public spending on the NHS will grow by much less: 5.2 per cent. This is equivalent to around £7 billion in real terms – increasing from £135 billion in 2014/15 to £142 billion in 2020/21. As a proportion of GDP it will fall to 6.6 per cent compared to 7.3 per cent in 2014/15. But, if spending kept pace with growth in the economy, by 2020/21 the UK NHS would be spending around £158 billion at today's prices – £16 billion more than planned.[endnoteRef:5] [5:  . https://www.kingsfund.org.uk/blog/2016/01/how-does-nhs-spending-compare-health-spending-internationally] 


The crisis in NHS funding is not only about ‘austerity’ policy. Billions have been wasted through privatisation and marketisation policies.



Waste of internal market. 

From the 1950s through to the 1960s, the NHS was one of the most efficient and cost effective health systems in the world, providing quality universal health care at a fraction of the cost of other systems – around 4 per cent of GDP. But costs went up as soon as the ‘internal market’ was introduced in the 1990s. Administering the artificial ‘marketplace’ created by successive governments to allow both NHS and private ‘providers’ to compete with each other to offer services to NHS and other ‘purchasers’ became hugely expensive . No-one knows the exact cost of this bureaucratic ‘marketplace’. Dr Jacky Davis and other doctors and campaigners including the National Health Action Party have put it at £10billion a year. The Centre of Health & the Public Interest put it at a ‘conservative’ £4.5billion a year. Even the most conservative of these estimates is a yearly amount which would, if re-directed away from useless market activities, fund both the £2billion annual NHS shortfall and free critical social care to everyone, which the Kings Fund’s Barker Commission recently said would cost  ‘substantially less’ than £3billion a year. Despite fierce urging from expert MPs to look at what the ‘market’ costs the NHS more closely, the government, mainstream media, think tanks and policy makers have dismissed, ignored and even suppressed this information, with unevidenced assertions that ‘modern healthcare systems’ need vastly expensive bureaucracy, market or no market.[endnoteRef:6]  [6:  https://www.opendemocracy.net/ournhs/caroline-molloy/billions-of-wasted-nhs-cash-noone-wants-to-mention.] 




The Private Finance Initiative has saddled Trusts and the wider NHS with huge debts. This was a policy for private companies to build hospitals (and other buildings) and then lease them back, together with maintenance services, to the public sector at huge cost. The new University Hospital Coventry and Warwickshire is a key example. The hospital cost £440 million to build, but Projectco is guaranteed an income of £3.3 billion over 30 years, including facilities contracts. The annual payment is £86m alone, still leaving another £3.3billlion to pay off on the 39-year deal. The cost to the public of paying off all the PFI projects in the West Midlands will be £12.7billion. Schemes have racked up a gigantic bill for the region, expected to cost £399million in the next year.29 May 2015. 

Nationally, PFI will cost the country £300 billion  - £10 billion per year by 2017/18 – yet this is never mentioned.[endnoteRef:7]  [7:   https://www.theguardian.com/politics/2012/jul/05/pfi-cost-300bn; http://www.coventrytelegraph.net/news/coventry-news/coventry-university-hospital-maintenance-pfi-9355800 More background: https://www.opendemocracy.net/ournhs/joel-benjamin/seven-things-everyone-should-know-about-private-finance-initiative] 


PFI was supported by New Labour as well as Conservatives. There is cross-party agreement locally that this scheme is a huge waste of tax-payers’ money. 



Lack of evidence to support NHS England’s Five Year Forward View (5-YFV) ‘new models’

· The NHS has a proud track record of evidence-based practice. This is all but abandoned in the 5-YFV. 

· The ‘new models of care’ are cost-driven. We campaigners don’t oppose changes to services – but changes need to be driven by combination of clinical need & requirement for good patient access and rigorously assessed against these criteria. 

· STP changes are being imposed with no such assessment, and lack of valid, peer-reviewed research evidence-base. Anecdotes claiming success are routinely substituted for valid evidence that also takes account of a wider picture. Examples include: 

· decisions to focus services on specific outcomes often take no account of the impact on patients with multiple conditions who may lose co-ordinated care. 

· Arguments about the need to centralise highly complex specialized care are misused to justify closure of units offering excellent care for routine conditions. Often no account has been taken of increased risks of extended blue-light journeys to A&E or difficulties for patients and visitors facing longer journeys. 


The New Models of Care for the NHS mean:

· Fewer sites for NHS services – people will have to travel further for healthcare.  We can’t assume a reduction in locations is acceptable without full analysis of travel implications for local patients and visitors - especially the impact on elderly or disabled relatives, families with children and people with limited English.

· Specialist hubs: some specialist focus is needed for complex and rare conditions – but not for routine health issues where local services and accessibility / travel are more important. Local clinicians could access specialist advice if needed via good NHS networks.

· Selling off the NHS family silver/estate. A one-off boost for treasury finance, with few or no guarantees for local funding. When it’s gone -much of it handed over to private housing - it’s gone forever. 

· No new capital money – so rely on Private Finance Initiative 2  - Many of the new models of care require different, potentially larger premises than currently available. We fear a repeat of disastrous consequences of PFI (the Private Finance Initiative).

· Reliance on enhanced self care, Skype apps and unproven technology to avoid hospital admission and clinical care amounts to magical thinking! And relies heavily on unpaid family carers (mainly women). 

· A major shift of services away from hospitals and back towards primary care – Overstretched GPs will be expected to take on additional outpatient work. The most vulnerable and socially excluded patients and families & women will be hardest hit. 

· Consultancy costs. Restructuring of the NHS involves less clinical, more corporate management. Ripe for privatisation. An FOI request to the drafters of Transforming Services Together found they had spent £3.5m on 20 corporate consultants, while the STP drafters had spent £800k on consultants in a matter of months.

· Data-sharing.  We are very concerned about proposals to share confidential medical data across a range of health and social care providers, leading to major potential for confidentiality breaches. 



Downgrading professional staffing

· Between 2005/6 and 2013/14, total investment in general practice fell by 6 per cent – equivalent to nearly £560 million. This is in contrast to a real rise in total NHS spending of 4.4 per cent since 2010/11. In recognition of this, in January 2015, the government committed to investing £1 billion over four years through the Primary Care Infrastructure Fund. But GPs fear the money  will be diverted or fail to deliver promised investment in GP premises.[endnoteRef:8] [8:   http://www.gponline.com/bma-surveys-gps-amid-fears-1bn-infrastructure-fund-failing-benefit-practices/article/1371410.] 


· Development of new roles such as Physician Assistant/ Associate (PA) (just 2-years’ training) are part of a general move to reduce costs while de-professionalising (dumbing down) the NHS and heightening management control.

· These changes have a poor evidence base, often reporting ‘acceptability’ rather than outcomes. Evidence for success is often anecdotal and much of the ‘research’ would not meet professional standards or peer-review requirements.  

· Proposals to engage PAs rather than experienced nurses have been justified by ‘too many professional limits’ placed by professional bodies on nurses!

· There is no mandatory registration for PAs, raising major concerns about regulation.

· There is robust (and unsurprising) evidence that PAs are less effective than doctors at diagnosis 

· BMA warnings that PAs are not a substitute for fully trained doctors are likely to be ignored and there are concerns that PAs will not recognize important signs that a fully trained doctor would spot.

· Pressure to grant PAs independent prescribing powers will lead to enhanced risk to patient safety and increased risk that PAs will be used to substitute for, rather than support, doctors.

· Concerns that GP receptionists may in future be triaging patients and directing them to PAs who will miss more subtle indications.

· Concerns that patients directed to PAs are more likely to be elderly, vulnerable, speakers with poor English etc – while articulate middle class patients will be able to get GP appointments.

· Similar concerns apply to other proposed new roles, substituting minimally trained staff for professional clinicians, nurses, pharmacy and professions allied to medicine throughout the NHS. 

· As the Nuffield Trust puts it:  ‘……. In the future, care will be supplied predominantly by nonmedical staff, with patients playing a much more active role in their own care. Medical staff will act as master diagnosticians and clinical decision-makers’.[endnoteRef:9] [9:  http://www.nuffieldtrust.org.uk/publications/reshaping-the-workforce] 




Implications for community care services

· Local Councils have already presided over 30% cuts in adult social care, with over 400,000 fewer people receiving social care services since 2010, and those in receipt getting fewer hours[endnoteRef:10].  We have not heard councils explaining these cuts and protesting loudly and very publicly about them.  [10:  https://www.adass.org.uk/media/4345/key-messages-final.pdf] 


· Local councils have outsourced the future of the social care sector to large financialised businesses which want to be paid more for doing the same (with no questions asked about their accounting and finance decisions). These businesses manoeuvre politically to reduce risk and avoid consequences, while threatening to hand back vulnerable residents when they go bust[endnoteRef:11]. [11:  http://www.cresc.ac.uk/medialibrary/research/WDTMG%20FINAL%20-01-3-2016.pdf] 


· We are concerned that Councils will preside over a similar demise of our NHS.

· Fewer hospital beds, and early discharge mean more pressure on GPs, primary care and community care services.  The changes will mean repeated tightening of eligibility criteria and more people excluded.

· Social care staff increasingly required to take on tasks previously done by NHS professional staff.  Safety risks and extra burden on family carers, predominantly women, and vulnerable patients have not been evaluated.

· “There is a myth that providing more and better care for frail older people in the community, increasing integration between health and social care services and pooling health and social care budgets will lead to significant, cashable financial savings in the acute hospital sector and across health economies. The commission found no evidence that these assumptions are true.”[endnoteRef:12] [12:  https://www.theguardian.com/society/2014/nov/19/parties-plans-nhs-future-wishful-thinking-experts] 




A better future for the NHS: the risks and The NHS Reinstatement Bill

· Our health service is being re-modelled in a way that will be ripe for wholesale privatization and insurance-based care, leaving a low quality rump NHS for those who cannot afford private insurance. 

· We are very concerned that this is the Government’s plan for future healthcare.

· At least £4.5bn per year is wasted on simply managing the NHS market, and more on private profit

· Procurement Rules mean that any marketised service is prey to international healthcare corporates. 

· There IS an alternative to this wholesale devastation.  We want out Councils to support the NHS Bill[endnoteRef:13] that will reinstate a publicly funded, publicly provided, accountable NHS. This Labour private members’ Bill, drafted by Professor Allyson Pollock and barrister Peter Roderick, is supported by Labour, the Greens and the SNP, and will receive a second reading in Parliament on 24th February 2017.   [13:  www.nhsbill2015.org/

] 




What we want from CCGs and councils

We understand and accept that CCGs and Councils are required to manage sharply diminishing resources – but we ALSO expect our political representatives, together with other councils, to explain and protest the devastating impact of these cuts and service changes to local people, and refuse - as other councils have done - to sign up to the STP.  We also want our councillors to campaign forcefully for the NHS Reinstatement Bill.  

The NHS will last as long as there are folk left with the faith to fight for it.  Aneurin Bevan, 1948

Yours sincerely,

Anna Pollert (Chair/Secretary) South Warwickshire Keep our NHS Public.
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Press release SWKONP 6 December 2016

STP – too little, too late and an insult to the intelligence



Contact: Anna Pollert, Chair of South Warwickshire Keep our NHS Public,  07930 543 370, 01926 744669, anna.pollert@gmail.com



.



The Sustainability Transformation Plan (STP) for Coventry and Warwickshire was published on 6th December, yet it begins by stating it is the ‘October submission’. Why has it been sat on until now?



The plan is not a basis for consultation with the public. It is full of hollow language and jargon which conceals what it is about: cuts to our services by ‘reducing demand’. Somehow, we are supposed to stay healthy and happy, ‘independent’, and keep out of hospital. The pretty graphics, empty news-speak and lack of concrete information about the plans are an insult to the intelligence of the public.



Nowhere are there details of financial and workforce implications of the STPs. These are in appendices, which NHS England has, but have been withheld. 



The plan is to cut £267 million from the health budget by 2020/21, as part of NHS England’s Five Year Forward View (FYFV) of saving £22 billion by this date. The ‘efficiency savings’ will make the NHS unworkable as a clinically driven service, and prepare it for takeover by US-type, private insurance companies. This is what the proposed model of Accountable Care Organisations, mentioned in the STP, means. How will these cuts impact on social care, which has suffered a 20 per cent cut over the past five years? And as the NHS deteriorates through these cuts, the government will say it needs privatising. That is the hidden agenda.



Incurring cuts is a political choice. UK spending on the NHS is falling behind the EU average of 10.7 per cent of GDP and on current projections will have dropped to 6.6 percent of GDP by 2020. NHS funds have been squandered on running it as a market, with competition between public providers and with the private sector. At a conservative estimate, this is £5 billion a year wasted. It doesn’t have to be this way.



The Coventry and Warwickshire STP disguises cuts by speaking of ‘empowering’ people so they can be more ‘independent’, keep healthy and stay out of hospital. Better out of hospital care sounds great – but how does this tally with a 40 per cent reduction in district nurses across the country in the past five years? Where will the staff come from, and how will they be trained and paid? The STP talks of more care to the primary sector, but how can GPs, already overstretched, take on any more without extra resources? The STP uses news-speak to camouflage discriminating against smokers and obese people by rationing their care – something already being done in some areas of England, and which is against the NHS constitution. And it is easy to see through the jargon that it intends to reduce hospital maternity care and increase home-births – taking us backwards by 50 years! Talks of ‘service reconfiguration’ and ‘consolidation’ disguises the plans to close A&E at George Eliot hospital in Nuneaton and move it to University Hospital Coventry and Warwickshire (UHCW). ‘Risks’ overall are mentioned twice in the plan, but nowhere is there a serious reference to proper risk assessment of the consequences of these cuts.



Not only is the STP too vague as a basis for consultation, SWKONP asks how can there possibly be time to consult councillors and the public, given that NHS England and NHS Improvement published 'NHS Operational Planning and Contracting Guidance 2017-2019' on STPs on 22nd September, which give the national deadline for signing contracts between contractors (primarily Clinical Commissioning Groups) and providers by ‘aligning final operational plans with contracts’ as December 23rd[endnoteRef:0].  [0:  https://www.england.nhs.uk/wp-content/uploads/2016/09/NHS-operational-planning-guidance-201617-201819.pdf

] 




Given the delay in publishing the STP, and the vague and hollow words of its current form, SWKONP demands full publication of the financial, workforce and estate appendices of the STP, and public, written assurance from the STP leader and CCGs that the December 23rd deadline for signing contract will not be achieved, and that permission to miss it will be provided by NHS England. Warwickshire County Council has a timetable for consultation with the council and Health and Wellbeing Board which goes will into the New Year; there needs to be a proper plan for consulting with the Adult Social Care and Health Scrutiny Committee, and the CCGs involved in the STP, which have a statutory duty to consult with the public, must publicise a clear timetable of how and where they intend to consult the public.
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https://keepournhspublicoxfordshire.org.uk/2016/12/06/sustainability-and-transformation-plan-stp-a-brief-summary/



Sustainability and Transformation Plan (STP): A Brief Summary

Gus Fagan, 6 December 2016

 

The Conservative Government is committed to a strategy of reduced state spending in the public sector (welfare, health, education) and the marketisation (privatisation), where possible, of public services. 



The Health and Social Care Act (2012) forced the Clinical Commissioning Groups which purchase health services locally to do its purchasing on the open market. STPs are another top-down reorganisation of the NHS which forces it to deliver services on a reduced budget. STP means cuts. In official language they are described as efficiency savings.



Nationally the NHS has to save £22 billion between now and 2010. To deliver these savings the country has been divided into 44 footprints. Our local footprint is the BOB (Buckinghamshire, Oxfordshire, West Berkshire) and here the NHS has to save £479 million.



Cuts to services

To achieve these savings, there are planned cuts to services:

• community hospitals will be closed

• beds at the John Radcliffe will be reduced

• the Horton Hospital in Banbury will become a day hospital



Other savings will be made the following areas:



Workforce savings

The plan is to save £34 million on workforce costs.

· a smaller workforce that can be flexibly employed across the BOB area

· a reduction in skill levels: reduction of nursing grades and increased use of healthcare assistants

· recruit staff from outside the UK

· standardise pay and conditions across BOB area



Since they are unlikely to achieve this saving through the employment of lower grade staff, it will have to mean a significant cut in staff relative to need. Without cuts and other efficiency measures, the STP document estimates that workforce numbers would need to increase by 4,527 (whole time equivalent) by 2020/21 in view of increased need. The STP plan would see an increase of just 978. This would be an effective reduction relative to the greater need.



Savings from working ‘at scale’

This would mean delivering services at fewer sites covering larger areas.

• GP services will be reorganised in locality ‘hubs’ serving populations of 80,000 to 200,000

• one central commissioning body would purchase services for the whole BOB area

• specialised acute services (cancer treatment, complex surgery, etc) would be centralised in the larger hospital trusts



Savings in ‘specialised services’

The plan is for savings of £60.2 million in commissioning of specialised services (these are services usually found in larger hospital trusts such as dialysis, special cancer treatments, genetic disorders). It is unclear from the document what this would entail.



Savings from shifting patient care from acute services to primary care and social care

The plan here is to shift health care as much as possible from the expensive hospital sector into the community, to GP services, social care, and ‘self care’.

– ‘more care provided closer to home through strengthening the availability of services available within primary care’.

– ensuring that ‘patients, their families and carers are empowered to take more control over their own care and treatment’.



The problem here is that that both GP services and social care are in crisis. And this crisis is basically a product of underfunding. Without a dramatic increase in investment in social care, it’s hard to see how the social care sector could cope with increased demand.



Savings from sale of property

The document suggests that extra funds for the NHS could be had from property sales. There is no information on which property or the amount of anticipated capital from these sales. The suspicion is that community hospital sites could be sold off. The document speaks of ‘community hospital buildings which require repair and are not fit for modern needs’.



Savings from ‘lower cost of services procured’

The plan promises savings from: ‘Reduced CSU, CCG & Trust management time required and lower cost of services procured.’ It’s difficult to see how reduction in ‘time required’ for existing management of CCGs and hospital trusts on fixed salaries could produce savings but what is interesting here is ‘lower cost of services procured’. This has traditionally been a signal for procurement from private providers.



STP structure

At the top of STP (theoretically) are the statutory bodies: Trusts, Clinical Commissioning Groups (CCGs), Health and Wellbeing Boards, Local Authorities, NHS England, NHS Improvement.



Then comes the STP Oversight Board consisting of: CEOs of CCGs, NHS Trusts, Local Authority representatives, CEO of Academic Health Science Network (AHSN), Head of Health Education England, NHS England, NHS Improvement, Healthwatch, AgeUK, Fire service, Police.



Below that is the STP Delivery Board involving AHSN, STP Lead, Finance, NHS England, NHS Improvement, Local Authorities and the three local system leaders (Stuart Bell, Neil Dardis, Cathy Winfield).



CCGs: A Commissioning Executive across the 7 CCGs in the BOB area has been established to improve commissioning efficiency further and support delivery of the STP plan. The Executive will initially focus on specialized commissioning, ambulance services, 111, mental health, and cancer.



Although statutory bodies are listed as being at the top of the STP structure, it must be noted that local authorities have not really functioned at that level. For instance, members of the Oxfordshire County Council’s Health Overview and Scrutiny Committee (HOSC), whose duty it is to scrutinise ‘substantial changes’ in the health service, were completely in the dark about the actual contents of the STP.



Powers of the Health Overview and Scrutiny Committee

‘Under Regulation 4 of The Local Authority (Overview and Scrutiny Committees Health Scrutiny Functions) Regulations 2002 a NHS body must consult the Committee, where it has under consideration any proposal for a substantial development of the Health Service or a substantial variation in the provision of such service…



The Committee may report to the Secretary of State in writing where it is not satisfied that: consultation has been adequate in relation to content or time allowed. …



Where the Committee considers that any proposal would not be in the interests of the health service in Oxfordshire, it may report in writing to the Secretary of State who may make a final decision on the proposal….’



What we object to in STP

1. Secrecy: STP involves a massive reorganisation of healthcare which was formulated in secret with no input from local authorities, GPs, patients or public. At the same time, bodies with a heavy bias towards ‘public-private partnerships’, such as the Academic and Health Science Network, have been very influential in the preparation of STP and are involved in the leading its implementation.



2. It means cuts in services at a time when it is recognised that there is growing need for healthcare services. There are cuts to community hospitals, hospital beds, and specialised services.



3. Reductions in healthcare staff in the face of increasing need.



4. Reductions in the quality of care through the reduction in nursing grades and increased use of healthcare assistants.



5. Absence of meaningful consultation with patients and the public and even failure to communicate STP information to the local authority’s Health Overview and Scrutiny Committee which has the legal duty to scrutinise any ‘substantial development’ or ‘substantial variation’ in heal services.





6. Shift of hospital services to GPs and social care at a time when these are in profound crisis due to underfunding.



7. Centralisation of services in big hospital trusts and community hubs which move services further away from patients.



8. [bookmark: _GoBack]Dramatic increase in the acceptable norms for home-to-hospital ambulance time. The document claims that ‘96.1% of the population is within 60 minutes’ drive time of acute services’. Patients in Banbury would have to be taken over 25 miles to the John Radcliffe. The STP document estimates that this would take 40 minutes.
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 DRAFT 

A Peoples’ Statement on the Hampshire and Isle of Wight Sustainability and Transformation Plan 



The signatories to this Statement are seeking to highlight concerns about the implications of the STP on our communities and to demand that these are fully explained to local people, rather than just shared and debated privately within closed circles of “important” decision makers. The STP will affect everybody and everybody needs to make their voices heard. 



The thinking behind the STP is worrying. Statements have been made that that 3 out of the 6 acute hospitals in HIOW will be unsustainable in the next 5 years, or that 30% of GP practices will be unsustainable by 2020/21. It is planned to lose circa 300 hospital beds (it could be more) and dispose of almost 20 %of the NHS estate. The STP offers no real solutions and no more funding to address the looming crisis in social care. 



The STP makes the assumption that through a combination of “efficiency and transformation” and using £60m of extra government support it will close a £577m gap by 2020/21. It is not yet clear whether the “additional” £60m of funding has been secured or what the financial position will be for the whole 5 years that the STP is intended to cover. 



This gap is for the NHS alone. It does not reflect the financial challenge in social care although the interdependencies between health and social care are significant; they cannot be considered in isolation of each other. It would appear that a funding gap of £192m is assumed for social care in the period 2020/1 making a total of £769m. One local government leader has estimated that the shortfall in funding across the system in HIOW is of the order of over £1 billion. 



Local people will take some convincing that the “new models of care” that are sketchily proposed to address the problems, with their increased emphasis on “self care”, are really as positive as they sound, and not just part of an ongoing agenda of cutting services. 

We believe that local authorities, elected councillors, Health and Wellbeing Boards and the local Healthwatch in each area should as a matter of course be fully involved in discussing and debating the STP and its implications, but they also have a role in ensuring that the democratic deficit demonstrated by the exclusion of the public from any say in drawing up the STP is addressed, and should be promoting the widest possible engagement. 



The STP’s intention is to involve the public piecemeal in local discussions about “major” service changes. Of course this should happen, but there also needs to be proper public debate and involvement about how the changes will affect the HIOW as a whole something the STP explicitly seeks to avoid. What happens to services on the Isle of Wight, North and 

mid Hampshire, Portsmouth, Southampton etc. will affect us all. If it’s right to plan services on a HIOW level It’s right for 2 million people to have a say about how the system will work as a whole. 



WE SUPPORT THE FOLLOWING DEMANDS 

· A publicly funded, publicly provided and publicly accountable NHS and Social Care system. 

· No cuts in services across HIOW. We do support improvements but will fight attempts to dress up cuts and worsening of services as “transformation”. 

· Honesty. There is not enough funding to maintain services as they are, and a big programme of cuts is planned – those running services should say so. 

· Full and meaningful consultation at local and HIOW level. People who use and work in the NHS and social care should be involved in shaping how their services are planned and developed not just told what’s best for them. 

· The NHS must demonstrate to the public, and convince them, that “new service models” are based on clinical improvements which are better for local people, not a cover for cuts. 

· No sell off of public assets to the private sector or increased role for the private sector in our services. 

· No job losses. Instead staff and skill shortages must be addressed and services properly staffed on the basis of what is needed, not on treating staff as a cost. 
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2016.12.02 Ltr to JHOSC re 23.12 contract deadline & STP.DOCX
To Chair of Joint Health Overview and Scrutiny Committee   (JHOSC) 

Or: local Scrutiny committees/ panels

Or: Health & Wellbeing Boards

Or: Council Leader and Councillors



Dear Xxxxxxxx

 

[Thank you and Councillors on the Xxxx Committee for the outcome on xxxxxxx with respect to the xxxxxxxxxxxxx xxxxxxxxx.] 

 

We are addressing this email to you [and/or to all Councillors] about the STP.

[Your local committee eg JHOSC] raised with the [local STP team] (led by Xxxxxx Xxxxxx Chief Officer of Xxxxx CCG/ Other) whether the STP had an iterative plan with deadlines. [The STP team] replied that STPs were high level 5 year rolling plans with no deadlines. We expressed our concern to you about the significance of a 23rd December deadline which we had referenced as a key date. You said [you would/asked us to] check on this.



The STP team issued a clarification that the first 2 years of the STP is the CCG operating plan and that indeed there is a national deadline for signing of contracts with submission of final 2017/19 operational plans by 23rd December 2016.

 

The evidence you asked us to provide is in the NHS England and NHS Improvement document issued to Commissioners in September 2016 and titled:

 

NHS Operational Planning and Contracting Guidance 2017-2019. 



It is a 69-page document which sets out explicitly the requirement for all CCGs to submit a full draft 2-year operational plan (one for each CCG) by 24th November 2016 and to meet a national deadline for signing of contracts with providers and submission of final 2017-2019 operational plans aligned with contracts signed off (both) by 23rd December 2016. The document starts: 

"This document explains how the NHS operational planning and contracting processes will now change to support Sustainability and Transformation Plans and the 'financial reset’."



The guidance makes clear that these plans and contracts will be implementing the STP plans for the local area:

“Operational plans for 2017/18 and 2018/19 are the detailed plans for the first two years of the STP.”

[Reference: https://www.england.nhs.uk/wp-content/uploads/2016/09/NHS-operational-planning-guidance-201617-201819.pdf 

In addition to the link above, we attach for convenience extracts from the guidance and the timetable.]

 

The import and urgency of our email to you stems from the NHSE’s imposed deadline of 23rd December

(a)    for sign-off of operational plans for all CCGs and providers (ie including our local areas’ STP) and

(b)    signed contracts between commissioners and providers for the next 2 years

 

The direct link between the STP (which is supposed to be a joint venture between Health and Local Authorities and other partners) and the operational plans and signed contracts is as follows:

 

The NHS England guidance to commissioners states that the contract between CCGs and their providers must align with the STP and, in particular, must sign up to a commitment that the operational plan and contractual agreement will deliver the financial cutback imposed – in our area, an annual shortfall of £XXXm by 2020/21.

 

[Local specifics within the STP that councillors need to know are basically being signed off without their agreement or scrutiny can be added here if relevant]

 

We submit that it is imperative for Scrutiny Councillors and for Chairs of Health and Wellbeing Boards to use this narrow window of time to get fully up to speed on the draft plans which all 6 CCGs were required to submit to NHSE/NHS Improvement by 24th November, in order to be able to see where and under what circumstances the alignments required for [our local] STP are being built at this very moment.  



These are new landscapes. They are fast moving and with huge consequences on the local social care and health provision and on the local population.

 

It was clear to us from the discussion at [JHOSC/other local committee] that work is required on the accountability and governance of STPs. In the meantime, a democratic deficit is growing and we look to our elected representatives to address it.

 

We are asking therefore as a matter of urgency: 

[bookmark: _GoBack]Could you as JHOSC Scrutiny Chair and all Councillors ask for the [N=3-6] CCGs to share details of their 2017/19 operational plans?

This will, in the first instance, enable an understanding of precisely what impact the Financial System Control Totals (Page 17) may have on the case being made for Elective Orthopaedic Care Centres.



 

With thanks and kind regards

 

xxxxx

Local KONP / Campaign / STP group
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[bookmark: _GoBack]NHS Sustainability and Transformation Plans (STPs)

Don’t Slash, Trash and Privatise our NHS!



A Briefing prepared by campaigners from NE London STP area – December 2016

Introduction

STPs are driven by a combination of NHS underfunding and the Government’s determination to shift the NHS from a clinically-driven service towards US-style models that fit more readily with private insurance-based and corporate-managed healthcare. These changes will have a devastating impact on the NHS and on social care for local people.  

The population of NE London is set to increase by 18% over the next 15 years but there are no plans to increase services – only to ‘reduce demand’ for healthcare. Most of the published STPs – including NE London’s – contain little or no detail of proposals for specific services, funding or sites.



How STPs will affect the NHS

An HSJ poll of leaders of England’s 209 Clinical Commissioning Groups has revealed the extent of “service changes likely or planned” over the next 18 months[endnoteRef:1]:  [1:  http://www.telegraph.co.uk/news/2016/10/30/almost-half-of-nhs-authorities-to-cut-hospital-beds-and-third-to/] 


· 52% would be closing or downgrading community hospitals.

· 46% were planning an overall reduction in in-patient beds – the NEL STP reduces Barts Health emergency bed days by 21,053 by 2017-18, to save up to £6.6m over the next five years. The expanding population requires 550 additional beds, but no new hospital is planned.    

· 44% intend to centralise elective services. NEL STP promises ‘a joint vision for surgical hub model across NEL’. 

· 31% would be closing or downgrading A and E – King George’s A&E looks set to close and, despite population growth indicating an additional 92,000 attendances over the next 10 years, the TST plans to hold A&E attendance at current levels.

· 30% intend to close an urgent care centre or similar provision.

· 23% are planning an overall reduction in acute services staff. The TST plans are dependent on a reduction in GP numbers from 600 to 400 

·  21% plan to reduce consultant-led maternity provision. 



Funding

· The NHS at national and local levels is severely underfunded (9.9% of GDP compared to an average spend of 10.7% by major European economies)[endnoteRef:2]. If the UK were to raise its spend to 10.7%, this would equate to an extra £15bn pa. [2:  https://chpi.org.uk/wp/wp-content/uploads/2014/11/CHPI-Long-term-sustainability-NHS-submission-to-House-of-Lords.pdf] 


· £22bn cuts to be imposed through 44 STPs across England by 2020-21: £578m across NEL. In the Barts Health area alone, despite population growth, the plan is to cut between £104-165m over five years. 

· No growth in services despite sharply rising costs, growing population numbers and rising health needs – means a devastating decline in what’s available to individuals. These are CUTS, masked by ambiguous and hollow language. 



Lack of evidence to support NHS England’s Five Year Forward View (5-YFV) ‘new models’

· The NHS has a proud track record of evidence-based practice. This is all but abandoned in the 5-YFV. 

· The ‘new models of care’ are cost-driven. We campaigners don’t oppose changes to services – but changes need to be driven by a combination of clinical need and good patient access, and rigorously assessed against these criteria. 

· STP changes are being imposed with no such assessment, and a lack of valid, peer-reviewed research. Anecdotes claiming success are routinely substituted for valid evidence that also takes account of a wider picture. Examples include: 

· decisions to focus services on specific outcomes often take no account of the impact on patients with multiple conditions who may lose co-ordinated care. 

· Arguments about the need to centralize highly complex specialized care are misused to justify closure of units offering excellent care for routine conditions. No account is taken of increased risks of extended blue-light journeys to A&E or difficulties for patients and visitors facing longer journeys. 


The New Models of Care for the NHS mean:

· Fewer sites for NHS services -  We can’t assume a reduction in locations is acceptable without full analysis of travel implications for local patients and visitors - especially the impact on elderly or disabled relatives, families with children and people with limited English.

· Specialist hubs: Some specialist focus is needed for complex and rare conditions – but not for routine health issues where local services and accessibility / travel are more important. We support local clinicians being able to access specialist advice if needed via good NHS networks.

· Selling off the NHS family silver/estate. A one-off boost for treasury finance, with few or no guarantees for local funding. When it’s gone -much of it handed over to private housing - it’s gone forever – Land at the Royal London and the London Chest Hospital has already gone that way and there are plans to sell land at Whipps Cross Hospital too. 

· No new capital money – does this mean more PF2?  - Many of the new models of care require different, potentially larger premises than currently available. We fear a repeat of the disastrous consequences of PFI. Barts Health NHS Trust is already paying more than £2.5m a week in unitary charges for its PFI hospital buildings.

· Reliance on enhanced self care, Skype apps and unproven technology to avoid hospital admission and clinical care amounts to magical thinking and relies heavily on unpaid family carers (mainly women). The NE London plan includes a 10% shift away from GP attendances in the Barts Health boroughs – despite the high levels of deprivation and language difficulties in east London.

· The most vulnerable and socially excluded patients and families & women will be hardest hit. NE London includes some of the most deprived wards in the country.

· This restructuring of the NHS is good news for private companies. An FOI request to the drafters of Transforming Services Together found they had spent £3.5m on 20 corporate consultants, while the STP drafters had spent £800k on consultants in a matter of months.

· Data-sharing.  Proposals to share confidential medical data across a range of health and social care providers could lead to major potential for confidentiality breaches. 



Downgrading professional staffing

· Development of new roles such as Physician Associate (PA) with 2-years’ training, and nursing assistants, are designed to reduce costs by relying on staff with less training and fewer skills – the plan for the Barts Health boroughs includes recruiting 85 PAs over the next 10 years in the face of an expected shortfall of 195 GPs.  

· These changes have a poor evidence base, reporting ‘acceptability’ rather than outcomes. Evidence for success is often anecdotal and much of the ‘research’ would not meet professional standards or peer-review requirements.  

· Proposals to engage PAs rather than experienced nurses have been justified by ‘too many professional limits’ placed by professional bodies on nurses!

· There is no mandatory registration for PAs, raising major concerns about regulation.

· There is robust evidence that PAs are less effective than doctors at diagnosis and may miss important conditions that a fully trained doctor would diagnose. 

· The BMA warnings that PAs are not a substitute for fully trained doctors are likely to be ignored.

· Pressure to grant PAs independent prescribing powers could lead to enhanced risk to patient safety and increased risk that PAs will be used to substitute for, rather than support, doctors.

· GP receptionists with no medical training used to triage patients.

· Concerns that patients directed to PAs are more likely to be elderly, vulnerable, speakers with poor English  – while articulate middle class patients will manage to see their GP.

· As the Nuffield Trust puts it:  ‘……. In the future, care will be supplied predominantly by nonmedical staff, with patients playing a much more active role in their own care. Medical staff will act as master diagnosticians and clinical decision-makers’.[endnoteRef:3] [3:  http://www.nuffieldtrust.org.uk/publications/reshaping-the-workforce] 




Implications for community care from ongoing cuts to councils

· Local Councils have had relentless cuts to core funding, leading to 30% cuts in adult social care, with over 400,000 fewer people receiving social care services since 2010, and those in receipt getting fewer hours[endnoteRef:4].  [4:  https://www.adass.org.uk/media/4345/key-messages-final.pdf] 


· Local councils have been forced to outsource the social care sector to large financialised businesses, which bid using upfront cost savings (loss leading bids). Companies then demand to be paid more for doing the same with little oversight of their accounting and finance decisions. These businesses manoeuvre politically to reduce risk and avoid consequences, threatening to hand back vulnerable residents when they go bust[endnoteRef:5]. [5:  http://www.cresc.ac.uk/medialibrary/research/WDTMG%20FINAL%20-01-3-2016.pdf] 


· We are concerned that financial pressures will lead to a similar problems with the NHS.

· Fewer hospital beds, and early discharge mean more pressure on GPs, primary care and community care services.  The changes will mean repeated tightening of eligibility criteria and more people excluded.

· We are concerned that social care staff will be increasingly required to take on tasks previously done by NHS professional staff.  The safety risks and extra burden on family carers – predominantly women - and vulnerable patients have not been evaluated.

· According to the Commission on Hospital Care for Frail Older People, “There is a myth that providing more and better care for frail older people in the community, increasing integration between health and social care services and pooling health and social care budgets will lead to significant, cashable financial savings in the acute hospital sector and across health economies. The Commission found no evidence that these assumptions are true.”[endnoteRef:6] [6:  https://www.theguardian.com/society/2014/nov/19/parties-plans-nhs-future-wishful-thinking-experts
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Parliamentary Labour Party

PLP Briefing
Opposition Day Debate: NHS Sustainability
and Transformation Plans

Wednesday 14 September 2016

From Labour’s Shadow Health team. For further information please contact Bell
Ribeiro-Addy (x4426) bell.ra@parliament.uk.

Motion

That this House notes with concern that NHS Sustainability and Transformation Plans are
expected to lead to significant cuts or changes to frontline services; believes that the process
agreed by the Government in December 2015 lacks transparency and the timeline
announced by NHS England is insufficient to finalise such a major restructure of the NHS;
further believes that the timetable does not allow for adequate public or Parliamentary
engagement in the formulation of the plans; and calls on the Government to publish the
Plans and to provide an adequate consultation period for the public and practitioners to
respond.

Top lines

e The Government must be held to account for these Sustainable Transformation
Plans, which could decimate the NHS.

e There is no evidence for these Plans and there has been no consultation. They
have been formed in secret in order to hide enormous damage to the NHS. The
Government’s control totals are just a programme of massive cuts.

e The Government must publish the evidence it has been hiding, to close the

deficits with funds not more cuts, and scrap the STPs if they can't demonstrate
real improvements

Page 1 0of 6
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Background to the Sustainability and Transformation Plans (STPs)

STPs are the mechanism for implementing the Five Year Forward View's ‘New
Models of Care’, and other government commissioned plans such as the Keogh
and Dalton reviews (into A&E reconfigurations and hospital chains respectively),
with aim of achieving financial balance by 2020.

England has been divided into 44 STP geographic or ‘footprints’ to develop the
plans. Each footprint is made up of NHS providers, CCGs, local authorities and
other health and care services who are tasked with working together to create a
plan based on local health needs.

2016/7 CCG operational plans describe themselves as effectively Year 1 of STPs,
but the full plans are due to be implemented from 2017 onwards. The official
timescale of the plans is now October 2016-March 2021.

The plans were initially due to be submitted to NHS England at the end of June
2016 but submission of full plans has been delayed until October 2016.

Essentially the STPs may combine a number of controversial reconfiguration
plans (including plans for A&E closures).

In some ways STPs look like the old Strategic Health Authorities abolished in
2012 (though less accountable), but there appear to be three main grounds for
concern:

=
.

Not enough money

2. Not enough evidence that the plans will work or even save
money

3. Not enough democratic legitimacy, too much secrecy and too

much private sector involvement.

There's not enough money

The details are sketchy because of the secrecy involved in the process. But other
NHS documents and pronouncements contain enough hints for many to have
voiced their concerns.

Many have criticised the manner in which the emphasis appears to be on
reducing and containing staffing costs, closing services, reducing beds, and

disposing of assets.

For example the NHS Confederation recently criticised national leaders by trying
to ‘blackmail’ local STPs with ‘control totals’

Page 2 of 6





This is not surprising as. If local footprints don't close the financial gap (ie
eliminate deficits) their constituent parts (CCGs and Trusts) lose their chance to
get ‘Transformation Fund’ money and face being taken into ‘special measures’
and their boards replaced. And they have to do this whilst committing to
achieving improvements across the board of 29 measurements which most
know are impossible.

We have a long term problem of underfunding and the wasteful market which
has created deficits and staffing shortages. And a short term shock and awe
approach with NHS England insisting the deficits have to be eliminated via the
STPs. Trusts and commissioners are thus under pressure to cut services and
concentrate them in fewer facilities, with fewer highly trained staff. This is the
logic of the ‘Five Year Forward View' (which accepted underfunding as a result of
political pressure, according to David Laws) and its ‘New Care Models'.

Campaigners already feel that NHS cuts to reduce deficits will mean the NHS,
and the public, having to seek more services from the private sector.

There’s not enough evidence

We are told that the existence of a few ‘Vanguards' counts as evidence - when
the results aren't in, and even Vanguard leads say privately that the assessments
were started too late, have little requirement for independent overview, and any
‘results’ appear to be being ignored by NHS England bosses anyway.

This lack of evidence goes against Government promises

STP leaders are forced to make totally extravagant promises about reducing
demand, to look as if they have a hope of balancing their budgets without
harming healthcare.

We now have less than one third the hospital beds per head of population than
Germany, and fewer than most other developed countries.

Local STPs have been told to develop their rationale for changes away from
public scrutiny. But there’s nothing to suggest that the clinical criticisms of such
closures have gone away, for example Dr Cliff Mann, president of the College of
Emergency Medicine, said: “In my view, [Keogh's] urgent and emergency care
review started from an erroneous premise that the system that has been applied
with some success to the treatment of heart attack, stroke and major trauma
could be applied to many more conditions and hence ‘regionalisation’ of major
centres was a likely outcome.” Mann added that “evidence submitted to the
review that fewer than 4% of A&E attendances might derive any benefit from
such a reconfiguration.”

Kings Fund say “Some reconfigurations make bold assumptions about managing
demand and reducing length of stay.” Similarly, an expert report published in
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Health Services Journal in 2014 suggests it is a “myth” and “magical thinking” that
that providing “more integrated” care “closer to home” for frail older people will
solve the problem of poor care, calling them ‘messiah concepts'. And the Nuffield
Trust said there was ‘little evidence’ savings could be realised.

There’s not enough consent or democracy involved in the process

The STPs have no statutory status - they are a ‘mechanism’, not a body - and
thus are subject to no automatic rights to scrutiny or duties of transparency.

The 44 STP leaders were appointed by NHS England. The boards (which appear
to meet in secret, with FOI requests told ‘minutes are not taken’) are essentially
the chief execs and one or two handpicked senior of the main players (trusts,
councils, CCGs). Some CCGs and councils do not appear to be represented on
their local STP board at all. Most of those who do represent the CCG on the STP
do not appear to be doctors but financial managers (contrast the rhetoric about
‘doctors deciding’ in the 2012 Act).

Currently only 2 plans - Shropshire and NW London - are in the public domain,
and the NHS has instructed STP and CCG boards not to publish them for public
scrutiny until they are finalised.

Campaigners submitting FOIs have so far been rebuffed. The public line from
local STPs is that consultations around reshaping healthcare have already
happened/are ongoing/will resume once the STPs are in.

FOIs have uncovered the substantial role of the private sector in formulating
plans. For example GE Finnamore (the healthcare advisor subsidiary of General
Electric) is advising STPs across SW England. In London, it's understood that PWC
have a key role, alongside iMPower and other consultants.

Head of STPs for NHS, Michael Macdonnell recently said' STPs were “very much
going to be how we think about the future”, and that they offered private and
third sector organisations an “enormous amount of opportunity”. He said the
NHS would need to rely on the private sector to ‘help’ deliver the buildings it
needed, and to ‘help’ manage the ‘new care models’, notably the creation of
‘hospital chains™ and ‘accountable care organisations’/population health'.

Some have speculated that the size of STPs (between 300,000 and 3 million
people) is around the right size to be interesting to large healthcare
conglomerates for total takeover (in a way that CCGs, were not, and are
increasingly not seen as sustainable).
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e Again these problems are intrinsic to HSCA/FYFV: Parliamentary scrutiny
damaged, impact on council scrutiny, as they become junior partners in
commissioning / wanting Better Care Fund money.

e Sustainability and transformation plans are being drawn up in conditions of
secrecy imposed by NHS England - as its North Midlands director of
commissioning operations, Wendy Saviour, told a recent meeting of Shropshire
clinical commissioning group: “STPs are not meant to be published at all. They
should not go to board meetings. Some of them contain very radical things...
These are highly political and highly contentious. Once they're washed off and
the national messages are gathered together, they will be published.”

e Secrecy means plans are being developed in a black box and some very
guestionable assumptions are being made and benchmarks being drawn up. For
example areas like Liverpool are being told that they should have health
indicators (such as breastfeeding) comparable to Brighton, as part of the ‘Right
Care' proposals.

¢ Used to have to consult at a formative stage -this government changed those
plans. But even so, how can local authorities carry out their duties here.

Briefing for your constituency

e 38 degrees have prepared an individual briefing for each Member of Parliament
in England.

e These will have been sent to you by Laura Townshend, laura.t@38degrees.org.uk

e Hereis alink to the results of the 38 degrees STP investigation
https://home.38degrees.org.uk/2016/08/26/38-degrees-crowdfunded-
investigation-secret-nhs-plans/

e The briefing and analysis will provide you with the relevant information to ask a
question directly on the impact on your constituents.
Suggested interventions

e Only plans for North-West London and Shropshire have been published so far.
Can the Minister explain why the other STPs have not been published?

e Canthe Minister explain why local authorities and councillors been bypassed in
this process?
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e Can the Minister explain why there have been no attempts at public
consultation?

e Where is the evidence that the various out of hospital or integrated care
schemes will actually deliver reductions in demand for acute care sufficient to
justify the cuts in acute care which are part of the plans?

e ‘Care Closer To Home’ agenda pushed by the STPs and the Five Year Forward
view could lead to services that are currently defined as health care redefined as
social care, and thus they become chargeable services. Can the minister
guarantee otherwise?

e |If services are to be more dispersed, requiring more travel time to access both
non-emergency and emergency services, who is looking at what impact this will
have on ambulance services - already working at capacity around the country?

e The Kings Fund say that the proposed reconfiguration of services at Mid Staffs
was expected to cost over £200m. Where is the capital expenditure for the
proposed reconfigurations going to come from?

¢ How will they prevent mission creep between social care and health especially
around charging for services redefined as social care?

¢ Commenting on the Incisive Health investigation, the Department of Health said
it had protected the NHS "by giving it an extra £10 billion to fund its own plan to
transform services” and that “Changes to local services will only go forward
where they are designed by doctors and in the clear interests of local patients."
Few STP boards even have doctors on them. Can the Minister explain in what
way are these changes designed by doctors?

e Council officials claim that pressure was exerted on them to sign off an executive
summary of the draft plans quickly without seeing the full document. NHS
officials have denied this. Can the Minister clarify?

e The risks highlighted in the plan include a failure to shift enough acute care out
of hospitals, a possible collapse of the private care-home market and a failure to
get people to take responsibility for their own health. Can the Minister confirm if
these are these really the main risks?

"https://www.hsj.co.uk/topics/technology-and-innovation/stps-offer-private-sector-enormous-
opportunity/7006369.article

i http://www.theguardian.com/politics/2014/dec/05/more-nhs-hospitals-privately-operated-healthcare-
shakeup-review-dalton
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		Don’t let them Slash, Trash & Privatise our NHS
Say no to the secretive STP plan for NE London

We’re calling on our elected representatives – councillors, mayors and MPs – to take a stand to defend the NHS in NE London.

Our message is simple:  

[bookmark: _GoBack]“Don’t just rubberstamp plans that will slash local health budgets and leave NE London short of an A&E and a hospital. Say ‘No’ to the local Sustainability and Transformation Plan (STP) – like other MPs and councils have”
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Email us on: nelondonsaveournhs@gmail.com to return petitions. This is urgent.
Or enter them online:  http://you.38degrees.org.uk/petitions/don-t-let-them-slash-trash-privatise-our-nhs-say-no-to-the-stp-2
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http://mycouncil.oxford.gov.uk/documents/s33117/Council%20051216%20Motions%20report%20for%20briefing%20note.pdf)

This Council notes that the government is dividing the NHS in England into 44 areas or 'footprints', each of which has a 'Sustainability and Transformation Plan' (STP). 

Government requires these STPs to collectively deliver cuts of at least £2.5bn nationally this year, and £22bn within the next five years, to wipe out the NHS’ so- called ‘financial deficit’ by implementing ‘new models of care’. 

The former head of NHS commissioning, Julia Simon, has denounced the STP process as 'shameful', 'mad', 'ridiculous' and the plans as full of lies [1]. 

Locally, the Council notes that the Chief Exec of Oxfordshire Clinical Commissioning Group (Oxon CCG) has said that without changes to local NHS provision there will be a cumulative funding gap of about £200 million by 2020-21 and that the STP will need to change service provision to eliminate it [2]. Council further notes that local NHS employers face particular challenges from the high cost of housing locally, the mitigation of which may require investment. 

Council considers that the Buckinghamshire Oxfordshire Berkshire West (BOB) STP 

(a) Does not contain adequate or indeed any information on which a decision can be made about the future of NHS provision in what the STP refers to as ‘the BOB geography.’ It presents aspirations couched in meaningless jargon and suggests, without any evidence, that the unspecified STP Plan will result in the transformation of a projected deficit of £479m to a surplus of £11m by the end of 20/21. 

(b)Establishes any basis for a consultation to be carried out with health professionals and members of the public. Indeed the timeline in the STP suggests no consultation is envisaged since ‘agreement on the plan’ is to be reached with NHS England in November/December, before any consultation is even planned. 

Council believes is possible that the STP for the area which includes Oxfordshire (BOB- Bucks, Oxon and Berks) contains measures which could seriously impact on the health and welfare of the local population, and that the insistence by NHS England upon restricting early publication is leading to harmful speculation. 

Council notes that wider consultation on the STP has not yet started, and calls for the immediate publication of the STP, in full, with proper consultation to take place with patients, interested public, private and community bodies, and staff. Council notes the frustration recently expressed by senior CCG officials about NHS England’s negative attitude to timely publication and consultation of the STP, and believes that, especially in difficult times for the NHS, early engagement of all stakeholders is vital, and exercises in secrecy prevent constructive engagement from public bodies and local communities, and foster an atmosphere of mistrust. 

Council endorses the view recently expressed by the Oxfordshire Health Inequality Commission that significant investment in interventions to reduce health inequalities and prevent poor health and illness are very important, and believes that such services are at particular risk when pressures on the NHS are scheduled to rise faster than funding. It therefore asks the CCG to prioritise investments which will reduce health inequality and support services towards groups suffering from health inequalities. 

Council rejects the suggestion that there is a safe way to reduce the current level of NHS provision by £200 million (the gap identified by the CCG) by 2020-21 and agrees to: 

·       Ask the Oxon CCG to fully disclose to the public what changes are being considered with NHS England lifting its bar on publication 

·       (add) Provide what support it can to the STP consultation 

·       Ask the Oxon CCG to start a full consultation as soon as possible on all aspects of the proposed changes 

·       Encourage the public to make their views on the services reductions and changes known by promoting the consultation on the Council's website, social media and through wider media communications 

·       Invite the County & District Councils to work together with the City to oppose any changes which will harm patients 

·       Write to the relevant Government Ministers to express Oxford’s grave concern about a plan which is being foisted upon NHS professionals and the public in this city without adequate or indeed any information about the change in the level of services which must be intended. 

·       Write to the City’s MPs asking for their support 
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Motion for local political parties (247 words) NHS Sustainability and Transformation Plans 

This Branch / constituency notes that the Government requires 44 Footprint Areas across the UK to prepare NHS Sustainability and Transformation Plans for their area which will: 

i. Contribute to cuts of at least £2.5bn nationally this year, and £22bn pa by 2021, to wipe out the NHS so-called financial deficit. 

ii. achieve this by implementing ‘new models of care’ that are set out in NHS England’s 5-Year Forward View (2014). 

Most STPs have been published without any detail – this is set out in Financial, Workforce and Estates appendices, and the Operational Plan, which remain secret. Councils have been asked to sign up to plans without seeing this detail. 

The ‘new models’ involve reductions in A&E, hospitals and beds or failure to provide for population growth. They involve reduced staffing, replacing professional staff with staff with less skills and rely on untested assumptions that patients can to replace NHS beds with technology and care at home. 

NHS bodies are severely limited in how they can oppose these cuts because they risk losing access to the £8bn NHS Transformation Fund, and managers being replaced by NHSE. 

We call on our local authority to join with other to oppose this programme, to demand publication of full Financial, Workforce, Estates and Operational Plan details and other appendices, to publicise widely the details of all proposed cuts and changes to local NHS services and to oppose all plans that have not been subject to full consultation and consent from local clinicians and patients. 
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We KONP campaigners / constituents are seeking:

 

· confirmation that the council will not sign up to the STP


· Council Exec to be clear that the published STP document is NOT the ‘real’ STP.  The devil is in the detail and the real STP is contained in the Financial, Workforce, Estates Appendices that have been submitted to NHSE, and in the detailed Operational Plan that STP leaders were required to send to NHSE by 24 Nov. FOI requests for the Appendices have been refused.


· The Council to demand publication of these appendices and the operational plan. It is completely unacceptable for public bodies to ratify plans that involve £millions of pounds of public money without having full access to Financial and other key Appendices, and the Operational Plan.  


· Even in areas where ‘no cuts’ are proposed, in the face of 4% pa rise in NHS costs and huge projected rise in population this represents very significant cuts in real terms.   


· The Council to organize consultation around the STP from Jan if no suitable consultation is planned.  We expect consultation to be at strategic level, and to address issues set out in Appendixes to the STP covering Finance, Estates, Staffing and other Operational  Plan issues.


· The council to recognize this as a vital national issue as well as a local one.  Council to work politically with other councils around the country to publicise and oppose this STP destruction of the NHS. 
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THE WRECKING OF
OUR NHS

Thursday 16 February 7 - 9pm
St George’s Kemptown BN2 1ED

Speakers: Caroline Lucas MP; (Peter Kyle and Simon Kirby invited);
local NHS worker; Unite union national rep; other speakers TBC.
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WHAT IS STP AND WHAT DOES IT MEAN FOR YOU?

The supposed aim of the 44 specially established Sustainability and
Transformation Plan (STP) regions across England is to develop plans to
integrate health and social care services. Our region is East Sussex, West
Sussex and East Surrey.

The 44 STPs have been developed in secrecy with no parliamentary approval,
no consultation and no legal basis. Most politicians have been silent about
STP as have most of the media.

There is a massive catch... under STP NHS budgets have to be balanced ie
ALL deficits cleared, by 2020.

IN THIS REGION ALONE STP WILL CUT AT LEAST £620

MILLION FROM NHS SERVICES (according to the STP Board)

Just one section of the eventual STP which will affect NHS services and
hospitals in the region has been released. Some of the ‘savings’ (cuts) revealed:

40% reduction in emergency admissions of people over 75. Assumes the
creation of a ‘frailty centre’ unspecified.

‘50% reduction in excess hospital bed days consumed by patients over 75.
To be replaced in an alternative setting’.

£47.4 million (5%) reduction in GP referrals to hospital

30% reduction in all Type I (ie major) A&E dept admissions

Some likely outcomes of the rest of the eventual complete STP:

Brighton Hospitals Trust being taken over by Western Sussex NHS
Foundation Trust for 3 years. Likely to result in cuts, closures and/or
mergers of hospital services

The future of the Royal Sussex as a general hospital and provider of local
A&E and non-trauma services in question

Local NHS Trusts replacing frontline medically-qualified and experienced
NHS staff with unqualified workers.

Local and national Public Health budget raided. £1 million cut from
Children’s and Young People’s services alone.

Senior NHS commissioning officer speaking about local GP practices —
‘In 3 years’ time seeing a GP will be a luxury.’

)
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BRIGHTON and HOVE NHS IN SERIOUS TROUBLE

At a recent parliamentary debate on the state of the NHS in the city,
Caroline Lucas MP outlined the scale of the problems:

‘Our local hospital, the Royal Sussex, is in special measures for quality and
finance; as of July over 9000 people have been waiting for more than 18
weeks to start treatment; 6 GP practices have closed so far in the last two
years; the Emergency Ambulance service is in special measures.’

As Peter Kyle MP put it: ‘The health economy in Brighton and Hove is
now bankrupt’.

National officials (from NHS Improvement) have moved in to take over our
local hospital and ambulance services to implement the ‘special
measures’. They are working with the STP Board to make massive cuts in
NHS services across the STP region.

WHAT THE GOVERNMENT HAS BEEN DOING TO THE NHS

In 1948 the NHS was founded on principles of offering free, universal,
publicly-provided healthcare. Two years ago a major international survey
rated the NHS the best service in the world. The Health & Social Care Act
2012 (England-only) was always intended to lead to STP.

CHRONIC UNDER-STAFFING. CUTS IN NHS WORKERS' WAGES & TRAINING
30,000 advertised nursing and 9000 medical vacancies
600 GP practices at risk of closing.
Bursaries for nursing training abolished
NHS staff including nurses having to use food-banks.

CUTS IN SERVICES
66 A&E and maternity units shut down or down-graded.
Lengthening waiting times to see GPs and on hospital lists;
cancellation of operations; rationing of treatments.

PRIVATISATION
Private companies control an estimated £16 billion of NHS services,
with more being privatised all the time.
Massive business empires such as Virgincare, Care UK and G4S
(many of them known tax-avoiders) hide behind the NHS logo and
commercial confidentiality.
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20 - 30% of NHS funding to private companies taken as profit and
payments to shareholders.

Widespread private mismanagement and running down of services.
No public oversight or accountability.

UNDERFUNDING
NHS Trusts in deficits of nearly £2.5 billion.
NHS England - ‘savings’ ie cuts of £22 billion by 2020.

ALL THIS IN THE 6th RICHEST COUNTRY IN THE WORLD...

The principles which have made our NHS the envy of the world are being
eroded. It is only thanks to the dedication and resilience of NHS staff that
despite everything thrown at it, the NHS still offers a top-quality service,
saving thousands of lives a day.

OUR NHS IS IN A FIGHT FOR ITS SURVIVAL; WE CAN AFFORD IT;

WE CANNOT STAY SILENT; GET INVOLVED.

Opposition to STP is building nationally. We, and campaigns round the
country, are fighting tooth and nail.

Sign up for our contact list. Keep an eye on our website and fortnightly
calendar for details of protests and action.

Contact MPs, councillors, trade unions, NHS bodies to press them to join
the outcry against STP.

Send letters to press and media. Templates on our website.

Start a neighbourhood group to defend the NHS (several such groups meet
already). We can supply resources and speakers.

CONTACT DETAILS:
Email: defendthenhs@gmail.com

Website: http://defendthenhssussex.weebly.com/
Facebook: https://www.facebook.com/SussexDefendTheNHS /

‘It is actually shameful the way STP has been done.’
Former senior NHS England manager

‘Ultimately it (STP) means bankruptcy in some areas.’
Chair of national Clinical Commissioning committee

)
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I PLEDGE TO OPPOSE STP 

Please join me and all those 

opposing the Sustainability and 

Transformation Plan round England. 



I oppose STP because it would:

Cut £620 million from the regional            

NHS budget and result in:                              TO: 



Closures of hospitals and services.



Increased journey times.



NHS staff reductions, down-grading of

staff, erosion of conditions and contracts.



Increased opportunities for the private

sector to take over NHS services.  



Selling off of NHS buildings and land 



For more information contact Sussex Defend the NHS at defendthenhs@gmail.com:  https://www.facebook.com/SussexDefendTheNHS/ : https://twitter.com/sussexdefendnhs or see our website:                                                 
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How to get full details of your local STP

The first challenge is simply to get hold of the full STP. NHS England has done all it can to prevent publication of STPs, and although most have now been released, most of these lack the full details.  Most of the published documents are a glossy PR version, replete with references to modernising services, ‘high level’ charts and worthy intentions on self-care, ‘care nearer home’ (ie denying access to hospital beds), new GP hubs (replacing locally based GPs), developing new ‘urgent care centres’ (an inadequate substitute for A&E). 

Don’t be satisfied with a cut-down consultation document - make sure you get hold of the complete version of the STP that was submitted to NHSE, including all the Financial, Workforce, Estates and other Appendices. You also need to track down the STP 2-year Operational Plan (which had to be submitted to NHSE by 24th Nov. 2016).  These documents should set out detail about specific services. The NHSE Guidance reprinted below sets out the information that should be available in the STP. 

You may need to make a Freedom of Information (FoI) request – see below – though given time constraints you should try other avenues too, including other local bodies that should be consulted about the STP – see section on consultation below, and particularly:

· [bookmark: _GoBack]Healthwatch

· Health & Wellbeing Boards

· Boards of local CCGs and NHS Trusts

· Local Government Scrutiny committees

Freedom of Information requests

Guidance on making an FOI request: https://ico.org.uk/for-the-public/official-information

Under the Freedom of Information Act and the Environmental Information Regulations you have a right to request any recorded information held by a public authority.

· The right covers recorded information which includes information held on computers, in emails and in printed or handwritten documents as well as images, video and audio recordings.

· You should identify the information you want as clearly as possible.

· Your request can be in the form of a question, rather than a request for specific documents, but the authority does not have to answer your question if this would mean creating new information or giving an opinion or judgment that is not already recorded.

· Some information is exempt, for example personal details about somebody else.

For your request to be dealt with according to the Freedom of Information Act, you must:

· contact the relevant authority directly;

· make the request in writing, for example in a letter or an email. You can make a verbal or written request for environmental information;

· give your real name; and

· give an address to which the authority can reply. This can be a postal or email address.

It can be helpful to check whether the authority recommends you send your request to a specific person or email address. Some authorities allow you to request information via their website. 

Note that ownership of STPs is not legally straightforward since the ‘footprints’ have no statutory basis and STPs must be formally signed off individually by the constituent CCGs, NHS Trusts and (potentially) local authorities. Since the STP is information ‘held by’ a ‘public authority’ (see info above) it should be covered. Nevertheless it may be prudent to make an FOI request to each of the separate NHS bodies as well as to the STP lead officer. In this case, you should ask for information about ‘any part of the STP which may involve your CCG/ NHS Trust organisation’. The organisation must respond within 20 working days of receiving your request. (see link above for action if they don’t respond).

What to ask for in an FOI request

https://www.england.nhs.uk/wp-content/uploads/2016/05/stp-submission-guidance-june.pdf

Below is the NHSE Guidance on what should be covered in the five-year STP. This may help you decide what to include in an FOI request. Aim to focus on specific changes that are planned.

 

NHS England Guidance –Topics to cover in the 5-year STP plan.

1. Executive summary / plan on a page 

2. Starting point [as set out in April submission] 

· Underlying position on health, quality and finance now and 2020/21 

· Key factors driving the pressures to be accommodated/moderated 

3. Priorities and transformation schemes 

· Critical decisions: the few big decisions that will need to be made if we are to shift the dial, including strategic commissioning decisions that are needed to support incentivising the right behaviours and supporting new models of care 

· How your priorities address the ’10 big questions’ [as set out in April submission] 

· Underpinning story (narrative, data) per priority/solution, describing what will be different for patients. 

4. Solutions that taken together close the gaps, and its impact quantified - health and care being described as concretely as possible in terms of expected effect on metrics. 

· for 2020/21 (financial envelope), for 2016/17 and years in between (bridge), including forecasted impact of solutions [partially set out in April submission] 

· Phasing of the impact and link to operational plans 

· Financial impact on the system as a whole and consequential impact on 

i. providers 

ii. commissioners 

iii. local authorities 

5. How to deliver your plan 

· Long term (3-5 year) and short term (this year) milestones for further development/delivery of the plan 

· Risks and actions to take in the short term, including what you can do yourself and how you’ll need help from national bodies 

Annex 

A) Governance arrangements [as partially set out in the April guidance] 

· Structure, effective decision making, system leadership 

· Work streams and delivery vehicle (evidence how to deliver change on the ground) 



B) Engagement process [as partially set out in the April guidance] 

· Plan to engage more formally with boards and partners after the July conversations 

· How footprints have engaged organisations and other key stakeholders so far, and who is still to be engaged with 

· Evidence or plan to involve staff, clinicians, patients, HWBs, etc. 



C) Enablers (only required for more mature footprints), e.g. 

· Local digital roadmap, summary of how the digital will support integrating health care to drive quality, productivity and patient experience. 

· Estates strategy 

· Workforce strategy
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CONSULTATION ON STPS

It will be up to local campaigners – and hopefully local politicians - to demand full consultation on all planned service changes. Local STP leads and NHSE will be aiming for a very low profile consultation that enables them to check the right boxes. 

NHSE discovered their obligations on consultation rather late in the day, covering their back with recent – actually excellent - guidance on STP consultation:  Engaging local people – a guide for local areas developing sustainability and transformation plans. https://www.england.nhs.uk/wp-content/uploads/2016/09/engag-local-people-stps.pdf.  

Annex A of the document (p14) gives detail of Relevant Statutory Duties on consultation.

Campaigners may wish to quote widely from this document. Some choice paragraphs are included below, but if you don’t find what you need go back to the source document for choice quotes on recommendations and legal requirements on consultation!: 

P6 Involving people, communities and stakeholders meaningfully is essential to effective service improvement and system transformation, from collectively identifying problems and designing solutions to influencing delivery and review. Effective communication and involvement throughout the process will help to build ownership and support for proposals to transform health and care and will also help identify potential areas of concern.

Helpfully, the document also cites the legal requirements to consult:

1 For example, CCGs (section 14Z2 of the NHS Act 2006, as amended by the Health and Social Care Act 2012), NHS England (section 13Q of the NHS Act 2006, as amended by the Health and Social Care Act 2012). Commissioners must also consult the local authority on substantial developments or variation in health services, S244 (NHS Act 2006).  

Timescale:

The deadline for NHS bodies to sign off their STPs is 23rd December 2016. Sign-off commits the CCGs and health providers to delivering the savings involved in the STP. Local authorities are also encouraged to sign up – although many are refusing to do so, especially once campaigners have alerted them to the true nature of STPs. NHS England was hoping that ‘consultation’ would have been over and done by this time, but campaigners have thwarted this plan for total non-consultation.

Because of this, consultation on most STPs will begin in January 2017 – with the Financial, Workforce and Estates Appendices still secret in most places.


Note what the guidance says about which organisations must do the consulting 

This guidance is intended to support the STP process but does not replace each organisation’s own legal responsibilities to involve the public. STP footprints are not statutory bodies – but discussion fora – so individual organisations within each remain accountable for ensuring their legal duties are met during the STP design, delivery and implementation process. (p5)

(p6) Clinical Commissioning Groups (CCGs), local authorities, NHS trusts, NHS foundation trusts and NHS England all have separate, but similar, obligations to consult or otherwise involve the public.1 Joint public involvement exercises are encouraged as they reduce the burden on patients and the public. 

See Annex A for more detail on the relevant statutory duties.



The Guidance suggests the following local networks should be involved in developing plans:

(p8) It is essential that the STP partners in every area have an ongoing dialogue with patients, volunteers, carers, clinicians and other staff, citizens, the local voluntary and community sector, local government officers and local politicians, including those representing health and wellbeing boards and scrutiny committees and MPs. And local areas may wish to consider how to engage people who live outside the footprint area but access health and care services within it and may therefore be affected by footprint proposals. 



Working with existing networks will help to maximise efficiency and effectiveness. Such networks will include CCG Lay Members, voluntary, community and social enterprise (VCSE) networks, Trust non-executive directors and governors, community networks and neighbourhood fora, Healthwatch, Health and Wellbeing Boards, Strategic Clinical Networks and Senates and Academic Health Science Networks). Local councillors can also provide a wide reach and depth of engagement with local populations, as well as working relationships with local neighbourhood or special interest groups. 



As proposals take shape, there are a number of bespoke activities that STP partners could develop at the most appropriate level/s to strengthen participation, such as establishing citizen summits or panels, participatory events, or strengthening the roles of lay peers and champions.2 



Health Overview and Scrutiny Committees and Health and Wellbeing Boards provide established channels to consult the public and involve local politicians. We advise that you discuss with your local government partners the most appropriate route to engage local politicians. Under the 2006 NHS Act and supporting regulations, scrutiny committees have the power to scrutinise the planning, provision or operation of health services in their area.

What changes must be consulted on:

A formal public consultation is not needed for every service change. However, it is likely to be needed should substantial changes to the configuration of health services in a local area be proposed, such as hospital closure, or significant service change (p10)

This will also trigger the requirement to consult the local authority on substantial developments or variation in health services.5 Where a proposal for change covers more than one local authority area, STP partners will need to talk to local authorities about joint arrangements, for example a Joint Overview and Scrutiny Panel. It is also important that proposed consultation processes and options are tested with local stakeholders such as local authority scrutiny colleagues. Local voluntary sector organisations and local Healthwatch may also be willing to review proposed engagement plans.(p10)











Basic consultation principles

 6 Case law has resulted in a set of principles known as the Gunning Principles that set out the legal expectations of what is appropriate consultation. The emphasis is on ‘fairness’; the process must be substantively fair and have the appearance of fairness. 12 

Additionally, the Cabinet Office published revised Consultation Principles in February 2016.

The guiding principles are fairness and proportionality, taking into account the extent of the change and the number of people affected. The Gunning Principles6 provide a helpful overview of what constitutes a fair consultation process: 

i. Consultation must take place when the proposal is still at a formative stage – consultation cannot take place on a decision that has already been made. Decision makers can consult on a ‘preferred option’ (of which those being consulted should be informed) and even a ‘decision in principle’ as long as they are genuinely open to influence. 

ii. Sufficient reasons must be put forward for the proposal to allow for intelligent consideration and response – those being consulted should be made aware of the basis on which a proposal for consultation has been considered and will be considered thereafter, including any criteria to be applied or factors to be considered. 

iii. Adequate time must be given for consideration and response – there is no automatically required time frame within which the consultation must take place unless statutory time requirements are prescribed. A rationale must be set out for any departure from that expected timeframe. 

iv. The product of consultation must be conscientiously taken into account – decision makers must properly consider the material produced by the consultation. 



Shared principles for redesigning the local health and care landscape  2015

http://www.cfps.org.uk/wp-content/uploads/Shared_Principles_for_healthcare.pdf

This is another very useful document setting out agreed principles for redesign of health and social care services.  It is published jointly by a number of key bodies: the Centre for Public Scrutiny;   Local Government Association (LGA); Association of Directors of Adult Social Services (ADASS), Solace, Association of Directors of Public Health.

Purpose of shared principles 

This document builds on previous work by NHS England’s Planning and Delivering Service Changes for Patients5 which offered good practice guidance to health commissioners on developing proposals for major service changes and configuration. 

Our five key principles are for use by the whole system. It aims to provide local system leaders – local authorities, health and wellbeing boards, clinical commissioning groups, NHS and care providers and patients and the public – with shared principles to ensure that service redesign meet a number of fundamental requirements to assure themselves, their partners and their communities that proposals are focused on improving services and health and wellbeing outcomes. It also emphasises the need to co-create and co-design new services in partnership with local service users and the community. 

5 Planning and Delivering Service Changes, NHS England 2013. http://www.england.nhs.uk/wp-content/uploads/2013/12/ plan-del-serv-chge1.pdf 

The shared principles in summary 

The principles are intended to provide a consistent and rational framework within which to test that proposals are person-centred, locally appropriate, evidence based and focused on whole-system effectiveness. Fundamentally, they aim to provide answers to the following questions. 

1. Do the proposals promote a person-centred approach? 

2. To what extent are they rooted in local accountability? 

3. Are they evidence-based? 

4. Do they support a community budgeting, place-based approach? 

5. Will they make a difference?

For instance, Principle 3 requires (p5) that proposals for redesign must be evidence-based – something most STP plans will struggle to demonstrate!:

· Do the proposals draw on evidence from existing local services and commissioning plans on effective practice? 

· Do they build on and adapt existing national evidence, regulations and good practice from the UK and elsewhere? 

· To what extent do they draw on the existing public health, clinical and social care evidence base? 

· To what extent do the proposals draw on evidence from people with lived experience and service users? 

· To what extent do the proposals draw on evidence from health and social care scrutiny, councillors and the voluntary and community sector? 

· To what extent does the evidence suggest that the proposals represent value for money?

 

Review and scrutiny by local authorities 

National Health Service Act 2006: Part 12, Chapter 3. 

Local Authority (Public Health, Health and Wellbeing Boards and Health Scrutiny) Regulations 2013: Part 4. 

Local authorities have a role in reviewing and scrutinising matters relating to the planning, provision and operation of health services in their local area. This role is usually carried out by an overview and scrutiny committee of the local authority for its local area or a joint overview scrutiny committee appointed by two or more local authorities to cover a larger area. 

Commissioners and providers of NHS services (including NHS England, CCGs, NHS trusts, NHS foundation trusts and private providers) must consult the local authority where they are considering any proposal for a substantial development or variation of the health service in the area. Ordinarily, where the services in question are commissioned by NHS England or CCGs (as the case may be), the commissioners carry out this exercise on behalf of providers. Providers of public health services commissioned by the local authority are also required to consult the local authority in the same way as commissioners and providers of NHS services. 

The local authority may scrutinise such proposals and make reports and recommendations to NHS England and the Secretary of State for Health. Legislation provides for exemptions from the duty to consult in certain circumstances, for example where the decision must be taken without allowing time for consultation because of a risk to safety or welfare of patients or staff. As part of the overview and scrutiny process, the local authority will invite comment from interested parties and take into account relevant information available, including that from Local Healthwatch. 

Local Healthwatch may also choose to refer a matter relating to social care services to the local authority, in which case the local authority must decide whether its review and scrutiny powers can and should be exercised in relation to the matter in question.





 Public sector equality duty 

Equality Act 2010: section 149 

The Equality Act 2010 prohibits unlawful discrimination in the provision of services on the grounds of age, disability, gender reassignment, marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex and sexual orientation. These are known as protected characteristics. As well as these prohibitions against unlawful discrimination, the Act requires public authorities to have due regard to the need to: 

 eliminate discrimination that is unlawful under the Act; 

 advance equality of opportunity between people who share a relevant protected characteristic and people who do not share it; and 

 foster good relations between persons who share a relevant protected characteristic and persons who do not share it. 



This is known as the public sector equality duty. To effectively discharge the public sector equality duty it is often necessary to carry out equality impact assessments and consult and engage with individuals with protected characteristics.



Healthwatch 

Local Government and Public Involvement in Health Act 2007: Part 14. 

Health and Social Care Act 2008: Part 1, Chapter 3 

NHS Bodies and Local Authorities (Partnership Arrangements, Care Trusts, Public Health and Local Healthwatch) Regulations 2012: Part 6. 

Healthwatch was created with the purpose of understanding the needs, experiences and concerns of service users and to speak out on their behalf. Established through the Health and Social Care Act 2012, this created a model that operates both locally (Local Healthwatch) and nationally (Healthwatch England). 

Local Healthwatch organisations carry out a range of activities in their local area, including: 

 promoting and supporting the involvement of local people in the commissioning, provision and scrutiny of health and social care services; 

 enabling local people to monitor and review the commissioning and provision of health and social care services; 

 obtaining the views of local people about their needs for, and their experiences of, health and social care services; 

 making such views known and making recommendations about how or whether health and social care services could or ought to be improved to those responsible for commissioning, providing, managing or scrutinising health and social care services and to Healthwatch England; 

 providing advice and information about choice and access to health and social care services; and 

 reaching views on the standard of health and social care service and whether, and how such services could or ought to be improved, and making those views known to Healthwatch England. 



Bodies that are responsible for commissioning, providing, managing or scrutinising local care services must have regard to the views, reports or recommendations received from Local Healthwatch. They are also required to acknowledge and respond to such reports or recommendations. Such bodies would primarily include NHS England, CCGs, NHS foundation trusts, NHS trusts and local authorities in the area, as well as private providers of health and social care.

 

Health and Wellbeing Boards 

Local Government and Public Involvement in Health Act 2007: sections 116 and 116A 

Health and Social Care Act 2012: Part 5, Chapter 2 

Health and Wellbeing Boards (HWBs) are established by local authorities and include a number of members from organisations with a stake in health and wellbeing in the area, including NHS England, CCGs, the local authority and Local Healthwatch. HWBs are under a duty to encourage integrated working in their local area. 

The primary roles of HWBs are to work with local CCGs to: 

 carry out assessments of needs in the local area (joint strategic needs assessments); and 

 prepare a strategy for meeting such needs (joint health and wellbeing strategies). 



In preparing such strategies, HWBs and CCGs must consider whether needs could be more effectively met through integrated arrangements between the NHS and local government, involve Local Healthwatch and involve people who live or work in the area. 

HWBs may require information from their members, who must comply with such requests.
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CONSULTATION ON STPS



 



It will be up to local campaigners 



–



 



and hopefully local politicians 



-



 



to demand full consultation on all 



planned service changes



. Local STP leads and NHSE will be aiming for a very low profile cons



ultation that 



enables them to check the right boxes. 



 



NHSE discovered 



their 



obligations on consultation rather late in the day



, covering their back with recent 



–



 



actually 



excellent 



-



 



guidance on STP consultation:  



Engaging local people 



–



 



a guide for local areas 



developing sustainability and transformation plans. 



https://www.england.nhs.uk/wp



-



content/uploads/2016/09/enga



g



-



local



-



people



-



stps.pdf



.  



 



Annex A 



of the document (p14) gives detail of Relevant Statutory Duties on consultation.



 



Campaigners may wish to quote 



widely from



 



this document



. Some choice paragraphs are included 



below



, but if you don’



t find what you need



 



go back to the source document for 



choice quotes



 



on 



recommendations and



 



legal requirements



 



on 



consultation!



: 



 



P6 Involving people, communities and stakeholders meaningfully is essential to effective 



service improvement and system transformation, from coll



ectively identifying problems 



and designing solutions to influencing delivery and review. Effective communication and 



involvement throughout the process will help to build ownership and support for 



proposals to transform health and care and will also help 



identify potential areas of 



concern.



 



Helpfully, the document also cites the legal requirements to consult



:



 



1 For example, CCGs (section 14Z2 of the NHS Act 2006, as amended by the Health and Social 



Care Act 2012), NHS England (section 13Q of the NHS Act 20



06, as amended by the Health 



and Social Care Act 2012). Commissioners must also consult the local authority on 



substantial developments or variation in health services,



 



S244 (NHS Act 2006).  



 



Timescale:



 



T



he 



deadline for NHS bodies to sign off their STPs is 23



rd



 



December 2016. 



Sign



-



off



 



commits 



the 



CCGs and health providers



 



to 



delivering the savings involved in the STP. 



Local authorities are also encouraged to sign up 



–



 



although many are 



refusing to do so, 



especial



l



y once campaigners have alerted them to the 



true nature of STPs.



 



NHS England 



was hoping that 



‘



consult



ation



’



 



would have



 



b



e



en over and done by this time,



 



but 



campaign



ers have thwarted this 



plan



 



for total non



-



consultation



.



 



 



Because of this,



 



consultation on



 



m



ost



 



STPs will 



begin 



in



 



January 2017 



–



 



with 



the 



Financial,



 



Workforce and Estates Appe



ndices still secret in most places.



 



 



Note 



what the



 



guidance 



says about 



which organisations must 



do the consulting



 



 



This guidance is intended to support the STP process but does not replace each 



organisation’s own legal responsibilities to involve the public. STP footprints are not 



statutory bodies 



–



 



but discussion fora 



–



 



so i



ndividual organisations within each remain 



accountable for ensuring their legal duties are met during the STP design, delivery and 



implementation process. (p5)



 



(p6) 



Clinical Commissioning Groups (CCGs), local authorities, NHS trusts, NHS foundation 



trusts 



and NHS England all have separate, but similar, obligations to consult or otherwise 






CONSULTATION ON STPS   It will be up to local campaigners  –   and hopefully local politicians  -   to demand full consultation on all  planned service changes . Local STP leads and NHSE will be aiming for a very low profile cons ultation that  enables them to check the right boxes.    NHSE discovered  their  obligations on consultation rather late in the day , covering their back with recent  –   actually  excellent  -   guidance on STP consultation:   Engaging local people  –   a guide for local areas  developing sustainability and transformation plans.  https://www.england.nhs.uk/wp - content/uploads/2016/09/enga g - local - people - stps.pdf .     Annex A  of the document (p14) gives detail of Relevant Statutory Duties on consultation.   Campaigners may wish to quote  widely from   this document . Some choice paragraphs are included  below , but if you don’ t find what you need   go back to the source document for  choice quotes   on  recommendations and   legal requirements   on  consultation! :    P6 Involving people, communities and stakeholders meaningfully is essential to effective  service improvement and system transformation, from coll ectively identifying problems  and designing solutions to influencing delivery and review. Effective communication and  involvement throughout the process will help to build ownership and support for  proposals to transform health and care and will also help  identify potential areas of  concern.   Helpfully, the document also cites the legal requirements to consult :   1 For example, CCGs (section 14Z2 of the NHS Act 2006, as amended by the Health and Social  Care Act 2012), NHS England (section 13Q of the NHS Act 20 06, as amended by the Health  and Social Care Act 2012). Commissioners must also consult the local authority on  substantial developments or variation in health services,   S244 (NHS Act 2006).     Timescale:   T he  deadline for NHS bodies to sign off their STPs is 23 rd   December 2016.  Sign - off   commits  the  CCGs and health providers   to  delivering the savings involved in the STP.  Local authorities are also encouraged to sign up  –   although many are  refusing to do so,  especial l y once campaigners have alerted them to the  true nature of STPs.   NHS England  was hoping that  ‘ consult ation ’   would have   b e en over and done by this time,   but  campaign ers have thwarted this  plan   for total non - consultation .     Because of this,   consultation on   m ost   STPs will  begin  in   January 2017  –   with  the  Financial,   Workforce and Estates Appe ndices still secret in most places.     Note  what the   guidance  says about  which organisations must  do the consulting     This guidance is intended to support the STP process but does not replace each  organisation’s own legal responsibilities to involve the public. STP footprints are not  statutory bodies  –   but discussion fora  –   so i ndividual organisations within each remain  accountable for ensuring their legal duties are met during the STP design, delivery and  implementation process. (p5)   (p6)  Clinical Commissioning Groups (CCGs), local authorities, NHS trusts, NHS foundation  trusts  and NHS England all have separate, but similar, obligations to consult or otherwise 
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STP Template dec 2016.docx
Health Campaigns Together (HCT)

STP template for use by KONP and other NHS campaign groups.

For collating, and comparing STPs from the 44 Footprint areas. Please complete as many of the boxes as you can – use the SE London example as a guide to the kind of information needed – then delete this example info when you are finished. 

We hope as many areas as possible will complete this template and return it to HCT’s STP watch.  This will allow HCT to analyse the returns and compile an overview of plans throughout the country. Ideally, we hope that the various KONP and other NHS campaigns in each footprint will collaborate to provide a single return for each of the 44 Footprint areas.

Please send completed templates to:  stpwatch@gmail.com

		

		Example SE London 

(for example only – delete this column when you send your own response)

		



		Footprint Name

		South East London)

		



		Footprint number 

		30

				



		Nominated lead

		Amanda Pritchard, CE of Guys & St Thomas' NHS FT

		



		Managing body – decision makers

Snr Responsible Officer

CCG

Council

Clinical lead

		A quartet:



Amanda Pritchard, GSTT

Andrew Bland, S’wark

Barry Quirk, Lewisham

Andrew Parson Bromley CCG

		



		Number and name of CCGs

		x6:  Bromley, Bexley, Greenwich, Lambeth, Lewisham, Southwark

		



		Local Authorities

		x6:  same as CCGs

		



		

VProviders in footprint

		Main: 

GSTT NHS FT

Kings Coll Hosp FT

Lewisham&Greenwich NHS Trust

Oxleas NHS FT

SLAM NHS FT (mental hlth)

Bromley Healthcare (social enterprise)

Primary care (x6 CCGs)

Neighbours: Dartford& Gravesham NHS Trust

		 



		NB: with baseline by provider if possible – IMPORTANT

· current beds if possible and current occupancy

· Current A&E ‘performance’ against 4hr is possible

· Current doctor/nurse vacancy rate

		The baseline gives something to hold on to. Beds for each provider now, and total for footprint. 

Should be available in trust papers

We realise this is a lot of work and may not be easily available

		



		Population

		SEL: 1.75million

		



		Projected increase in population by 2020/21 and beyond

		

		



		Annual funding required by 2020/21 on estimated need without change'

		SEL: £7.979bn 

		



		NHSE projected annual funding 2020/21

		SEL: £6.965bn

		



		Annual health funding 'affordability challenge'

(underfunding)

		SEL: £1.015bn annually

		



		Additional Social care funding challenge if known for 2020/21

		eg: Adult social care SEL

Current spend £576m pa

By 2020/21

Planned cuts:  £110m pa Cost pressures: £242m pa Total adult social care ‘financial challenge’ to add to health pa of  £342m by 2020/21

(Six local authorities)

		



		Plan to meet the financial challenge

		eg in SEL H&SC: £1.357bn pa 2020 (£1.015bn+£342m)



· PwC has invented £113m savings from clinical changes in six main areas (see below)

· They project of 1.6% annually of 'business as usual' provider efficiencies and give a figure of £339m

· They assert savings from specialised commissioning of £190m

· £676m 'status quo challenge') – STP transformation, merging etc

· Social care: 'there is considerable scope for achieving a substantial quantum of these savings through collaborative work across the [SE London] partnership'

· (!! Double or treble counting likely

		



		Main proposals and Evidence base for proposals provided

		Six main headings in SEL:

* Urgent and emergency care

* Planned care (outpatient and elective) - New initiatives proposed (eg SE London Elective Orthopaedic Centre)

* Long term conditions

* Maternity

* Children

* Cancer)



		



		Clinical evaluation of outcomes if any planned

		

		



		Closures or mergers or downgrades recommended if any

		

		



		Plans to sell NHS estates  - detail and estimated value

		

		



		Workforce proposals (eg major reprofiling of skill-mix)

		

		



		Consultation process 

		

		



		Factors more specific (if not unique) to your STP and Footprint area

		

		



		Other comments not captured

		

		









Health Campaigns Together (HCT)



 



STP template for use by KONP and



 



other 



NHS campaign



 



groups.



 



For 



collating, and comparing STPs from the 



44 



Footprint areas



. 



Please complete as 



many of the boxes as you can 



–



 



use the SE London example as a guide to the kind of 



information needed 



–



 



then delete this example info when you are finished. 



 



We hope as many areas as possible will complete this template and return it to 



HCT’s STP 



watch.  This will allow HCT to analyse the returns and compile an overview of plans 



throughout the country. Ideally, we hope that the various KONP and other NHS campaigns 



in each footprint will collaborate to provide a single return for each of t



he 44 Footprint areas.



 



Please send completed templates to:  



stpwatch@gmail.com



 



 



Example SE London 



 



(for example only 



–



 



delete 



this column when you 



send your own response)



 



 



Footprint Name



 



South East London)



 



 



Footprint number 



 



30



 



 



 



 



Nominated lead



 



Amanda Pritchard, CE of 



Guys & St Thomas' NHS FT



 



 



Managing body 



–



 



decision 



makers



 



Snr Responsible Officer



 



CCG



 



Council



 



Clinical lead



 



A quartet:



 



 



Amanda Pritchard, GSTT



 



Andrew Bland, S’wark



 



Barry Quirk, Lewisham



 



Andrew Parson Bromley 



CCG



 



 



Number and name of CCGs



 



x6:  Bromley, Bexley, 



Greenwich, Lambeth, 



Lewisham, Southwark



 



 



Local Authorities



 



x6:  same as CCGs



 



 



 



V



Providers in footprint



 



Main: 



 



GSTT NHS 



FT



 



Kings Coll Hosp 



FT



 



Lewisham&Greenwich NHS 



Trust



 



Oxleas



 



NHS 



FT



 



SLAM NHS 



FT



 



(mental hlth)



 



Bromley Healthcare (social 



enterprise)



 



Primary care (x6 CCGs)



 



Neighbours:



 



Dartford& 



Gravesham NHS Trust



 



 



 



NB: 



with baseline by 



provider if possible 



–



 



IMPORTANT



 



·



 



current beds if 



possible and current 



occupancy



 



·



 



Current A&E



 



‘performance’ against 



4hr is possible



 



The baseline gives 



something to hold on to. 



Beds for each provider now, 



and total for footprint. 



 



Should be available in trust 



papers



 



We realise this is a lot of 



work and may not be e



asily 



available



 



 






Health Campaigns Together (HCT)   STP template for use by KONP and   other  NHS campaign   groups.   For  collating, and comparing STPs from the  44  Footprint areas .  Please complete as  many of the boxes as you can  –   use the SE London example as a guide to the kind of  information needed  –   then delete this example info when you are finished.    We hope as many areas as possible will complete this template and return it to  HCT’s STP  watch.  This will allow HCT to analyse the returns and compile an overview of plans  throughout the country. Ideally, we hope that the various KONP and other NHS campaigns  in each footprint will collaborate to provide a single return for each of t he 44 Footprint areas.   Please send completed templates to:   stpwatch@gmail.com  


 Example SE London    (for example only  –   delete  this column when you  send your own response)   


Footprint Name  South East London)   


Footprint number   30       


Nominated lead  Amanda Pritchard, CE of  Guys & St Thomas' NHS FT   


Managing body  –   decision  makers   Snr Responsible Officer   CCG   Council   Clinical lead  A quartet:     Amanda Pritchard, GSTT   Andrew Bland, S’wark   Barry Quirk, Lewisham   Andrew Parson Bromley  CCG   


Number and name of CCGs  x6:  Bromley, Bexley,  Greenwich, Lambeth,  Lewisham, Southwark   


Local Authorities  x6:  same as CCGs   


  V Providers in footprint  Main:    GSTT NHS  FT   Kings Coll Hosp  FT   Lewisham&Greenwich NHS  Trust   Oxleas   NHS  FT   SLAM NHS  FT   (mental hlth)   Bromley Healthcare (social  enterprise)   Primary care (x6 CCGs)   Neighbours:   Dartford&  Gravesham NHS Trust     


NB:  with baseline by  provider if possible  –   IMPORTANT      current beds if  possible and current  occupancy      Current A&E   ‘performance’ against  4hr is possible  The baseline gives  something to hold on to.  Beds for each provider now,  and total for footprint.    Should be available in trust  papers   We realise this is a lot of  work and may not be e asily  available   




NHS Sustainability and Transformation Plans (STPs)


 


(Aka: Slash Trash and Privatise)


 


Since


 


2016, with no public debate and no statutory basis, the English NHS 


has been


 


quietly 


reorganised into 44 


completely new area


-


based ‘footprints’.  The footprints 


consist of all the Clinical 


Commissioning Groups (CCGs), NHS Trusts and all the local authorities in their area. Each footprint 


has been required to produce a 5


-


year ‘Sustainability and Transformation Plan’


 


(STP).  The 


Government expects STPs to be signed 


off by the end of 2016.


  


 


Each STPs must include plans to wipe out the NHS 


‘


financial deficit


’


 


in their area 


–


 


a total of £22bn 


pa 


-


 


by 2021.  The STPs are expected to achieve this through implementing ‘new models of care’. Failure 


of footprints to come up


 


with a satisfactory STP 


will result in the area being


 


denied access to a vital 


share of Transformation funds 


–


 


and NHS England can sack and replace the footprint leader. 


 


T


he NHS is funded 


far


 


below the levels of 


similar countries (


and 25% below the EU av


erage


)


, 


so 


further cuts of £22bn are a devastating blow.  But the ‘new models of care’ represent a frightenin


g 


degradation of NHS services.  


They are based on the assumption that people will be able to keep 


themselves healthier, stay out of hospital and re


quire fewer services. 


The future NHS is 


intended to 


be far cheaper than current NHS provision


. The plans to achieve this


 


include


: 


 


·


 


closing hospitals 


and


 


A&E


 


and


 


cutting the number of hospital beds


 


 


·


 


not developing new hospitals 


even in areas of


 


great


 


population growth


 


(eg 18% in E London)


 


·


 


substituting 


‘self care’ 


with


 


digital monitoring and


 


family carers (overwhelmingly


 


women) 


looking


 


after very sick family members.


 


 


·


 


reducing the number of sites for


 


GPs and community 


healthcare, 


 


·


 


downgrading jobs 


–


rep


lacing skilled professionals with


 


unskilled, poorly trained ‘new’


 


roles, 


including replacing


 


doctors with physician


 


assistants 


(PAs) who have


 


just


 


2 years’ training


. 


 


There is no valid clinical evidence for the safety or effectiveness of


 


these proposals 


–


N


HS 


‘Vanguards’ and pilots designed to test the new models have barely started their work.


 


STPs


 


have been drawn up 


with ‘support’ 


(at great expense) 


from


 


international consultancies such as 


McKinsey and


 


PWC.


 


 


Most of the STPs have now been made public 


–


 


however 


most of 


the published 


versions are 


little more than PR documents, 


carefully 


worded


 


to hide the reality of the plans behind 


baseless assertions that the public will in future be able to keep ourselves he


althy and out of 


hospital.  


 


The detail of STPs is set out in the Financial, Workforce and Estates Appendices 


–


 


and in the two year 


STP Operational Plan. In most places these documents are still secret. Attempts to get them released 


through Freedom of Info


rmation (FoI) requests have been refused.


 


 


Neither local clinicians, local 


authority nor local people have been consulted about STPs.


 


Although area


-


based planning marks a complete change in policy direction, the 2012 


Health


 


and 


Social Care Act, including r


equirements to tender services, remains intact. 


N


ew contracts will be 


needed and the 


new 


models 


set out in STPs 


are designed to attract privatisation. 


 


The links below give more information about STPs and link


s to campaigning literature.  All the 


informati


on here


 


can be copied or adapted and used by local campaigners and groups.


 


Information 


here gives some examples 


–


 


however for comprehensive information about STPs over England, see 


the 


 


Health Campaigns Together (HCT) website.


 


 




NHS Sustainability and Transformation Plans (STPs)   (Aka: Slash Trash and Privatise)   Since   2016, with no public debate and no statutory basis, the English NHS  has been   quietly  reorganised into 44  completely new area - based ‘footprints’.  The footprints  consist of all the Clinical  Commissioning Groups (CCGs), NHS Trusts and all the local authorities in their area. Each footprint  has been required to produce a 5 - year ‘Sustainability and Transformation Plan’   (STP).  The  Government expects STPs to be signed  off by the end of 2016.      Each STPs must include plans to wipe out the NHS  ‘ financial deficit ’   in their area  –   a total of £22bn  pa  -   by 2021.  The STPs are expected to achieve this through implementing ‘new models of care’. Failure  of footprints to come up   with a satisfactory STP  will result in the area being   denied access to a vital  share of Transformation funds  –   and NHS England can sack and replace the footprint leader.    T he NHS is funded  far   below the levels of  similar countries ( and 25% below the EU av erage ) ,  so  further cuts of £22bn are a devastating blow.  But the ‘new models of care’ represent a frightenin g  degradation of NHS services.   They are based on the assumption that people will be able to keep  themselves healthier, stay out of hospital and re quire fewer services.  The future NHS is  intended to  be far cheaper than current NHS provision . The plans to achieve this   include :       closing hospitals  and   A&E   and   cutting the number of hospital beds        not developing new hospitals  even in areas of   great   population growth   (eg 18% in E London)      substituting  ‘self care’  with   digital monitoring and   family carers (overwhelmingly   women)  looking   after very sick family members.        reducing the number of sites for   GPs and community  healthcare,       downgrading jobs  – rep lacing skilled professionals with   unskilled, poorly trained ‘new’   roles,  including replacing   doctors with physician   assistants  (PAs) who have   just   2 years’ training .    There is no valid clinical evidence for the safety or effectiveness of   these proposals  – N HS  ‘Vanguards’ and pilots designed to test the new models have barely started their work.   STPs   have been drawn up  with ‘support’  (at great expense)  from   international consultancies such as  McKinsey and   PWC.     Most of the STPs have now been made public  –   however  most of  the published  versions are  little more than PR documents,  carefully  worded   to hide the reality of the plans behind  baseless assertions that the public will in future be able to keep ourselves he althy and out of  hospital.     The detail of STPs is set out in the Financial, Workforce and Estates Appendices  –   and in the two year  STP Operational Plan. In most places these documents are still secret. Attempts to get them released  through Freedom of Info rmation (FoI) requests have been refused.     Neither local clinicians, local  authority nor local people have been consulted about STPs.   Although area - based planning marks a complete change in policy direction, the 2012  Health   and  Social Care Act, including r equirements to tender services, remains intact.  N ew contracts will be  needed and the  new  models  set out in STPs  are designed to attract privatisation.    The links below give more information about STPs and link s to campaigning literature.  All the  informati on here   can be copied or adapted and used by local campaigners and groups.   Information  here gives some examples  –   however for comprehensive information about STPs over England, see  the    Health Campaigns Together (HCT) website.    

