
Leckhampton with Warden Hill Parish Council 
 
Response to the Fit for the Future consultation on specialist hospital 
services in Gloucestershire by One Gloucestershire, December 2020


The timing and nature of this consultation 

The council would like to place on record its gratitude to NHS frontline and support staff and 
management at this difficult time and recognises the heroic efforts made to provide care while 
simultaneously coping with higher than normal levels of illness and absence themselves.


It is partly for this reason that the council regrets the timing of these proposed changes and this 
consultation during the second peak of a pandemic which is so severely testing local hospital 
services and which should surely be the sole focus of NHS management at this time.  


The pandemic has caused huge short-term disruption and reconfiguration of the services under 
discussion, raising serious capacity and resilience issues from which valuable lessons may be 
drawn once the pandemic has subsided - but not by this week.


The national lockdown and local Tier 2 restrictions during the consultation period have all but 
ruled out face to face questions and consultation (and challenge) leaving residents with only an 
online survey largely composed of leading questions inviting people to support or oppose ‘centres 
of excellence’ (who would want to oppose a centre of excellence’?) and the print versions of 
which confusingly appear to consult Leckhampton and Warden Hill residents on the future of 
services in the Forest of Dean. Some statements in the consultation booklet seem almost 
deliberately misleading (on p45 it says that ‘there is state of the art CT scanning machine at GRH 
(only 5 of these new CT scanners in the country)’ without mentioning that one of the others is next 
door to Cheltenham General at the highly advanced Cobalt imaging centre.


A sub-standard consultation will inevitably undermine confidence in the outcome of the 
consultation.


We invite NHS management, even at this stage, to reconsider the wisdom and timing of 
consulting on and proceeding with such major configuration at this time. 

About Leckhampton and Warden Hill 

Leckhampton with Warden Hill is a largely urban parish to the south of Cheltenham Borough.  It is 
almost exactly equivalent to the county council division of the same name which has a population 
of 10,950 . Although Leckhampton in particular contains some of the most affluent 1

neighbourhoods in the county and enjoys higher than average levels of education, health and 
wellbeing, the two wards of the parish nevertheless contain a range of incomes, ages and levels 
of need:


• 24% of our population is over 65 (2,620 people) and 27.5% of our households are pensioner 
households (1,305), both significantly higher than the England average.  The percentage 
claiming attendance allowance (13.6%, 355) is only fractionally below the England average.


• 14% of our households have no car, 9% of local children live in poverty and 5.2% of local 
people claim working age DWP benefits. 1,133 local households fall into the 30% most 
deprived in England by Multiple Indices of Deprivation. These are all lower percentages than the 

 All data in this section from Gloucestershire County Council Local Insight Profile 2017 https://1

www.gloucestershire.gov.uk/media/1521194/leckhampton-and-warden-hill-2017.pdf
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national or county averages but nevertheless represent thousands of local people living in 
relative deprivation.


• Combining some of this data, 554 pensioner households in Leckhampton & Warden Hill (38% 
of the total number) have no car.


• 10.8% of local people (1,159) are providing unpaid care, higher than the England average.


• 0.8% of local people (90) live in care settings, higher than the England average.


Although Leckhampton & Warden Hill residents enjoy generally better than average health, we 
have higher than average rates of breast cancer (120, national average = 100) and prostate cancer 
(120) and higher rates of emergency admission for coronary heart disease (83) and 
myocardial infarction (98) than the county average. 


Distance to local hospital services 

It has been a well-established aim of NHS strategies over many years to deliver services closer to 
home. So with more older residents, more carers and significant minorities living in poverty and/or 
without access to cars, distances to local hospital services matter to Leckhampton & Warden Hill.  
The tables below show the increased travel distances by car and increased travel times by public 
transport to each hospital from each ward of the parish .
2

Predictably the differences are very significant.  Travel distances by car to provide lifts as a 
carer, attend outpatient clinics or visit relatives multiply by four or five times if a service has 
moved from Cheltenham to Gloucester.  This increases costs but more significantly reduces the 
practicality of visiting and attending as brief round trips turn into major expeditions, especially at 
peak hours when the A46 and A417 routes to Gloucester become extremely congested, often 
doubling travel times from less than 20 minutes to as much as 40 minutes making round trips well 
in excess of an hour - enough to disrupt other plans and commitments such as work and 
childcare.


The percentage increases by public transport are less - two to four times longer - but for those 
without cars the absolute times become very significant.  20 minutes to CGH and 20 
minutes back to Leckhampton with a 20 minute visit or appointment can be achieved in a 
lunch hour.  A comparable trip to Gloucestershire Royal by public transport takes nearly 
three hours, massively disrupting work, child care or other arrangements.  

Travel 
distances 

Cheltenham 
General 
Hospital by 
car (miles)

Glos Royal 
Hospital by car 
(miles)

% diff CGH by 
public 
transport 
(minutes)

GRH by public 
transport 
(minutes)

% 
diff 

Warden Hill 
shops, 
Salisbury 
Avenue

1.6m 8.2m 512% 20 mins 43 mins 215%

Leckhampton 
Primary 
School, Hall 
Road

1.8m 8.2m 456% 20 mins 74 mins 370%

 Sources: Google maps and traveline.info. Public transport times exclude routes involving more 2

than 15 minutes walking time. Sampled at roughly 1500 on a weekday.
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So the permanent shifting of any service to Gloucester from Cheltenham will systematically 
disadvantage Leckhampton with Warden Hill residents and particularly those who are 
elderly, on low incomes who are the most frequent users of hospital services . 3

This does not, of course, mean that no service should ever be centralised or reconfigured to 
achieve better outcomes but it does place a responsibility on NHS management to make a very 
strong clinical case for such changes and conduct a proper impact assessment in such cases, in 
particular assessing whether or not the changes increase health inequalities.  No evidence is 
presented in the consultation document that this has been done and the council believes no 
changes should proceed until a full impact assessment, including health inequalities, has 
been done. 

Specific consultation questions 

1. Acute medicine 
  
The key rationale in the consultation document for the closure of the acute medical beds at 
Cheltenham General appears to be that ‘we struggle to recruit enough medical and nursing staff 
which makes it difficult to fully staff both hospitals’ (p27).  Alarming as this is, it only supports the 
further conclusion that ‘patients are more likely to receive timely assessment, diagnosis and 
treatment when they arrive at hospital’ if there is sufficient capacity at Gloucester.  


The council is mindful of the expert opinion of the REACH campaign  that 
4

‘acute medical patients comprise the large majority of all emergency admissions to UK 
hospitals. Moreover, many of these acute medical patients end up having lengthy hospital 
stays due to the increasing complex comorbidity seen in older patients. In addition, acute 
medical patients account for the largest proportion of seriously ill patients requiring 
treatment in Intensive Care Units (ICU). There can be significant large peaks in demand, 
which are not confined solely to the winter.  


Hence, the centralisation of the acute medical take onto a single site at Gloucestershire 
Royal Hospital (GRH) will place very significant pressure on bed availability, even with the 
planned expansion of the acute admissions unit at GRH. Large peak influxes of acute 
medical patients will lead to a lack of bed capacity and blocks the Emergency Department 
(ED), which can no longer transfer sick patients into a hospital bed and thus create 
capacity for new patients to be seen in the ED.’


These fears seem well-founded given the evidence provided to the county HOSC committee of 
capacity pressures at GRH revealed in the chart on the next page of already poor and now 
deteriorating A&E waiting times at Gloucester (red dots) , which reflect admission capacity issues 5

within GRH as much as demand for ED services or staffing pressures at Gloucester (the trend line 
continues downwards even after the closure of CGH A&E in June and during the lightest phase of 
the pandemic in July and August.


It is laudable to aim to create a centre of excellence for acute medicine in Gloucester but no 
evidence is presented beyond the simplistic chart on p 31 that Cheltenham is failing in 
acute medicine or that the trust could not aspire to a centre of excellence on each district 
general hospital site.   
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   Response by REACH to the One Gloucestershire consultation Fit for the Future [REACH, 4

November 2020] 

 Gloucestershire CCG Performance report November 2020, Health Overview & Scrutiny 5

Committee 17 November 2020
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The concerns from the feedback exercise outlined on p28 include capacity and equal access as 
highlighted above but these are not answered in the consultation document.


• Furthermore the evaluation criteria presented in the consultation document include: 

• patient choice

• making access simple

• impact on travel for patients, carers & families and 

• improving or maintaining service hours and locations


We are not told how these have been taken into account in the case of the closure of 24 acute 
beds at Cheltenham - which ostensibly fails on all these criteria. 


Given the close links set out in the consultation document itself between the Emergency 
Departments and the acute medical beds, and if Cheltenham A&E is indeed to re-open, there 
seems an obvious risk of this proposal also failing the test of the criteria of transfer of patients 
between sites and travel times and risk which will inevitably be higher if an acutely ill patient has 
to be transferred from Cheltenham ED to an acute medical bed in Gloucester to be admitted.


There are some rationales given for the change but some of these are obviously self-fulfilling, such 
as ‘many patients will need to be seen by different specialists when attending the hospital. It is 
becoming increasingly difficult to meet these needs across the two hospitals’.  This is of course 
increasingly bound to be true if more and more services are centralised on one site or the other.


On the evidence presented therefore, this council supports option A1 and strongly opposes 
the closure of the acute medical beds at Cheltenham and their centralisation of the acute 
medical take at Gloucester. 

2.  General Surgery 

The council is again mindful of the expert opinions of REACH that there is a trend towards the 
separation of elective and emergency general surgery on different sites and that


‘if the GHNHSFT decides to proceed with the centralisation of emergency general surgery 
at GRH, it is vital that all elective surgical activity is centralised at CGH, so that elective 
patients can be treated without disruption from emergency bed pressures or indeed future 
pandemics. 


REACH strongly believes that elective major colorectal surgery should be centralised onto 
a single site at CGH. This centralisation will help to create a large elective Cancer Hospital, 
with reference to major pelvic surgery. Patients with gynaecological, urological and large 
bowel cancer may develop cancers which involves different neighbouring organs and 
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require expert joint surgical procedures between gynaecologists, urologists, and colorectal 
surgeons. The co-location of such a pelvic cancer [centre] with the Oncology Centre would 
facilitate high quality multidisciplinary care of complex cancer patients. Also, patients with 
complex inflammatory bowel disease can be managed in co-ordination with on-site 
gastroenterologists.’


There were well-publicised concerns expressed by many clinicians about the loss of all 
general surgery at Cheltenham the last time this was suggested , which highlighted the 6

inter-relationships and real-time on-site collaboration between general surgery and 
urologists, oncologists, anaesthetists and other specialists. Although the Hospitals Trust 
maintains there is now wide clinical support for this change, this was asserted the last time 
and when tested through private meetings with clinicians, there was found to be very 
significant clinical opposition.  Testing the Trust’s assertion in this way is impossible under 
the current circumstances, not least because it would detract from vital medical work at 
present in any case.


It seems to this council that option C3 - centralising emergency general surgery in 
Gloucester - can accord with good practice but if and only if it is combined with 
Option C5 and C11 to centralise planned lower GI surgery and day case general 
surgery at Cheltenham.  This council supports that combination of options and 
would further commend REACH’s recommendation of centralising all elective 
general surgery at Cheltenham. 

3.  Other services 

The consultation also asks for views on the further extension of the ‘centre of excellence’ 
model to image guided interventional surgery (GIS), vascular surgery, trauma and 
orthopaedics.


On each of these categories, the council is again mindful of the expert opinions of REACH:


• In the case of vascular surgery, the case is put that vascular surgery is now 
recommended for co-location with trauma services and acute medical take but of 
course if acute medical take is still located in Cheltenham, this case is weakened. 
REACH makes a particularly powerful case for the retention of vascular surgery in 
purpose-built facilities at Cheltenham and indeed for its centralisation at Cheltenham if 
the ‘centre of excellence’ strategy is to be pursued:


‘REACH would recommend that arterial vascular surgery services remain at CGH, 
where a £2.5 million bespoke large footprint hybrid vascular theatre was 
commissioned just over five years ago…we understand that the vast majority of 
consultant vascular surgeons in the county would prefer to continue the arterial 
vascular service at the CGH, where the correct infrastructure with the hybrid 
vascular theatre is available. This would also be consistent with any future 
resilience planning to separate elective and emergency care. As the vast majority of 
arterial vascular surgery is elective, it would seem entirely reasonable that this 
should be located at the elective Centre of Excellence at the CGH.’


• The consultation document suggests there is strong evidence for more efficient 
centralisation of Image Guided Interventional Surgery (IGIS) on one site but offers no 
particular rationale for this being at Gloucester rather than Cheltenham.  Indeed the 
engagement feedback it reports (on p46) accepts the feedback supported one site but 
not which one.


 https://www.gloucestershirelive.co.uk/news/cheltenham-news/hospital-pilot-plans-centralise-6

general-2826113
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REACH on the other hand makes a strong case for the location of the IGIS ‘hub’ to be at 
Cheltenham, co-located with the oncology centre, and the ‘spoke’ at Gloucester: 


‘Although interventional radiology services should be available in every district 
general hospital site, the majority of non-vascular interventional radiology 
procedures (both in hours and out of hours) are performed on urology and 
oncology patients. Both of these patient cohorts are located in CGH. 


Hence, REACH would recommend that the main interventional radiology hub 
should be located at CGH, where the majority of non-vascular interventional 
radiology cases are performed. An interventional radiology spoke should also be 
available at Gloucester, as some patients, albeit fewer in number, may also require 
interventional radiology input during their hospital stay. ‘


There is a further rationale for locating imaging-led services at Cheltenham which is the 
presence there of the Cobalt charity’s unique Imaging Centre which houses  a high 
definition 3.0 Tesla MRI scanner and a state-of-the-art PET/CT scanner and is the base for 
Cobalt’s fleet of six mobile MRI scanners, including two of Europe's first and only 3.0 Tesla 
MRI scanners and new 1.5 Tesla wide bore MRI systems, which, they say, ‘have increased 
patient comfort, shorter scanning times and deliver superior image quality.’  


A Centre of Excellence in vascular surgery and IGIS in Cheltenham seems perfectly 
achievable and rational and the council believes this should be consulted upon 
alongside the options offered.  We thus reject both options B1 and B2. 

The further questions on Trauma and Orthopaedics depend on the proper evaluation of the 
pilot already being conducted.  There seems to be real dispute from REACH on the validity 
of the data and conclusions from this pilot and so the council reserves its judgement on 
these questions.


We are grateful for the opportunity to comment on this consultation, the reservations 
expressed above about its timing and wisdom notwithstanding.


Leckhampton with Warden Hill Parish Council 
December 2020


 of 6 6


