
   David Halpin FRCS
Kiln Shotts                                                                                            Telephone (0044) 1364 661115

Haytor                                                                                                   Mobile 07980 588525

Newton Abbot                                                                                       david@infoaction.org.uk
TQ13 9XR
INTO THE FUTURE

Re-shaping community based health services
'Driving quality, delivering value, improving services'
Final submission in this consultation
Mr Ray Chalmers  Head of Communications and Strategic Engagement SD&T CCG

Dear Ray,

I make my final observations in this letter.  This process, which started at the end of 2012 has been wearing.  I have spent thousands of hours on it and on the wider NHS, which is in crisis.  ( eg GP practices in parts of Plymouth will close for lack of GPs and 'sustainability'   http://www.plymouthherald.co.uk/three-plymouth-gp-surgeries-could-close-in-bid-to-save-money/story-29639056-detail/story.html    NHSE)  Some of my input has been via the small group which has stood for the value of the Ashburton and Buckfastleigh Community Hospital.  I have searched widely for fact, including in central NHS statistics, requested FOIs as you know, listened to people including nurses, and observed as I was trained to do.  Central has been 'what is best for OUR NHS in South Devon as against sentiment for a hospital that has served the population for over 100 years.'

The Consultation.
I spoke on Radio Devon on the day the consultation started, 1-09-16, of the e-mail I had received from a nurse 23-08-16.
“At the weekend I worked in one of the community hospitals earmarked for closure. Staff working there were angry and upset . A recent meeting with staff informed them that intermediate care vacancies ** would be offered to the staff and it was suggested that they start and apply for them.  Obviously it shows that closure is going ahead despite the so called consultation with the public and staff.
I attach (2) the full log of this person's helpful e-mails.  The words of this foot soldier in OUR NHS need no explanation.  Her words confirm that closure of these CHs is a foregone conclusion and that the consultation is a sham.

Instead the consultation should have started with all facts and surveys made plain to the public.  Accurate costings for care at home were not available then, nor good estimates of how many patients in the DGH would not be capable of discharge, directly to their homes with care provided.  'Delayed transfers of care' (see below) are a Devon and national problem.  How would the SD&T CCG's plans impact on this and, in turn, on cancelled operations/wasted resources in the DGH?  Most importantly, what uncertainty and misery would fall upon the affected elderly who waited in the DGH?

We were served with a flood tide of words via the internet.  eg Stakeholder Briefing No 17 – 18 November 2016 - Re-shaping Community Health Services in South Devon and Torbay - This is issue No 21 of the Participation Update – 18 November 2016.  This stuff has not been very informative; it has been overbearing. 
Is this consultation valid in a formal sense?
In a letter dated 29 July 2010   Gateway number: 14543  from Sir David Nicholson KCB CBE

Chief Executive of the NHS in England -

Dear Colleague -  Service Reconfiguration  
The four rules for reconfiguration laid down were  
• support from GP commissioners;
• strengthened public and patient engagement;
• clarity on the clinical evidence base; and
• consistency with current and prospective patient choice.
This consultation fails in its validity on the last three.  As for the second, a majority of this local population have no idea what CCG stands for or where it is situated.

Have all ''stakeholders'' working within OUR NHS been informed of the plans and all the details, and will they be free to give honest opinions which might be counter to those of the CCG?

I have been shocked to hear from some staff that they fear being disadvantaged in their posts.  A good many, sensing the intimidatory atmosphere, leave.
Beds
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Dr Greatorex has spoken of these as being dangerous; the prescription of 'non-steroidals' in the GP surgery can be dangerous too, along with other drugs.   Certainly it was dangerous for mothers who were confined to bed for 10 days.  And pulmonary embolism remains a sword of Damocles for many in bed or with immobilised limbs.  The outrageously low rate of PMs nationally conceals that of course.  But if your skeleton has been smashed on the A38, or you have a faecal peritonitis due say to a missed diagnosis in general practice, or you have broken your hip, you need a bed.There is only one other OECD country with as few beds as the UK (Finland)  So, the SD&T CCG are consulting about reducing beds in South Devon by 60/293dgh+120chs x100 = 14.5%   That is certainly dangerous – for those needing emergency surgery and for those waiting in ambulances outside Torbay.
Cutting costs/cost savings
No one disputes this aim as long as essential medical services are maintained, and where necessary enhanced.  It is obvious that the CCG proposals to close Paignton, Dartmouth (extraordinary), Ashburton and Bovey hospitals are based on cost.  Dr Roberts said so in the WMN – “....but as we all know, the funds that are available can't match this increasing need.”  He speaks of people living longer and their need for more complex care.  This is a constant refrain.

But the costing of CHs is very doubtful.  It is given with broad brush as being £275 per bed day and the DGHs at £250 nationally.  (DoH - £400 for a DGH bed but this the only reference)  Few would believe these figures and they would know there are big variations between hospitals, both DGH and CH, nationally and locally.  

In response to an FOI re costs per bed per day for the DGH, CHs and care at home, Ms Vanessa Dunn gave me many figures.  (Attached 3)  I had said that it obvious costs for care at home would vary from patient to patient but a hundred cases could be audited and a mean obtained.

There is great inconsistency eg subtracting the costs of ICU and SCABU at the DGH.  You will note the highest figure for care at home.  For the CH, £388 has been quoted, contradicting the former £275.  The total cost for the DGH cannot be believed.  The accounting must be examined urgently by professional auditors, and preferably by the National Audit Office.  Otherwise this consultation will be invalid.  About 60 CH beds will be closed and patients cared for at home.  Those that do need care between Torbay DGH and home  in the BFL, Ashburton and Bovey districts will be cared for in NA where there is the benefit of a resident GP during office hours.  However, will there be sufficient, quickly available beds given the high occupancy rates at NA.  But what of the Torbay people?  There are many poor families and single elderly people in Paignton especially.  I know that.  Many were my patients in the past.  Their needs are being brushed aside, as with the need for an MIU in Torbay thus continuing to burden an overburdened Torbay A&E.
Political influence on cost in the NHS
Having qualified in 1964, I have seen at least 8 major convulsions in OUR NHS, the last being the worst.  That is the Health & Social Care Act of April 1st 2012.  'Cutting red tape' is promised with each.  

The 'Internal Market' of a Margaret Thatcher government was the first step in privatisation.  Alone among Torbay consultants, I opposed this vigorously having researched it.  I forecast that it would at least double the budget for administration, drive wedges between patient, GP and hospital, and damage morale by installing many more chiefs with long titles.  It was rammed through against the advice of all the professional bodies.  It doubled the cost of administration as I had predicted, adding £1.3 billion to a total budget of £30 billion in the first year.  Very few know this.  It was equivalent to about 400,000 hip replacements. 

The Blair government ran with PFI which the former Conservative government had started.  This was an illegal and very costly system as against using direct Treasury funding.  The debts were moved off the balance sheet and lead boots fitted to hospitals, schools, courthouses etc.  As you know the capital charge at NA is £2.4 million before service charges are added (£109 per bed per day just for the charge on capital), and all for the financial benefit of an 'off shored' company.  The Royal London and Barts, for instance, has a massive PFI debt; costs are spiralling out of control.  And please read this, a hospital where our son in law died having had an unwise operation for an inoperable and most aggressive bladder cancer.  6 weeks on ICU – total cost c. £100,000.
http://www.bristolpost.co.uk/nhs-north-bristol-racks-up-a-million-pound-deficit-every-week-and-is-put-in-special-measures/story-29548706-detail/story.html
A £ 1 million per week PFI charge.  Until these mortgages are dealt with, it will be penny wise pound foolish with only 'ordinary deficits' highlighted by the SD&T CCG.  

The H&SC Act has added administrative and consultancy costs but more important it is at the root of the destabilisation>demoralisation> and dismantling, that was intended.  This is the context against which this consultation is being held.  

Why should anyone believe that 'care in the home' will cost the NHS and DCC less, even if that care is less than good?  Pilot studies should be mandatory in OUR NHS with its total budget of £110 billion.  The Resource Management Initiative was piloted by the Thatcher government in six hospitals, one of which I served in, but it was 'rolled out' before it was analysed!  There have been NO rigorous pilot studies into care at home bar an attempt by RAND.  The suffering reported by nurses at Torrington, where this was thrust upon them, are not referred to in this consultation.  The Age UK Cornwall Living Well is quoted though    http://knowledgebucket.org/wp-content/uploads/2015/07/BriefingPaper-MatchedCohortReviewofPenwithLivingWellProgramme-V1-2.docx   This shows ways forward but note the three caveats.  Age UK has just said that 1.2 million people in the UK are not getting the care they need.  How does that fit with these plans?  

The recurrent upheavals driven by the dogmas of the political class have harmed OUR NHS greatly.  Professionals of all types are confused and feel powerless.  There are good grounds for believing that this proposed closure of 60 + CH beds will not save any money at all but instead add to distress and further lowering of morale.  
The money OUR NHS is losing – a few examples
The epidemic of obesity is costing billions especially from the resultant diabetes.  The newly published plans re sugar and high energy snacks are typical of the lack of grip, and the obeisance to manufacturer's profit.  No useful action has been taken.

HIV, which is incurable, is costing upwards of 0.9% of the total NHS budget with ''risky'' behaviour continuing.  The other 4 STDs are increasing in incidence. Chlamydia is burdening the service with great cost through investigations and treatment of tubal scarring – IVF etc.  All this is related in large part to promiscuity and absent barriers.  I raised this at an Ashburton 'CCG' meeting and offered to teach secondary pupils about sexual health based on knowledge and mutual respect.  No response.  It is a DCC/public health responsibility I know, but the budget has just been cut.  The teaching of this is poor in schools I understand.  

A friend took his wife to a podiatry clinic at Castle Circus.  There was a large queue of young woman waiting for the ''GU'' clinic.  Any savings of money and misery to be made there by NHS England?  Third world.  NHSE  is bankrupt of real initiatives whilst the costs of preventable disease soar.
We learn there are over one thousand 'interim' executive posts.  One is held currently by a Mr Steven Leivers at the Royal Surrey County Hospital.  He lays waste to the maternity department there.  A national paper tells that he earned £60,000 per month, enough to fund a CH.  A flavour via an FOI to North Bristol 'Trust', whilst he was being employed by 'Hunter Healthcare Resourcing'  - https://www.whatdotheyknow.com/request/turn_around_consultants_mr_steve   And some have easy tax arrangements.
Annual management/administration costs  NEW CCG £19 million  SD&T CCG £6 million 
What are the pros and cons of CH closure compared with 'care at home' in South Devon?

Pro.  The benefits of the CH were listed in a letter from 8 retired GPs and 3 retired surgeons (Attached 4), and more briefly in a leaflet for local people - 

The functions which would be lost and which cannot be provided elsewhere?


 ●
At least 20% of all acute illness can be treated in the CH (Attached 5)
                        Imagine 20% less ambulances with their patients ending at Torbay. 


 ●
The life that is ebbing might best be cared for in the CH


 ●
There is often a need for medical care in a CH between the 



 DGH and home. But ‘care in the home’ and not in the CH is 



 the CCG/NHS mantra. Care in the home is worse than patchy.    



 Nationally, the DGH’s are in constant trouble with ‘delayed discharges’ (Attached 6)
                         The CHs are the logical and professional safe harbours.



 Close the CHs - cripple the DGH.


 ●
Beds can be booked in the CH for the single elderly person 



 undergoing planned major surgery. Speedy transfer after



 surgery to the CH frees up a precious bed in the DGH.


 ●
Respite care - that might save the health of the carer.
I add this, and I know it so well from my own work in hospital.  There are some patients in the DGH, mostly elderly, who are not recovering or even failing.  They are NOT fit to go straight home especially if they have no spouse or friend, but that DGH bed needs freeing.  The CH is there for immediate discharge whilst the condition is stabilised and whilst a nursing home is found. 
Contra   

             ● Alleged costliness (full accounts for CHs not seen)


 ● Some CHs small cf with Totnes, Newton Abbot etc  Nurse/patient ratios

 ● Some difficulty with recruitment of nurses and their further career development which                   can be overcome.  DGHs share this difficulty in the recruitment of nurses
'Care at home' will result in greater 'federation', a regrettable move nationally, that is being driven by the NHSE.  (See NHSE plan for the Crediton area)  In these localities, the GP might be able to maintain the link to any one patient, but with district nurses working from 'hubs' rather than practices, patients and nurses will lose the personal connections.  A man in this parish was dying slowly from COAD and, I presume, cor pulmonale.  There was no complaint of the care given but he was looked after by fifteen nurses.  This is unacceptable. 
It is ironic that it is planned for GPs to be seeing patients at home much more often, when there might be some reluctance to do so at present.
Loss
The hospital has been the caring heart of Ashburton and Buckfastleigh, and the country around since 1876. 
· Loved ones and friends have been able to visit patients with all manner of conditions easily.  

            (Visit Torbay by car and find no space whilst the loved one frets.) 

· The nursing staff, the local GPs and clerical staff know the patients when they are well - and the relatives.
Complexity in transferring patients from DGHs
I have previously shown the complexity attaching to these patients in a DGH, the NDDH (Attached 7).  'Delayed transfers of care' as they are more properly called, are a central part of the crisis in the NHS.  There is loss all round, including the waste of the precious human and material resources.  1700 cancelled operations at Derriford in the first three months of 2015.  The figures for the RD&E for the whole year of 2015 are shocking but they cannot be displayed well (see NHSE statistics).                     
It was announced recently (?Association of LGAs) that the period for assessment for a social care package has been extended  from 3 weeks to 4.  Recently there were 68 patients within Torbay waiting for this assessment.
The storm
The GPs on the CCG board will be fully aware of the buffeting the NHS is getting.  These are two very recent examples of many.
http://inews.co.uk/essentials/news/health/nhs-childrens-healthcare-going-backwards/
“The paediatric workforce is at breaking point and children’s healthcare is increasingly being compromised.  Since [then], we have evidence from the College’s existing recruitment data that morale is at an all-time low.

http://www.telegraph.co.uk/news/2016/08/11/nhs-in-grip-of-worst-bed-blocking-crisis-on-record-figures-show/
Mr Stevens, NHS England CE, says that bed blocking will be 'with us' until 2020.  He is accepting, without thought and action, the vast misery of cancelled operations and the massive waste of resources and money.  Indeed, NHSE policies are adding to it.

The SD&TCCG has been pressed to attempt a very doubtful saving by closing 60 + beds whilst billions go down the drain.  There is no logic, no principle and very little humanity.  Is restriction of provision the game?
I quote Prof Nigel Standfield, the head of the postgraduate school of surgery at Imperial College, London, who said this about the junior doctors walk outs: 
“This government lacks insight. Its health service policy is in ruins and failure has nothing to do with the dedicated workforce trying to maintain an NHS by hard work and passion. 

Gross underfunding with financial wastage, poor non-clinical and specialist advice, and top-heavy management need to be urgently reviewed. Talk to the juniors and resolve this immediate crisis by diplomacy.”
He speaks for me, from 'my' teaching hospital, with every word.
Conclusion
1.  There is no doubt that OUR NHS is being dismantled.  What is happening in the SD&T CCG area is a microcosm of the whole.  Many techniques are being employed.  One is burdening a tired doctor with complexity and opaque profuse language.
Imagine - 'At the end of a surgery that GP in Plymouth has seen a man whose depression is worsening, with some suicidal ideation.  There are no in-patient beds.  There is a call to see a 'care at home' elderly lady with cardiac failure, leg ulcers and now cellulitis.  This has come onto his screen' :-
https://www.england.nhs.uk/south/info-professional/medical/dcis/sustainable-gp/    SEVEN pdfs

https://www.england.nhs.uk/south/wp-content/uploads/sites/6/2015/12/gp-sust-hlth-check-tool.pdf     
the latter 33 pages, and including rubbish like “provide evidence based understanding of whether your business model is sustainable' sic
Lady Altmann, (Monday) who left her government post in Theresa May's reshuffle in July, said the NHS cannot carry on picking up the pieces of a "broken care system".
http://www.bbc.co.uk/news/health-38047078
2.  Some patients with a spouse or friend and a good home will benefit from these plans. *  But on balance they will be harmful in so many ways.  I pick out the 20% of acute illness which will no longer be treated in the CHs (above).

3.  As I have said, this plan was first imposed in Devon on Torrington 3 years ago.  Retired nurses collated the experiences of 'care at home'  in patients and families there.  I have 19 of them on this disc.  The discharges were unsafe and distressing.  In one, a neighbour was called in on arrival of the patient with her complex problem and in the absence of a district nurse.  This 83 yr old lady, who was alone at home, had had abdominal surgery and was sent home with a drain in situ at 6 days.

4.  I am asked for alternative proposals.  

a.  The GPs on the board are not government employees.  They should question the 'deficit'.  NHS inflation from technology, oncotherapy, the old age bulge etc etc has been about 4% pa.  For the last 3 years the budget has only increased by 1% a year so that the NHS budget has dropped as a percentage of GDP to about 7%.  A very different picture from that presented with much smoke and distorted mirrors.
b.  Define all preventable disease, as with obesity and STDs, and start a robust prevention and correction strategy as opposed to costly inaction.

c.  Promote healthy living and disease prevention.  The TV screen at the surgery should only be ancillary.  A good example is the outrageous contamination of mass produced food eg chicken, with multi-resistant E coli and campylobacter.  Food poisoning and the long term effects add to the NHS burden.

d.  Mental health care is in chaos, especially for the younger people, with long delays before assessment and scarce in-patient harbours.  As the minister has said, it should be on a par with physical ailments.

e.  The first job is to help restore morale throughout the service.  There is nothing in these plans which will do that.

f.  Care workers are seen as useful drudges and the 'churn' reflects that.  Regular training/discussion sessions, each way assessment, career progression with steady wage increases, pension schemes, a web site devoted to Devon's care workers, monthly evening meet ups in the GP surgery with led discussion/teaching etc  They are a vital 'resource' – we agree.  

Yours sincerely

David Halpin MB BS FRCS  Retired orthopaedic and trauma specialist – Torbay and Exeter

*  I brought a BBC SW report to the CCG officers in which 10% of houses in the SW were reported as being in very poor condition or classed as uninhabitable.

Footnote.  I have about 200 files in the Ashburton and BFL folder.  I needed to know what is on file at the CCG offices that is in my name for this summary so that the most relevant documents are included.  I imagined that the SD&T CCG would have been categorising and logging all input but I have been told this by Ray Chalmers :- " Healthwatch is collating the feedback and I don’t know how they are logging responses.  From the CCG perspective, throughout the consultation we have forwarded any such correspondence received by us to them, together with any replies."
I look forward to hearing from HW Torbay.
Copies to Dr Nick Roberts CE, Dr Derek Greatorex Chairman, 

