
Page 1 of 8 
 

WEST CUMBRIANS’ VOICE FOR HEALTHCARE 
 

Prof Stephen Singleton, 
Eleanor Hodgson 
NHS Cumbria Clinical Commissioning Group  

19 December 2016 
 

Dear Professor Singleton and Eleanor Hodgson, 

Public Consultation: Healthcare for the Future 

Thank you for meeting with Rebecca Hanson, Viv Stucke and me last week to discuss the 
evidence on the safety (or otherwise) of long distances to maternity care. We put a high 
value on meetings like this and appreciate that we met at a time of heavy workload for the 
CCG. 

This letter is intended to do 3 things. 

(1) To note some key points made in the meeting – including our understanding of 
things said by you – and to clarify anything we did not answer fully. (But not to 
attempt to be a full minute of the meeting.) Where this section has text in italics, this 
was not mentioned in the meeting but is added as additional material. 

(2) To put the safety of long distances to care in context within the whole NHS service 
design for the Consultation region. 

(3) To recommend a possible solution to the position described in (2). This was originally 
planned as a separate letter, but it appears to be a logical continuation of the two 
previous sections. 

1. Selected Meeting Notes 

1.1. We suggested that the list of papers considered in the Public Health Wales review1 
of the literature was a convenient collection of most studies. Dummer and Parker2 and the 
work by Parker on the same block of data are too old for consideration (the data is from 
1950 to 1993). The remaining 8 all show some adverse effect associated with distance. We 
contrast this with the consultation position that there is no evidence on the subject. We 
strongly recommend study of the peer reviewed expert review by Kornelsen, McCartney and 
Williams3 which could be considered to give the definitive position on the subject. This brings 
together a much wider spread of research. 

                                                           
1 http://www.publichealthwales.org/maternityreview 
2 Dummer TJB, Parker L. 2004. Hospital accessibility and infant death risk. Arch Dis Child; 89:232-4. 
3 Centralized or decentralized perinatal surgical care for rural women: a realist review of the evidence on 
safety. Kornelsen J, McCartney K, Williams K. BMC Health Serv Res 2016;16;381 
 https://www.ncbi.nlm.nih.gov/pubmed/27522230 
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1.2. We mentioned that the Public Health Wales interpretation of Ravelli’s 2010 paper4 
has been refuted by the author5, with explanations and clarifications (which could easily 
have been obtained by the authors of the Welsh review.) This drilling down into the 
comments on one reviewed paper makes one suspicious of the opinions expressed on the 
other works reviewed by Public Health Wales. We have attempted to contact an author of 
the Public Health Wales work for comment on the Ravelli refutation of their opinions, but 
received no reply. 

1.3. We reminded you that the approach by the Success Regime to the National Perinatal 
Epidemiology Unit had resulted in a misunderstanding over the nature of that interaction – 
the NPEU now state that no advice was given. 

1.4. You did not bring to our attention any papers that show a long journey to a 
maternity unit for intrapartum care is safe.  

1.5. Attention was drawn to the extra number of SCBU days and admissions required for 
a group travelling between 60 and 120 minutes to intrapartum care.6 The cost of this extra 
neonatal care will substantially erode much of the savings made by consolidation.  

1.6. We mentioned the elevated perinatal mortality for unplanned out of hospital births 
(“born before arrival” in your terminology). This has been reported as being as much as 7 
times higher7 than for in-hospital births. You told us that there are currently about 30 BBAs 
a year, split equally between WCH and CIC. We learn from Grzybowski et al8 that the odds 
ratio for having an unplanned out of hospital birth is 6.41 (95% CI 3.69, 11.28) for women 1 
to 2 hours away from services. We can therefore expect this number to rise substantially as 
more women are obliged to travel from West Cumbria to Carlisle. 

1.7. You discussed the difficulties with providing fully staffed units at both hospitals. We 
pointed out the mathematical model put forward by Rebecca Hanson showed that the risks 
of staffing failures would give better results than reducing services and the concomitant 
poor outcomes caused by long journeys. 

1.8. There was further discussion of staffing problems, recognising that it was off-agenda. 
This letter addresses staffing in section 3. 

1.9. You asked whether our position is that Option 1 is acceptable or do we want a fuller 
service than that. I deferred an answer as I did not have the exact wording of our formal 
response to hand. It is (in part) “[Option 1] could be acceptable except that it excludes the 
availability of full paediatric services at West Cumberland Hospital. This assumption is 
                                                           
4 Travel time from home to hospital and adverse perinatal outcomes in women at term in the Netherlands. 
Ravelli et al RCOG 2010, Published Online 8 December 2010, DOI: 10.1111/j.1471-0528.2010.02816.x  
5 E-mail dated 2/12/16 from Anita Ravelli – copy attached. 
6 Distance matters: a population based study examining access to maternity services for rural women. 
Grzybowski et al. BMC Health Services Research 2011, 11:147 
http://www.biomedcentral.com/1472-6963/11/147 
7 Hemminki E, Heino A, Gissler M. Should births be centralised in higher level hospitals? Experiences from 
regionalised health care in Finland. BJOG 2011;118:1186–1195. 
8 Distance matters: a population based study examining access to maternity services for rural women, 
Grzybowski et al. BMC Health Services Research 2011, 11:147 
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erroneous as innovative ways of providing paediatric services have not been exploited to 
their full extent. If implemented, Option 1 will remove any incentive to provide full paediatric 
services at West Cumberland Hospital in the future.” Our full response to the consultation 
has now been submitted and is also available on our website – I ask you to refer to that for 
our complete answer. 

1.10. Rebecca Hanson explained how she had sought opinions around the country and 
how, for example, people in Northern Scotland had advised against the current proposals. 
You stated that you had done a similar exercise over the last two years and could not find 
any truly similar position to ours. This last point is relevant to sections 2 and 3 of this letter. 

1.11. You mentioned that numbers in some situations were small, giving as an example 
the need for the Kirkup review to look at individual case notes rather than overall outcomes. 
However, there are some large studies: Ravelli et al (2010) looked at 751,926 singleton 
births. 

1.12. As we discussed experimental design, we suggested that if Option 2 or 3 went 
through, the situation in Cumbria would have the appearance of a controlled experiment 
(that we are clear would be accidental rather than intended); Barrow having obstetric 
services and Whitehaven without. You (understandably) protested that this was not the 
case, but we reiterated that the “experiment” would exist without any intent – but that 
researchers could come and retrospectively look at the data and write up research that may 
even prove or disprove our respective viewpoints. In retrospect, this would rely on continued 
obstetric services in Barrow. Even if those were to close, the time lag for a consultation 
there, followed by implementation, would perhaps give a year or two of comparison at a 
minimum. It goes without saying that the “accidental experiment” would be unethical if 
done intentionally. 

2. Putting the Research Findings in the Context of the NHS 

We hope that we have laid out sufficient material for you to consider the problems involved 
in long journeys to intrapartum care. If we presume, for a moment, that our case is proved, 
or even shown to be a likely possibility, we need to consider how this conclusion would fit 
into the decision-making process of the consultation. 

2.1.  I note that there is a difference between proving a scientific theory and finding 
highly suggestive evidence that something might be true. In the real world of dealing with 
risks, it would be irresponsible to only act on absolute scientific proof of a hazard – a strong 
case must also be taken into account. (Without that attitude, you would never survive 
crossing the road, or other simple risk assessment tasks.) 

2.2. We have been told by the Department of Health that: 
“The Government is clear that all service changes should be based on clear evidence that 
they will deliver better outcomes for patients.  Any changes must meet the four tests for 
service change: they should have support from GP commissioners, be based on clinical 
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evidence, demonstrate public and patient engagement, and consider patient choice.”9 
There are a number of points to make from these criteria, but the first that is relevant to 
this letter is the need for “clear evidence” of “better outcomes”. We maintain that there is 
clear evidence that there would be worse outcomes with options 2 and 3. Even if you 
succeeded with the argument that such evidence was contradictory (and, clearly, we hold 
the opposite view), that would not represent “clear evidence” of “better outcomes”. 
The second of the “four tests” (clinical evidence) is very similar to the point above, and I 
think the same answers apply. I would caution you that there is a tendency for doctors to 
only consider their results “from the door of the hospital”. If the clinical model involves 
patients travelling long distances in circumstances when it is suggested that this may be 
medically unwise, then the results of out-of-hospital events need to be included in the 
clinical results.  

2.3. We then need to consider the legal framework that creates the NHS. The 2006 act 
(as amended), the NHS Mandate and the various formal guidance notes lay out various rules 
for the operation of the NHS. The act gives the guidance notes and the Mandate legal 
status. There is a clear instruction to “have regard to the need to reduce inequalities … in 
access … and … outcomes”. Whilst this is not an absolute instruction, it is hard to see how 
the regard needed in this context would not pick up some points that weighed heavily in 
favour of not adopting option 2 or 3. 

2.4. We should consider how the NHS and other health systems deal with populations 
that have different needs from the majority of their members. These differences may arise 
from things like ethnicity, which encompasses everything from cultural problems through to 
higher rates of certain diseases (for instance, sickle cell anaemia), social deprivation and, in 
the case of Cumbria, isolated communities. This latter problem is addressed by other 
countries. Here in England, the NHS services are meant to be driven by need, rather than 
how easy they are to deliver. 

3. Finding a Solution 

The foregoing leaves a problem. There is evidence that a consultant led service is needed in 
Whitehaven. The legal rules and the management instructions of the NHS reinforce this 
conclusion. But it is still difficult to recruit an adequate workforce to provide the required 
services. 

3.1. We suggest that you have a clear case to present to NHS England that the problems 
are of a scale that means a local solution is not easy (or even possible) to achieve. We do 
have in mind the principle that “… It is right that these matters are addressed at a local level, 
where the healthcare needs of the people of west, north and east Cumbria are best 
understood.”10. However, once needs have been fully understood, any big problem is 
owned by the whole NHS, not just by Cumbria. (Otherwise we would be dealing with NHS 
Cumbria – not NHS England.) 

                                                           
9 Department of Health e-mail dated 10/11/2016. A copy is attached. 
10 Ibid. 



Page 5 of 8 
 

3.2. NHS England needs to implement a priority workforce plan for Cumbria (and 
particularly West Cumbria) so that there is no need to downgrade services at West 
Cumberland Hospital in a way that will produce poorer outcomes for the population served 
by that hospital. 

3.3. A possible mechanism for achieving 3.2 might be to make clear that a period of 
service (say 2 years) in a small DGH like WCH would be considered favourably on the CV of 
any applicant for a senior consultant role at a larger hospital. The logic behind this is that an 
ambitious consultant would be able to demonstrate their ability to take responsibility by 
working in a smaller unit with less (or no) support close by from colleagues working in the 
same speciality. This career component would provide a valuable period of experience in 
the personal development of people who might otherwise only work in the largest of 
hospitals. 

3.4. Human resources experts within NHS England may well be able to come up with a 
better strategy than that discussed in 3.3. The intent of that idea was that it avoided simply 
paying a lot more money to entice staff to take positions at WCH.  

Closing Remarks 

We appreciate that we have laid out a substantial range of information and arguments in 
this letter. We also appreciate that your notes of our meeting may vary from our own. 
(Please let me know if you feel there is anything that we have crucially misunderstood.) 

We would like to make clear that we are keen to follow your continued work on this subject 
and, if it is helpful, we would be keen to make further input. 

We would encourage you to contact some of the main international researchers on the 
subject. I have found that the two with whom I have been corresponding are keen to assist. 
Where you have questions about the details of work carried out, it is clearly possible to get 
them answered. 

I should reiterate our main point: whilst one can find evidence that shows transfer of 
obstetric services is clearly unsafe, and other evidence that is not statistically significant, we 
can find no evidence that shows that this service change is safe. 

In closing, I repeat our thanks for taking the time to meet with us. 

Yours sincerely, 

 
Jon Ward 
West Cumbrians’ Voice for Health Care 
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cc: Stephen Childs CCG 
John Howarth CPFT 
Neil Hughes Cumbria County Council 
David Blacklock Cumbria Healthwatch 
Sue Stevenson Cumbria Healthwatch 

attachments: e-mail dated 2/12/2016 from Dr Ravelli refuting Public Health Wales 
treatment of their work. 
e-mail dated 10/11/2016 from the Department of Health. 
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