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Key Messages 

(1) The Health Futures and Making it Better reviews have been adversely 
influenced at critical points by a more generalised understanding of the 
relationship between quality of outcomes and volumes of cases than is warranted 
by the evidence. 

(2) There is not an evidence base to support the concentration of all the services 
under review. 

(3) The calculation of a maximum eight site model of inpatient maternity and 
paediatric services has been based on a conflation of distinct issues which require 
separate analysis and evaluation. 

(4) The financial cost of additional middle grade doctors and SHOs to cover more 
than eight sites are modest in the context of the Greater Manchester health 
economy. 

(5) The criterion of equity has not been properly applied in the case of Rochdale; 
specifically, it has been insufficiently weighted. The criterion of equity has been 
erroneously conceptualised at critical stages of the review process. 

(6) There is no evidence for declining health service need in Rochdale; there is 
some evidence for rising need over the next twenty years. 

(7) The planning basis for future NHS services is not wholly transparent. Essential 
information for planning arising from the policies of patient choice, care closer to 
home, practice based commissioning, strengthening commissioning, ICATS and 
alternative providers is absent. There is a danger that there will be insufficient 
capacity for future inpatient needs. 

(8) The comparative geographical remoteness of Rochdale and Bury, compounded 
by the health service needs of residents in the adjacent PCT of Burnley, Pendle 
and Rossendale, suggest the retention of the full range of services typically 
associated with a District General Hospital if not on each site, then at least on a 
partnership basis between Rochdale and Fairfield. This has not been sufficiently 
explored by service planners. 

(9) The financial base for the Greater Manchester health economy has been made 
more precarious by the Department of Health practice of funding below the 
calculated measure of health needs, despite the highly deprived nature of parts of 
Greater Manchester’s population, including Rochdale. It is highly improbable that 
this has not shaped the service reviews and proposals to withdraw local services. 

(10) There is a good possibility that the full range of community-based services 
necessary to compensate for the withdrawal of hospital services will not be  
developed in a way which is timely, coordinated, technologically underpinned and 
appropriately and sufficiently staffed. 
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REPORT COMMISSIONED BY ROCHDALE BOROUGH COUNCIL 

RE: THE HEALTHY FUTURES AND MAKING IT BETTER PROPOSALS

 FOR HEALTH SERVICES IN ROCHDALE 

Introduction and background 

This report relates to two reviews of services and public consultation exercises 
which have been taking place in Greater Manchester. One of these, Making it 
Better: Making it Real (hereafter referred to as MiB), has proposed changes to 
health care services for children, young people, parents and babies in Greater 
Manchester, East Cheshire, High Peak and Rossendale. Preliminary discussions 
with staff and public began in 2003 while the formal consultation period on 
specific proposals was conducted between 12th January 2006 and 13th April 2006 
on the basis of specific proposals issued on the authority of the Joint Committee 
of Primary Care Trusts. 

The other review and consultation exercise, Healthy Futures (hereafter HF), 
related to a much smaller geographical area, the north east of Greater 
Manchester, but encompassed a much broader range of services – apparently all 
services other than those for babies, children, young people and parents. The 
formal public consultation period matched exactly that of MiB and is based on a 
document issued by a specially created committee of representatives from the 
five primary care trusts, the Joint Committee of Primary Care Trusts1. This 
document sets out options to ‘improve and modernise’ health services in the 
north east of Greater Manchester. The ‘preferred options’ within both consultation 
documents are considered by the joint committees of PCTs to be compatible with 
one another. 

One of the results of these two service reviews is the dramatic reduction in 
hospital provision at Rochdale Infirmary and thus the loss of some significant 
services on a local basis to the residents of Rochdale. Specifically, under these 
proposals, Rochdale Infirmary, which is part of the Pennine Acute Hospitals NHS 
Trust, will no longer provide Accident and Emergency services, a range of acute 
medical services, emergency surgery and inpatient children’s services and 
maternity services. 

Instead, under these proposals, Rochdale Infirmary will become a new ‘locality 
hospital’. It will have an Urgent  Care Centre (UCC) in place of A&E; beds  for  
planned surgery and selected patients with medical conditions, outpatient clinics 
and day surgery, a full range of diagnostic procedures, rehabilitation services and 
tests and a cardiology ‘centre of excellence’. These hospital based services are to 
be complemented in Rochdale with – and the preferred option depends upon - a 
‘full range of health services’, including the management of long-term conditions, 
intermediate care and rehabilitation, to be provided in the community, specifically 
in ten new community-based health centres to be built under the LIFT initiative. 

Under the proposals, Rochdale residents will be able to access acute medicine and 
A&E services at any of the three other hospitals within the Trust, the nearest of 
which is Fairfield Hospital, Bury, and emergency surgery at North Manchester 
General and Royal Oldham Hospital (as the intention is to withdraw emergency 
surgery from Fairfield General when possible). Rochdale residents will be able to 

1 PCTs will be referred to by their pre-reconfiguration names in this document. 
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access the full range of maternity and children’s services (namely, High 
Dependency Unit (HDU)/ Special Care Baby Unit (SCBU), Neonatal Intensive Care 
Unit (NICU), 24 hour paediatrics and 24 hour obstetrics) most closely at the Royal 
Oldham Hospital, six miles away. 

Many of the elected representatives of the people of Rochdale, including the local 
Member for Parliament and local councillors through the Health Overview and 
Scrutiny Committee (OSC) as well as many in the resident population of the 
borough have protested against the plans. The OSC was successful in persuading 
the Secretary of State to refer the decision to the Independent Reconfiguration 
Panel. Against this background, we were approached in April 2007 to conduct an 
analysis, for Rochdale Borough Council, of the proposed changes with a view to 
strengthening the case being presented by the Council to the Independent 
Reconfiguration Panel. The analysis and report presented here were prepared 
during May 20072. 

The provision of safe services 

A number of factors has been identified in the review programmes as reasons for 
change. One of these is to do with the provision of safe services. The Public 
Consultation documents3 reassert on a number of occasions that change will be 
needed to ensure services provided are safe. The analysis here encompasses two 
dimensions of this: first, sufficient volumes of cases to ensure staff skills remain 
sharp so that outcomes are good; and second, staffing levels which need to be 
high and robust enough to prevent temporary closure of services and to comply 
with staffing guidelines, including the European Working Time Directive (EWTD). 

The clinical case for change - Concentration of services and 
outcomes 

For several years, experts in understanding the relationship between quality of 
outcomes and volumes of cases, and the arguments underpinning the case for 
concentrating services more broadly, have been warning that here is no simple  
relationship between volume and quality. They have pointed out that much 
research in this area is of a poor quality and that individual studies must be 
evaluated with care if policy implications are to be inferred. In fact, it has been 
suggested that the policy significance of available evidence is unclear. 

Unfortunately, it appears that these warnings have not been fully heeded by 
those driving the HF and MiB programmes. 

A critical stage in the HF programme was the original formulation of options. The 
document: Criteria and Methodology for Selection of Options (2005) provides a 
report of the criteria and methodology used to develop these options and to 
identify a preferred option. It is possible to discern in this the underpinning 
rationale deployed by clinicians to arrive at the options which then became the 
foundation for subsequent discussion, consultation and ultimately decision-
making. 

The two key clinical considerations which emerge for the formulation of options 
are: 

2 I am grateful to Professor David Byrne for his assistance with this report. 

3 References to Public Consultation documents in this report are to the full rather than short 

consultation documents issued in January 2006
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(a) the importance of securing EWTD compliance and sustainable staffing levels 
and 
(b) the importance of securing safe and high quality services through 
concentration of services and greater specialisation. 
For example: “..everyone wants all the services they might need at their ‘local’ 
hospital, but the safest, highest-quality services are likely to involve centres of 
excellence taking patients from across a wider  area.” (p1) And “the need to 
specialise services” (p5) is reiterated without qualification later in the document. 

At points, these two considerations appear conflated. Thus: 
“…the health professionals who gave us their views were in 
no doubt that many specialties will benefit from a reduction 
in the number of sites where inpatient treatment is offered. 
This would avoid the problems and risks of spreading staff 
skills and equipment too thinly over too many sites. The 
result would be centres of excellence for much inpatient 
surgery. We believe that, given the choice, most patients 
would rather have their operation done by a surgeon who 
dealt with the specialty involved day-in, day-out, rather 
than a surgeon who did a far wider range of work and 
occasionally carried out the operation they were about to 
have.” (p2) 

Note the explicit reference to specialisation and the implicit reference to volumes 
of cases. Or again: 

“We believe that a ‘centres of excellence’ approach would 
ensure that services are high quality, safe and sustainable. 
But they will also bring other benefits. We are doing this 
work for patients, but there is no doubt that this approach 
would help with recruitment, particularly for the more 
skilled staff, who are in greatest demand across the 
country. If our services give staff the chance to make the 
most of their professional development opportunities then 
they will make our hospitals attractive places to work. They 
will be best for patients – and best for staff too” (p2). 

In the HF Public Consultation document, the drivers for change are described as 
including: 

“..we need to make sure that health professionals 
undertaking complicated procedures are doing so regularly 
enough so they can achieve the best possible results for 
patients….to keep and improve their skills, specialist 
doctors need to treat patients regularly under the best 
technical conditions” (p6). 

Sweeping statements about specialisation and volumes of cases can be found in 
the Public Consultation Document for MiB. This document states quite explicitly in 
both its executive summary: 

“Better inpatient care can be delivered in larger, more 
specialised units in hospitals. In larger units doctors and  
nurses see enough patients with certain conditions and 
illnesses to ensure they maintain their skills’ (p5) 

and in its opening paragraphs of its case for change that:  

“There is evidence that sick children, young people and 
babies do better in larger units than in smaller units. There 
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is a huge benefit in concentrating more specialist skills into 
fewer, larger units rather than spreading the skills and 
experience more thinly across a large number of smaller 
units….[8 inpatient paediatric units and up to 8 inpatient 
maternity units] can be staffed to appropriate standards 
and will provide sufficient experience in less common 
conditions for the health staff who work in them’ (p18). 

(In the MiB document, the authors also claim that other areas in the country work 
from fewer, larger units but this in itself is not an argument for a need for fewer, 
larger units, much less a case for better quality care. The reference appears to 
have more of a rhetorical than logical function in the text.) 

Similarly, Appendix G to the MiB Report for the Joint Committee of PCTs, 
published in December 2006 and entitled The Need for Change and the Clinical 
Model, makes unambiguous claims. For instance: 

“…the staff who work with [children and babies] have 
special skills. To retain these skills, however, healthcare 
staff have to be able to look after a large enough number 
of patients, otherwise they are not able to maintain their 
skills – the more one undertakes a task, the better skilled 
one becomes” (p54). 

And: 
“There is now acceptance of a ‘critical mass’ whereby 
clinicians – doctors, nurses and those involved in providing 
health care – need to see and treat a particular number 
and type of patient in order to maintain their clinical skills” 
(p57). 

Let us take the HF claims first. The strength of conviction was so strong among 
the clinicians that they declared a preference for concentrating all acute medicine 
and surgery onto one site. Surgeons expressed a particular wish to see acute 
surgery and orthopaedic trauma onto one site. Concentration onto two sites was 
seen as a compromise. 

But what is the evidence base for this desire to concentrate? The 
relationship between volumes of cases (which is what concentration permits) and 
quality of outcomes has attracted research interest for some decades but has not 
given rise to a single clear policy formulation. Researchers at the Centre for 
Health Economics and the NHS Centre for Reviews and Dissemination, York 
University (Ferguson et al, 19974) conducted a systematic review of research on 
volume of cases and outcomes and summarised the evidence from the best 
quality studies (i.e. applying extensive adjustment using validated clinical risk 
factors or scores) in relation to quality of outcomes and volumes of cases. The 
authors found that much research examining the relationship between hospital 
and clinician volume and health outcomes is of poor quality and does not make 
adequate adjustment for differences in patient case-mix. They warn that the 
evidence base underpinning pressure to concentrate acute services is 
weak. 

Ferguson, B., Posnett, J. and Sheldon, T. (1997) Concentration and Choice in the Provision of 
Hospital Services, NHS Centre for Reviews and Dissemination Report 8 
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Halm et al (2002)5 also conducted a systematic review and methodological 
critique examining the evidence for an association between volumes of cases and 
outcomes. They, too, concluded that the methodological rigour of published 
studies was mixed and modest overall. The higher the methodological 
sophistication of a study (i.e. risk adjustment using clinical data), the less likely it 
was to report a positive effect of hospital volume on outcome and the authors 
consider that it is “possible that subtle differences in disease severity or 
comorbidity may partly explain the association between hospital volume and 
outcome” (p514). The authors warn: “..the magnitude of the relationship varies 
greatly among individual procedures and conditions. The clinical and policy 
significance of this finding is complicated by methodological shortcomings”. 

Hannan (1999)6, in considering research to date, observed that “most studies 
focus on surgical procedures rather than on medical conditions, and most used 
inpatient mortality as the only measure of adverse outcome” (p1677).  He 
cautions: “…we must realize that findings regarding the relation between volume 
and outcome tend to be true only on average. Even when a significant relation 
between volume and outcome is identified in a study, some high volume hospitals 
in the study are likely to have had average or poor outcomes. There are almost 
always numerous low-volume providers with average or exceptional outcomes….” 
(p1678). Halm et al reiterate this point: “Even when a significant association 
exists, volume does not predict outcomes well for individual hospital and 
physicians.” Both Hannan and Halm and colleagues reflect upon the paucity of 
research investigating the volumes by physician (rather than hospital) / outcomes 
relationship which the drive to specialism presupposes. Hannan points out that 
risk-adjusted outcomes rates are typically not reported by hospitals because the 
accuracy and clinical detail of existing administrative data are considered 
insufficient. 

According to Halm et al, who systematically reviewed 135 population-based 
studies conducted over 20 years and involving 27 procedures, the most 
consistent and striking absolute difference in mortality rates between high and 
low volume hospitals was for pancreatic cancer surgery, oesophageal cancer 
surgery, paediatric cardiac surgery, treatment of AIDS and surgery for 
unruptured abdominal aortic aneurysm. For many other common surgical 
procedures and conditions, the evidence was much more limited and inconsistent. 
In terms of the much less investigated relationship between physician volume and 
outcomes, the most striking differences in mortality rates between high and low 
volume surgeons were seen for pancreatic cancer, ruptured abdominal aortic 
aneurysm and paediatric cardiac surgery. According to a more limited number of 
studies, surgeon volume seemed to be a more important determinant of 
outcomes than hospital volumes in the case of coronary artery bypass grafting, 
carotid endarterectomy, surgery for ruptured abdominal aortic aneurysm and for 
colorectal cancer. 

In relation to the concentration of orthopaedic work, specifically identified in 
the Criteria and Methodology document, a recent, large scale study illustrates the 
complexity of the data. Schulze Raestrup and Smektala (2006)7 analysed tens of 
thousands of data records relating to total knee replacement (TKA) and femoral 
neck fractures (FNF). They find no connection between outcome quality and 

5 Halm, E., Lee, C. and Chassin, M. (2002) ‘Is Volume Related to Outcome in Health Care? A 
Systematic Review and Methodological Critique of the Literature’ Annals of Internal Medicine, 137 
511-520 
6 Hannan, E. (1999) ‘The relation between volume and outcome in health care’, New England Journal 
of Medicine, 340: 1677-1679 
7 Schulze Raestrup, U. and Smektala, R. (2006) ‘Are There Relevant Minimum Procedure Volumes in 
Trauma and Orthopedic Surgery?’ Zentralblatt fur Chirurgie 131, 6: 483-492 
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number of cases for total knee replacement in terms of general complications 
(such as cardiovascular events, pneumonia, pulmonary embolism and 
thrombosis) but an inverse relationship between high volume hospitals and 
specific complications secondary to TKA (wound infections, abscesses, 
haematomas and postoperative bleeding). Again, this association did not predict 
outcomes for individual departments and hospitals. No connection between 
volumes and outcomes was established for FNF. These findings, which are not in 
conflict with those outlined in the York systematic review (which found evidence 
of an association between hospital volumes and complications in knee 
replacement but no relationship between hospital volume and mortality for hip 
fractures) do not offer a clear policy direction. 

Hannan suggests the growing body of research ‘poses a host of complex 
questions to physicians, government officials, professionals medical organisations, 
and policy makers’. He concludes: “volume is a structural (although changeable) 
characteristic of hospitals that frequently enables us to identify important 
variations in outcomes of care. However, it should not be considered the final 
determinant of quality”. The Department of Health, in Reconfiguring Hospitals 
Evidence File: Part One, published in July 2004, endorsed the conclusions of the 
York research and emphasised that, whilst there is evidence of a close correlation 
between hospital volume and outcome in major surgery such as cardiology, 
neurosurgery, liver transplantation, some cancer surgery and major vascular 
surgery, evidence from research does not support any general presumption that 
large hospitals benefit from economies of scale or that service concentration leads 
to improved outcomes for patients since the area is complex and influenced by 
many variables. 

Despite these conclusions, the notion that concentration into larger units and 
higher volumes of cases will provide better health care is asserted and reasserted 
in several of the documents developed as part of the HF and MiB programmes. 

The Children, Young People and Families Network present a case for 
concentrating services in their Briefing Document with Respect to Delivering 
Safety of Services. This document acknowledges that there is no research 
evidence directly addressing the question: ‘what is the optimum size of a unit?’. 
However, the document goes on to cite a small number of studies which, it 
claims, provide evidence that ‘expertise and volume of patients seen correlate 
positively with outcome’. One of these examines different procedures (in cancer 
and cardiovascular surgery) but acknowledges that it focuses on ‘selected’ 
procedures and that the relative importance of volume varied markedly across 
procedures. The others (including Cifuentes et al, discussed below) are more 
limited in their scope. None offers a systematic analysis across the body of 
research and these studies alone cannot serve as an evidence base for 
concentration across all the services under review.  

In the MiB Public Consultation document, the authors claim that sick children, 
young people and babies do better in larger units. To substantiate this claim, the 
authors offer their public audience only one reference – to a study by Cifuentes 
and colleagues published in 2002. This is a study of low birthweight babies and 
does not include children or young people at all. There is evidence of a link 
between volumes and outcomes for neonates but the matter is complex.  

There is evidence to support concentration of neonatal care particularly for very 
low birthweight and very low gestation age babies and this report does not 
challenge the decision to concentrate these services. However, policy makers 
should proceed with caution since even in this field where there is a significant 
body of research, the findings are complex. The 2003/4 Committee on Fetus and 
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Newborn (2004)8 in the US published a policy statement in 2004 in which they 
examine critically the literature surrounding care of neonates. In relation to 
volumes and outcomes, the Committee observes  

“… patient volume in the NICU seems to influence outcome. 
However, it must be acknowledged that the relationship 
between volume and outcome tends to be true on the 
average, and considerable variability exists among 
individual hospitals and physicians”. 

Drawing conclusions from available research on care for the neonate is made 
complicated by a number of factors, including: the fact that designations for 
levels of care are variably applied to units caring for newborn infants and units 
with the same designation can vary in the types of neonatal services they 
provide; facilities are usually designated according to the most complex level of 
care although some of their infants may receive less complex levels of care; 
infants within the same NICU fare differently depending upon place of birth, with 
infants transferred from other centres having a significantly greater risk of 
mortality and complications than those born on site; improved outcomes may 
result from a better nurse-to-patient ratio rather than volumes of cases. 

The committee indicate that no specific data are available on outcomes of the 
volume of complex procedures performed in newborn infants at hospitals or by 
physicians. In relation to older children, the clearest association between 
volumes and outcomes applies to paediatric heart surgery. This is singled out by 
Halm and colleagues, the York analysis and the Committee on Fetus and 
Newborn. Tilford et al9 conducted one of the few available studies of Paediatric 
Intensive Care Units (PICUs) and found a small but statistically significant inverse 
relationship between volumes and risk-adjusted mortality. The methodological 
weaknesses of their study, including a lack of more comprehensive outcome 
measures and an inability to examine the care provided in PICUs led the authors 
to conclude “A further understanding of this relationship is needed to develop 
effective regionalization and referral policies for critically ill children” (p.293). 
More broadly, Dougherty and Simpson10 point to the scarcity of quality measures 
for children’s health care in many areas. 

There appears to be little clinical evidence underpinning the concentration of 
maternity services into fewer, higher volume units. The Department of Health, 
through the NHS Service Delivery and Organisation R&D Programme and the 
Policy Research Programme, has recently awarded funding to a group of 
investigators led by the National Perinatal Epidemiology Unit (NPEU) at the 
University of Oxford, to carry out studies designed to answer questions about how 
the current provision of maternity services affects women's experiences, and 
about the safety and quality of care around the birth of their baby. It is unlikely 
that findings from this research relevant to reconfiguration decisions will be 
available until after many maternity services have already been restructured. 
Most research to date compares care in midwife-led (or GP/midwife-led care) 
maternity units with hospital-based consultant obstetrican-led care and does not 
compare clinical outcomes of consultant obstetrican-led care in hospital 
departments of different sizes. 

8 Committee on Fetus and Newborn (2004) ‘Policy Statement: Levels of Neonatal Care’, Pediatrics, 
114, 5:1341-1347 
9 Tilford, J., Simpson, P., Green, J., Lensing, S. and Fisher, D. (2000) ‘Volume-outcome relationship in 
pediatric intensive care units’, Pediatrics, 106:289-294 
10 Dougherty, D. and Simpson, L. (2004) ‘Measuring the quality of children’s health care: a pre
requisite to action’, Pediatrics, 113:185-198 
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There appears to be little clinical evidence underpinning the concentration of A&E 
services as a whole into fewer, larger units providing, the British Association of 
Emergency Medicine (2005)11 stipulates, departments have immediate access to 
key supporting specialities. Specifically, these are intensive care, anaesthetics, 
acute medicine, general surgery and orthopaedic trauma. There should also be 
rapid access to child health (preferably on-site), 24-hour access to imaging 
(including CT scanning) and laboratory services on site. The BAEM notes: 

“ In these circumstances, such services can provide high 
quality emergency care around the clock for any patient 
presenting to the department. For those patients requiring 
regional centre expertise, then safe stabilisation and 
transfer protocols must be in place”. 

Regional centre expertise is desirable for a relatively small proportion of patients 
in the case of emergency procedures relating to heart attacks, major accident and 
trauma, and vascular surgery for aortic aneurysm. This can be managed through 
training ambulance paramedics to recognise and triage rapidly the relatively few 
needing this tertiary care from a network of cardiologists, neurologists, vascular 
surgeons and other specialists with appropriate support resources. 

The BAEM divides emergency departments into small units below 40,000 
attendances per year; medium units of 40,000 – 70,000 attendances; large units 
of over 70,000 attendances per year. Recent attendance figures (omitting clinics) 
for the four hospitals of NE Manchester are as follows. Rochdale’s walk-in centre 
figures are also included. 

Hospital Jan-Dec 2006 Jan-Apr 2007 
Rochdale (+WiC) 56,238 (+40,000 approx) 19,883 (+14,023) 
Fairfield, Bury 57,761 20,866 
Royal Oldham 75,901 26,615 
North Manchester 64,091 22,088 

These figures place none of the four A&E departments of NE Manchester into the 
BAEM’s ‘small’ category but three into the ‘middle’ category and one into the 
‘large’ and any combination of departments and catchment populations would 
create large units. 

Current moves to close down A&E departments are occurring in a context in 
which the Department of Health has only within the past months conducted a 
consultation exercise on how and on what principles urgent care services should 
be organised. The Royal College of Paediatrics and Child Health12 noted in their 
response that the needs of children and their families did not appear to have been 
given special consideration within the discussion document and, more generally, 
that the ideas outlined in the discussion document lacked a robust evidence base. 

In summary, whilst there is evidence to support concentration in some 
complex procedures, bold generalisations about the superior quality of 
outcomes where adult acute medicine and surgery are concentrated or 
for infants, children and young people in larger units are not supported 
by the evidence and such statements in the documentation relating to HF and 
MiB are likely to have been misleading. Bold generalisations have been used not 
only during the formal consultation period in 2006 but also, as mentioned, prior 
to this. We note that, according to the write-up of its deliberations, the Children 

11 BAEM (2005) Way Ahead 2005, British Association of Emergency Medicine (posted Dec 2006) 
12 H Cass (2007) Response of the Royal College of Paediatrics and Child Health: Direction of Travel for 
Urgent Care 
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and Young People’s Network Citizens’ Council 1st Follow-Up Meeting in June 2004 
was asked to select the hospitals in which to concentrate children’s services in NE 
Manchester entirely on the basis, it appears, of volumes of cases: 

“Currently there are an unsustainable number of children’s 
wards in the Greater Manchester area; staff in these wards 
are not seeing enough children to be able to maintain and 
improve their skills and knowledge, and as such the quality 
of the service they are able to provide is not as good as it 
could, or should be. To overcome this problems certain 
wards will be closed whilst remaining wards will be 
upgraded. The change will mean staff working in these new 
wards will see a higher number of children and will treat 
rarer conditions more often; as such they will become more 
skilled and provide more effective care for their service-
users.” 

The decisions to rationalise the range of services being reviewed cannot be based 
on these clinical (rather than staffing) grounds. 

Safe staffing levels 

Both HF and MiB reiterate the need to staff units at safe and sustainable levels in 
a context of recruitment challenges and the constraints of the EWTD. In some 
instances, such as the labour ward, guidelines are issued (in this instance by the 
Royal College of Obstetrics and Gynaecology) regarding safe staffing levels. 

The Public Consultation document for MiB presents a number of graphs depicting 
the evidence of staff shortages across maternity and children’s services. The 
evidence offered relates to the number of times that maternity units were closed 
between April 2004 and March 2005, that neonatal units were closed between 
March 2004 and August 2005 and the number of nights maternity units were 
covered by locum middle grade doctors between April 2004 and March 2005 
(p18-19). The graphs do not identify which units are represented by each data 
column or indicate which staff (e.g. consultant obstetricians, midwives, nurses) 
were in short supply.  

The highest figure in the graph for maternity unit closures between April 2004 
and March 2005 indicates closure on 29 occasions. This matches the figures 
provided by the evidence submitted in the Rochdale Midwives and Support Staff 
Response to the Reconfiguration of Maternity Services (Feb 2006). However, this 
staff response document makes it clear that these closures were not caused by 
staff shortages but by lack of bed capacity in a context of rising local birth rate, 
suggesting an expansion rather that withdrawal of the Rochdale maternity unit is 
required. Despite the emphasis placed in the Public Consultation Document on the 
dangers to safety and viability posed by staffing shortages, these arguments 
appear not to apply to midwives at Rochdale Infirmary, where loss of midwives 
has been low, usually explained by retirement, and student midwives seeking to 
secure employment at Rochdale Infirmary have been unsuccessful because of the 
absence of vacancies. The staff response from Rochdale Infirmary also 
emphasises the strong teamwork and ethic of mutual support, identified by Safer 
Childbirth: Minimum Standards for Service Provision and Care in Labour (Nov 
2006)13 as essential in good intrapartum care. 

13 Produce collaboratively by the Royal Colleges of Midwives, Obstetricians and Gynaecologists, 
Anaesthetists, and Paediatrics and Child Health 
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The evidence of the midwives is corroborated by the interim Financial Assessment 
provided by Teamwork Management Services (2006). Its analysis found that, in 
whole time equivalent (WTE) terms, Rochdale had only one vacancy between 
April and October 2005 out of an establishment of 62.8, in contrast, say, to the 
Royal Oldham which had 12.6 vacancies out of 104.5. Figures (on the Best for 
Health website) for maternity locum cover also suggest that Rochdale has one of 
the lowest uses across the review area. The problems identified at Rochdale in 
terms of projected EWTD compliance do not in themselves justify the selection of 
Rochdale as a site for service withdrawal since staffing across Greater Manchester 
must be considered as a whole. 

In relation to children’s services, the financial calculation of nurse staffing can 
be made on the basis of wards of a given size. The interim Financial Assessment 
uses the 20-bedded ward operating at 75% occupancy as its unit of calculation. 
For projected need (according to it own assessment), there will be a requirement 
for 27 20-bedded wards. Each will require 31.8 nurse WTEs. The cost of nursing 
staff appears to be a function of levels of occupancy rather than the location of 
wards per se. In 2004/5, occupancy across the review area was only 59%, 
suggesting considerable scope for efficiency gains to be made without necessarily 
dropping to eight sites. The 75% occupancy is assumed from a concentration of 
services onto fewer sites but it is by no means evident that this requires 
concentration to precisely eight sites. It should be noted that Rochdale’s 
performance was again far superior and well above the average with 81% 
occupancy on children’s wards, the second highest across the area. 

If 75% occupancy can be realised even  though the number of sites is above 
eight, there would still be the potential release of large numbers of nurses for 
redeployment into community settings as the Assessment indicates. 

The key difference to staffing costs occurs in relation to the medical workforce. 
The European Working Time Directive (EWTD) affects all doctors in training who 
must reduce their weekly hours from 56 to 48 in 2009 (including hours spent 
resident on-call). This includes middle grade doctors (specialist registrars, non-
consultant career grades – staff or associate specialist level, and senior SHOs) 
and SHOs. Furthermore, EWTD compliant rotas must be ‘educationally 
acceptable’, that is able to offer a sufficiently rich educational and training 
environment. 

In relation to neonatal, children’s and obstetric services, the interim Financial 
Assessment points out that the Deanery has calculated that with continued 
service provision at 15 (sic) sites, an additional 111 middle grade doctors and 113 
SHOs are required. Under option A (and B, C and D), an additional 34 middle 
grade doctors and 18 SHOs are required. The gross cost of the first is £12.8m 
and of option A is £2.6m. The cost of these additional staff might be considered 
modest in the context of the whole of the Greater Manchester health economy 
and in where major local services are threatened with withdrawal. Further, the 
real cost would be lower than the calculated gross cost as current salaries will be 
reduced with the application of banding B. 

The workforce development team are promoting and seeking to secure 
agreement from clinicians to a model of 24 hour full shift rotas comprising 11 
doctors. Although this model appears to have a number of advantages, we note 
that it has been challenged by some clinicians and that the evidence base for it is 
limited since most guidance from colleges and other professional associations is 
more directed towards the EWTD requirements of 2004. 
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It is clear that these requirements pose significant challenges for workforce 
planning since EWTD compliance reduces the daytime availability of doctors. 
Obstetrics, neonatology and paediatrics are considered ‘high risk’ areas in 
meeting EWTD compliance. This has been linked with notions of safety and of a 
critical mass of staff to endorse the eight unit maximum model. Delivering A 
Workforce Strategy for the Children, Young People and Families Network (May 
2006) states: 

“Further medical workforce modelling for junior doctors, to 
deliver a safe acute service on a 24 hour basis for 
paediatrics, neonatology and obstetrics, was provided to 
the JCPCT in December 2005. This information assisted the 
JCPCT in the process to agree to the options for service 
reconfiguration. Four options for change in the service 
reconfiguration showed that EWTD, and other criteria, 
including the evidence for a critical mass of staff delivering 
a service’, could be achieved by having a maximum of 8 
inpatient paediatric and obstetric units, and three neonatal 
intensive care units. A no change option to the current 
service configuration for the acute services was 
shown not to be safe” (p12, emphasis in the original). 

The information given appears to be from the Briefing Document with Respect to 
Delivering Safety of Services, mentioned above. However, the use of this Briefing 
as a basis for decision making is problematic because of the way it has used (or 
mis-used) evidence.  

Its arguments in relation to safety are based on the volumes-outcomes issue 
discussed earlier. The briefing generalises from a very small number of selected 
studies rather than from any systematic review of the literature. In so doing, it 
has drawn conclusions which are not evidence based. In relation to training 
requirements, the Briefing arrives at a figure of 200 as the basic minimum of 
acute referrals to be seen by a trainee in 6 months. However, this is derived from 
a College recommendation for a different rota system and this figure does not 
appear to be evidence based. The RCPCH does not define absolute numbers of 
patients to be seen. By contrast, the notes from discussions among senior 
clinicians about the 11-doctor rota model demonstrate that the richness of the 
working environment for educational and training purposes is a much more 
complex affair, which is not merely a function of numbers of referrals but 
encompasses, inter alia, numbers of trainees ‘competing’ for educational 
opportunities, the tension between Consultant presence for safety and 
opportunities for independent thinking, the tension between large numbers of 
available doctors on site and opportunities for independent thinking, variation in 
the extent to which workload is consistently intense and the extent to which 
twilight and night-time shifts offer opportunities for learning. 

We note the discussion relating to critical mass of staff ‘on an obstetrics/NICU 
model without 24 hour inpatient paediatric services’ is not evidence based. The 
Briefing concedes that there is no evidence upon which to base the optimal size 
of maternity units and concludes rather weakly: 

“In the absence of any helpful research clinicians in the 
review area feel that probably 6000-7000 is the optimum 
maximum size of a unit. With regard to a minimum size 
there is not universal agreement, but most feel about 
3,500 would be appropriate” (p4, emphasis added). 

This would be a very poor basis for any decision about the desirable size of a 
maternity unit. 
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The discussion about the maximum number of maternity/paediatric sites has 
conflated separate issues of outcomes (and their relationship to size of unit) and 
inputs, including (separately) an educationally rich training environment, 
sufficient numbers of junior doctors, the cost implications of EWTD and 
Modernising Medical Careers and broader staff recruitment challenges. These 
different factors need to be sufficiently analytically separated to examine the 
different solutions which could be brought to bear and to clarify the precise 
justification, if any, for an eight site option. 

Equity and Deprivation 

MiB documents claim that the satisfaction of an equity test has been essential in 
approving options for consideration. However, there is evidence that the 
equity criteria have not been properly applied in the case of Rochdale and 
that there has been a ‘drift’ over time in the way equity has been 
understood. Both of these factors have disadvantaged Rochdale. In the HF 
programme, considerations of equity have been more implicit with the criteria 
used to score options including, inter alia, demographic factors (including social 
deprivation), impact on patient flows outside the area (which could have equity 
implications) and travel times (which affect access). Again, equity considerations 
have been insufficiently weighted to the disadvantage of Rochdale. 

In MiB, Option A is imputed to satisfy the equity criteria in terms of: 
•	 Providing inpatient services that are accessible for people wherever they 

live 
•	 Providing inpatient services in areas where people are less advantaged 
•	 Providing inpatient services in areas where people are less likely to have 

access to their own transport 

The choice of equity as a criterion by which to evaluate options is not disputed in 
this report. However, the application of this criterion gives cause for concern. 

The equity criteria identify the need to provide inpatient services in areas where 
people are less advantaged. Disadvantage and need can be measured in a 
number of ways but the most comprehensive and widely recognised composite 
measure is the Index of Multiple Deprivation. 

Deprivation in a comparative context 

The following tables show measures of deprivation for the local authorities of 
Greater Manchester. 

Table I shows the number and proportion of Super Output Areas (SOAs) within a 
given local authority which fall within the worst 10% of areas in England when 
measured for multiple deprivation. Deprivation is measured through the Index of 
Multiple Deprivation (IMD), about which more information is available in the 
source shown below. 

Table II shows the number and proportion of Super Output Areas (SOAs) within a 
given local authority which fall within the worst 20% of areas in England when 
measured for multiple deprivation. Deprivation is measured through the Index of 
Multiple Deprivation (IMD), about which more information is available in the 
source shown below. 
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Table III shows the number and proportion of Super Output Areas (SOAs) within 
a given local authority which fall within the worst 10% of areas in England when 
measured for health and disability deprivation. Health and disability deprivation 
are also measured through a combination of indicators as outlined in the source 
shown below. 

Table IV shows the number and proportion of Super Output Areas (SOAs) within a 
given local authority which fall within the worst 20% of areas in England when 
measured for health and disability deprivation. Health and disability deprivation 
are also measured through a combination of indicators, as outlined in the source 
shown below. 

The tables are based on information from The English Indices of Deprivation 2004 
(revised), Office of the Deputy Prime Minister (2004). 

These tables show that out of the 10 local authority areas of Greater 
Manchester: 

Rochdale has the 3rd highest proportion of SOAs falling within the worst 10% of 
areas in England when measured for multiple deprivation. 

Rochdale has the 4th highest proportion of SOAs falling within the worst 20% of 
areas in England when measured for multiple deprivation (although Rochdale’s 
figure is almost identical to Oldham’s which is 3rd highest). 

Rochdale has the 4th highest proportion of SOAs falling within the worst 10% of 
areas in England when measured for health and disability deprivation. 

Rochdale has the 4th highest proportion of SOAs falling within the worst 20% of 
areas in England when measured for health and disability deprivation. 
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Table I   LA NAME * worst 10% English IMD Crosstabulation 

worst 10% English IMD Total 

worst 10% other 
LA NAME Bolton Count 38 137 175 

% within LA NAME 21.7% 78.3% 100.0% 
Bury Count 

% within LA NAME 
11 

9.2% 
109 

90.8% 
120 

100.0% 
Manchester Count 155 104 259 

% within LA NAME 59.8% 40.2% 100.0% 
Oldham Count 34 110 144 

% within LA NAME 23.6% 76.4% 100.0% 
Rochdale Count 35 100 135 

% within LA NAME 25.9% 74.1% 100.0% 
Salford Count 53 91 144 

% within LA NAME 36.8% 63.2% 100.0% 
Stockport Count 

% within LA NAME 
11 

5.8% 
179 

94.2% 
190 

100.0% 
Tameside Count 18 123 141 

% within LA NAME 12.8% 87.2% 100.0% 
Trafford Count 9 129 138 

% within LA NAME 6.5% 93.5% 100.0% 
Wigan Count 

% within LA NAME 
32 

16.0% 
168 

84.0% 
200 

100.0% 
Total Count 396 1250 1646 

% within LA NAME 24.1% 75.9% 100.0% 
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Table II LA NAME * worst 20% English IMD Crosstabulation 

worst 20% English IMD Total 

worst 20% other 
LA NAME Bolton Count 65 110 175 

% within LA NAME 37.1% 62.9% 100.0% 
Bury Count 

% within LA NAME 
24 

20.0% 
96 

80.0% 
120 

100.0% 
Manchester Count 186 73 259 

% within LA NAME 71.8% 28.2% 100.0% 
Oldham Count 62 82 144 

% within LA NAME 43.1% 56.9% 100.0% 
Rochdale Count 58 77 135 

% within LA NAME 43.0% 57.0% 100.0% 
Salford Count 74 70 144 

% within LA NAME 51.4% 48.6% 100.0% 
Stockport Count 

% within LA NAME 
21 

11.1% 
169 

88.9% 
190 

100.0% 
Tameside Count 50 91 141 

% within LA NAME 35.5% 64.5% 100.0% 
Trafford Count 22 116 138 

% within LA NAME 15.9% 84.1% 100.0% 
Wigan Count 

% within LA NAME 
73 

36.5% 
127 

63.5% 
200 

100.0% 
Total Count 635 1011 1646 

% within LA NAME 38.6% 61.4% 100.0% 
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Table III   LA NAME * worst 10% Health and Disability Crosstabulation 

worst 10% Health and 
Disability Total 

worst 10% rest 
LA NAME Bolton Count 47 128 175 

% within LA NAME 26.9% 73.1% 100.0% 
Bury Count 

% within LA NAME 
17 

14.2% 
103 

85.8% 
120 

100.0% 
Manchester Count 183 76 259 

% within LA NAME 70.7% 29.3% 100.0% 
Oldham Count 41 103 144 

% within LA NAME 28.5% 71.5% 100.0% 
Rochdale Count 39 96 135 

% within LA NAME 28.9% 71.1% 100.0% 
Salford Count 68 76 144 

% within LA NAME 47.2% 52.8% 100.0% 
Stockport Count 

% within LA NAME 
15 

7.9% 
175 

92.1% 
190 

100.0% 
Tameside Count 38 103 141 

% within LA NAME 27.0% 73.0% 100.0% 
Trafford Count 12 126 138 

% within LA NAME 8.7% 91.3% 100.0% 
Wigan Count 

% within LA NAME 
69 

34.5% 
131 

65.5% 
200 

100.0% 
Total Count 529 1117 1646 

% within LA NAME 32.1% 67.9% 100.0% 
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Table IV   LA NAME * worst 20% Health and Disability Crosstabulation 

worst 20% Health and Disability Total 

worst 20% rest 
LA NAME Bolton Count 79 96 175 

% within LA NAME 45.1% 54.9% 100.0% 
Bury Count 

% within LA NAME 
44 

36.7% 
76 

63.3% 
120 

100.0% 
Manchester Count 217 42 259 

% within LA NAME 83.8% 16.2% 100.0% 
Oldham Count 64 80 144 

% within LA NAME 44.4% 55.6% 100.0% 
Rochdale Count 74 61 135 

% within LA NAME 54.8% 45.2% 100.0% 
Salford Count 106 38 144 

% within LA NAME 73.6% 26.4% 100.0% 
Stockport Count 

% within LA NAME 
24 

12.6% 
166 

87.4% 
190 

100.0% 
Tameside Count 68 73 141 

% within LA NAME 48.2% 51.8% 100.0% 
Trafford Count 29 109 138 

% within LA NAME 21.0% 79.0% 100.0% 
Wigan Count 

% within LA NAME 
113 

56.5% 
87 

43.5% 
200 

100.0% 
Total Count 818 828 1646 

% within LA NAME 49.7% 50.3% 100.0% 
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The selection under HF of Rochdale as a locality hospital 

Despite Rochdale’s ranking in the Greater Manchester hierarchy of deprivation, it 
has been selected as a suitable location from which to withdraw a wide range of 
health services, including A&E, inpatient maternity and paediatric services and 
many acute medical and surgical services. The selection of Rochdale for the loss 
of its acute medical and surgical and A&E services is explained in the document 
entitled: Criteria and Methodology for Selection of Options, the document setting 
out the clinical preference for service concentration which we criticised above as 
lacking in an adequate evidence base. 

The following is an extract from this document: 

“Under the preferred option, why was Rochdale selected as a locality hospital? 
Rochdale was selected as a locality hospital for the following reasons: 
• Rochdale has the smallest catchment population of the four hospitals. 
• Rochdale has the least number of acute medical and surgical admissions. 
• Rochdale has the least number of beds. 
• Because of its geographical position the impact on patient flows to hospitals outside the 
Pennine footprint is the least. 
• The Rochdale site is land locked - any expansion would be complex and difficult to achieve. 
Our preferred option includes Rochdale as a locality hospital with the other three maintaining 
A & E and acute medicine. It should be noted that the vast majority of people who use the 
Rochdale Infirmary A&E service will receive their care as normal. But those most seriously 
ill or injured patients will go direct, usually by ambulance, to one of the other major hospitals 
will a full A&E and trauma unit. 

Under the preferred option, why was Fairfield not selected as a site for a locality hospital? 
Fairfield was not selected as a site for a locality hospital because should acute medicine and A 
and E no longer be provided at Fairfield, there would be a significant impact on Bolton. The 
trust at Bolton have made it very clear they are unable to cope with the existing workload let 
alone any additional work that may flow their way.” 

The selection of Rochdale omits consideration of its highly deprived status.  

The claim that Rochdale Infirmary is landlocked is strongly disputed. The current 
design of the building allows for further development in existing external spaces, 
for modest modification of use of internal spaces, for the development of space 
currently occupied by the prefabricated Stonehill block and for the construction of 
an additional storey or storeys where the building is currently single storey high. 
Key facilities are purpose built whereas North Manchester General has no past 
history of a children’s unit and requires new build to construct one. Further North 
Manchester General is much closer to Manchester’s children’s hospital. 

Second, the decision to retain A&E at Fairfield rather than Rochdale appears to 
have resulted from an effective veto from Bolton on the alternative. Rochdale 
appears to have lost its A&E and other services in part because the Royal Bolton’s 
capacity is insufficient. This is despite Bury’s greater affluence and ease of access. 
It seems clear that in taking the decision to retain A&E services in Bury, rather 
than Rochdale, minimising impact on others (outside the ‘Pennine footprint’) has 
counted for more than the pattern of deprivation levels within the local 
population. 

This contrasts markedly with the account of early (2004) deliberations by the 
Network Supervisory Board of the Greater Manchester, East Cheshire and High 
Peak Children and Young People’s Network. These early deliberations, which 
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propose the retention of overnight services at Rochdale, emphasise equity 
considerations. The following is an extract from Children and Families First: 
Delivering Healthcare for the 21st Century: 

a. North East Sector 
The North East sector’s staff involvement to its redesign work has ensured a high level of 
clinical involvement in forming a future vision for children and women’s services within the 
sector. The NSB hopes this work will continue so that this vision can be delivered over time. 
The North East sector board put forward a proposal to provide overnight care initially on 
three sites but did not suggest which these should be. 
The NSB’s independent panel considered four main areas when recommending that overnight 
care should be provided at North Manchester, Oldham and  Rochdale but not in Bury:- 
. Population statistics 
· Analysis of current overnight activity on existing sites 
· The analysis undertaken by the PCT Directors of Public Health within the sector 
· View of the Citizens Council 
The most important points from this analysis for NE residents are:-
. North Manchester ranks 1st on child poverty index in Greater Manchester.  Oldham 6th, 
Rochdale 7th and Bury 12th 
· Bury has the lowest number of census units (super output areas) in the 10% most income 
deprived affecting children census units in England 
· The infant mortality rate in North Manchester is one of the highest in western Europe, Bury 
has the lowest infant mortality rate in the sector 
· Birth rates are rising in Oldham against national trends 
· Significant ethnic minority population in Oldham, North Manchester and to a lesser extent 
Rochdale have specific needs 
· Level of access to a car is significantly higher in Bury than other parts of the sector 
Fairfield General has the:-
. Fewest overnight episodes from the most deprived quintile of the children’s population (875 
compared to 2400 at Royal Oldham, 1200 at Rochdale Infirmary and 3500 at NMGH/Booth 
Hall). A significant proportion of this activity is from Rochdale PCT 
· Fewest medical episodes (2900 compared to 4400 at Royal Oldham, 3100 at Rochdale 
Infirmary and 4300 (secondary only) at NMGH/Booth Hall) 
· A significant amount of surgical activity is from Rochdale PCT (overall and in highest 
quintile of deprivation) which could be provided closer to home 
· Fewest attendances at A & E during the night (1600 compared to 2300 at Royal Oldham, 
1900 at Rochdale Infirmary and 3500 at NMGH/Booth Hall) 

The Citizens’ Council undertook a consideration of where the sector should place its 
overnight sites. The Councils view was that the strongest “case” was for an overnight service 
in North Manchester, then Oldham, Rochdale and finally Bury. The Council looked at similar 
data as the panel but also, more importantly, added local knowledge of communities, their 
natural “links” to particular hospitals and first hand knowledge of transport issues. 

It should be noted that when the Citizens’ Council was asked in 2004 to select 
only two hospitals in the north east sector for inpatient children’s services, it 
struggled between Rochdale and Oldham because of their level of need: ‘on this 
criteria Oldham arguably edges it’. In fact the Council found itself in the invidious 
position of trying to choose between two highly deprived areas as to which should 
lose its inpatient children’s services. Additionally, it is worth noting here in 
relation to the comparison made between Oldham and Rochdale that in three of 
the four deprivation tables provided earlier in this report, Rochdale’s ranking was 
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worse than Oldham’s (and almost identical in the fourth); and that Rochdale’s 
birth rate is also rising. 

The justification given to Council members for this exercise, as mentioned above, 
was the mistaken assertion that concentration of services was required for quality 
of care. 

Deprivation and access to services 

Under MiB, the Public Consultation document offers information about distances 
between units and travel times between units in support of its case that the 
proposed changes make inpatient paediatric and obstetric services accessible. The 
distance shown between Rochdale Infirmary and the Royal Oldham is one of the 
shortest on the map (p49). However, distances shown are between units and not 
between residential parts of Rochdale and the hospitals in question. The travel 
distances shown, therefore, understate the distances to be travelled by some 
Rochdale patients for inpatient services, particularly where residents without 
private transport must first make their way to the main transport link between 
urban centres. 

The document offers travel times information based on average actual times 
taken to transfer patients between sites by ambulance. The information does not 
include maximum and minimum times of transfer.  

Whilst information about ambulance transfer times is relevant, it does not 
address the question of the real travel times Rochdale residents can expect to 
undergo between their homes and the proposed sites for inpatient services. The 
time spent travelling is likely to be increased where public transport is required. 
For this information, the public are advised (without a specific url) to visit the 
Best For Health website where, they are told, more transport information is 
available. On the website, an analysis of travel times and extra travel times can 
be found in an NHS document (described as the Draft Final Report) entitled 
Changes to Maternity Services in Greater Manchester commissioned from 
transport specialist JMP Consulting by Greater Manchester, East Cheshire & High 
Peak Children, Young People and Families’ Network. 

This document describes the overall accessibility of each particular unit and 
calculates the numbers of women (aged 16-49) across the Review Area able to 
access the unit within a 60 minute period by public transport. The authors 
conclude that Rochdale Infirmary is of limited wider accessibility with fewer than 
67,000 women able to access it within a 60 minute period (in comparison, say, to 
the 256,000 women who can reach Manchester Royal Infirmary in the same 
time). The document also shows extra public transport travel times incurred by 
local residents through the closure of their local services. Unfortunately, the 
analysis does not demonstrate the impact on access where residents lose both 
their own and their closest neighbouring service, which is the case, under option 
A, for many Rochdale residents using inpatient maternity and children’s services, 
particularly those in Rochdale Township, LittleBorough and Heywood.  

It appears that the information relating to the accessibility impact for Rochdale 
residents of the withdrawal of local and neighbouring maternity and children’s 
services has at no point in the preliminary or formal consultation periods been 
provided to the public. This omission is particularly regrettable when taking into 
consideration the significantly high levels of deprivation in Rochdale. Specifically, 
analysis of the 2001 Census shows that a far higher proportion of Rochdale 
households do not have access to a car or van (33.4%) than for England and 
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Wales as a whole (26.7%) and that the Rochdale figure is higher than for Greater 
Manchester as a whole also (and much higher than Bury’s 26%). Alongside 
additional travel distance, the withdrawal of services transfers a burden of time 
and financial costs to Rochdale residents and the physical challenge of a public 
transport journey involving possible changes, walking and waiting in all weathers 
(which may represent a significant challenge for some in need of health care) to 
be offset only through the extra cost of longer taxi rides. 

Instead of Rochdale’s comparative geographical remoteness being used as an 
argument to retain services for its already deprived population, its remoteness 
from other residents in Greater Manchester appears to have been used as a  
justification for selecting its services for closure. 

While this may be regarded by some as a modest oversight in the context of the 
MiB programme as a whole, the lack of attention given to this aspect of the 
proposed changes points to insufficient regard to matters of equity, especially 
when understood against the backdrop of the simultaneous proposals to have 
Rochdale’s A&E services and acute medical and surgery services withdrawn as 
well. 

Further geographical considerations 

Under the combined preferred options of HF and MiB, both Rochdale and Bury are 
to lose their inpatient children’s and maternity services; Rochdale is to lose its 
A&E, emergency surgery and much acute medicine while A&E is to remain at Bury 
but with the hoped-for medium-term withdrawal of acute surgery, the retention 
of acute medicine without acute surgery at Fairfield may be uncertain. As core 
services move southward, this geographically peripheral sector of Manchester 
stands to lose, under these options, a significant range of health services despite 
the substantial population the hospitals currently serve. In fact, the affected 
population is larger than those of Bury and Rochdale combined since the 
Rossendale Valley and surrounding area are affected by these proposals whilst 
simultaneously facing the loss of key services (including inpatient children’s 
services as well as A&E) from Burnley General Hospital. It is not evident that 
planning in Greater Manchester has been sufficiently informed by proposed 
developments in the adjacent area. Thus, the affected population is around 
400,000 and includes the severely deprived population of Rochdale. For instance, 
in 2003, the number of live births by PCT was: 
1,872 for Rochdale 
825 for Heywood and Middleton 
2,181 for Bury 
2,912 for Burnley, Pendle and Rossendale. 
Or 7,790 in total. 

The comparative geographical remoteness of this population suggests that the 
range of services typically provided by the District General Hospital should be 
retained, if not with the full range of services on each site, at least on a 
partnership basis between Rochdale and Fairfield.  

Misconceptualising equity 

One of the difficulties in the way in which questions of equity have been 
considered is a misunderstanding relating to the meaning of the concept.  
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Rochdale’s level of deprivation suggest that particular attention should be paid to 
any further disadvantage proposals for change would impose. However, concerns 
about the weighting given to issues of equity must be deepened when considering 
an apparent misunderstanding of the concept. The JMP Consulting transport 
analysis mentioned above devotes considerable attention to the accessibility or 
otherwise of individual units to women across the whole population of the Review 
Area within a 60 minute period. This is useful for gauging how many overall are 
affected by the closure of one unit or another. However, it tells us little about 
equity. The important data for equity are those relating to local populations 
affected by the loss of their local unit (that is, the unit they are most likely to 
use) and especially those from no-car households. The transport analysis provides 
this too, although as we noted above, not for increased travel times arising from 
the closure of two adjacent units. 

Unfortunately, a presentation to the Joint Committee of PCTs in December 2006 
revealed that this operationalisation of equity as ‘minimum disruption for the 
majority’ appeared through the formal public consultation and subsequent period 
to have taken a stronger hold. Thus, one slide used in the presentation indicated: 

What Equity is attempting to do 
• Of the clinically safe and feasible solutions choose the option that 
→ Causes least disruption to the whole population in the review area 
→ Seeks to balance the needs of deprived, ethnic minority and vulnerable 
communities with those of the populations who have most geographical access 
issues but who are not otherwise disadvantaged 
→ Minimise any disruption by identifying the special needs of communities where 
overnight services will no longer be provided 

The application of the criterion in transport reinforces a sense that the focus has 
been on the outcome for the majority. Thus one ‘results’ slide showed: 

Effects on Travel Time OFF PEAK 
• 98% to 99% population within 30 mins 
• 99.5% population within 40 mins 
• 80% population have no change to journey time 
• 17% population have change of extra 10 minutes 
• 93% women who gave birth 10 mins extra or less 
• 6% extra 10 to 20 minutes 
• Across all options except option B 
• Important minority who experience longer travelling time in all options 
(though least in D and I) 

This notion of minimising impact on the majority suggests a misunderstanding of 
the concept of equity. Equity is the equal access/resourcing/treatment and so 
forth of people in equal need. It is not about maintaining or enhancing the 
interests of the majority at the expense of the few and can certainly not be 
understood to be compatible with imposing greater disadvantage in comparison 
with the majority upon a minority already facing disadvantage. It is inequitable to 
accept the principle that the interests of an already disadvantaged minority can 
be damaged for the sake of improving those of the majority. And yet, the 
residents of Rochdale, one of the most deprived populations in Greater 
Manchester, are losing, under the proposals, a wide range of services, the savings 
from which are to be used to expand community facilities across the whole of the 
Review Area. 
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We also note that by the end of 2006, Option B had been ruled out on equity 
grounds despite the fact that it had been declared to have satisfied the equity 
criterion only 12 months earlier. This suggests the analysis priori to the 
formulation of options in the Public Consultation document was incomplete and 
inaccurate. 

Demand for services 

It is worth examining to what extent the planned hospital service reductions for 
the residents of Rochdale reflect anticipated declining need or demand for those 
services. 

Accident and emergency 

In relation to Accident and Emergency services which, under HF, Rochdale 
Infirmary is due to lose, we find the following information in relation to Greater 
Manchester (GM) and Rochdale more specifically: 

Table V Selected information relating to accident and emergency services 

GM A&E totals 2003/4 2004/5 2005/6 

All attends 894,657 941,777 1,004,181 

Paed attends 203,691 204,211 214,208 

Chdn discharged 123,856 125,373 129,308 

% chn discharge 61% 61% 60% 

Rochdale % chn 
discharged 

79% 79% 57% 

Rochdale paed 12,455 12,613 12,911 
attends (23% total (23% total (23% total 

attends) attends) attends) 

Source A&E Information for Review Area (on Best for Health website under public health statistics) 

These figures themselves do not support a case for a reduction in A&E services 
across Manchester as a whole. The numbers of total attendances are around the 
same each year in Rochdale (with similar numbers at Fairfield although slightly 
more fluctuation) and do not themselves support a withdrawal of A&E services 
from Rochdale. As mentioned above, there were in addition approximately 40,000 
attendances at the Walk in Centre in 2006. 

We have been unable to find projected A&E figures for future years although we 
note that the population of Rochdale is expected to rise by 6.7 by 2028; it is not 
clear what the basis of future planning in terms of service demand or usage is. 

Maternity and children’s services 
According to public health figures supplied on the Best For Health Website, the 
number of births in Greater Manchester is projected to rise until around 2016 and 
then gradually decline. Although the number of births predicted from 2004 
onwards indicates a decline until 2008, the predicted number then begins to rise 
until 2016, when it holds steady at 32,100 until 2018 before gradually declining 
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again. Using 2007 as a baseline with 31,100 (predicted) births, the number of 
anticipated births in Greater Manchester is expected to be higher until 2027. 
These figures in themselves do not support a case for the reduction of maternity 
services across Greater Manchester as a whole. The number of projected births in 
Rochdale is not expected to decline until 2020 and the number of babies born at 
Rochdale Infirmary has risen consistently over the past few years. Greater 
Manchester’s general fertility rate is expected to remain fairly constant for the 
next two decades and while this rate is similar to that for England as a whole, 
there are significant differences within Greater Manchester, with Rochdale having 
the second highest general fertility rate of the 10 local authority districts (in 
2003, 63.0 compared with 58.1 for Greater Manchester). Previous experience 
suggests that the influx of migrant workers can be expected to raise demand on 
health services, including maternity and children’s services. 

Table VI Selected health statistics for Rochdale in comparative context 

Indicator Rochdale figure area Rochdale’s 
ranking 

No. births 2003 2,697 Local authority 
district 

6th highest [/10] 

General fertility 63.0 Local Authority 2nd highest [/10] 
rate, 2003 District 
Period fertility rate, 2 Local Authority 2nd highest [/10] 
2003 District 
Number VLBW 101 Local Authority 7th highest [/10] 
(<1500g), 2001-3 District 
Rate VLBW 12.8 Local Authority Joint 2nd lowest 
(<1500g) per District [/10] 
1,000live births, 
2001-3 
Estimated resident 
population, 2003* 

Approx 135,000 PCT 11th highest [/15] 

Estimated child (0- 30,000 PCT 9th highest [/15] 
15yrs) resident 
population, 2003* 
% children affected Approx 28% PCT Joint 5th [/15] 
by deprivation**, 
2004 
Perinatal mortality 
rate, 2003 

9.0 PCT 10th highest [/15] 

Infant mortality 
rate 

9.1 PCT Highest [/15] 

% families no car Approx 32% PCT Joint 7th highest 
or van, 2001* [/15] 
Figures on Best for Health website under public health statistics 
Notes 
* These figures increase significantly when the Heywood and Middleton population are included. 
** children under 16 yrs living in families in receipt of Income Support, Job Seekers Allowance or 
Working Families/Disabled Person’s Tax Credit. 

The interim Financial Assessment for the Network and Joint Committee of PCTs, 
produced by Teamwork Management Services in March 2006, made its 
calculations regarding anticipated patient flows and bed requirements only until 
2010. The Assessment used 2003 Office of National Statistics local authority 
population projections for children aged 0-14 years (for demographic changes in 
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children’s services) and for women aged 15-44 years and the Government 
Actuarial Department’s general fertility rate projections (for obstetric changes). It 
predicted changes in patient flows for non-specialist services (for each option of 
MiB) on the basis of ease of access (consistent with the JMP transport analysis 
analysing public transport, travel times from the centroids of each postcode 
district to the nearest hospital in each option, allowing for only one change of 
transport and a maximum of 8 minutes walking. (A different model was used for 
specialist patient flows.)  

Its modelling of activity was then used to assess impact on bed requirements. A 
number of assumptions were made: that the Health Resource Group (HRG) profile 
of the changes to patient flows reflects the HRG profile of the baseline activity; 
that future lengths of stay are unchanged; that the same clinical protocols are in 
place; and that bed occupancy is 75%. 

There are some observations to make of the approach adopted in the interim 
Financial Assessment. First, the use of 2010 for projection purposes seems a very 
short time period for planning service requirements considering that it is applied 
to a major restructuring of health services. 

Second, there are many relevant factors omitted from the Assessment due to the 
lack of available information to those conducting the Assessment. For instance, 
on p19 the authors caution: 

“There is no available information as to how full 
implementation of patient choice, practice based 
commissioning and strengthening commissioning in the 
new SHAs and PCTs will influence demand for services and 
the use of hospitals. Further analyses will be required to 
test the assumptions in this report”; 

and again on p20, the authors point out  
“The patient flows will be subject to variation arising out of 
patient choice and it should therefore be recognised that 
the assumptions [used] could be affected”. 

Third, the Financial Assessment includes information relating to Burnley, Pendle 
and Rossendale PCT and states that 85% of PCT inpatient and outpatient 
maternity activity occurs outside the Network and that 80% of inpatient children’s 
activity and 86% of children’s outpatient activity occurs outside the Network. The 
Assessment bases its prediction on changes in future activity (and therefore bed 
requirements) from a baseline of hospital activity. In other words, it looks as if 
the calculations for future activity and bed requirements may further 
underestimate demand by assuming the same proportion of Burnely, Pendle and 
Rossendale PCT activity whereas the reconfiguration of services which serve that 
population may increase the proportion of patients looking South rather than 
locally for health services. 

Finally, reduced demand for children’s inpatient hospital services is calculated on 
the basis of an evidence base which is not made explicit and again, and 
unavoidably, a number of assumptions. In relation to the policy of hospital 
admission avoidance, in the GMSHA’s Children and Families First: Delivering 
Healthcare for the 21st Century, the Network claims: 

“The impact of introducing enhanced community nursing 
teams together with observation and assessment facilities 
has been conservatively estimated, by the NSB [Network 
Supervisory Board] in its plans, to decrease admissions by 
10%. In some parts of the country these developments 
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have reduced admissions by as much as 28%. This, 
together with an increase in day surgery from the current 
50% to 75% (or more) which will result in an additional 
4,700 (or so) children no longer needing an overnight stay, 
will significantly reduce the need for overnight beds”. 

The Financial Assessment calculates that a reduction in admissions of 4,700 will 
reduce bed requirements by 34 beds (assuming a two day length of stay and an 
occupancy rate of 75%). It deploys its own ‘best evidence’ modelling applied to 
the activity data supplied by the Network and calculates that a reduction of 2,087 
spells in hospital can be achieved through appropriate early intervention and 
management in the community of certain key illnesses (organised into HRGs). 
Most of this hangs on the accuracy of the calculation that management of asthma 
and wheezing can reduce hospital admission by 50%. 

In addition to the limited evidence base for projections of future patterns of 
demand and the preponderance of assumptions under MiB, we have been unable 
to find information relating to Health Authority predictions of patient activity 
covered by the Healthy Futures programme of restructuring. Thus, the impact on 
overall flows of demand and flows of patients arising from the major government 
health service reform policies, including the policy of transferring activity out of 
hospitals and into the community, the policy of hospital admission avoidance and 
the policy of market pluralism, does not appear to have been calculated. There is 
a danger that there will be insufficient capacity for future inpatient needs.  

Moreover, there appears to be no clear evidence base from which to assert a 
superiority in the care provided in community or primary care settings when 
compared with the same services provided in acute hospitals. This contributes to 
a sense that there has not been the comprehensive planning typically expected in 
such a major review and restructuring of the health service across this substantial 
area. 

Deprivation and use of health services 

Numerous studies have demonstrated the comparatively high use of A&E services 
by individuals in the higher deprivation categories and by residents living in high 
deprivation areas14. Indeed, A&E services contribute significantly to the 
accessibility of care to typically marginalised and disadvantaged groups. 

The MiB Public Consultation document indicates 243 children’s attendance in A&E 
each week; although it states that 79% are discharged back home within a few 
hours, it does not specify the triage categories or types of interventions required 
by those attending. Although it is claimed that the UCC will be able to assess 
children and refer on if necessary, in practice, there is evidence that prior to 
seeking help, parents make judgements about where they think their children will 
be best treated. More broadly, although in theory – and in retrospect - 85% of 
patients presenting at A&E might be treatable in a UCC, it is widely recognised 
that it is not always possible to identify in advance where primary care 
interventions will not be sufficient15. The research by Hendry et al16 suggests that 

14 See, for instance, Carlisle, R., Groom, L., Avery, A., Boot, D. and Earwicker, S. (1998) ‘Relation of 
out of hours activity by general practice and accident and emergency services with deprivation in 
Nottingham: longitudinal survey’, BMJ, 316: 520-523;  Hull, S., Jones, I. and Moser, K. (1997) 
‘Factors influencing the attendance rate at emergency departments in East London’, Journal of Health 
Services Research and Policy, 2:6-13 
15 See, for instance,  Dale, J., Green, J., Reid, F. and Glucksman, E. (1995) ‘Primary care in the 
accident and emergency department: prospective identification of patients’, BMJ, 311:423-426 
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parents, who do not at that point have the benefit of hindsight, will seek to have 
their children seen at a unit most likely to be guaranteed to be able to treat them 
effectively. The Royal College of Paediatrics and Child Health (2007) underlined in 
their written response to the Department of Health consultation on Direction of 
Travel for Urgent Care that unless services are organised with simplicity and 
consistency across the country, then parents will not recognise which units will be 
appropriate and competent to treat their child on any particular occasion. Further, 
any doubts at all harboured by the parents about the competence of staff in 
urgent care centres will prompt them to access A&E instead.  

Parents from areas of higher deprivation make greater use of A&E for their 
children than parents from non-deprived areas and their children are also more 
likely to fall into the most serious triage category (Beattie et al17). These parents 
will be disproportionately disadvantaged by the withdrawal of local A&E services 
although evidence relating to the impact of distance on A&E usage is mixed. In 
fact, Rochdale has a higher proportion of attendees at A&E categorised in triage 
Category 1 (the most serious category) than each of the other A&E units (at 
1.1%, almost three times the rate at Fairfield). It should also be noted that in 
2005/6, the proportion of children being discharged from A&E fell to 57%, below 
the average for Greater Manchester as a whole. The existence and use of the 
walk-in centre in Rochdale suggests that residents already make judgements 
about which of the two types of service (WiC or A&E) are most appropriate for 
their needs. 

In relation to maternity services, according to official statistics (ONS, 2007) 3,095 
infants died in 2005. Maternity Matters (Department of Health, 2007) points out 
that babies born in the most deprived areas of the country are up to six times 
more likely to die in infancy; higher than average death rates occur among babies 
born among black and ethnic minority populations and among routine and manual 
socio-economic groups. The infant mortality rate for Rochdale PCT’s population is 
the highest in Greater Manchester. The Confidential Enquiries into Maternal 
Deaths 2000-2002 identified that while the risk of women dying from a 
pregnancy-related cause is extremely small (276 women died between 2000 and 
2002), women living in the most deprived areas of England had a 45% higher 
death rate compared with women living in the most affluent areas (Lewis, 2004). 
The report highlighted that lack of inter-professional and/or inter-agency 
communication contributed significantly in many cases where women had died as, 
in some instances, crucial clinical information which may have affected the 
outcome was not passed on. The fragmentation of services being proposed by 
MiB for the residents of Rochdale, exacerbated by the geographical relocation of 
inpatient maternity services, poses an additional risk to the deprived residents of 
Rochdale. This is aggravated by the lack of sufficient specific information relating 
to how community based services are to develop. 

Community Provision 

Even were we to assume the appropriateness of the model of services proposed 
for the residents of Rochdale, the lack of clarity and specificity regarding the 
volume and character of community services is a cause for concern. Despite the 
underpinning rationale of both MiB and HF to develop a more community-based 
profile of health services, information regarding these services and the practical 

16 H, S., Beattie, T. and Heany, D. (2005) ‘Minor illness and injury: factors influencing attendance at a 
paediatric accident and emergency department’, Archives of Disease in Childhood, 90: 629-633 
17 Beattie, T., Gorman, D. and Walker, J. (2000) ‘The association between deprivation levels, 
attendance rate and triage category of children attending a children’s accident and emergency 
department’, Emergency Medicine Journal, 18: 110-111 
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realities of their relationships with other health and social care agencies is limited. 
This is particularly important where health services and local authority services 
lose their co-terminosity. The importance of the speedy transfer of accurate 
information from one agency to another is recognised by many but receives little 
discussion despite the proposed move to a more fragmented organisational 
framework. 

Whilst more LIFT centres are supposed to be planned for Rochdale, their 
development is already behind schedule; any uncertainty regarding the realistic 
prospect of these centres being completed should be made explicit. Neither is it 
clear how or whether community teams can be developed and in place before 
hospital services are removed and more broadly whether transitional 
arrangements and the implementation of sufficient community services prior to 
hospital downgrading can be achieved realistically within the timeframe. Children 
and Families: Delivering Healthcare for the 21st Century, for instance, sought the 
development by PCTs of children’s community nursing teams such that they 
would be in place by 2007/8 at the latest. A paper entitled Delivering a Workforce 
Strategy for the Children, Young People and Families’ Network, written in April 
2006, observes that even at that late stage very few PCT Local Delivery Plans had 
included the development or expansion of children’s community nursing teams 
and notes the ‘challenges’ involved in developing community teams to the 
required timescales. it is not clear whether the technical infrastructure to support 
the development of the Integrated Clinical Assessment and Treatment Service 
(ICATS) is wholly and reliably in place and what implications this has for the 
development of the whole health economy of Rochdale.  

It is worth emphasising that the views expressed by residents in consultation 
cannot be read as any kind of straightforward endorsement of the mode of care 
being proposed. Quite apart from the ‘save our hospital’ type petitions which have 
been triggered by the proposals for change in Rochdale and elsewhere in Greater 
Manchester, the qualitative responses to consultation exercises analysed by 
Salford University suggest that the care-closer-to-home model HF is promoting, 
with a shift away from hospital and towards greater community-based provision, 
has not been accepted by a number of residents. The Salford data are useful here 
partly because of the insight they give into the multi-layered views of those 
participating but also because responses suggest at least some residents do not 
distinguish the two consultation exercises but adopt a perspective on the totality 
of plans for local health services. 

These responses demonstrate the complexity and subtlety of popular views on 
the proposed changes in HF (and sometimes MiB). Most of these comments (for 
example, see responses to the questions relating to ‘agree[ing] with the 
proposals for changes in hospital services’ and ‘agree[ing] with the proposals for 
local and community health services’ in Supplementary Document No.1) express 
qualifications, caveats and concerns. There are very few of these comments 
which are clear endorsements of the proposals and they cannot be interpreted as 
evidence of agreement to the changes proposed or even the broad premise that 
major services such as accident and emergency or maternity should be 
centralised. In fact, many explicitly defend the retention of these services locally, 
i.e. the broad brush status quo. In particular, some reject the notion that such 
local services should be withdrawn and extra travel times are considered by some 
under-estimated, too long or disadvantageous to those who cannot travel or 
afford to travel. There are significant concerns about the safety implications of 
the proposals and it is clear that many perceive the proposals as a downgrading 
or withdrawal of services rather than their enhancement. Support for the 
expansion of community services is almost always qualified, for example with 
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concerns about its funding or that it should not be at the expense of hospital 
provision. 

The implications of market pluralism 

Another dimension of the programmes for health service development in 
Rochdale which receives very limited attention is the evolving environment of the 
pluralistic market in health care. It is not clear what assumptions have been 
made about future patterns of patient choice in secondary care, for instance, in 
the planning of NHS capacity and what assumptions have been made about the 
way in which this market will develop over time through independent sector 
treatment centres (ISTCs) or other alternative providers. The policies of market 
pluralism and patient choice are not explicitly identified in the HF and MiB 
consultation documents as drivers of change in terms of reducing NHS hospital 
capacity; nor is there any reference to this in the Criteria and Methodology for 
Selecting Options HF document of 2005 although there is a discussion about the 
potential impact of pro-active hospital admission avoidance strategies upon future 
need for hospital capacity. The Inquiry into ISTCs by the House of Commons 
Select Committee (2006) observed that some ISTCs had been located in areas 
where they were not needed for capacity purposes. It concluded that since the 
government intended that these private units eventually provide around one half 
million procedures annually at a total cost of over £5 billion, that is around 10% 
of the total elective workload, the viability of many existing NHS providers would 
be affected over several years, with the financial impact felt particularly strongly 
within some health economies. It is not clear how, if at all, Rochdale’s residents 
have been or are likely to be affected by this and if this has had any impact on 
the formulation of options. 

Similarly, there is no explicit discussion or assessment of the implications for 
future planning of the government’s wish to foster the competitive market 
approach in primary and community provision and these considerations have not 
been explicitly built into the consultation exercises. 

Financial Context 

We have mentioned above the lack of clarity regarding the nature of community 
services to be developed and the financial details of the proposed changes remain 
incomplete. In addition to uncertainties about investment plans, realistic funding 
of the transition or overlap period and the financial impact assessment, the 
financial position of Rochdale PCT and other affected PCTs in the wider health 
economy must give cause for concern.  

Table VII shows the extent of under-funding or over-funding of PCTs in 
Manchester and of PCTs in selected adjacent areas. The Department of Health 
calculates how much a funding a PCT requires on the basis of its population size 
and on the basis of a range of measured characteristics of that population which 
are used as measures of need. Allocations to PCTs, however, still do not reflect 
their local health care needs as measured by the formula and allocations are only 
gradually moving towards what the formula specifies (the ‘target’ for funding). 
The table shows in £000s how far above or below (indicated by the minus sign) 
the formula each PCT is for each year from 2003/4 to 2007/8. Spending levels 
from 2008 are not yet known.  
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What is clear from the table is that several PCTs in Greater Manchester, including 
Rochdale PCT are suffering from chronic under-funding in terms of their levels of 
health need. The right hand column shows the total of over- or under-funding for 
each PCT between 2003 and 2008. The grand total across Greater Manchester 
shows chronic under-funding to the tune of £270 million (£271,619,000). 
Once the adjacent areas are brought into the calculation, chronic under-funding 
across the area totals more than £210 million (£213,320,000). 

It is highly improbable that this grim financial context, exacerbated by the 
escalating costs of the CMMC PFI development, has not shaped the development 
of proposals for change in Greater Manchester’s health service although this has 
not been a salient feature of communication with the public. Almost all of Greater 
Manchester is under-funded, including its most deprived populations, some of 
which, such as Rochdale’s, are now to see the withdrawal of major health 
services. In this context, it seems patently unfair, for instance, that the relatively 
modest figure of £10 million annually should stand in the way of the EWTD 
compliant medical staffing of a larger number of inpatient children’s and 
maternity units (even accepting the Deanery’s gross calculation). 

These figures are taken from the Health Select Committee website at this 
address: 

http://www.publications.parliament.uk/pa/cm200607/cmselect/cmhealth/excel/excel.h 
tm 

Extracts from Table 49b: Financial allocation and distance from target allocation 
by PCT. 

Public Expenditure on Health and Personal Social Services 2006 
(memorandum received from DH in response to written questionnaire issued by 
House of Commons Health Select Committee) Published Nov 2006 
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Table VII PCT Funding – ‘Distance from Target’ in £ Thousands 

PCT 
2003/4  

2004/5 2005/6 2006/7 2007/8 Total 
2003-8 

Ashton, Leigh 
& Wigan 

-
10,706 -11,073 -11,786 -9,633 -11,006 -54,204 

Bolton 
-14,306 -14,775 -15,718 -7,612 -8,065 -60,476 

Bury 
-3,490 -3,590 -3,801 -5,294 -5,475 -21,650 

Central 
Manchester 

1,969 1,659 1,340 -13,579 -10,842 -19,453 
Heywood & 
Middleton 

-4,267 -4,409 -4,693 -4,547 -4,111 -22,027 
North 
Manchester 

220 179 156 -12,913 -10,278 -22,636 
Oldham 

-18,785 -19,412 -17,413 -9,833 -9,371 -74,814 
Rochdale 

-5,958 -6,149 -6,536 -703 -685 -20,031 
Salford 

-2,835 -2,933 -3,112 5,098 3,414 -368 
South 
Manchester 

-5,403 -5,576 -5,925 -11,361 -8,455 -36,720 
Stockport 

5,744 4,983 4,031 3,849 2,567 +21,174 
Tameside  
& Glossop 

-6,514 -6,733 -7,160 -1,394 -935 -22,736 
Trafford North 

1,713 1,449 1,171 -2,093 -1,669 +571 
Trafford South 

13,243 13,934 14,510 10,136 9,928 +61,751 
Total DFT for 
Greater 
Manchester 

-271,619 

Burnley, 
Pendle 
& Rossendale 

-13,847 -14,312 -15,234 -3,400 -2,402 -49,195 
High Peak 
& Dales 

5,682 5,758 5,712 5,338 4,108 +22,490 
East Cheshire 

16,049 16,733 17,227 17,915 17,014 +85,004 
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Conclusions 
(1) The preferred policy options identified by HF and MiB are not 
evidence based. 
The evidence base for the concentration of medical and surgical care is limited, 
patchy and complex. It does not support the concentration of all the services 
identified by the proposals for concentration. 

Public consultation documents for HF and MiB have unduly emphasised the 
importance of specialisation and concentration to outcomes. This is particularly so 
for MiB and may have misled the public on questions of safety in service 
provision. The HF process has been unduly influenced by this consideration at the 
stage of option formulation. 

In relation to affected services, no evidence is offered of a decline in need or 
take-up among the residents of Rochdale. The evidence base for reducing 
demand on hospital services through community provision has not been made 
explicit. There is no evidence base from which to establish superiority (or 
inferiority) regarding the quality of care provided in community or primary care 
settings when compared that provided in acute hospitals. 

The choice of a maximum of eight maternity/paediatric sites is based at least in 
part on insufficiently rigorous reasoning and evidence. 

(2) Insufficient weight has been given to the principle of equity and to 
the high levels of deprivation in the borough of Rochdale. 
The concept of equity has not been properly formulated or applied. Insufficient 
attention has been given to questions of access to services. This includes both 
travel time and financial cost considerations for the residents of Rochdale and the 
broader concern about access to major services for this comparatively remote 
northern outer area of Manchester, exacerbated by likely service withdrawal in 
some adjacent areas covered by the Burnley, Pendle and Rossendale PCT. 

(3) The required range and level of community services integral to the 
model of care proposed may not be sufficiently developed. 
There is a good possibility that the full range of community-based services 
necessary to compensate for the withdrawal of hospital services will not be 
developed in a way which is timely, coordinated, technologically underpinned and 
appropriately and sufficiently staffed. Lack of specificity to date, delays in the 
LIFT programme and financial constraints in the health economy all pose a threat 
to the realistic implementation of these services. 

(4) There is insufficient information to demonstrate that the propose 
reconfiguration of inpatient services are sufficient for projected need. 
There is a danger that there will be insufficient capacity for future inpatient 
needs. The planning basis for future NHS services is not wholly transparent. 
Essential information for planning arising from the policies of patient choice, care 
closer to home, practice based commissioning, strengthening commissioning, 
ICATS and alternative providers is absent. 

(5) The hospital needs of the geographically peripheral populations of 
Rochdale and Bury require further analysis. The comparative geographical 
remoteness of Rochdale and Bury, compounded by the health service needs of 
residents in the adjacent PCT of Burnley, Pendle and Rossendale, suggest the 
retention of the full range of services typically associated with a District General 
Hospital if not on each site, then at least on a partnership basis between 
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Rochdale and Fairfield. This has not been sufficiently explored by service 
planners. 

Prepared by 
Dr Sally Ruane 
Health Policy Research Unit 
De Montfort University, Leicester 
sruane@dmu.ac.uk May 2007 
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