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2. Executive summary 

The Improving Healthcare Together (IHT) 2020-2030 programme is led by experienced GPs from 
NHS Surrey Downs, Sutton and Merton Clinical Commissioning Groups (CCGs). 

We are working with Epsom and St Helier University Hospitals NHS Trust (ESTH) to address a 
series of long-standing challenges and improve healthcare for local people in the future. 

This reports outlines the progress to date with the programme of work and the next steps prior to 
any potential public consultation. 

3. Recommendations 

The Health and Wellbeing Board is asked to; 
 

a) Note the update on progress with the Improving Healthcare Together programme 
b) Consider any further information or updates the Board would like to receive in due course 

 
4. Reason for Recommendations 

The CCGs are proposing changes to NHS services in the local area, which have the potential for 
positive improvements in services but will have different impacts on local communities that are 
served by ESTH. Therefore, the Health and Wellbeing Board is invited to engage in the programme 
and work with the CCGs to ensure that all aspects of the proposals are understood.  The south west 
London and Surrey JHOSC sub-committee is exercising its scrutiny role separately in relation to the 
IHT programme.  
 
5. Detail 

 
a) Case for Change and the Proposed Clinical Model 
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NHS Merton, Sutton and Surrey Downs Clinical Commissioning Groups (CCGs) are looking in detail 
at the challenges faced by the Trust and how we can make sure the hospitals continue to deliver 
high quality, safe and sustainable services for local people in the future. 
 
We are looking to address the significant challenges at Epsom and St Helier hospitals around 

clinical standards, finances and estates.  

Epsom and St Helier is unable to meet the clinical standards for six major acute services to deliver 

high quality care 24/7. Based on the agreed standards, there is a shortage of consultants in 

emergency departments, acute medicine and intensive care. The Trust is not meeting the Royal 

College of Emergency Medicine guidance for consultant cover, something recently identified by the 

Care Quality Commission (CQC). Additionally, there is also a shortage of middle grade doctors and 

nursing staff.  

Many of the Trust’s buildings were built before the NHS was founded and are rapidly aging. 
They are not designed for modern healthcare, an issue repeatedly highlighted by the CQC. The 
Trust has a very significant and critical backlog of maintenance and the deterioration of the 
estate is affecting the day-to-day running of clinical services and patients’ experience. 
 
Finally, the Trust has an underlying financial deficit which is getting worse each year and will 
continue to do so unless changes are made. This growing deficit is driven by unavoidable 
increases in costs for clinical workforce including temporary staff, increasing costs for estates 
maintenance and less opportunities for changing the way we work.  
 
The CCGs want to improve patient care by making sure local people have the best quality 
health services in the future, in modern, safe buildings with the majority of services provided on 
both hospital sites and in the community, close to people’s homes. 
 
There is widespread clinical support for the change and the programme’s Clinical Advisory 
Group has led the process of developing a future model of care to address the challenges that 
have been identified.  

The CCGs are clear that we will continue to need both current hospitals. The majority of hospital 
services (district services) will remain unchanged and available on both the Epsom and St Helier 
hospital sites.  

These district services do not rely on critical care and are becoming more closely integrated with 
community and home services through existing CCG plans. They include: 

 Urgent treatment centres  

 Medically stable inpatients  

 Outpatients 

 Day case surgery 

 Ante/post-natal clinics 

 Chemotherapy 

 Dialysis 

 Endoscopy 

 Imaging and diagnostics 
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The IHT programme of work is looking at solutions to the small number of major acute services that 
need to change; accident and emergency care (adults and children), acute medicine, critical care, 
emergency surgery, inpatient paediatrics and hospital births. 

The work to date on the clinical model suggests elements of all six major acute services should be 
co-located on one site, and there are three potential solutions: 

 Locating major acute services at Epsom Hospital, and continuing to provide district 
services at both Epsom and St Helier hospitals.  

 Locating major acute services at St Helier Hospital, and continuing to provide district 
hospital services at both Epsom and St Helier hospitals.  

 Locating major acute services at Sutton Hospital, and continuing to provide district 
services at both Epsom and St Helier hospitals. 
 

Every solution currently being considered will mean urgent treatment centres are available on all 
sites. Antenatal and postnatal care, outpatients and diagnostic services would also be retained at 
both Epsom and St Helier hospitals under all three solutions.  

Arranging our district hospital services and major acute services in this way would bring a range of 
benefits for our patients: 
 

• Better clinical standards for our sickest patients and those most at risk of becoming seriously 
ill, with consultant cover that meets regional and national safety standards. 

• Patients will have access to the right specialist at the right time which means they are more 
likely to have a better outcome for their health. 

• We will be delivering the majority of care close to home and joined up with GPs, social care 
and community care. 

• Better facilities impact on patient care by being more efficient and easier to maintain and 
clean – this means a reduced risk of hospital-acquired infections and a better environment 
for healing. 

• Centralising major acute services onto one site means we can access the latest technology 
and equipment for patients so they have the best possible chance of a better outcome when 
they are seriously ill. 

 
b) Integrated Impact Assessment  
 
The IHT programme has commissioned independent specialists Mott Macdonald to undertake an 
Integrated Impact Assessment (IIA) to understand the full range of potential impacts that proposals 
could have on the local population and potential solutions.   
  
The IIA takes place in three phases: 

The Integrated Impact Assessment phase one is completed and includes: 

 An Initial Equalities Analysis 

 A Deprivation analysis  

 A phase one Travel Time analysis  

The Integrated Impact Assessment phases two and three - phase two is nearing completion and 
an interim report will be published in June 2019. The third and final phase is planned to run after a 
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public consultation and is published prior to making any decision making. The assessment explores 
health, travel and environmental impacts and will include in-depth engagement with a range of local 
people from different backgrounds and protected characteristic groups.  
  
The second phase which started in January 2019 aims to:  
 

 Engage with different equality groups to explore the perceived needs and impacts identified in 
phase 1 of this work and to determine any other potential impacts (if any) 
 

 Comprehensively assess any positive and negative impacts of the options across four areas: 
equality, health, travel and access, and sustainability 

  
An IIA Steering Group has overseen the delivery of this programme of work. This group has been 
independently chaired and comprises of representation from across the combined geographies 
including CCGs, local authorities, public health, Healthwatch and voluntary sector representatives, 
as well as representation from the travel and access working group.  
 
c) NHS Provider Impact Assessment 
 
The IHT Programme is continuing to work with local NHS hospital and ambulance providers to 
understand the potential impact of each option. 
 
The potentially affected providers are: Epsom and St Helier, Kingston, Croydon, St George’s, 
Ashford St Peter’s, Royal Surrey and Surrey and Sussex and the London Ambulance Service and 
South East Coast Ambulance Service.  
 
Providers are now completing detailed impact assessment for each of their Trusts in four areas, 
capacity, estates and capital, income and expenditure and workforce. This work will be completed 
by early June and this will then be considered further by the CCGs to understand the relative 
impacts, as a key strand of additional evidence that will need consideration prior to any pre-
consultation decision making process. 
 
d) Regulator Assurance 

In December 2018 we submitted our draft Pre-Consultation Business Case (PCBC) for assurance to 
NHS England and NHS Improvement. Our plans are undergoing an assessment by NHS regulators 
to make sure they are robust and can deliver the very best future care to local people. 
Our plans have also been reviewed by a joint independent Clinical Senate from London and the 
South East, to make sure our options are the best clinical model for local people. We will consider 
their recommendations and publish the report later in June 2019. 
 
e) Finance, Activity and Estates 
 

The IHT Programme is continuing to develop our financial analysis and this will be informed by 
feedback received as part of the assurance process.  
 

The programme is developing a proposition for how the capital needed will likely be sourced, for 
example how much money from central government will likely be needed. The programme will need 
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to determine the most appropriate financing route as well as secure support in principle for the 
capital investment needed prior to launching any formal public consultation. 
 

6. Challenges 

We will not proceed to public consultation until we have secured support in principal for capital 
funding from NHS England and NHS Improvement to make the necessary investment required.  
This will only be secured once our plans have been assessed by regulators - both regionally and 
nationally in line with normal NHS planning requirements. 
 
We are continuing to explore future potential funding options which could be available and are 
working closely with regulators, to test and refine these. 
 
The timing of any consultation will be considered in the light of national advice and guidance from 
NHS regulators on the readiness to proceed.   
 
7. Timescale and delivery plan 

We have published an indicative timeline for the programme which is subject to change and is kept 
under review by the IHT programme board with the support of NHS Regulators. 
 
Appendix 1 includes an outline of the IHT programme timeline. 
 
8. How is this being communicated? 

The Improving Healthcare Together 2020-2030 programme launched its communications 
strategy in June 2018 with a public engagement plan introducing an Issues Paper. We have 
followed NHS England guidance for public engagement and are being assured independently 
by The Consultation Institute (tCI). We have and are continuing to engage a wide variety of 
people through different activities including: 

 12 public discussion events  

 6 high street and mobile engagement events  

 6 focus groups with people who use the following services: maternity, paediatrics and A&E 

 15 independently facilitated workshops and focus groups with protected characteristic, 
seldom heard and deprived communities 

 Community outreach with 18 equalities groups flagged by the initial equalities analysis  

 Emails, letters, telephone calls and via our website, Twitter and Facebook 
 

The programme continues to work with its Stakeholder Reference Group as part of its core 
governance arrangements. This group scrutinises our plans and ideas and makes recommendations 
to enhance the proposals.  

We have already heard from more than 1,000 people and organisations. The feedback is helping to 
shape our proposals providing us with challenge as well as ideas. All information gathered from the 
engagement activities has been collated and analysed independently by The Campaign Company 
and published on our website here. We have also published several reports on the work we have 
done to engage protected characteristic groups under the Equalities Act 2010. 
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As well as the early engagement work, in November 2018 we ran three further independently 
facilitated workshops with members of the public, NHS professionals and other experts to consider 
the work to date around developing potential solutions. These workshops were part of our options 
consideration process which is still ongoing. 
 
We have also undertaken a further period of public engagement as part of the second phase of the 
Integrated Impact Assessment (IIA) which has included a wide range of focus group discussions 
with people from protected characteristics groups in the three CCG areas and people living in 
deprived communities. 

 
9. Next steps 

The three CCGs will consider feedback from the assurance process, the Integrated Impact 
Assessment, the provider impact assessment, and any further evidence before deciding if they wish 
to proceed to public consultation on any proposals. 

We will continue to work with local people, community groups, councils and NHS regulators to test 
all our options as well as all of the work we have done to date.  

We will make a decision about whether to proceed to public consultation on any of the options after 
we have been through the assurance process with NHS England and NHS Improvement, and after 
we have agreement in principle to the capital funding. 
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CONFIDENTIAL

DRAFT FOR DISCUSSION – SUBJECT TO CIC APPROVAL

Appendix 1: Outline IHT Programme Timeline

Initial option 

consideration

Consultation

Review of assurance 

and consultation 

planning

Regulatory 

assurance

Consideration of 

consultation outputs 

& decision making

Decision to proceed 

to consultation

• Early engagement on Issues Paper, including case for change, emerging 

clinical model and provisional solutions development framework

• Phase 1 Integrated Impact Assessment (IIA) scoping: initial equality 

analysis and baseline travel analysis

• Draft Pre-Consultation Business Case submitted to NHS regulators

• Provider impact analysis and Phase 2 IIA development

• Regulator review of PCBC and Clinical Senate review of clinical model

• Development of consultation plan in conjunction with JHOSC and SRG

• Final PCBC approval with preferred option(s) identified for consultation

• Approval of consultation plan

• Governing bodies decision to proceed to consultation

• Consultation

• Public and stakeholder feedback on engagement activities

• Co-production of non-financial criteria, weighting and scoring of options

• Further consideration of evidence by Governing bodies

• Public engagement on further evidence

• Feedback from NHS regulators

• Approvals from National oversight (OGSCR) and Investment Committee 

June 2018

Committees in 

Common in public

June – November 

2018

September 2019 –

January 2020

June – August 2019

December 2018 –

June 2019

Spring 2020

Committees in 

Common in public

September 2019

Committees in 

Common in public

• Independent review of consultation responses

• Consideration of full post-consultation IIA (Phase 3)

• Decision on agreed option

• Development of decision-making business case for approval by regulators

Phase Outputs Governance route

Pre-consultation 

engagement

4

1

5

6

7

2

3

Decision to 

engage on 

Issues Paper

Decision to 

proceed to 

consultation

Decision to 

proceed with 

agreed option

Decision point

WE ARE HERE

ALL TIMINGS ARE SUBJECT TO CHANGE AND COMMITTEES IN COMMON APPROVAL
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