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This document is issued for the party which commissioned it and for specific purposes connected with the above-

captioned project only. It should not be relied upon by any other party or used for any other purpose. 

We accept no responsibility for the consequences of this document being relied upon by any other party, or being 

used for any other purpose, or containing any error or omission which is due to an error or omission in data supplied 

to us by other parties. 

This document contains confidential information and proprietary intellectual property. It should not be shown to other 

parties without consent from us and from the party which commissioned it. 

This R eport has been prepar ed sol el y for use by the party which commissi oned it  (the 'Client') in connection wi th the capti oned pr oject. It shoul d not be used for any other purpose. N o person other than the Client or any party who has expr essl y agreed terms of reli ance with us  (the 'Recipi ent(s)') may r el y on the content,  infor mation or any vie ws  expr essed in the R eport . This R eport is  confi denti al and contains  pr opri etary intell ectual pr operty and we accept no duty of car e, r esponsibility or li ability to any other recipi ent of this R eport . N o repr esentati on, warranty or undertaki ng, express  or i mplied, is  made and no responsi bility or liability is  accepted by us to any party other than the Client or any Reci pient(s),  as to the accuracy or completeness of the i nfor mati on contai ned i n this R eport . For the avoi dance of doubt thi s Report does not i n any way pur port  to i nclude any legal,  insurance or fi nanci al advice or opi nion.  

We disclai m all and any liability whether arising i n tort, contr act or other wise which we might otherwise have to any party other than the Cli ent or the Reci pient(s),  in respect of this  Report, or any infor mation contained in it. We accept no responsi bility for any error or omissi on in the Report which is due to an error or  omissi on in data, i nfor mation or statements  supplied to us  by other parti es i ncludi ng the Cli ent (the 'Dat a'). We have not independentl y verified the D ata or other wise exami ned i t to deter mi ne the accuracy, completeness, sufficienc y for any purpose or  feasi bility for any particular outcome incl uding fi nanci al.  

Forecasts presented i n this document were pr epared usi ng the Data and the Repor t is dependent or based on the D ata. Inevitabl y, some of the assumptions used to develop the for ecasts will not be realised and unantici pated events and circumstances may occur. C onsequentl y,  we do not guarantee or warrant the conclusions contained in the R eport  as ther e are li kel y to be differences between the forecas ts and the actual results  and those dif fer ences  may be material.  While we consi der  that the infor mation and opini ons  given in this R eport are sound all parti es must rel y on their own skill and judgement when making use of it .  

Infor mation and opi nions  ar e current onl y as of the date of the Report and we accept no responsi bility for updati ng such infor mation or opi nion. It shoul d, therefor e, not be assumed that any s uch infor mati on or opi nion conti nues to be accurate subsequent to the date of the Report.  U nder no circumstances may this  Re port or any extrac t or summar y thereof be used i n connecti on with any public or  pri vate securities offeri ng incl udi ng any related memor andum or pr ospec tus for any securiti es offering or stock exchange listi ng or  announcement.  

By acceptance of this  Repor t you agree to be bound by this disclai mer. This disclai mer and any issues, disputes  or cl ai ms arising out of or in connection wi th it ( whether contractual or non-contractual i n natur e such as cl ai ms i n tort,  from br each of statute or regul ati on or otherwise) shall  be governed by, and constr ued i n accordance with, the laws of Engl and and Wales  to the exclusion of all conflict of l aws principles and r ules . All disputes or  clai ms arising out of or r elati ng to this discl ai mer shall be subjec t to the excl usi ve jurisdicti on of the English and Welsh courts  to which the parties  irrevocabl y submit.   
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Executive summary 

1.1 Introduction  

The clinical leaders for NHS Surrey Downs, Sutton and Merton Clinical Commissioning Groups 

(CCGs) want to ensure the best quality of care is available to their local patients and 

communities, and that it is sustainable into the future from buildings which are fit for purpose. To 

do this, the three CCGs have come together to form the Improving Healthcare Together 2020-

2030 Programme with the aim of resolving long-standing healthcare challenges for the 

communities residing within their combined geographies. 

One of their most significant healthcare challenges centres around their main acute provider, 

Epsom and St Helier University Hospitals NHS Trust (ESTH). The Programme has been tasked 

with addressing the Trust’s challenges which are covered in more detail below: 

1. Delivering clinical quality – ESTH has identified that it will be unable to meet the clinical 

standards set by the commissioners across its two sites for acute medicine and emergency 

departments. In particular, it currently has a shortage of consultants in its emergency 

departments, acute medicine and intensive care units.  

2. Providing healthcare from modern buildings - The local hospital buildings on the ESTH 

estate are old and the Trust has a significant and critical backlog of maintenance. The 

deterioration of the estate is affecting the day to day running of clinical services and patient 

experience. Significant investment is needed to ensure that the buildings are safe and can 

deliver care to the modern standards. 

3. Achieving financial sustainability - ESTH has an underlying financial deficit which is getting 

worse each year. Increased funding is being outstripped by growing demand for services, 

cost inflation, the cost of meeting clinical standards, and the high costs of maintaining the 

existing estate. Therefore, future services need to be financially stable. 

Recognising these challenges and the need to change the way in which acute services are 

provided at ESTH, the Programme and Trust have developed a clinical model which sets out 

how they feel services within ESTH should be provided in the future to resolve these long-

standing healthcare challenges.  

1.1.1 The clinical model  

District hospital services are those that patients are likely to require more frequently, and often 

benefit from being strongly integrated with community health and care settings. These services 

comprise of around 85% of hospital-based care across the combined geography. Under the 

clinical model being put forward by the Programme, the existing district hospital services that 

are a key part of local strategies and objectives will continue to be delivered across the 

combined geography from both Epsom and St Helier hospitals.  

However, the model suggests that the way major acute services are delivered will need to 

change. Major acute services are required for the highest risk and sickest patients. These 

services comprise of around 15% of hospital-based care in the combined geographies and 

include: 

● Emergency departments (also referred to as ED or A&E) – deal with life-threatening 

emergencies.  
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● Acute medicine – deal with the immediate and early specialist management of adult 

patients who present to, or from within, hospitals as urgencies or emergencies. 

● Critical or Intensive care – are specialist hospital wards that provide treatment and 

monitoring for people who are very ill. 

● Emergency surgery – deals with, amongst other things, operations for patients (adults and 

children) admitted through emergency departments. 

● Hospital births – includes obstetrician-led births and births within the co-located midwifery 

led unit.  

● Paediatrics – deals with managing medical conditions affecting infants, children and young 

people. 

Across the acute services listed above there are a number of co-dependencies; without one the 

others cannot run safely or effectively. Under the clinical model being put forward by the 

Programme these co-dependencies have been used to define the minimum set of services that 

need to be co-located.  

1.1.2 The options for change  

ESTH offers a range of services, including cancer, pathology, surgery, and gynaecology. Both 

Epsom and St Helier hospitals have emergency departments and maternity services. However, 

planned orthopaedic surgery and elective surgery (day case surgery and inpatients) are 

currently only provided at Epsom Hospital site, while emergency surgery and the hip fracture 

unit are located at St Helier Hospital site. 

The Programme has considered a wide range of potential solutions and then refined these in a 

structured and consistent way. Throughout this process assumptions have been tested with the 

public through engagement and consultation.  

Recognising the need to ensure that the major acute services outlined above are effectively 

organised and co-located, the Programme has identified three potential solutions to meet the 

challenges across the Trust in delivering major acute services, in terms of workforce, fit for 

purpose buildings and financial sustainability. These potential solutions are as follows: 

1. Locate major acute services at Epsom Hospital, providing all major acute services (adult 

emergency department and women’s and children’s services), and continue to provide all 

district services at both Epsom and St Helier Hospitals.  

2. Locate major acute services at St Helier Hospital, providing all major acute services 

(adult emergency department and women’s and children’s services), and continue to provide 

all district services at both Epsom and St Helier Hospitals.  

3. Locate major acute services at Sutton Hospital, providing all major acute services (adult 

emergency department and women’s and children’s services), and continue to provide all 

district services at both Epsom and St Helier Hospitals.  

Across the three options for change, district services will continue to be delivered by both 

Epsom and St Helier Hospitals.  

1.2 About this IIA  

Integrated Impact assessments (IIAs) can be defined as a continuous process to evaluate the 

reasons for intervention, to weigh up various scenarios for achieving objectives, and to 

understand the consequences of a proposed intervention. They are used as a tool to develop 

policy by assessing and presenting the likely costs and benefits and the associated risks of a 
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proposal that might have an impact on the public, private or third sector, the environment and 

wider society over the long term.  

It is important to note that the purpose of impact assessments is not to determine the decision 

but act to assist decision-makers by giving them better information on how best they can 

promote and protect the wellbeing of the local communities in which they serve.  

This IIA helps to ensure that genuine consideration is given to equality as part of the decision-

making process. The purpose of the equality impact assessment (EqIA) of this IIA is to 

demonstrate that the decision-making process has been undertaken in a timely fashion and with 

full knowledge of the local commissioners’ obligations under the Equality Act 2010. The EqIA 

(and by extension the IIA) therefore supports the Commissioners’ compliance with the Public 

Sector Equality Duty (PSED) to show due regard to the following three aims: 

● Eliminate unlawful discrimination, harassment, and victimisation and other conduct 

prohibited by the Act.  

● Advance equality of opportunity between people who share a protected characteristic and 

those who do not.  

● Foster good relations between people who share a protected characteristic and those who 

do not.  

This IIA is being undertaken in three phases. The first phase was the production of a scoping 

report which was produced in August 2018. The report presented preliminary observations on 

which groups are considered most vulnerable to changes in health services due to any 

disproportionate propensity to require major acute services; mapped these groups to provide an 

understanding of where they are highly concentrated across the three CCGs; and set out the 

approach to identifying impacts, mitigations, and opportunities. In addition to the scoping report, 

a baseline travel assessment was also completed to explore current travel times for residents 

when accessing acute services. Alongside the work undertaken by Mott MacDonald as part of 

phase one of the IIA, the Programme also commissioned a Deprivation Impact Analysis.1 This 

work was undertaken to provide a focused exploration of the potential impact the proposed 

options for change may have on deprived communities in the local area. This work has also fed 

into the analysis outlined in this report. Prior to the commencement of Phase one of the work, 

the Programme also undertook a range of engagement activities which have been also be 

referenced as part of the evidence base for this report (see section 3.2 of the main report).  

This report forms the second phase of the IIA. It is based on the evidence gathered above and 

during the following research tasks: desk research; socio-demographic data collection and 

mapping; in-depth interviews with health professionals and representatives of local community 

groups; focus groups with local protected characteristic groups (12 groups covering 108 

individuals); travel and access analysis; and air quality and carbon emissions analysis. The 

report is focused on four impact assessment areas: 

1. Equality Impact  

2. Health impact  

3. Travel and access impact  

4. Wider sustainability impact  

Recognising the inter-relation between the above impact areas the findings outlined in this 

report are based on thematic impacts which sit across all impact assessment areas.  

                                                      
1 COBIC, Nuffield Trust and PPL (2018) ‘Deprivation impact analysis’. Available at: https://improvinghealthcaretogether.org.uk/wp-

content/uploads/2018/10/Deprivation-impact-analysis-report-2018.pdf  

https://improvinghealthcaretogether.org.uk/wp-content/uploads/2018/10/Deprivation-impact-analysis-report-2018.pdf
https://improvinghealthcaretogether.org.uk/wp-content/uploads/2018/10/Deprivation-impact-analysis-report-2018.pdf
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Data gathered as part of the focus groups and in-depth discussions has been collected to help 

contextualise the desk research and explore any gaps in the evidence collected. Participation at 

focus groups was therefore targeted and undertaken with select characteristic groups across 

the three CCGs to help build on the evidence collected. The engagement was not intended to 

speak with representatives from the whole community or act as a formal consultation. However, 

additional engagement is being explored with the following groups to further supplement this 

research:  

• LGBT+ community  

• Carers  

• People with a learning disability  

• Gypsy, Roma and Traveller Community  

• Carers 

• Those from areas in the second quintile of deprivation in the south of Merton  

This report will be updated prior to public consultation to include any new information 

supplied following further engagement. It is therefore currently a draft report.  

The final full IIA report is scheduled following public consultation on the proposed options for 

change. When the public consultation has been completed, this report will be reviewed against 

the findings of the consultation and updated to reflect any additional impact or 

mitigation/enhancement action identified. This will complete phase three of the work. Until the 

additional engagement at phase two is complete and the further analysis has been undertaken 

as part of phase three, this report should be considered interim and subject to further iterations 

as new evidence is identified.  

1.2.1 Measuring and prioritising impacts  

To fully understand and assess each impact identified, it is important to consider several factors 

so that a balanced assessment can be reached. These factors can be summarised as follows: 

● Likelihood: considers the extent to which the impact is likely to materialise, and covers high, 

medium, and low likelihood.  

● Magnitude: considers the scale of the impact in terms of the population potentially impacted 

or the service affected by the change. Magnitude is valued as significant beneficial, 

moderate beneficial, marginal beneficial, neutral, marginal adverse, moderate adverse and 

significant adverse.  

● Duration: considers the extent to which the impact is short or long lasting. It is valued as 

short term (under one month), medium term (under one year) or long term (over one year). 

For each of the thematic impact areas outlined below the report has rated each under the above 

headings.  

1.3 Governance  

In supporting the process and findings of the IIA, governance structures have been established 

by the IHT Programme to scrutinise the analysis presented in this report. The two governance 

structures established are:  

● The Integrated Impact Assessment Steering Group (IIASG) – this group has sat in 

conjunction with key programme milestones and was established to provide advice to the 

Programme and to agree the IIA scope and oversee and scrutinise the IIA work programme 

and the final IIA. 



Mott MacDonald | Improving Healthcare Together 2020-2030      13 
Draft interim Integrated Impact Assessment 
 
 

396624 | 6 | A | June 2019 
 
 

● Travel and Access Working Group (TAWG) - the TAWG reports to the IIASG. It has met on a 

fortnightly basis during phase two of the IIA and was set up to provide advice to the 

Programme around the travel and access analysis. 

It should be noted that both groups are accountable to the Programme’s Stakeholder Reference 

Group.  

The agendas and notes from all IIASG and TAWG meetings can be found on the Programme’s 

website (https://improvinghealthcaretogether.org.uk/important-documents/).  

1.4 Summary of the impacts  

The following section provides a summary of impacts which are associated with each option for 

change. The impacts have been grouped by thematic area and therefore cross-cut and are 

interlinked across the four assessment areas. In the majority of cases the impact is assumed to 

be the same across the options for change, however, any differences by option have been 

highlighted within the discussion.  

To provide an overview, the below has been grouped by those impacts which are expected to 

bring about enhancements and those which may have an adverse effect compared with the 

current situation. Full details on impacts can be found in chapter five. The associated mitigating 

actions for the impact areas outlined below are discussed in Section 1.5.  

1.4.1 Impacts which are expected to result in enhancements in service offering  

The following outlines the thematic impact areas which, while in some instances may potentially 

result in short term adverse impacts or risk of adverse impact, are nevertheless assessed as 

likely overall to bring about positive impacts and improvements.  

The thematic areas covered in this section are:  

● Patient outcomes  

● Accessibility of district health services  

● Health inequalities  

● Patient experience  

● Service delivery  

● Workforce  

● The physical accessibility of services  

The section finishes by summarising the key protected characteristic groups expected to 

disproportionately benefit from these impacts.  

  

https://improvinghealthcaretogether.org.uk/important-documents/
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1.4.1.1 Patient outcomes  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

High Significant 
beneficial - 
improved 

evidence based 
clinical model with 

increased 
consultant staff 

cover to improve 
patient outcomes 

Long 
term 

High Significant 
beneficial - 
improved 

evidence based 
clinical model 
with increased 
consultant staff 

cover to improve 
patient outcomes 

Long 
term 

High Significant 
beneficial - 
improved 

evidence based 
clinical model with 

increased 
consultant staff 

cover to improve 
patient outcomes 

Long 
term 

Across all options for change patients are likely to experience improved outcomes arising from:  

● The achievement of workforce standards which promote consultant delivered care. 

● Reducing variation through the establishment of seven-day services.  

● A model which allows for a critical mass of cases to be undertaken and provides 

opportunities for sub-specialisation. 

● Timely access to co-dependent services as a result of their co-location, in fit for purpose 

facilities. 

This is likely to particularly impact the protected characteristics groups outlined in Table 1 which 

have been identified as having a disproportionate or differential need/use of acute services.  

1.4.1.2 Accessibility of district health services  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

High Significant 
beneficial – 
improved 

patient access 
for some 
services 
through 

provision of 
defined points 
of access to 

urgent care and 
choice in modes 

of contact 

Long term High Significant 
beneficial – 
improved 

patient access 
for some 

services through 
provision of 

defined points of 
access to urgent 
care and choice 

in modes of 
contact 

Long term High Significant 
beneficial – 
improved 

patient access 
for some 
services 
through 

provision of 
defined points 
of access to 

urgent care and 
choice in modes 

of contacts 

Long term 

The proposed options for change have the potential to improve patient access for some 

services through providing different defined points of access to urgent care and choice in modes 

of contact. It should allow for both clearer signposting and more integrated and responsive 

district services. This is likely to particularly impact the protected characteristics groups outlined 

in Table 1 which have been identified as having a disproportionate or differential need/use of 

acute services.  
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1.4.1.3 Health inequalities  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Medium Minor beneficial - 
larger impacts 
experienced 
through other 

factors 

Long 
term 

Medium  Minor beneficial - 
larger impacts 
experienced 
through other 

factors 

Long 
term 

Medium Minor beneficial - 
larger impacts 
experienced 
through other 

factors 

Long 
term 

Health outcomes across the Merton, Sutton and Surrey Downs CCGs (also known as the 

combined authorities) are generally in line with or better than those in London or England more 

widely. However, there are pockets of health inequalities in these areas which any change to 

the delivery of acute services needs to consider.  

Deprivation is a key factor linked to health inequalities and any changes to the health outcomes 

for those from deprived areas, as a result of the proposed options for change, may likely affect 

health inequalities across the authorities.  

Deprived communities within the study area are likely to be only marginally impacted by longer 

journey times under St Helier and Sutton hospital options. The Epsom Hospital option may have 

an impact on a slightly greater proportion of deprived communities across the study area 

compared with the other options when looking at the three modes of transport (car, blue light 

ambulance and public transport). For example, for blue light ambulance travel, under the Epsom 

option, while likely to only impact a relatively small proportion of the group, some people from 

deprived communities may experience increases in journey time of between 15 and 30 minutes. 

Those from deprived communities who are travelling as a visitor via public transport or who are 

using this transport mode on being discharge from acute services (where not transferred to their 

nearest hospital for step-down care), under this option, in some instances may experience 

additional journey times which exceed 30 minutes. The Epsom option for change may therefore 

also result in longer, more complex or costly journeys for this group when using, visiting and 

returning home from these services which in turn may exacerbate existing health inequalities.  

However, the planned changes to district services may lead to the enhancement of local service 

offerings which may in turn lead to improved health outcomes for those from deprived areas and 

bring about changes which help to reduced health inequalities. The district services will play an 

important role in creating a proactive focus on wellbeing and prevention and will help to target 

efforts to support patients to change behaviours linked to poor health outcomes.  
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1.4.1.4 Patient experience  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Medium 

 

 

 

 

 

Medium 

 

Moderate 
beneficial – 

consistent and 
integrated 
pathways 

 

Marginal 
adverse – 

adjusting to 
changes to 

service 
provision, 

most 
impacting 

those 
attending a 
new or re-

developed site 
for the first 

time 

Long term 

 

 

 

 

Medium 
term 

Medium 

 

 

 

 

 

Medium 

 

Moderate 
beneficial – 

consistent and 
integrated 
pathways 

 

Marginal 
adverse - 

adjusting to 
changes to 

service 
provision, 

most 
impacting 

those 
attending a 

new or 
redeveloped 

site for the first 
time 

Long term 

 

 

 

 

Medium 
term 

Medium 

 

 

 

 

 

Medium 

 

Moderate 
beneficial – 

consistent and 
integrated 
pathways 

 

Marginal 
adverse - 

adjusting to 
changes to 

service 
provision, 

most 
impacting 

those 
attending a 

new or 
redeveloped 

site for the first 
time 

Long term 

 

 

 

 

Medium 
term 

Across the options for change, it is likely that in the long-term patient experience will be 

enhanced through consistent and integrated pathways, reduced variation and fragmentation of 

services, as a benefit of consultant delivered care and as a result of access to services 

delivered from fit for purpose buildings. 

The clinical model will mean that the configuration and delivery of services for both major acute 

and district level hospital services will change at each site. Patients will therefore, be required to 

access services which may look and feel different and unfamiliar from the current site layout. 

Both local community representatives and those who attended focus groups have suggested 

that this may have an adverse impact on their initial experience of care under the new care 

pathways. This is likely to be a medium-term impact and over time communities will develop 

awareness, understanding and familiarity with the site configuration of district and major acute 

hospital services at sites. 
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1.4.1.5 Service delivery  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

High Significant 
beneficial - 
potential to 

improve patient 
pathways 

through revised 
clinical models 

Long 
term 

High Significant 
beneficial - 
potential to 

improve patient 
pathways 

through revised 
clinical models 

Long 
term 

High Significant 
beneficial - 
potential to 

improve patient 
pathways through 

revised clinical 
models 

Long 
term 

Positive impacts around service delivery are expected across all options for change as a result 

of improved patient flow which enables resources to be utilised more effectively. The proposed 

clinical model and detailed future modelling which underpins this, will ensure that the Trust is 

able to deliver the clinical services required to meet the needs of its local population in future 

years. 

With all major acute services being delivered from one hospital site, there is a risk that patient 

activity may be greater than capacity, which could have an adverse impact on the safety and 

quality of patient care. Detailed modelling has, however, been undertaken by the Programme to 

ensure that sufficient capacity will be available.  

The proposed clinical model will allow for workforce standards to be achieved across the range 

of major acute specialist. However, there is a requirement for a small number of additional staff 

which need to be recruited to prevent any adverse workforce impacts.  

1.4.1.6 Workforce 

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

High 

 

 

 

 

 

 

High  

Marginal 
beneficial – 
workforce 

benefits from 
improvements 
in the clinical 

model  

 

Minor adverse 
- adjusting to 
changes from 
transfer to St 

Helier to 
Epsom 
Hospital  

Long term 

 

 

 

 

 

 

Medium 
term  

High 

 

 

 

 

 

 

High 

Marginal 
beneficial – 
workforce 

benefits from 
improvements 
in the clinical 

model 

 

Minor adverse 
- adjusting to 
changes from 

transfer to 
Epsom from St 
Helier Hospital 

Long term  

 

 

 

 

 

 

Medium 
term 

High 

 

 

 

 

 

 

High 

Marginal 
beneficial – 
workforce 

benefits from 
improvements 
in the clinical 

model 

 

Minor adverse 
- adjusting to 
changes from 

St Helier 
hospital and 

Epsom 
hospital sites 

Long term 

 

 

 

 

 

 

Medium 
term 

 

Across the options for change, long term positive impacts are likely to be felt by staff as a result 

of sustainable rotas and working patterns, new job roles, training opportunities and through 

working as part of larger clinical teams. This has the potential to positively impact on retention 
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and recruitment of staff. However, in the medium term, for some staff, the proposed changes 

may have an adverse personal impact as they become accustomed to: 

● A change in their place of employment. This would be particularly evident under the option in 

which Sutton Hospital is the major acute hospital, as staff (including medical staff and 

specialist nursing staff) would be required to transfer from Epsom and St Helier Hospitals. 

● Potential changes to the rota patterns, positions and teams within which they work.  

District services will continue to be delivered at both Epsom and St Helier hospitals, therefore 

this medium-term impact is unlikely to affect those who support district services.  

At the time of writing, additional engagement is planned with staff working within acute services 

at both the Epsom and St Helier hospital sites. Any new evidence or findings as a result of this 

engagement with be added prior to the updated interim report’s release to the public in advance 

of a public consultation.  

1.4.1.7 The physical accessibility of services  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

High   Moderate 
beneficial – The 

option for 
change has the 

potential to 
ensure fit for 

purpose 
hospital 
facilities  

Long 
term 

High  Moderate 
beneficial – The 

option for change 
has the potential to 

ensure fit for 
purpose hospital 

facilities  

Long 
term 

High  Moderate 
beneficial – The 

option for 
change has the 

potential to 
ensure fit for 

purpose hospital 
facilities  

Long 
term 

The accessibility of services, across the options for change, has the potential to be improved 

through fit for purpose hospital facilities. This may particularly benefit those protected 

characteristic groups who face challenges with the accessibility of current facilities, such as 

older people and those with a disability or mobility issues. However, the design of the site needs 

close consideration to ensure that accessibility is not constrained as result of a ‘busier’ hospital 

site resulting from services being consolidated onto a single site.  

1.4.1.8 Protected characteristic groups like to be disproportionately positively impacted by 

each thematic area  

The equality scoping exercise (see Appendix I) identified that there are several protected 

characteristics and other vulnerable groups which have a disproportionate or differential need2 

for major acute services. These groups are listed in the table below. Where the thematic impact 

areas have identified that all or some of these groups will be affected by the impact, this has 

been shown on the table. Analysis has explored issues for all groups but only where particular 

groups are likely to be disproportionately impacted compared with others, and the overall 

population within the study area, has been highlighted. 

                                                      
2 A disproportionate need refers to a need for the service/treatment over and above the general population. A differential need refers to a 

group that has different types of need for the service during delivery.  
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Table 1: Protected characteristics expected to experience disproportionate positive 
impact as a result of change   

 Patient 
outcomes 

Accessibility 
of district 

health 
services 

Health 
inequalities 

Patient 
experience 

Service 
delivery  

Workforce The physical 
accessibility 

of services  

Children and 
young people 
(under 16s and 
those aged 16-
24) 

       

Older people 
(65 year and 
over) 

       

People with a 
disability 

       

Gender 
reassignment  

       

Pregnancy and 
maternity 

       

Race and 
ethnicity 

       

Sexual 
orientation 

       

People living in 
deprived areas 

       

Source: Mott MacDonald  

1.4.2 Impacts which are expected to result in adverse effects for the local community 

The following outlines the thematic impact areas which are expected to result in some adverse 

impacts for the local community as a result of the options for change.  

The thematic areas covered in this section are:  

● Patient provision  

● Longer journey times to acute services for patients  

● Longer journey times to acute services for visitors 

● Transportation costs and accessibility of acute services on a single site 

● Other providers  

● Wider sustainability 

The section finishes by summarising the key protected characteristic groups expected to be 

disproportionately affected by these adverse impacts.  
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1.4.2.1 Patient provision  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

High  Minor adverse 
– while 

patients will 
still have a 
choice of 

provider, the 
consolidation 

of acute 
services onto 
one site will 
reduce the 

hospital option 
available for 

them to 
access some 

acute services  

Medium 
term  

High  Minor adverse 
– while 

patients will 
still have a 
choice of 

provider, the 
consolidation 

of acute 
services onto 
one site will 
reduce the 

hospital option 
available for 

them to 
access some 

acute services  

Medium 
term  

High  Minor adverse 
– while 

patients will 
still have a 
choice of 

provider, the 
consolidation 

of acute 
services onto 
one site will 
reduce the 

hospital option 
available for 

them to 
access some 

acute services  

Medium 
term  

Across the options for change, under the proposed clinical model, there will be no impact on 

provision of service for patient with regards to the choice of provider for major acute services. 

While many services relevant to ‘informed choice’ are already delivered from a single site, given 

their inter-dependencies with intensive care, the movement of the ED onto a single site will 

result in some services no longer being locally available to some patients. This will likely be 

perceived as limiting their choice. The district service developments may offset this somewhat 

by offering an expanded choice of alternative services. 

This is likely to particularly impact the protected characteristics groups outlined in Table 2 below 

which have been identified as having a disproportionate or differential need/use of acute 

services.  
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1.4.2.2 Longer journey time to acute services for patients  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

High Marginal 
adverse – 

increases for 
a proportion 

of the 
population 

living largely 
in Merton 

and around 
Sutton. Will 
likely have a 

greater 
impact on 
those from 
deprived 

communities
. However, 

scale of 
impact likely 
to be offset 

by the 
availability of 

other 
providers for 
these groups 

to access  

Long term High Marginal 
adverse - 

increases for 
a proportion 

of the 
population 

largely 
covering 
Surrey 

Downs. Will 
likely have a 

greater 
impact on 

older people 
living within 
this area.  

Long term High Marginal 
adverse - 

short 
increases for 

a large 
proportion of 

the 
population 

living across 
the study 

area. 

Long term 

When accessing major acute services, the majority of patients will likely arrive via ambulance or 

car, as such the analysis has focused on these modes of transport.  

As all options for change involve moving acute services from two sites to one, all are likely to 

result in longer journey times for at least some patients living within the study area. However, 

across all the options, 99.7% of patients within the study area will still be able to access an 

acute service (this may not be at ESTH) within 30 minutes by either car or blue light ambulance; 

similar to the current situation.  

Focusing on the impact of the options for change on a Tuesday,3 differences by journey time for 

patients in different parts of the geography covered by the ESTH can be seen by option: 

Option 1: Travel to acute services provided at Epsom Hospital and out of areas 

hospitals  

This option is predicted to result in the greatest reduction in accessibility for all residents across 

both car and ambulance travel for journeys lasting under 30 minutes. Those from Merton and 

Sutton CCGs would be particularly impacted. Residents from Sutton CCG would likely 

experience the most significant increase in travel times. For these residents, St Helier Hospital 

is currently the closest hospital and they would therefore experience increased travel times as a 

result of services moving to Epsom Hospital. It should be noted, however, that even for these 

                                                      
3 See section appendix E for Travel and Access methodology 
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residents, there is not expected to be anyone who would have a journey time of over 30 

minutes.  

For Merton residents, while a reasonable proportion would likely experience an increase in 

travel time, the extent is not expected to be as great as Sutton as these residents would be able 

to access St George’s, Kingston and Croydon hospitals in a relatively short period of time.4 At 

most, these residents are expected to see an increase in journey time of up to 15 minutes. 

People living in deprived areas are expected to be disproportionately impacted by this Epsom 

Hospital option in relation to changes in journey time as these individuals are more densely 

located in Sutton and Merton.  

Option 2: Travel to acute services provided at St Helier Hospital and out of areas 

hospitals 

This option would likely offer the second best option in terms of accessibility for residents in 

accessing acute services for journeys lasting under 30 minutes. The most significant changes to 

journey time would be felt by residents within Surrey Downs who would likely travel either to St 

Helier Hospital or to out of area hospitals such as East Surrey or Royal Surrey Hospital. 

For ambulance journey times, older people are expected to be disproportionately impacted. This 

is due to larger densities of this group being located in the more rural south of Surrey Downs.  

Option 3: Travel to acute services provided at Sutton Hospital and out of areas 

hospitals 

Where major acute services move to Sutton Hospital, this would likely give the greatest 

accessibility to the local community of the three options for change for journeys lasting under 30 

minutes. Areas which are more densely populated across Merton and Sutton CCGs would likely 

experience a greater proportion of residents, compared to the rest of the study area, who would 

be able to access Sutton Hospital or an out of area hospital within 15 minutes. This therefore 

gives Sutton Hospital the greatest accessibility figures. Residents to the north of Surrey Downs 

and south of Sutton CCG may experience a decrease in travel times compared to present. 

Where these residents currently would travel to St Helier, Epsom or other out of area hospitals, 

service provision at Sutton Hospital would reduce their travel times as it would provide them 

with a closer alternative. 

  

                                                      
4 These figures are based on average travel times for the AM period on a Tuesday and are not representative of every possible journey 

and the proportions of people impacted by travel times and therefore should be used as a guide.  
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1.4.2.3 Longer journey times to acute services for visitors  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

High Moderate adverse 
– increases 

largely linked to 
public transport 
travel for a large 
proportion of the 
population living 

in the north of the 
study area 

covering Merton 
and some of 

Sutton. Will likely 
have a greater 

impact on 
deprived 

communities 
living in this area.  

Long 
term 

High Moderate 
adverse - 

increases largely 
linked to public 
transport travel 
for a proportion 

of the population 
living in the south 
of the study area, 
largely covering 
Surrey Downs. 

Will likely have a 
greater impact on 

older people 
living in this area.  

Long 
term 

High Moderate adverse 
- short increases 
largely linked to 
public transport 
travel for a large 
proportion of the 
population living 
across the study 
area. Will likely 
have a greater 

impact on 
deprived 

communities 
when traveling by 
public transport.  

Long 
term 

When accessing major acute services, the majority of visitors will likely arrive via car or public 

transport, as such the analysis has focused on these modes of transport.  

Journey times for visitors travelling by car to acute services are expected to be the same as 

patients travelling via this mode (see the section above on patient journey times). As such, the 

likely groups impacted is also expected to be the same. The analysis below has therefore 

focused on public transport.  

The availability of public transport to the Epsom, St Helier and Sutton hospital sites varies in 

both frequency and availability. The delivery of major acute services on a single site will 

therefore have different impacts on existing travel times for many travelling to acute hospital 

service sites via public transport across the proposed options for change. As public transport 

journey times tend to be longer on average than other modes of transport, the analysis below 

has focused on travel within 30 minutes on a Tuesday5.   

Option 1: Travel to acute services provided at Epsom Hospital and out of areas 

hospitals  

As with car and ambulance journey times, this option is predicted to result in the greatest 

reduction in accessibility for all residents in terms of journeys lasting under 30 minutes, although 

nearly all residents will be able to access acute services within 45 minutes by public transport. 

Those from Surrey Downs, given their proximity to the site, are expected to see the least 

change associated with public transport travel to access acute services under this option. Those 

from Sutton are expected to experience the most significant increase in travel times.  

People living in deprived areas are expected to be disproportionately impacted by any change 

in journey time as these individuals are more densely located in the north of Sutton and Merton.  

                                                      
5 See section appendix E for Travel and Access methodology 
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Option 2: Travel to acute services provided at St Helier Hospital and out of areas 

hospitals 

This option would likely offer the greatest accessibility for visitors in accessing acute services 

via public transport for journeys lasting under 30 minutes. Good public transport connections in 

the areas of highest population densities make this likely to be the most accessible hospital for 

all residents. However, due to reduced transport provision connecting Surrey Downs with Sutton 

and Merton, residents in the south of Surrey Downs would likely see the most significant 

changes to travel times. As such this option, when compared with the other options, is likely to 

result in the highest proportion of those who will not be able to access acute services within 45 

minutes. 

Option 3: Travel to acute services provided at Sutton Hospital and out of areas 

hospitals 

Where major acute services move to Sutton Hospital, this would likely provide the second most 

accessible option after St Helier Hospital for journeys lasting under 30 minutes, with the majority 

of residents expected to be able to access acute services within 45 minutes via public transport.  

Sutton residents are expected to experience the most positive impacts associated with 

consolidation of services to Sutton Hospital. Where previously these residents would have likely 

travelled to St Helier Hospital, Epsom Hospital or an out of area site, provision of services at 

Sutton Hospital would reduce travel times to a hospital site. However, those in the north of 

Sutton currently have St Helier Hospital as their nearest hospital, if acute services were moved 

to Sutton Hospital these residents would likely experience increases in journey times as they 

would be required to travel to Sutton or Croydon hospitals. Surrey Downs residents overall 

however would likely experience the most adverse impact on journey time. 

People living in deprived areas are expected to be disproportionately impacted by any change 

in journey time as those from the most deprived quintiles in Sutton and Surrey Downs will likely 

experience the greatest increases in journey time.  
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1.4.2.4 Transportation costs and accessibility of acute services on a single site  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

High Marginal 
adverse - 

increases for a 
proportion of the 
population living 
largely in Merton 
and Sutton. Will 

likely have a 
greater impact 
on those who 

are older, 
disabled, 

pregnant, from 
an ethnic 
minority 

background, or 
from a deprived 

area. 

Long 
term 

High Marginal 
adverse - 

increases for a 
proportion of the 
population living 
largely in Surrey 

Downs. Will 
likely have a 

greater impact 
on those who 

are older, 
disabled, 

pregnant or from 
an ethnic 
minority 

background. 

Long term High Marginal 
adverse - 

increases for a 
large proportion 
of the population 
living across the 

study area, 
particularly 
Merton and 

Surrey Downs. 
Will likely have a 
greater impact 
on those who 

are older, 
disabled, 

pregnant, from 
an ethnic 
minority 

background, or 
from a deprived 

area.   

Long term 

The majority of patients will be treated in district services which will continue to be provided at 

Epsom and St Helier hospitals. As such, in most cases travel requirements for patients and 

visitors will not change. However, as highlighted in the previous sections, for some residents 

requiring access to major acute services, journey time to access these services may increase. 

For those traveling as visitors or those who are travelling home following discharge from acute 

services, where they were not transferred to their local site for step down care, longer journey 

times may result in their journey becoming costlier and more complex/require multiple modes of 

transport. Where this becomes the case, it is likely to particularly impact on older people, 

disabled people, BAME groups, pregnant women and people living in deprived areas who may 

struggle with the costs and/or managing more complex journeys. 

Given local transport provision across the area covered by ESTH, the options for changes may 

impact on local areas and groups differently:  

Option 1: Travel to acute services provided at Epsom Hospital and out of areas 

hospitals  

The public transport offering around Epsom Hospital makes it generally less accessible by 

public transport when compared to Sutton or St Helier Hospitals and as such may result in more 

complex journeys for those accessing acute services at this site. It may also require some 

accessing the site to undertake a period of sustained walking as the nearest stations are 15 to 

20 minutes from the site. Those living in Sutton are more likely to realise the impact of more 

complex and costly journeys where journey times via public transport are expected to increase 

to a greater extent for this community compared to others.  
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Option 2: Travel to acute services provided at St Helier Hospital and out of areas 

hospitals 

Of the options for change, St Helier Hospital has the greatest number of routes servicing it with 

the greatest frequency of services. However, for those living within Surrey Downs there are no 

direct bus services to the site and as such will likely require patients using public transport from 

this area to use multiple transport modes or changes to access the site. There are a number of 

high density areas of older people within the south of Surrey Downs and as such this group may 

be disproportionately impacted by more complex and costly journeys under this option.  

Option 3: Travel to acute services provided at Sutton Hospital and out of areas 

hospitals 

Public transport options to the Sutton site are predominately via bus. While some bus services 

do run directly to the hospital site, others stop within a 10 to 15 minute walk of the site. The 

nearest rail stations are located approximately 10 to 20 minute walk from the site. 

Consequently, those who may struggle with walking long distances may experience particular 

difficulties with accessing this site, such as those with a disability or illness, pregnant women 

and older people. Further, those travelling from Surrey Downs may also be disproportionately 

impacted when accessing the site compared with those in Sutton and Merton, due to fewer bus 

routes travelling within this area which are directly connected to Sutton Hospital. 

1.4.2.5 Impact on other providers  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

TBC  TBC TBC TBC TBC TBC TBC TBC TBC 

A separate ‘Provider Analysis’ is currently being undertaken on behalf of the Programme. This 

work is exploring any change in catchment as a result of the options for change and the likely 

impact on local providers (this includes modelling inter and intra-site transfers between and 

within Trusts). At the time of writing, the findings from this have not yet been released. A more 

detailed analysis and full impact rating will be provided following release of this report. However, 

early analysis suggests that the impact on providers will vary.  

Focusing on ambulance providers, longer ambulance journeys may be experienced in 

conveying patients to the nearest major acute hospital site. In some instances, this is likely to 

adversely impact on the capacity of these services. However, there may be fewer emergency 

transfers as all major acute services will be provided on one site. This contrasts with the current 

service model, where there are occasions where emergency transfers are required to convey 

patients to a different site. 

For other providers, it is likely that most will experience an increase in patients across the 

options for change. However, the extent to which this is viewed as an adverse impact by the 

providers will require further discussion as part of the Provider Analysis.  
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1.4.2.6 Wider sustainability 

Option: major acute services at 
Epsom Hospital 

Option: major acute services at St 
Helier Hospital 

Option: major acute services at 
Sutton Hospital  

Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Medium Minor adverse 
- large patient 

outflows to 
neighbouring 
hospital sites. 

These 
hospitals are 
in areas of 

poor air quality 

Long term Medium  Neutral - 
Marginal 
patient 

outflows to 
other 

hospitals, with 
increase 

patient flows 
to St Helier 

and decreased 
patient flows 
to Epsom. 

Effects on air 
quality, 

therefore, 
likely to be 

balanced out 
across the 
study area 

Long term Medium Minor 
beneficial - 

Patient 
outflows from 
both St Helier 
and Epson to 

Sutton 
resulting in air 

quality 
benefits in 

these areas 
which 

outweighs 
negative air 

quality impact 
in Sutton 

Long term 

Medium Minor adverse 
- slight 

increase in 
GHG but 

minor 
compared with 
wider context 

Long term Medium  Minor adverse 
- slight 

increase in 
GHG but 

minor 
compared with 
wider context 

Long term Medium Minor adverse 
- slight 

increase in 
GHG but 

minor 
compared with 
wider context 

Long term 

All the options for change are likely to result in some worsening of air quality in specific areas 

and an increase in Greenhouse Gas (GHG) emissions, although these impacts are expected to 

be relatively low. The Sutton option is the only option which is likely to offer some potential 

sustainability improvements in relation to improving air quality around the Epsom and St Helier 

hospital sites.  

Focusing on expected patient flow as a result of each option indicates that the St Helier hospital 

option for change could result in the largest increases in GHG emissions, although all options 

result in comparatively low change in emissions.  

Any worsening of air quality is likely to disproportionately affect those from areas of high 

deprivation and children. 

1.4.2.7 Protected characteristic groups likely to be disproportionately adversely impacted 

by each thematic area  

As outlined in Section 1.4.1.8 above, the equality scoping exercise (see Appendix I) identified 

that there are several protected characteristics and other vulnerable groups which have a 

disproportionate or differential need6 for major acute services. These groups are listed in the 

table below, where the thematic impact areas have identified that all or some of these groups 

will be affected by the impact, this has been shown in Table 2. Analysis has explored issues for 

                                                      
6 A disproportionate need refers to a need for the service/treatment over and above the general population. A differential need refers to a 

group that has different types of need for the service during delivery.  
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all groups but only where particular groups are likely to be disproportionately impacted 

compared with others, and the overall population within the study area, has been highlighted.  

Table 2: Protected characteristics expected to experience disproportionate adversely 
impact as a result of change 

 Patient 
provision  

Longer 
journey 
times to 

acute 
services for 

patients 

Longer 
journey 
times to 

acute 
services for 

visitors  

Transportation 
costs and 

accessibility of 
acute services on 

a single site 

Other 
providers  

Wider 
sustainability  

Children and 
young people 
(under 16s and 
those aged 16-24) 

    N/A  

Older people (65 
year and over) 

 (In relation to 
Option 2 St 

Helier for blue 
light 

ambulance) 

  N/A  

People with a 
disability 

    N/A  

Pregnancy and 
maternity 

    N/A  

Race and ethnicity     N/A  

People living in 
deprived areas 

 (In relation to 
Option 1 

Epsom for car 
and blue light 

ambulance) 

(In relation to 
Option 1 

Epsom car 
and public 

transport and 
Option 3 

Sutton, public 
transport) 

 N/A  

Source: Mott MacDonald  

1.5 Mitigation measures and considerations for implementation  

The following table is a summary of mitigation measures which the Programme should consider 

when proceeding with the decision-making process and implementation. The measures and 

issues outlined relate to all options for change and in some instances may be applicable to 

current day service provision. Mitigations relating to travel and access have been considered 

through a solutions workshop with participants representing a broad range of public and third 

sector organisations.  
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Table 3: Mitigation measures  

Impact area Mitigation measures for the Programme and its partners to consider 

Patient experience, outcomes and 
choice 

● Ensure workforce requirements are met in relation to the workforce profile and recruitment of 

additional clinical resource.  

● Provide clear communication about patient pathways and undertake an awareness raising 

campaign to ensure that patients are clear on the appropriate way to engage with services 

following any change.  

● Introduce appropriate transfer protocols and actions to reduce transfers and disruption to 

patient care.  

● Undertake continuous monitoring in terms of impact of any change on local communities and 

develop an evaluation plan to monitor patient outcomes and activity as a result of any change. 

Travel and access  ● Ensure effective communication of transport options to staff, patient and visitors to support 

them in managing potentially longer and/or more complex journeys when accessing acute 

services.  

● Ensure appropriate parking capacity on the site chosen to host acute services to meet the 

demand of greater numbers accessing the site by car.  

● Support the development and capacity building of community transport options and make the 

community aware of the options available to them to better support travel to acute services.  

● Build site specific transport offerings to help simplify more complex journeys for those having to 

travel further to access acute services, as well as, alleviate capacity constrains from greater 

volumes of people accessing the chosen hospital site.  

● Explore the possibility of ensuring more personalised support to patients and visitors in 

supporting clarity around transport options.  

● Work with local councils, transport providers and public health authorities to encourage data 

sharing and closer working to help bring about improved access to the site chosen to host 

acute services.  

● Undertake continuous review of the service model to ensure that it remains fit for purpose.  

Health inequalities  ● Review district service provision against local health inequalities. 

● Re-assess accessibility issues for deprivation groups for preferred option in light of changing 

health needs and demographics across the combined geography. 

Impact on service delivery ● Ensure district services enhancements to minimise any risks to capacity of major acute and 

district hospitals. Allow for sufficient lead in time for district service developments.  

● Develop a clear workforce plan to meet the required additional workforce resources need to 

make change.  

● Support patient clarity on accessing district services to help maximise the use of resources 

efficiently for planned care.  

Impact on workforce ● Understand clinical training and supervision needs at district sites.  

● Undertake workforce analysis and engagement to understand which staff groups will be 

affected by change. Work should also be undertaken to explore whether existing inter-site 

travel arrangements could be improved to better support staff in accessing a different place of 

employment.  

Physical accessibility of services  ● Ensure that district services are joined up with local strategies to ensure they promote local 

accessibility.  

● Ensure accessibility to hospital site, in terms of any refurbishment or new building plans. 

Ensure the availability of translation services and review what other hospitals have done to 

meet accessibility needs.  

● Continuously review the needs of equality groups to ensure changes remain accessible to 

these groups.  

Impact on other providers ● Develop links and work closely with other providers. For example, work closely with the 

London Ambulance Service NHS Trust and South East Coast Ambulance Service NHS 

Foundation Trust to understand capacity implications in terms of ambulances and workforce 

resources. Also continue to undertake detailed work with neighbouring providers to understand 

their ability to accommodate to changes and implications in terms of resource.  
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Impact area Mitigation measures for the Programme and its partners to consider 

Wider impacts  ● Introduce and encourage more sustainable/green travel, for example encouraging greater use 

of public transport by visitors and staff and patients.  

● Seek to implement carbon offsetting strategies across the Trust. 

● Undertake a full quantitative air quality and carbon assessment following the selection of 

preferred option. 

Source: Mott MacDonald  

1.6 Next steps  

As the Programme moves forward, a formal public consultation exercise will be undertaken by 

the Programme. It is recommended that this report is reviewed and refreshed in light of the 

findings from public consultation to ensure that fair coverage and consideration is given to:  

● the full range of potential impacts likely to be experienced by the local community and 

specific community groups within this;  

● any additional data sources which may support analysis of impacts; and   

● any further mitigation actions which may help to alleviate the effects of the some of the 

impacts identified. 

This will form Phase three of the integrated impact assessment work programme. 

The conclusion of this work will be the production of a final report for consideration by the 

Programme Board and the Committees in Common as they move into the Decision Making 

Business Case phase of their work. 
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2 Introduction to the integrated impact 

assessment  

The following section of the report outlines the purpose and principles for undertaking an 

integrated impact assessment (IIA).  

2.1 Background 

Impact assessments are a key component of policy-making and act to guide and evaluate 

government investment. The assessment process helps policy makers to evaluate the 

consequences of proposals, improving quality of advice and encouraging informed public 

debate.7 They are key tool, in supporting decision makers in meeting their Public Equality 

Sector Duty – PSED (see appendix J for more information about the PSED and how this report 

has support this). Guidance from the government defines impact assessment as both:  

● A continuous process to aid in assessing the reasons for intervention, to weigh up various 

scenarios for achieving an objective and to understand the consequences of a proposed 

intervention. 

● A tool to be used to aid in development of policy by assessing and clearly presenting the 

costs, benefits and associated risks of a proposal that might have an impact on the public or 

private sectors, the environment and wider society over the long term.8 

The aim of impact assessments is to explore the positive and negative consequences of 

different scenarios and produce a set of evidence based, practical recommendations. These 

recommendations can then be used by decision-makers to maximise the positive impacts and 

minimise any negative impacts of proposed policies or projects.9 

Applied to healthcare, it is important that those involved in decision making on future service 

configuration understand the potential impacts that changes could have on health outcomes 

and the local population, especially those groups and communities who may be most vulnerable 

to change.  

It is also important to note that the principal purpose of impact assessments is not to determine 

the decision about which scenario would be selected; rather they act to assist decision-makers 

by giving them better information on how best they can promote and protect the wellbeing of the 

local communities they serve.  

In practice, impact assessment analyses are undertaken for the population but also highlight if 

and where certain sections of the population will be affected, either geographical communities 

or certain socio-economic or equality groups.10 Assessment of impacts and recommendations 

                                                      
7 See: https://webarchive.nationalarchives.gov.uk/20121205233454/http://www.ialibrary.bis.gov.uk/links/  

8 BIS (2010) ‘Impact assessment guidance’. Available at: 
https://webarchive.nationalarchives.gov.uk/+/http:/www.web.bis.gov.uk/assets/biscore/better-regulation/docs/10-898-impact-
assessment-guidance.pdf  

9 Department of Health (2010) ‘Health Impact Assessment of Government Policy’. Available at: 
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/216009/dh_120110.pdf  

10 Ibid 

 

https://webarchive.nationalarchives.gov.uk/20121205233454/http:/www.ialibrary.bis.gov.uk/links/
https://webarchive.nationalarchives.gov.uk/+/http:/www.web.bis.gov.uk/assets/biscore/better-regulation/docs/10-898-impact-assessment-guidance.pdf
https://webarchive.nationalarchives.gov.uk/+/http:/www.web.bis.gov.uk/assets/biscore/better-regulation/docs/10-898-impact-assessment-guidance.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/216009/dh_120110.pdf
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for opportunities and mitigations are based on the participation of relevant and informed 

stakeholders, thereby giving the impact assessment independence and democratic legitimacy.11 

2.2 Scope and objectives of the integrated impact assessment  

In 2018, the Improving Healthcare Together Programme commissioned Mott MacDonald to 

undertake an integrated impact assessment (IIA) of proposed changes to the way major acute 

services are delivered within the Epsom and St Helier University Hospitals NHS Trust, having 

previously completed a scoping report on equality and a baseline travel assessment.  

The IIA considers the potential health, equality, travel and access, and sustainability impacts 

that may arise as a result of the proposals for change. These impacts are considered separately 

and cumulatively and are presented together in one single document. An overview of the focus 

of the four assessments is provided in the table below.  

Table 4: Assessment areas  

Assessment  Focus  

Health impact assessment  Identifies and assesses health outcomes, service impacts and workforce 
impact of the proposed changes for the local community.  

Equality impact assessment  Identifies and assesses impacts on a range of affected groups with 
characteristics protected under the Equality Act,12 namely: age; disability; 
gender reassignment; marriage and civil partnership; pregnancy and 
maternity; race; religion and belief; sex; and sexual orientation. 
Deprivation and carers, although not protected characteristics, have also 
been included in the equality impact assessment due to the prevalence 
of certain health outcomes particularly linked to these groups. This 
equality impact assessment will help local commissioners to 
demonstrate its compliance with legislative requirements under the Act.  

Travel and access impact assessment  Identifies and assess impacts on travel and access for the local 
community. This assessment focusses on the travel and access impacts 
for patients, visitors, staff and equality groups (including carers and 
those from areas of high deprivation) accessing acute services from 
within the local area, highlighting changes in journey time.  

Sustainability impact assessment  Identifies and assesses the impact across a range of sustainability 
issues in relation to the proposed changes; for this assessment the 
principle focus has been on carbon emissions and air quality.  

Source: Mott MacDonald  

2.3 Phase of the IIA  

Following best practice, this IIA has been made up of three distinct phases as outlined below 

and in more detail in this chapter and chapter three. This report completes phase two of the 

process with further review of the report required during phase three of this work.  

                                                      
11 NHS Executive London (2006) ‘A short guide to Health Impact Assessment: Informing health decisions’. Available at: 

https://www.who.int/hia/examples/en/HIA_londonHealth.pdf?ua=1  

12 Legislation.gov.uk. (2010) ‘Equality Act 2010’. Available at: https://www.legislation.gov.uk/ukpga/2010/15/contents  

https://www.who.int/hia/examples/en/HIA_londonHealth.pdf?ua=1
https://www.legislation.gov.uk/ukpga/2010/15/contents
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Figure 1: Phase one – Scoping report  

 
Source: Mott MacDonald  

Figure 2: Phase two – Pre-consultation report/interim IIA report 

 
Source: Mott MacDonald  

Figure 3: Post consultation report/Final IIA report  

 
Source: Mott MacDonald  
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2.4 Previous work undertaken  

The first phase of the IIA report was a scoping report which was produced in August 2018. This 

document did not represent a full impact assessment and was a high-level document that 

outlined the findings of the first phase of the IIA only. It was based on robust analysis of existing 

secondary data and some limited strategic stakeholder engagement (see section 3.2).  

The report presented preliminary observations on which groups are considered most vulnerable 

to changes in health services due to any disproportionate propensity to require major acute 

services. The distribution of these groups was mapped to gain an understanding of where they 

were highly concentrated within the combined geographies and the report set out the approach 

to identifying impacts, mitigations and opportunities.  

In addition to the scoping report, a baseline travel assessment was also completed. The 

purpose of this document was to determine current travel times to acute services across the 

study area to support analysis undertaken during the full IIA.  

Alongside the work undertaken by Mott MacDonald as part of phase one of the IIA, the 

Programme also commissioned a Deprivation Impact Analysis.13 This work was undertaken to 

provide a focused exploration of the potential impact the proposed options for change may have 

on deprived communities in the local area. This work has also fed into the analysis outlined in 

this report.  

2.5 Governance 

In supporting the process and findings of the IIA a number of governance structures have been 

set up to scrutinise the analysis presented in this report. Further details have been provided 

below but full details can be found in the Terms of Reference for both governance structures in 

Appendix A of the appendices which includes the membership of these groups. It should be 

noted that both governance structures are accountable to the Programme’s Stakeholder 

Reference Group.  

The Integrated Impact Assessment Steering Group (IIASG) – have sat in conjunction with 

key programme milestones and was established to provide advice to the Programme, to agree 

the IIA scope and oversee and scrutinise the IIA work programme and the final IIA. Specifically, 

the members of the IIASG have been tasked with: 

● Reviewing and agreeing the IIA scope  

● Agreeing the membership for the Travel and Access Working Group 

● Review the interim impact assessment report  

● Review the final impact assessment report.  

The chair of the IIASG has further been tasked with reviewing the methodology of the IIA and 

providing final judgement on the appropriate course of action where issues have arisen. 

Travel and Access Working Group (TAWG) – the TAWG reports to the IIASG. It has met on a 

fortnightly basis during phase two of the IIA and was set up to provide advice to the Programme 

around the travel and access analysis. Specifically, its terms of reference have been to:  

● Review and sign off the methodology for the travel impact assessment  

● Agree to the travel impact assessment and identified anticipated travel impacts 

                                                      
13 COBIC, Nuffieldtrust and PPL (2018) ‘Deprivation impact analysis’. Available at: https://improvinghealthcaretogether.org.uk/wp-

content/uploads/2018/10/Deprivation-impact-analysis-report-2018.pdf  

https://improvinghealthcaretogether.org.uk/wp-content/uploads/2018/10/Deprivation-impact-analysis-report-2018.pdf
https://improvinghealthcaretogether.org.uk/wp-content/uploads/2018/10/Deprivation-impact-analysis-report-2018.pdf
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● Provide input to potential travel mitigations  

● Provide the communication link between the travel impact assessment and the organisations 

represented at the group and where appropriate ensure these organisations are fully briefed 

on all aspects of the IIA. 

The TAWG has played a key role throughout the phase two analysis and requested a number of 

extensions to the analysis including consideration of carers and those from deprived 

communities when reviewing travel times. Further, following discussion with TAWG, and 

completion of additional analysis to explore relative merits of approaches, it was agreed with the 

TAWG that the definition of deprivation be extended to include the top two quintiles of 

deprivation within the travel analysis.  

 

The agendas and notes from all IIASG and TAWG meetings can be found on the Programme’s 

website (https://improvinghealthcaretogether.org.uk/publications/).  

2.6 Work undertaken for this report  

This IIA follows on from the initial scoping report and baseline travel analysis and should be 

considered interim until completion of the public consultation. It is based on the evidence 

gathered during completion of the following tasks and workstreams:  

● Desk based research – to further establish a baseline of key issues and identify groups 

within the population which have a disproportionate need for major acute services. This 

included consideration of the recommendations outlined in the Deprivation Impact Analysis, 

as well as the findings from pre-consultation engagement undertaken by the Programme.  

● Socio-demographic data collection and mapping – to develop a clear understanding of 

the characteristics of the population within the combined geographies; the profile of 

communities around St Helier, Sutton and Epsom hospitals; the distribution of residents from 

different protected characteristic equality groups14 and affected groups most likely to require 

acute services.  

● Engagement with health sector professionals – to explore potential impacts and 

mitigation actions in detail with representatives from commissioner, public health and acute 

providers.  

● Engagement with representatives of equality groups – to understand the further impacts 

for those population groups considered more likely to require major acute services (and 

therefore those who will be most impacted by planned service changes). 

● Engagement with those involved in travel and access – to explore the validity of the 

travel and access findings and identify local action and schemes which may mitigate against 

any negative travel impacts. 

● Travel and access analysis – to understand overall car, public transport and blue light 

ambulance journey times to each location under each scenario and to identify the locations 

within the combined geographies in which disproportionate impacts associated with travel 

will be experienced. 

● Air quality and carbon emissions analysis – to identify the potential impact on emissions 

from transport changes and construction associated with planned service changes. 

● Assessment of impacts – examining the impacts associated with each proposed option for 

change under the distinct impact assessment areas, as well as considering overreaching 

impacts (impacts relevant to all options and groups).   

                                                      
14 As defined by the Equality Act (2010) 

https://improvinghealthcaretogether.org.uk/publications/
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● Development of mitigation strategies - measures and opportunities based on both the 

negative and positive impacts identified.    

● Final conclusions and recommendations – advice on monitoring, evaluation and any next 

steps.  

The final report is scheduled following public consultation on the proposed options for change. 

When public consultation has been completed, this report will be reviewed against the findings 

of the consultation and updated to reflect any additional impact or mitigation/enhancement 

action identified. At this stage, findings from any further engagement will also be incorporated 

within the report. As such, this report should be considered interim until completion of the public 

consultation and subject to further iterations as new evidence is identified. 

2.7 Future work  

Further engagement  

Following review of the IIA process with its steering group, it was felt that the specific issues of 

some groups may be lost within discussion with a wider representation of protected 

characteristics groups. While BAME groups and groups with those with a disability were 

undertaken, it was felt that any specific issues for those listed below may not be covered by 

these discussions. It is the belief of the Steering Group that the views of these groups should be 

heard as their experience of accessing health services will vary significantly to some of those 

within the wider category of protected characteristic within which they fall. Therefore, following 

recommendation from the IIASG, the IIA team will be further seeking to engage with the 

following local community groups:  

● Carers  

● Gypsy, Roma and Travellers  

● Those with a learning disability  

● LGBT+ community  

In addition, to the groups mentioned above, the team will also be seeking to engage with Trust 

staff. Review of the data has highlighted a gap in information around staff experience. As such, 

work is being undertaken to conduct focus groups with representatives of acute staff working at 

the Trust to explore the likely impact of any change to acute services on this group. Work to 

engage with these community groups is still ongoing and further details of the approach can be 

found within the Engagement Plan in Appendix B.1 of the appendices. The findings from this 

engagement will be fed into the report at prior to public consultation.   

As mentioned above, in addition to the further engagement work, the Programme will be 

undertaking a period of public consultation around the potential options for change. Any new 

findings coming out of this engagement will be reflected in the final version of this report.  

Providers work  

The Programme has commissioned PA Consulting to undertake a Providers Impact 

Assessment. This work has been undertaken to specifically focus on the potential impact the 

options for change many have on providers outside of St Helier and Epsom University NHS 

Trust. At the time of writing this report this work is still ongoing. On completion, the findings from 

the Providers Impact Assessment will be incorporated within this IIA.  
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2.8 Structure of this report  

The remainder of the report is structured as follows:  

● Approach to IIA – scoping of equality groups; establishing the baseline; stakeholder 

engagement; assessing the impacts; methodology assumptions and limitations.   

● Background to the review – geographical scope; current challenges and drivers behind 

planned service changes; existing provision of major acute services; the proposed options 

for change.  

● Impacts of proposed options for change – consideration of the key impact areas linking 

the equality, health, travel and access, and sustainability assessments.  

● Mitigations - mitigating actions. 

● Next steps – application of public consultation to this report. 
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3 Our approach to this integrated impact 

assessment  

This section provides an overview of our approach to the assessment, describing the main 

components of the process, alongside key assumptions and limitations. 

3.1 Establishing a baseline  

● Data and evidence review – This desk-top exercise has explored evidence from our own 

literature review; evidence recommended from stakeholders during interviews; data on 

patient volumes and activity flows, geographical location and patient socio-demographic 

characteristics; existing prevalence of conditions relating to major acute services in terms of 

different equality groups; and general impacts already published which link to adapting 

service provision of major acute and district services. 

● Socio-demographic profiling – Having identified those population groups considered likely 

to be most affected by changes to major acute services, work was undertaken to identify 

which places have high densities of these groups through socio-demographic profiling.15 This 

exercise supported development of a clear understanding of where disproportionate effects 

are likely to be experienced and to what extent (i.e. the number of people that will be 

affected). Data for each group was analysed by Lower Super Output Area (LSOAs).16 

● Travel and access baseline – Work has been undertaken to understand the baseline 

accessibility for the population travelling to each hospital site by public transport, private car 

and blue light ambulance using AM, PM, interpeak, off-peak period travel times for a 

Tuesday and Sunday. Travel times for the population have been used rather than the travel 

times for the current pattern of presenting admissions and attendances. This is considered to 

provide a more stable analysis. Focusing on travel times for patients presenting at hospital 

assumes that this pattern will remain the same in each future year and does not account for 

changes in the patient population.  

● Sustainability baseline – For the baseline review, data was obtained from the London 

Atmospheric Emissions Inventory (LAEI) 2013; automatic and non-automatic monitoring data 

from the London Borough of Sutton and Epsom and Ewell Borough; and the Department for 

Environment, Food, and Rural Affairs (DEFRA) Pollution Climate Mapping (PCM) model. 

This data includes local air quality specifically related to emissions of nitrogen dioxide (NO2) 

and particulate matter (PM10 and PM2.5) as these are the primary pollutants associated with 

road traffic emissions.   

3.2 Stakeholder engagement  

Primary engagement with informed and affected stakeholders is essential to integrate 

stakeholder experience, judgement, and expertise. Following industry best practice, this IIA has 

drawn on a number of forms of stakeholder engagement. Full details about the engagement can 

be found in the Appendix B of the appendices including details of those engaged as part of this 

work. Data gathered as part of the engagement was collected to help contextualise the desk 

                                                      
15 Socio-demographic profiling maps are included in Appendix G of the appendices. 

16 The Office of National Statistics (ONS) have developed a set of statistical geographic areas which are designed to have similar 
population sizes and similar characteristics. Lower Super Output Areas (LSOA) sit within a hierarchy of statistical geographic areas 
and tend to cover around 1,500 people. LSOA data has been utilised as it offers the finest level of spatial granularity. For more 
information on statistical geographies see the ONS website: 
https://www.ons.gov.uk/methodology/geography/ukgeographies/censusgeography  

https://www.ons.gov.uk/methodology/geography/ukgeographies/censusgeography
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research and explore any gaps in the evidence collected. It was therefore undertaken with 

select characteristic groups and their representatives across the three CCGs to help build on 

the evidence collected. The engagement was not intended to speak with a representative 

sample of the whole community or act as a formal consultation. It was undertaken to add depth 

to the findings.  

Engagement was undertaken for both the initial scoping exercise and for the full IIA:  

Initial scoping engagement  

Qualitative in-depth telephone interviews were undertaken with 18 individuals. These individuals 

described the ways in which services are currently used. They also reflected on the potential 

impact any service change could have on the local community, specifically those who fall under 

protected characteristics. These interviews were undertaken with:  

● 12 clinicians and Clinical Commissioning Group (CCG) representatives who described the 

local context and provided their experience on delivering services.  

● 6 representatives of key user groups who discussed the potential impact of any changes to 

acute services for those they represent. 

In addition to the work conducted by Mott MacDonald, the Deprivation Impact Assessment also 

undertook engagement with 17 local stakeholders including representatives from the CCGs and 

Local Government for each of Merton, Surrey Downs and Sutton.   

Engagement for the full IIA 

To support the full IIA, additional engagement has been undertaken to explore with (i) people 

that need to travel to services, (ii) people from areas where health inequality has been identified 

or is suspected, and (iii) people with protected characteristics and their representatives as 

identified through the scoping phase, what they think should be considered by those 

undertaking option development and appraisals. 

Twelve focus groups were undertaken with local equality groups covering 108 members of the 

community: 

● 31 participants in Merton 

● 41 participants in Sutton  

● 36 participants in Surrey Downs  

Equality groups were selected for engagement based on intelligence gathered as part of the 

initial scoping work. Further information on the engagement methodology can be found in 

Appendix B. The focus groups consisted of 6-12 participants and covered those who have been 

identified as having a particular or disproportionate need17 for acute services. Recruitment to the 

groups was targeted at the highest density areas within the study area for each equality group 

and venues chosen were close to these density pockets and near to public transport, to allow 

accessibility. For the deprivation focus groups, only those living at addresses in specific 

postcode areas, covering areas in the highest quintile of deprivation, were recruited to take part. 

Material used to support the focus groups were discussed with the IIASG, reviewed and 

assured by The Consultation Institute (TCI) and agreed with the Improving Healthcare Together 

Programme. 

  

                                                      
17 A disproportionate need is a need for a service which is over and above that of the general population. 
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In addition to focus groups, interviews with Directors of Public Health or their nominees, were 

sought to further understand the health impacts of any change. Interviews covered 

representatives from the following areas:  

• Merton  

• Sutton  

• Surrey Downs 

• Kingston upon Thames.  

The aim of the engagement undertaken for the full IIA was to:  

● Validate the findings of the scoping report.  

● Obtain expert professional opinion on the evidence required for the full IIA assessment, 

ensuring that the baseline data is comprehensive and relevant.   

● Ensure that the IIA draws attention to, and is based on, the most current and relevant 

evidence, statistics, and research nationally and locally. 

● Provide an insight into the views on the current provision of acute services and obtain 

detailed views on possible impacts that could be realised from the adoption of any of the 

proposed options for change to acute services.  

Solutions workshop  

Following completion of the travel analysis, in early April, a solutions workshop was undertaken 

with a range of stakeholders. The purpose of this workshop was to review the potential impact 

any change to acute services could have on travel and access and explore potential solutions 

for these impacts. Specifically, participants were asked to reflect on:  

● current policy, services, and infrastructure change which may act to mitigate any impacts 

identified; and  

● any policies, services, or infrastructure changes which should be considered which could act 

to mitigate against any travel and access impacts.  

The workshop was attended by 28 stakeholders representing local organisations involved in 

transport provision and planning, including Transport for London (TfL), representatives from the 

ambulance services, and local authorities, as well as local community representatives - some 

with an involvement in local travel accessibility and some of the IIASG and TAWG members. A 

full list of organisations represented at the workshop can be found in Appendix B.4.  

The findings from these discussions have been incorporated within the content of this report.  

Programme Engagement  

Prior to the launch of the IIA, the Programme undertook a range of engagement activity across 

the community. This engagement work has also fed into the analysis of the IIA and covers the 

following activities:  

● 12 public discussion events and six mobile pop-up events (covering over 300 participants) 

focused on five key areas: deprivation and equality, the programme, staffing and approach to 

reviewing the options, travel and model of care. 

● 6 service user focus groups, held with users of maternity, paediatrics and emergency 

services (including patents) as well as six in-depth interviews with those who use A&E 

services. A total of 50 participants attended the groups or took part in an interview.  
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● 3 focus groups with deprived communities and one focus group with LGBT+ people held in 

Merton, Sutton and Surrey Downs covering 28 adults. 

● 11 equalities focus groups, undertaken with Healthwatch across Merton, Sutton and Surrey 

Downs with over 100 residents, patients and carers representing black and minority ethnic 

communities, older people and people with learning disabilities. 

● 18 local community focus groups undertaken across Merton, Sutton and Surrey Downs and 

led by the engagement team at Improving Healthcare Together. This covered 122 service 

users including children and young people, residents with physical disability and people with 

mental health needs.  

● NHS staff survey circulated to staff at each of the three CCGs, the hospitals, local GPs and 

Pharmacists. This received 200+ responses.   

3.3 Assessing the impacts  

Following on from the baselining work, assessment of impacts has been undertaken to support 

this report. This explored where impacts are likely to be positive or negative and potential 

mitigation actions. The assessment activities that were undertaken are described below.  

● Health and equality – The stakeholder engagement process alongside the desk review of 

equality, service planning and clinical literature allowed for a detailed appraisal of the 

potential health and equalities impacts of the proposed options for change to acute services.  

● Travel and access – In undertaking an assessment of the potential travel impacts, analysis 

was undertaken to explore the travel impact across three modes of transport: car, blue light 

ambulance, and public transport. For each option the analysis explored travel times on a 

Tuesday and Sunday at defined periods; AM peak, interpeak, PM peak and off-peak. The 

central point of a LSOAs, a small area of between 1,000 and 3,000 residents,18 was used as 

the origin and the hospital sites as destinations to determine travel times across time periods 

and for all modes of transport. The analysis used 2011 census data, 2015 Index of Multiple 

Deprivation data and 2016 mid-year population estimates to determine the number of people 

from the overall study area population and protected characteristic groups who reside within 

each travel time band. A detailed technical note can be found in Appendix E.1. It is important 

to note that the analysis used historical observed speed data and public transport 

timetables19 and therefore does not represent all potential journeys, it is instead a snapshot 

of average journey time for each travel mode. Individuals may therefore experience different 

travel durations. 

● Sustainability – A qualitative assessment of the operational air quality impacts has been 

undertaken for each of the proposed options for change considering the baseline 

environment surrounding each of the acute hospital sites and the potential changes in 

patient numbers which could influence the number of vehicles driving to or near the site. A 

qualitative assessment has also been undertaken of the impacts of CO2 emissions resulting 

from potential changes in additional traffic and increased journey times to acute services.  

3.4 Geographical scope  

The geographical area subject to the proposed changes to major acute services and this IIA is 

that of the three CCGs (Merton, Sutton, Surrey Downs). However, this report also considers a 

wider study area to recognise patient movement in and out of the CCGs, which is interlinked 

with the proximity of other hospitals to the Trust’s main sites. Detailed maps of just the primary 

                                                      
18 Office for National Statistics (2019) Census geography 

https://www.ons.gov.uk/methodology/geography/ukgeographies/censusgeography 

19 Real time data was not available for all public transport options but was reviewed where possible in order to verify results. 
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study area are provided in Appendix F.5 of the appendices. While hospital sites in the area have 

been mapped, existing providers of community care have not been. However, this IIA has 

considered relevant inter-dependencies between major acute and district services.  

 

Figure 4: Primary study area  

 
Source: Mott MacDonald  
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Figure 5: Wider study area  

 
Source: Mott MacDonald  

 

The population and the density of population within the study area is a key consideration of the 

IIA. Figure 6 illustrates the overall population density within the study area. It shows that the 

highest densities of people live predominantly in the north of the area, around Merton and 

Sutton. Areas located further from London show a lower population density, in part linked to 

large areas of parkland and greater levels of rurality, particularly around Epsom.  
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Figure 6: Population density  

 
Source: Mott MacDonald  

3.5 Measuring and prioritising impacts  

To fully understand and assess each impact identified, it is important to consider several factors 

so that a balanced assessment can be reached. These factors can be summarised as follows: 

● Likelihood: considers the extent to which the impact is likely to materialise, and covers high, 

medium, and low likelihood.  

● Magnitude: considers the scale of the impact in terms of the population potentially impacted 

or the service affected by the change. Magnitude is valued as significant beneficial, 

moderate beneficial, marginal beneficial, neutral, marginal adverse, moderate adverse and 

significant adverse.  

● Duration: considers the extent to which the impact is short or long lasting. Valued as short 

term (under one month), medium term (under one year) or long term (over one year). 

3.6 Supporting the local commissioners to meet their PSED requirement  

The PSED is a legal obligation for public sector organisations to consider how they could 

positively contribute to the advancement of equality and good relations and requires equality 

considerations to be reflected in the design of policies and delivery of services20.  

                                                      
20 Equality and Human Rights Commission (2019) ‘Public Sector Equality Duty’. Available at: 

https://www.equalityhumanrights.com/en/advice-and-guidance/public-sector-equality-duty  

https://www.equalityhumanrights.com/en/advice-and-guidance/public-sector-equality-duty
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The equality duty outlines the duties of organisations to exercise their functions to have due 

regard to the need to: 

● Eliminate unlawful discrimination, harassment and victimisation and other conduct prohibited 

by the Act. 

● Advance equality of opportunity between people who share a protected characteristic and 

those who do not. 

● Foster good relations between people who share a protected characteristic and those who 

do not.21  

The IIA is a component of policy-making which helps to assist decision-makers in meeting their 

public sector duty. The IIA itself is not subject to the PSED, however, the process is used by 

some public sector bodies to provide them with the information and evidence to ensure that their 

decisions and conduct conforms with PSED requirements.  

The IIA has assessed disproportionate impacts on the protected characteristic groups covered 

by the Act and through engagement with the local community has specifically explored 

residents’ views on the extent to which the options for change being put forward will uphold 

these three aims (see the discussion guide in section 3.4 of the appendices).  

The discussion in appendix J, summarises the information gathered relating to the three aims of 

the PSED which has been covered more generally throughout this interim IIA report. 

3.7 Methodological assumptions and limitations  

The following methodological assumptions and limitations should be considered whilst reading 

this IIA.  

● The rationale and principles which are the driving force behind the proposed options for 

change are not challenged. It is not the purpose of the IIA to justify, defend or challenge the 

rationale or principles behind the proposed options for change put forward by the Improving 

Healthcare Together Programme. 

● The purpose of the IIA is to inform rather than decide. The objective is not to determine the 

decision, but to assist decision makers by providing better information.  

● The purpose of this interim IIA report is not to produce a set of firm conclusions; rather to 

highlight the impacts of the proposed service changes. Through doing this, the report should 

act as a means of outlining which groups may experience potential impacts and highlighting 

issues that need to be further investigated and for which mitigation measures may be 

needed. 

● This report is based on a review and analysis of available secondary data and stakeholder 

engagement.   

● Engagement findings are not attributed to individual stakeholders by name in this report; 

comments received about impacts have been aggregated and used to inform the wider 

evidence on which the assessment has been based. Anonymity of responses is considered 

best practice as it enables participants to give honest answers and leads to a better 

response. Where comments have been selected for the report these are to provide insight 

into a particular issue or topic but should not be taken to define the views of all participants.  

● Our analysis of the engagement with local stakeholders produced themes relevant to many 

impact assessment areas. The emerging findings of the report are, in part, based on the 

content of these themes.  

                                                      
21 UK Govt (2010) ‘Equality Act 2010’ – See: https://www.legislation.gov.uk/ukpga/2010/15/section/149  

https://www.legislation.gov.uk/ukpga/2010/15/section/149
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● It should be noted that the engagement findings represent the views of participants and 

although these views may not always be factually accurate they represent the truth to the 

participants.   

● Socio-demographic analysis has been undertaken to provide an insight into the geographical 

distribution of certain key populations. This profiling concentrates on the population groups 

most sensitive to the proposed changes i.e. those who have been identified as having a 

‘disproportionate need’ for the services under review.  

● The latest census data has been used to undertake the demographic analysis of the 

combined geographies. For the analysis of most population groups, this means that data 

from mid-2016 population estimates were used. For the population estimates for Black, 

Asian and Minority Ethnic (BAME) and limiting-long term illness (which is used as a proxy for 

disability), the most recent available data, the 2011 census data, has been used. 

● The travel modelling parameters are set to provide an indication of typical journeys. This will 

not exactly match each individual patient experience.  

● The travel modelling for blue light ambulance has used TM-Speeds data and blue light 

ambulance times were estimated by multiplying the car travel time outputs by 0.9 to create a 

value 10% faster than the car travel times. This was discussed and agreed with South East 

Coast Ambulance Service (SECAMB), the London Ambulance Service (LAS) and the Travel 

and Access Working Group.  

● Assessment of disproportionate impact on equality groups for travel time changes has been 

based on this group seeing a five percentage point difference to the wider population in the 

percentage of those who will no longer be able to access acute services within the 15 minute 

or 30 minute time bands.  

● The proposed options for change to major acute services could result in higher levels of 

energy use and consumption, and therefore emissions. However, it is not possible to 

quantify these emissions at present. As such, the assessment presented here only examines 

the greenhouse gas (GHG) emissions from travel. Travel includes journeys undertaken by 

NHS staff, visitors, patients, and contractors. The travel data made available for this 

assessment was anonymised patient data. As such, a quantitative analysis has only been 

undertaken on patient travel. However, it will provide some insight into how the travel of NHS 

staff, visitors, and contractors may be affected. 

● When looking at air quality impacts it should be noted that the analysis has looked at the 

nearest monitoring stations to understand pollution concentrations and as such 

concentrations may not be fully representative of the concentrations around the hospital 

sites.  
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4 Background to Improving Healthcare 

Together Programme  

This chapter provides the contextual detail for the report including the current challenges faced 

within the study area and the proposed options for change being put forward by the Improving 

Healthcare Together Programme which form the basis for this assessment.  

4.1 Background 

The clinical leaders for NHS Surrey Downs, Sutton and Merton CCGs want to ensure the best 

quality of care is available to their local patients and communities, and that it is sustainable into 

the future from buildings which are fit for purpose. To do this the three CCGs have come 

together to form the Improving Healthcare Together 2020-2030 Programme with the aim of 

resolving long-standing healthcare challenges for the communities residing within their 

combined geographies. 

Taking local context, national context and the healthcare needs of their population into account, 

the Programme has identified aims for the future of healthcare locally. Their overall aims 

include:  

● Improving the health of their populations. 

● Delivering care close to patients’ homes. 

● Ensuring high standards of healthcare across all their providers. 

● Maintaining the provision of acute services within their combined geography. 

This will be achieved through the following which is aligned with the priorities of the Five Year 

Forward View 22 and the Long-Term Plan:23   

● Greater prevention of disease – avoiding people getting ill wherever possible.  

● Improved integration of care – joining up health and care services so they work effectively 

together.  

● The delivery of enhanced standards in major acute services – making sure the people who 

are very unwell, or at risk of becoming very unwell, get the right support straight away from 

senior specialist staff.  

4.2 Barriers to meeting the vision  

The Commissioners have identified a number of barriers to delivering this vision. In particular, 

they have highlighted three key challenges with their main acute provider, Epsom and St Helier 

University Hospitals NHS Trust (ESTH):  

  

                                                      
22 NHS (2014) ‘Five Year Forward View’. Available at: https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf  

23 This will supersede the Five Year Forward View. See: NHS (2019) ‘The NHS Long Term Plan’. Available at: 
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/01/nhs-long-term-plan.pdf  

https://www.england.nhs.uk/wp-content/uploads/2014/10/5yfv-web.pdf
https://www.longtermplan.nhs.uk/wp-content/uploads/2019/01/nhs-long-term-plan.pdf
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Challenge one: Delivering clinical quality  

In September 2017, the commissioners defined a clear set of clinical standards for six acute 

services provided in South West London or operated by a South West London trust. 24 The 

acute trusts these standards related to were:  

● St George’s University Hospitals NHS Foundation Trust  

● Kingston Hospital NHS Foundation Trust 

● Croydon Health Services NHS Trust  

● ESTH  

The acute services these standards applied to were: 

● Emergency departments (also referred to as ED or A&E) – deal with life-threatening 

emergencies.25  

● Acute medicine – deal with the immediate and early specialist management of adult patients 

who present to, or from within, hospitals as urgencies or emergencies.26 

● Critical or Intensive care – are specialist hospital wards that provide treatment and 

monitoring for people who are very ill.27 

● Emergency general surgery – deals with, amongst other things, operations for patients 

(adults and children) admitted through emergency departments.28  

● Obstetrics – deals with childbirth and midwifery.29 

● Paediatrics – deals with managing medical conditions affecting infants, children and young 

people.30  

Amongst other areas these standards outlined the expectations for minimum staffing levels of 

these services. They were based on national standards and developed by the medical directors 

of the four acute trusts outlined above. An effective consultant-led model of care has been 

shown to be more efficient in delivering care, with decreased lengths of stay, more efficient use 

of beds, decreased rates of readmission and decreased needs for patient follow-up. In meeting 

the standards around staffing levels, patients can be seen more quickly and by specialist 7 days 

a week. The Royal College of Emergency Medicine (RCEM) in recent years has also put 

forward this position and made similar recommendations around minimum staffing levels for 

emergency departments.31  

In response to the standards, the four trusts outlined above undertook a self-assessment to 

identify their performance against the clinical standards set by the commissioners and their 

ability to meet the required levels of consultant cover. While all Trust identified issues, 

                                                      
24 South West London Health and Care Partnership (2017) ‘South West London Health and Care Partnership: One Year On’. Available 

at: https://www.swlondon.nhs.uk/wp-content/uploads/2017/11/STP-discussion-document-final.pdf  

25 See: https://www.nhs.uk/using-the-nhs/nhs-services/urgent-and-emergency-care/when-to-go-to-ae/ 

26 See: The BMJ (2009) ‘Career in acute medicine’. Available at: https://www.bmj.com/content/339/bmj.b3084  

27 See: https://www.nhs.uk/conditions/intensive-care/  

28 See: Royal College of Surgeon (Date Unknown) ‘Emergency General Surgery’. Available at: 
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=2ahUKEwizk9aXh_jhAhX1qHEKHVGGCZAQFjABeg
QICRAC&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Flibrary-and-publications%2Fnon-journal-
publications%2Femergency-general-surgery.pdf&usg=AOvVaw3S29XcWZ52F7I5vICOGNkj  

29 See: https://www.bma.org.uk/advice/career/studying-medicine/insiders-guide-to-medical-specialties/nhs-career-choices/obstetrics-and-
gynaecology  

30 See: https://www.healthcareers.nhs.uk/explore-roles/doctors/roles-doctors/paediatrics/paediatrics  

31 The Royal College of Emergency Medicine (2018, revised Feb 2019) ‘Consultant staffing in Emergency Departments in the UK’. 
Available at: https://www.rcem.ac.uk/docs/Workforce/RCEM_Consultant_Workforce_Document_(revised_Feb_2019).pdf  

 

https://www.swlondon.nhs.uk/wp-content/uploads/2017/11/STP-discussion-document-final.pdf
https://www.bmj.com/content/339/bmj.b3084
https://www.nhs.uk/conditions/intensive-care/
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=2ahUKEwizk9aXh_jhAhX1qHEKHVGGCZAQFjABegQICRAC&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Flibrary-and-publications%2Fnon-journal-publications%2Femergency-general-surgery.pdf&usg=AOvVaw3S29XcWZ52F7I5vICOGNkj
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=2ahUKEwizk9aXh_jhAhX1qHEKHVGGCZAQFjABegQICRAC&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Flibrary-and-publications%2Fnon-journal-publications%2Femergency-general-surgery.pdf&usg=AOvVaw3S29XcWZ52F7I5vICOGNkj
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=2ahUKEwizk9aXh_jhAhX1qHEKHVGGCZAQFjABegQICRAC&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Flibrary-and-publications%2Fnon-journal-publications%2Femergency-general-surgery.pdf&usg=AOvVaw3S29XcWZ52F7I5vICOGNkj
https://www.bma.org.uk/advice/career/studying-medicine/insiders-guide-to-medical-specialties/nhs-career-choices/obstetrics-and-gynaecology
https://www.bma.org.uk/advice/career/studying-medicine/insiders-guide-to-medical-specialties/nhs-career-choices/obstetrics-and-gynaecology
https://www.healthcareers.nhs.uk/explore-roles/doctors/roles-doctors/paediatrics/paediatrics
https://www.rcem.ac.uk/docs/Workforce/RCEM_Consultant_Workforce_Document_(revised_Feb_2019).pdf
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particularly with their estates32, three of the four trusts confirmed that they were clinically 

sustainable, however, ESTH identified that as currently structured, it felt it was, and would be, 

unable to meet these quality standards. In particular, it was identified that the Trust has 

significant gaps in meeting standards across two sites for acute medicine and emergency 

department. Highlighting its difficulty in meeting these standards, the most recent inspections 

undertaken by the Care Quality Commission (CQC) (2018) of ESTH33, outlined that it currently 

has a shortage of consultants in its emergency departments, acute medicine and intensive care 

units and is therefore not meeting the RCEM guidance for consultant cover. For example, the 

report stated that:  

‘There are significant staff issues in some areas. In surgery, ward staff were expected to 

provide care for too many patients and did not always have enough time to provide the level 

of care they felt appropriate. Staffing on the neonatal unit (NNU) and on the children’s ward 

were also a challenge.’ 

Challenge two: Providing healthcare from modern buildings:  

The Commissioners have set out an ambition to deliver a future model of care from facilities that 

are accessible, safe, fit for purpose and cost effective. Well-designed, modern hospitals can 

play an important role in patient health outcomes, experience of care and staff satisfaction.  

The local hospital buildings on the ESTH estate are very old with 57% of the estate built before 

1948 (they are therefore older than the NHS). The Trust has a significant and critical backlog of 

maintenance and the deterioration of the estate is affecting the day to day running of clinical 

services and patient experience. Indeed, in its latest inspection report, the CQC noted that in a 

number of areas across the trust, the environment was not appropriate to deliver the services 

being provided there, due to the age and structure of the estate.34 

Significant investment is needed to ensure that the buildings are safe and can deliver care to 

the modern standards. This includes investment to allow for basic safety repairs, as well as 

investment to redesign the buildings to ensure they are fit for purpose (e.g. to allow for better 

infection control, for departments to be close to supporting services and staff to be able to 

effectively oversee their patients).    

Challenge three: Achieving financial sustainability 

ESTH has an underlying financial deficit which is getting worse each year. In 2013/14, it was 

around £7 million and in 2017/18, this increased to around £37 million. Increased funding is 

being outstripped by growing demand for services, cost inflation, the cost of meeting clinical 

standards, and the high costs of maintaining the existing estate. Therefore, future services need 

to be financially stable. 

ESTH has taken a number of actions to reduce this deficit which includes several schemes 

aimed at bringing about improvements in the efficiency of services. While these schemes have 

reduced the deficit, the ESTH deficit continues to grow. This is largely driven by unavoidable 

increases in costs for clinical workforce, increasing costs for estates maintenance, and 

decreasing opportunities for further efficiencies within the existing operating and clinical model.  

                                                      
32 South West London Health and Care Partnership is working with each local system to establish a Borough Estates Group, to identify 

risks and opportunities relating to estate in each borough and to prioritise future calls on capital. 

33 See CQC 2018 report which outlines the Trust’s failure to meet the standards required. Available at: 
https://www.cqc.org.uk/sites/default/files/new_reports/AAAH0093.pdf  

34 ibid 

https://www.cqc.org.uk/sites/default/files/new_reports/AAAH0093.pdf
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4.3 The clinical model  

In recognition of the need to change the ways in which acute services are provided with ESTH, 

the Programme and Trust have developed a clinical model which they feel will help support their 

aim in terms of resolving long-standing healthcare challenges for the local communities they 

serve.  

4.3.1.1 District service model  

District hospital services are those that patients are likely to require more frequently, and often 

benefit from being strongly integrated with community health and care settings. District hospital 

services include:  

● Urgent treatment centres (UTC) 

● Endoscopy  

● Outpatients  

● Daycase surgery   

● Rehabilitation  

● Ow risk antenatal and postnatal care  

● Imaging and diagnostics  

● Dialysis  

● Chemotherapy  

● District hospital beds  

These services comprise of around 85% of hospital-based care across the combined 

geography.35 

                                                      
35 IHT (2018) ‘Pre-Consultation Business Case’. Currently not publicly available.  
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Figure 7: District services  

 
Source: Improving Healthcare Together Issue Paper  

Under the clinical model being put forward by the Programme the numerous existing district 

hospital services that are a key part of local strategies and objectives will continue to be 

developed as existing primary and community service plans progress. As such, the model 

draws on district services that are already being delivered across the combined geography to 

form the ‘district hospital’ model and these services will continue to be provided from both 

Epsom and St Helier hospitals. The model will include:  

5. District hospital beds – Additional beds would be provided to support patients who are 

directly admitted by a GP or UTC; are ‘step down’ to district care from major acute services; 

or who are ‘stepped up’ to district beds via community multidisciplinary teams (MDT).  

6. Expansion of UTCs – UTCs ensure that a patient’s urgent care needs are met within a local 

setting. Under the model, the existing emergency departments will be converted into high 

specification UTC which are led by generalist, open for 111 bookings, walk-ins and triaged 

ambulances (non-blue light). These UTCs will be supported by an ambulatory care unit and 

will be open for a minimum of 12 hours a day, 7 days a week. Diagnostics, including CT, X-

ray, MRI and pathology would be available to patients attending a UTC.  
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4.3.1.2 Acute service model  

Major acute services are required for the highest risk and sickest patients. They include:  

● Emergency departments (also referred to as ED or A&E) – deal with life-threatening 

emergencies.36  

● Acute medicine – deal with the immediate and early specialist management of adult 

patients who present to, or form within, hospitals as urgencies or emergencies.37 

● Critical or Intensive care – are specialist hospital wards that provide treatment and 

monitoring for people who are very ill.38 

● Emergency surgery – deals with, amongst other things, operations for patients (adults and 

children) admitted through emergency departments.39  

● Hospital births - including obstetrician-led births and births within the co-located midwifery 

led unit  

● Paediatrics – deals with managing medical conditions affecting infants, children and young 

people.40  

These services comprise of around 15% of hospital-based care in the combined geographies.41 

Across the acute services listed above there are a number of co-dependencies; without one the 

others cannot run effectively. Under the clinical model being put forward by the Programme 

these co-dependencies have been used to define the minimum set of services that need to be 

co-located. The Programme believes there are two ways major acute services can be co-

located:  

1. Major emergency department (adults): these services must be co-located to offer a viable 

major emergency department.  

2. Women’s and children’s services alongside a major emergency department: Obstetrician-led 

births and paediatrics must be co-located with critical care and emergency surgery. This 

means any services with obstetrician-led births and/or paediatrics requires a major 

emergency department.  

                                                      
36 See: https://www.nhs.uk/using-the-nhs/nhs-services/urgent-and-emergency-care/when-to-go-to-ae/ 

37 See: The BMJ (2009) ‘Career in acute medicine’. Available at: https://www.bmj.com/content/339/bmj.b3084  

38 See: https://www.nhs.uk/conditions/intensive-care/  

39 See: Royal College of Surgeon (Date Unknown) ‘Emergency General Surgery’. Available at: 
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=2ahUKEwizk9aXh_jhAhX1qHEKHVGGCZAQFjABeg
QICRAC&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Flibrary-and-publications%2Fnon-journal-
publications%2Femergency-general-surgery.pdf&usg=AOvVaw3S29XcWZ52F7I5vICOGNkj  

40 See: https://www.healthcareers.nhs.uk/explore-roles/doctors/roles-doctors/paediatrics/paediatrics  

41 IHT (2018) ‘Pre-Consultation Business Case’. Currently not publicly available. 

https://www.bmj.com/content/339/bmj.b3084
https://www.nhs.uk/conditions/intensive-care/
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=2ahUKEwizk9aXh_jhAhX1qHEKHVGGCZAQFjABegQICRAC&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Flibrary-and-publications%2Fnon-journal-publications%2Femergency-general-surgery.pdf&usg=AOvVaw3S29XcWZ52F7I5vICOGNkj
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=2ahUKEwizk9aXh_jhAhX1qHEKHVGGCZAQFjABegQICRAC&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Flibrary-and-publications%2Fnon-journal-publications%2Femergency-general-surgery.pdf&usg=AOvVaw3S29XcWZ52F7I5vICOGNkj
https://www.google.co.uk/url?sa=t&rct=j&q=&esrc=s&source=web&cd=2&ved=2ahUKEwizk9aXh_jhAhX1qHEKHVGGCZAQFjABegQICRAC&url=https%3A%2F%2Fwww.rcseng.ac.uk%2F-%2Fmedia%2Ffiles%2Frcs%2Flibrary-and-publications%2Fnon-journal-publications%2Femergency-general-surgery.pdf&usg=AOvVaw3S29XcWZ52F7I5vICOGNkj
https://www.healthcareers.nhs.uk/explore-roles/doctors/roles-doctors/paediatrics/paediatrics
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Figure 8: Co-dependent major acute services which will need to change 

 
Source: Improving Healthcare Together Issues Paper 2018 

4.4 Developing the proposed options for change  

In light of the proposed clinical model and recognising the need to address these three 

challenges experienced by ESTH, the commissioners, through the Programme, have been 

exploring ways to address these long-term issues, focusing on the sustainability of acute 

hospital services provided by the Trust. 

To understand how it can best address the issues identified, the Programme has considered a 

wide range of potential solutions and then refined these in a structured and consistent way. 

Throughout this process assumptions have been tested with the public through engagement 

and consultation.  

The approach the Programme has taken to refining potential solutions has involved several 

stages42:  

1. Based on their case for change and clinical model, a provisional long list of potential 

solutions was generated (roughly 73 potential solutions).  

2. This was then refined through a small set of initial tests to reach a provisional short list of 

potentially feasible solutions.  

3. This process was then tested with the public before a final short list was agreed.  

4. The short list was then analysed in detail and evaluated against set criteria. Sensitivity test 

was also undertaken to ensure the analysis was robust.  

When refining the long list down, these solutions were tested against three initial tests:  

● Did the solution meet the commitment to maintain services within the CCGs combined 

communities?  

● Could the solution be delivered to the agreed clinical standards set out by the commissioners 

for acute services?  

● Could the solution be delivered by a viable site within the CCGs’ combined geography? 

                                                      
42 Full details ca be found within the Programmes’ ‘Pre-Consultation Business Case’ (currently not publicly available).  
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Following the application of the tests, three potential solutions were left which appeared to pass 

and which may be feasible. These potential solutions involve delivering all major acute services 

from a single site, which could be one of Epsom, St Helier or Sutton (district services will 

continue to be delivered from St Helier and Epsom Hospitals). These solutions are outlined in 

more detail in section 4.5.  

4.5 Proposed options for change  

ESTH offers a range of services, including cancer, pathology, surgery, and gynaecology. Both 

Epsom and St Helier hospitals have emergency departments and maternity services. However, 

planned orthopaedic surgery and elective surgery (day case surgery and inpatients) are 

currently only provided at Epsom, while emergency surgery and the hip fracture unit are located 

at St Helier. 

As outlined above, there are serious challenges for ESTH in continuing to deliver acute services 

which meet expected quality standards. As such, the Programme has identified that the six 

major acute services outlined above and provided by the Trust may need to change so that 

people who are very unwell, or at risk of becoming very unwell, get the right support straight  

Through the process outlined in the previous section, and recognising via the clinical model the 

need to ensure that the acute services outlined are effectively co-located, the Programme have 

identified three potential solutions to meeting the challenges in delivering major acute services, 

in terms of workforce, fit -for-purpose buildings and financial sustainability, across the Epsom 

and St Helier Trust; these solutions are as follows:  

5. Locate major acute services at Epsom Hospital, providing all major acute services (adult 

emergency department and women’s and children’s services), and continue to provide all 

district services at both Epsom and St Helier Hospitals.  

6. Locate major acute services at St Helier Hospital, providing all major acute services 

(adult emergency department and women’s and children’s services), and continue to provide 

all district services at both Epsom and St Helier Hospitals.  

7. Locate major acute services at Sutton Hospital, providing all major acute services (adult 

emergency department and women’s and children’s services), and continue to provide all 

district services at both Epsom and St Helier Hospitals.  

Across the three options for change, district services which are those used by patients when 

they do not need lifesaving, emergency, or unplanned care, will continue to be delivered by both 

Epsom and St Helier Hospitals.  
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5 Impact assessment of proposed options 

for change to major acute services  

This chapter provides a narrative around they key impacts identified across the four IIA 

assessment areas and in discussion with stakeholders. The impacts have been grouped by 

thematic area and therefore cross cut and are interlinked across the assessment areas. Where 

relevant, quotes from those engaged with have been included to illustrate the impact affect. 

These comments have been selected to provide insight on a particular issue and should not be 

taken to define the views of all participants. The comments represent the views of individuals 

and although they may not always be factually accurate, they represent the beliefs of the 

individual.  

5.1 Introduction 

The equality scoping exercise (see Appendix I) identified that there are several protected 

characteristics and other vulnerable groups which have a disproportionate or differential need43 

for major acute services. These groups are:  

● Children and young people (under 16s and those aged 16-24) 

● Older people (65 year and over)  

● People with a disability  

● Gender reassignment  

● Pregnancy and maternity 

● Race and ethnicity  

● Sex 

● Sexual orientation  

● People living in deprived areas 

The sections which follow will identify impacts which affect all or some of these groups. Analysis 

has explored issues for all groups but only where particular groups are likely to be 

disproportionately impacted compared with others, and the overall population within the study 

area, has been highlighted.  

Where impacts focus on travel and access to hospital services, the travel analysis has been 

focused on four time periods:44  

● AM peak – 07:00 to 10:00  

● Interpeak (IP) – 10:00 to 16:00 

● PM peak - 16:00 to 19:00 

● Off-peak (OP) – 19:00 to 00:00. 

The analysis has explored travel times on both a weekday (Tuesday) and weekend (Sunday). 

As marginal differences were seen between these two days, the data highlighted in this report 

has focused on the findings of the Tuesday analysis which is considered to best represent an 

                                                      
43 A disproportionate need refers to a need for the service/treatment over and above the general population. A differential need refers to a 

group that has different types of need for the service during delivery.  

44 Please note that for the car and blue light ambulance analysis AM peak time covered 7:00 to 9:00 and OP time covered 00:00-04:00. 
See Appendix E for more information.  
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average day of the week. Full data tables and maps for both Tuesday and Sunday can be found 

in the Appendices.   

5.2 Patient outcomes and provision 

Our assessment rating of the impact of the proposed options on patient outcomes and choice 

are shown in the table below. Justification for this assessment is set out in the following sub-

sections. 

Potential 
impact 
area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Patient 
outcomes  

High Significant 
beneficial - 
improved 
evidence 

based 
clinical 

model with 
increased 
consultant 

staff cover to 
improve 
patient 

outcomes 

Long 
term 

High Significant 
beneficial - 
improved 
evidence 

based 
clinical 

model with 
increased 
consultant 

staff cover to 
improve 
patient 

outcomes 

Long 
term 

High Significant 
beneficial - 
improved 
evidence 

based 
clinical 

model with 
increased 
consultant 

staff cover to 
improve 
patient 

outcomes 

Long 
term 

Patient 
provision   

High  Minor 
adverse – 

while 
patients will 
still have a 
choice of 

provider, the 
consolidation 

of acute 
services 

onto one site 
will reduce 
the hospital 

option 
available for 

them to 
access some 

acute 
services  

Medium 
term  

High  Minor 
adverse – 

while 
patients will 
still have a 
choice of 

provider, the 
consolidation 

of acute 
services 

onto one site 
will reduce 
the hospital 

option 
available for 

them to 
access some 

acute 
services  

Medium 
term  

High  Minor 
adverse – 

while 
patients will 
still have a 
choice of 

provider, the 
consolidation 

of acute 
services 

onto one site 
will reduce 
the hospital 

option 
available for 

them to 
access some 

acute 
services  

Medium 
term  

5.2.1 Patient outcomes  

Patients are likely to experience improved outcomes arising from: 

● The achievement of workforce standards which promote consultant delivered care. 

● Reducing variation through the establishment of seven-day services.  

● A model which allows for a critical mass of cases to be undertaken and provides 

opportunities for sub-specialisation.  

● Timely access to co-dependent services as a result of their co-location, in fit for 

purpose facilities. 
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5.2.1.1 Achieving workforce standards 

The proposed clinical model will allow for workforce standards to be achieved. This is 

particularly with regards to ED and Acute Medicine services where workforce analysis 

considering both current staff and expected future consultant supply has identified that there is 

an insufficient number of staff to be able to safely maintain two rotas at two major acute 

hospital sites. Under the proposed clinical model, there is a sufficient number of staff for one 

rota (at one major acute site) which achieves recommended workforce standards and is 

associated with the delivery of high quality and safe care.45 These standards have been based 

on the South West London Clinical Quality Standards for Acute Services and derived from 

guidance from the Royal Colleges and from strategic directives such as Better Births46 and 

Facing the Future.47  

Workforce standards promote consultant delivered care (where there is 24 hour presence, or 

ready availability for direct patient care responsibility), because consultants “make better 

decisions more quickly and are critical to reducing the costs of patient care while maintaining 

quality”.48 Evidence is well established around the correlation of improved patient outcomes 

as a result of consultant delivered care in emergency medicine, with many studies providing 

evidence that patients experience increased morbidity and mortality when there is a delay in 

involvement of a consultant in their care.49 Consultants improve safety, quality and efficiency of 

clinical care through:  

● Enhanced clinical decision making, especially by leading the resuscitation of critically ill and 

injured patients in the EDs.  

● Improved supervision of junior members of the medical workforce by either direct review of 

cases or discussions on areas of concern. This ensures that patients are provided with the 

most efficient, and effective diagnostic and therapeutic pathways if they need to be admitted.  

● Reducing numbers of serious incidents and complaints through robust quality improvement 

cycles.50   

There is also recent evidence to suggest consultant presence in the emergency department 

overnight can also reduce length of stay and rates of admission to hospital.51 

5.2.1.2 Reducing variation 

Achieving workforce standards and addressing current workforce challenges will remove the 

variation in consultant presence that can exist, and the impact this can have on care. For 

example, obstetricians have not traditionally been present during the night, and there is 

evidence of worse outcomes when delivery takes place out of hours. These outcomes include 

increased occurrence of interventions and delivery complications, as well as increased risk of 

neonatal death due to extreme oxygen deprivation during birth. It is argued that the lack of 

                                                      
45 IHT (2019) PCBC Clinical Senate Review; 24 January 2019 -Not currently publicly available  

46 NHS England (2016) ‘Better Births: Improving outcomes of maternity services in England A Five Year Forward View for maternity care’. 
Available at: https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf  

47 RCPCH (2015) ‘Facing the Future: Standards for acute general paediatric services Revised 2015’. Available at: 
https://www.rcpch.ac.uk/sites/default/files/2018-03/facing_the_future_standards_for_acute_general_paediatric_services.pdf   

48 Temple J. (2010) ‘Time for training’. Available at: https://www.londonmedicine.ac.uk/wp-
content/uploads/2016/11/Temple%20Report_Time%20for%20Training_%20May%202010.pdf  

49 Academy of Medical Royal Colleges (2012) The Benefits of Consultant-Delivered Care. London: Academy of Medical Royal Colleges. 
Available at: https://www.aomrc.org.uk/wp-content/uploads/2016/05/Benefits_consultant_delivered_care_1112.pdf  

50 Royal College of Emergency Medicine (2019) Consultant Staffing in Emergency Departments in the UK (Published Sept 2018, revised 
Feb 2019). Available at: https://www.rcem.ac.uk//docs/Workforce/RCEM_Consultant_Workforce_Document_(revised_Feb_2019).pdf  

51 Knowles E, Shephard N, Stone T, Bishop-Edwards L, Hirst E, Abouzeid L, et al. Closing five Emergency Departments in England 
between 2009 and 2011: the closed controlled interrupted time-series analysis. Health Serv Deliv Res 2018;6(27). Available at: 
http://eprints.whiterose.ac.uk/134560/1/Published%20report.pdf  

 

https://www.england.nhs.uk/wp-content/uploads/2016/02/national-maternity-review-report.pdf
https://www.rcpch.ac.uk/sites/default/files/2018-03/facing_the_future_standards_for_acute_general_paediatric_services.pdf
https://www.londonmedicine.ac.uk/wp-content/uploads/2016/11/Temple%20Report_Time%20for%20Training_%20May%202010.pdf
https://www.londonmedicine.ac.uk/wp-content/uploads/2016/11/Temple%20Report_Time%20for%20Training_%20May%202010.pdf
https://www.aomrc.org.uk/wp-content/uploads/2016/05/Benefits_consultant_delivered_care_1112.pdf
https://www.rcem.ac.uk/docs/Workforce/RCEM_Consultant_Workforce_Document_(revised_Feb_2019).pdf
http://eprints.whiterose.ac.uk/134560/1/Published%20report.pdf
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consultant presence offers an explanation for these poorer outcomes. Greater levels of 

consultant staffing (through the achievement of workforce standards) are also associated with 

improved outcomes, including fewer stillbirths and fewer readmissions.52  

Workforce standards are, however, also likely to enhance patient outcomes as they promote 

seven-day access and remove variation in outcomes and errors which can be experienced 

particularly at weekends. This is in line with guidance from NHS England and relevant Royal 

Colleges 53 54  55  

5.2.1.3 Critical mass and sub-specialisation 

For some services within the clinical model, consolidating services onto one site will allow for a 

critical mass of cases to be undertaken and this can be correlated to improved patient 

outcomes. For example: 

● For complex or high risk elective surgery, evidence suggests better outcomes at high-volume 

hospitals.56 57 Risk-adjusted peri-operative mortality and long term conditional survival 

worsen as hospital surgical volume decreases.58 It is recognised that whilst there is evidence 

for an association between higher volumes and better outcomes, researchers are often far 

from confident about just what should be inferred from the association; for example some 

recent reviews of centralisation of particular procedures have emphasised that changes in 

clinical outcomes are highly sensitive to physician incentives and clinical governance, and 

certainly not driven exclusively by volumes or learning effects.59   

● For neonatal services, there is evidence that extremely preterm and very low-weight babies 

do better in specialist hospitals providing neonatal intensive care. Survival is further 

improved in units with higher volumes of activity.60 BAME groups and those from areas of 

high deprivation,61 are more likely to require neonatal or specialist care baby units and may 

therefore particularly benefit. 

● In acute medicine, there is some evidence that units and/or consultants undertaking higher 

volumes of care deliver better outcomes, although it is recognised that the link is not well 

understood, and volume may not be the primary driver of improved outcomes.62 

                                                      
52 Imison C, Sonola L, Honeyman M, Ross S (2014) ‘The reconfiguration of clinical services: What is the evidence? The Kings Fund’. 

Available at: https://www.kingsfund.org.uk/publications/reconfiguration-clinical-services  

53 NHS England (2017) ‘Seven Day Services Clinical Standards’. Available at: https://www.england.nhs.uk/wp-
content/uploads/2017/09/seven-day-service-clinical-standards-september-2017.pdf   

54 For example, that there should be minimum labour ward consultant presence throughout the working day, seven days a week. RCOG 
(2016) ‘Providing Quality Care for Women; Obstetrics and Gynaecology Workforce’. Available at: 
https://www.rcog.org.uk/globalassets/documents/guidelines/working-party-reports/ogworkforce.pdf 

55 Academy of Medical Royal Colleges (2012) ‘Seven Day Consultant Present Care’. Available at: https://www.aomrc.org.uk/reports-
guidance/seven-day-consultant-present-care-1212/  

56 Begg CB, Cramer LD, Hoskins WJ, Brennan MF (1998) ‘Impact of hospital volume on operative mortality for major cancer surgery’. 
Available at: https://www.ncbi.nlm.nih.gov/pubmed/9842949  . 

57 Dudley RA, Johansen KL, Brand R, Rennie DJ, Milstein A. (2000) ‘Selective referral to high volume hospitals: estimating potentially 
avoidable deaths’. Available at: https://www.ncbi.nlm.nih.gov/pubmed/10703778    

58 Karl Y. Bilimoria, David J. Bentrem, Joseph M. Feinglass, et al. (2008) ‘Directing Surgical Quality Improvement Initiatives: Comparison 
of Perioperative Mortality and Long-Term Survival for Cancer Surgery’. Available at: https://www.ncbi.nlm.nih.gov/pubmed/18574159  

59 Spurgeon P et al (2010) ‘Evaluating Models of Service Delivery: Reconfiguration Principles Research Report. Produced for the 

National Institute for Health Research Service Delivery and Organisation programme’. Available at: 
http://www.netscc.ac.uk/hsdr/files/project/SDO_FR_08-1304-063_V01.pdf  

60 Imison C, Sonola L, Honeyman M, Ross S (2014) ‘The reconfiguration of clinical services: What is the evidence? The Kings Fund’. 
Available at: https://www.kingsfund.org.uk/publications/reconfiguration-clinical-services  

61 See findings outlined in the ‘Equalities Scoping Report’, Appendix I of the appendices. 

62 Imison C, Sonola L, Honeyman M, Ross S (2014) ‘The reconfiguration of clinical services: What is the evidence? The Kings Fund’. 
Available at: https://www.kingsfund.org.uk/publications/reconfiguration-clinical-services  

 

https://www.kingsfund.org.uk/publications/reconfiguration-clinical-services
https://www.england.nhs.uk/wp-content/uploads/2017/09/seven-day-service-clinical-standards-september-2017.pdf
https://www.england.nhs.uk/wp-content/uploads/2017/09/seven-day-service-clinical-standards-september-2017.pdf
https://www.rcog.org.uk/globalassets/documents/guidelines/working-party-reports/ogworkforce.pdf
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For other services however, such as obstetric maternity services, evidence highlights there is no 

clear relationship between outcomes and the size of units. Instead it recognises a need to 

balance the benefits of centralisation with the risks from the loss of local access.63  

Patient outcomes may also be enhanced by sub-specialisation with regards to complex 

elective surgery. Specialisation of the surgical team is reported to have been recognised for 

some time in the elective performance of a number of surgical procedures including 

oesophagostomy, gastrectomy, abdominal aortic aneurysm repair, lung lobectomy and 

colectomy;64 although it is recognised that surgeon and hospital volume also play an inherent 

role. 

5.2.1.4 Co-location of services and improved facilities 

The co-location of clinically inter-dependent services, and particularly critical care, will 

facilitate timely access to co-dependent services where required. This will likely have a positive 

impact on patient outcomes. These clinical interdependencies have been considered as part of 

the clinical case for change, including for example that paediatric inpatient services should be 

co-located with Obstetrics, Neonatal, Emergency Surgery and Critical Care. 

Patients are also likely to be positively impacted through the reduced risk of errors or 

infections as a result of improved healthcare facilities as well as investment in technologies. 

For example, fit for purpose facilities will deliver more efficient care (see section 5.9.1) as well 

as practically being easier to maintain and clean and this may result in reduced risk of hospital-

acquired infections such as methicillin-resistant Staphylococcus aureus (MRSA) or Clostridium 

difficile (C. Diff). The use of robotics and robotic pharmacy stores is also considered to reduce 

the likelihood of clinical errors.65 

Due to a disproportionate need for acute services across the equality groups identified in 

section 5.1, it is likely that they will be amongst the primary beneficiaries of these improved 

health outcomes.  

However, while positive patient outcome impacts are expected for all options, as described 

further in section 5.4, some patients will be required to travel further to access major acute 

services in an emergency situation, and there is a perception that this may have some 

negative impact on their outcomes. This is described further in section 5.4.2. 

Discussion with the local community via focus groups and discussion with community 

representatives, has highlighted that in addition to longer journeys, there is a perception that 

any change to major acute services has the potential to create a degree of confusion across 

patient groups around the appropriate pathway to care. In all options, existing hospitals retain 

UTCs and so access to these urgent care services at both Epsom and St Helier hospitals will 

still be available. However, there may be some confusion as to access to the ED for patients 

with major acute conditions and those who need urgent care outside the available opening 

hours for the UTCs, although many of these patients will be conveyed to the ED by the 

ambulance service. 

In particular, it was felt that BAME groups, Gypsy, Roma, Travellers, those with a mental 

health illness and those from more deprived backgrounds, who historically experience 

difficulties around appropriately accessing health services, may be affected. Confusion may 

lead to a failure to access acute services in a timely fashion, further complicating health needs 

                                                      
63 Ibid  

64 Paterson-Brown S (2014) ‘Core Topics in General & Emergency Surgery: Companion to Specialist Surgical Practice’. Fifth edition 

65 Goundrey-Smith Stephen (2008) ‘Pharmacy robots in UK Hospitals: benefits and implementation issues’. Available at: 
https://www.pharmaceutical-journal.com/download?ac=1065210&firstPass=false   

https://www.pharmaceutical-journal.com/download?ac=1065210&firstPass=false
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and worsening health outcomes. Both local community representatives and those who attended 

the focus groups indicated that it was vital, therefore, that any change be well communicated 

and justified to ensure clarity and buy-in.  

‘It will also make it more difficult for people to understand their treatment pathways…In 

the longer term the programme needs to be publicly communicated/available – what is 

the preparation process for this?’ 

BAME focus group, Sutton 

5.2.2 Patient provision 

Under the proposed clinical model, there will be no impact on provision of service for 

patient with regards to the choice of provider for major acute services. While many 

services relevant to ‘informed choice’ are already delivered from a single site, given their 

inter-dependencies with intensive care, the movement of the ED onto a single site will 

result in some services no longer being locally available to some patients. This will likely 

be perceived as limiting their choice.  

Nationally, it is recognised that the way in which health services are configured should support 

‘informed choice’ as a principle and this is an important part of the NHS constitution. This means 

that if you are referred for consultant led treatment, you have the right to choose which provider 

(and the team within that provider) you are referred to from all those who have a contract to 

provide the service.66 Under the proposed clinical model, change will not be limited with 

regards to provider of these major acute services.  

Informed choice is also only relevant to those admissions which are planned, and instead 

exclude services in which speed of access to diagnosis and treatment is particularly important.  

However, in terms of actual service provision, patient choice will be reduced to an extent given 

that a number of major acute services, currently delivered from two sites, will be delivered from 

a single site in the proposed clinical model. This has some relevance to:  

● Patients (adults or children) who ‘self-present’ at the ED - existing UTCs will continue to 

provide urgent care services for patients with minor presentations and a large proportion of 

patients requiring ED major acute services will continue to be conveyed by ambulance where 

choice is already limited by local ambulance protocols. However, as the UTCs on the local 

sites will not be open 24 hours a day under the clinical model, patients requiring urgent 

access to treatment outside of the operational working hours of the UTC will need to access 

ED services which may be at a hospital site which is a different to that they current access.  

● Inpatient elective surgery - however, in practice, the majority of inpatient elective surgery is 

already undertaken on a single site given the inter-dependencies with intensive care.  

● Hospital births (obstetrician-led births and births within the co-located midwifery-led unit) - 

although again in practice, high risk births are already consolidated on one site where 

intensive care and emergency surgery services are co-located. 

While patients might experience some reduction in choice in terms of service provision in their 

local area, it should be noted that, as outlined in the pre-consultation business case, current 

service provision is unsustainable and therefore choice will likely be limited in the future if no 

change is made. Where choice is limited, it is likely to particularly effect the equality groups 

identified in section 5.1 who have been identified as have a disproportionate need for acute 

services.  

                                                      
66 NHS England (2019) Handbook to the NHS Constitution 
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There is also a perception that, for a small number of people, this change in choice may disrupt 

entrenched behaviours or family traditions, such as several generations of a family giving birth 

at the same hospital. As a result, some patients may feel aggrieved by this reduction in choice.  

In contrast, local feedback from health professionals has indicated that through the success of 

the South West London Elective Orthopaedic Centre (SWLEOC), there is a perception that 

patients are now more understanding and accepting of a service model which sees a specialist 

service concentrated in one location.  

Whilst there may be perception that choice of some major acute services will be reduced, this is 

likely to be offset by the enhanced quality of these services through the achievement of 

workforce standards; particularly relevant to ED and acute medicine.   

District service developments will expand the choice of alternative services. 

District service developments will also expand the choice of suitable alternative services, for 

example: 

● Seeking to increase the number of home births and ensuring that patients can also access 

neighbouring midwifery-led units. 

● Creating alternative points of contact in community services or primary care for patients who 

require urgent access to a clinical opinion.  

● Facilitating greater choice of mode of contact for outpatient appointments such as virtual 

follow ups.  

5.3 Impact on accessibility to district health services  

Our assessment rating of the impact of the proposed options on accessibility to district health 

services are shown in the table below. Justification for this assessment is set out in the following 

sub-sections. 

Potential 
impact 
area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Accessibility 
to district 
health 
service.  

High Significant 
beneficial 

– improved 
patient 

access for 
some 

services 
through 

provision 
of defined 
points of 
access to 

urgent 
care and 
choice in 
modes of 
contact 

Long 
term 

High Significant 
beneficial 

– improved 
patient 

access for 
some 

services 
through 

provision 
of defined 
points of 
access to 

urgent 
care and 
choice in 
modes of 
contact 

Long 
term 

High Significant 
beneficial 

– improved 
patient 

access for 
some 

services 
through 

provision 
of defined 
points of 
access to 

urgent 
care and 
choice in 
modes of 
contact s 

Long 
term 

The proposed options for change have the potential to improve patient access for some 

services through providing different defined points of access to urgent care and choice 

in modes of contact.  
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Service changes could potentially improve access for patients:  

● Through the implementation of these developments, there will be greater signposting and 

clarity of information to direct patients to a service which is appropriate for their 

condition (for example, ED, UTC, reactive or proactive community service), as well as more 

practically, on how, where and when to access this service. This is particularly likely to 

benefit those from deprived backgrounds, BAME groups and children (under 16) where 

evidence has suggested there is a need for clearer signposting to services. For example, 

there is a disproportionate use of A&E services by children. Hospital accident and 

emergency activity data shows that children comprise of around 21% of attendances at A&E 

in England while this group represents 19% of the English population.67 Estimations of the 

proportion of emergency department attendances which are unnecessary and potentially 

avoidable vary from 15% to 40%. Within these estimates the largest subgroup is children 

presenting with symptoms of minor illness.68 Therefore, it is likely to be a significant 

proportion of children who are currently attending ED at the Trust who could instead be using 

a UTC. Through streamlining ED attendances and encouraging parents with children 

presenting minor conditions to go to their local UTC as a first point of call, there is a potential 

positive impact on health outcomes for others accessing ED services as critical ED 

paediatric specialists are freed to deal with the most serious conditions.  

● Patients moving between services (or hospitals) or for those who require support from 

community-based district services following a hospital stay may find that services are more 

accessible and responsive as a result of streamlined and integrated pathways of care. 

● There may be increased choice as to the mode of contact such as outpatients, as well as 

more ‘one stop shop’ appointments which may make services more accessible and 

convenient for some patient groups.  

● The Programme’s Pre-Consultation Business Case (PCBC) also highlights that mental 

health access will be prioritised across the entire care pathway, with closer working 

between major acute services, district services and mental health services via existing 

networks.69 This is aligned to the NHS Long Term Plan’s vison to expand and embed mental 

health services for children, young people and adults across primary, community and 

hospital care settings.70  

With regards to outpatients, patients will not experience a change in location of their outpatient 

appointment. Under options in which a major acute hospital is provided at Epsom or St Helier 

hospital sites, patients will still be able to receive their outpatient appointment at their current 

nearest hospital.  

However, in the option in which Sutton Hospital is the major acute hospital, whilst local Sutton 

residents will benefit from accessing major acute services locally, they would still be required to 

travel to Epsom or St Helier hospital sites for their outpatient care. This would also be relevant 

for other district hospital services such as step down or rehabilitation care. Therefore, under the 

Sutton Hospital option, whilst accessibility to district hospital services is not changed 

from the current provision, access to these services for Sutton residents still requires 

them to access a site which is not their nearest hospital.  

  

                                                      
67 NHS (2017) ‘Hospital Accident and Emergency Activity, 2015-16’. Available at: 

https://files.digital.nhs.uk/publicationimport/pub23xxx/pub23070/acci-emer-atte-eng-2015-16-rep.pdf 

68 Royal College of Paediatrics and Child Health (2015) ‘Facing the Future: together for Child Health’. Available at: 
https://www.rcpch.ac.uk/sites/default/files/Facing_the_Future_Together_for_Child_Health.pdf  

69 Improving Healthcare Together, (unpublished) ‘Pre-Consultation Business Case’ – Currently unavailable.  

70 NHS England (2019) ‘The NHS Long Term Plan’. Available at: https://www.england.nhs.uk/long-term-plan/  

https://files.digital.nhs.uk/publicationimport/pub23xxx/pub23070/acci-emer-atte-eng-2015-16-rep.pdf
https://www.rcpch.ac.uk/sites/default/files/Facing_the_Future_Together_for_Child_Health.pdf
https://www.england.nhs.uk/long-term-plan/
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5.4 Impact of longer journey times on access to acute services for patients  

Our assessment rating of the impact of the proposed options on journey times to access acute 

services for patients are shown in the table below. Justification for this assessment is set out in 

the following sub-sections. Analysis was undertaken to explore the impact on a range of 

protected characteristic groups, the text below only comments on those groups where the data 

suggests a disproportionate impact (findings for all protected characteristics can be found in 

appendix H). 

Potential 
impact 
area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Longer 
journey 
times for 
access to 
acute 
services 
for 
patients 

High Marginal 
adverse – 

increases for a 
proportion of 

the population 
living largely in 

Merton and 
around Sutton. 
Will likely have 

a greater 
impact on 
those from 
deprived 

communities. 
However, 

scale of impact 
likely to be 

offset by the 
availability of 

other providers 
for these 
groups to 
access  

Long 
term 

High Marginal 
adverse - 
increases 

for a 
proportion 

of the 
population 

largely 
covering 
Surrey 

Downs. Will 
likely have 
a greater 
impact on 

older 
people 

living within 
this area.  

Long 
term 

High Marginal 
adverse - 

short 
increases 
for a large 
proportion 

of the 
population 

living 
across the 
study area. 

Long 
term 

When accessing major acute services, the majority of patients will likely arrive via ambulance or 

car. The following therefore explores the likely impact on journey times for travelling to acute 

services using these modes of transport across the three proposed options for change. To add 

context to the discussion below, in addition to the overall proportion of patients who can access 

acute services within 15 minutes and 30 minutes across the day, data tables covering Tuesday 

AM peak time have been included which outline the additional travel times for patients. This day 

and time period have been chosen as it is felt to best reflect the times when congestion is 

expected to be high on the roads.  
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5.4.1.1 Accessing acute services by car 

Table 5: Proportion of population who can access major acute services within 15 minutes 
via car under baseline conditions 

Travel method  
Percentage of residents who 
can currently access acute 
service within 15 minutes 

Percentage of residents who 
can currently access acute 
service within 30 minutes 

Car AM 80.1% 99.7% 

Car PM 78.4% 99.7% 

Car IP (Interpeak) 82.1% 99.7% 

Car OP (Off peak) 95.6% 100% 

Source: Mott MacDonald based on TM speeds, Basemap 2017 

Across the study area, between 78% and 96% of residents can currently access a hospital 

providing acute services either within or outside the study area within 15 minutes by car 

depending on time of day (See Table 5). Almost all residents can access a hospital providing 

acute services within 30 minutes.  

In almost all instances, those who live within Sutton and Merton will experience journey times of 

15 minutes or less. However, those living within the more southern parts of Surrey Downs can 

experience longer journey times with some taking up to an hour to access their nearest acute 

services (see Figure 9). 

As such, much of the study area is reflective of London with relatively short distances to travel to 

access acute services when compared with England as a whole.71  

                                                      
71 See page 18 in Quality Watch (2014) ‘Focus On: Distance from home to emergency care’ written by The Health Foundation and 

Nuffieldtrust. Available at: 
https://www.health.org.uk/sites/default/files/QualityWatch_FocusOnDistanceFromHomeToEmergencyCare.pdf  

https://www.health.org.uk/sites/default/files/QualityWatch_FocusOnDistanceFromHomeToEmergencyCare.pdf
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Figure 9: Baseline map for Tuesday AM peak time 

 
Source: Mott MacDonald based on TM speeds, Basemap 2017  

Figure 10 outlines the closest hospital by minimum travel time, across the study area. Presently, 

the majority of residents in the Surrey Downs have Epsom as their closest hospital, however 

those to the east are closer to East Surrey Hospital and those to the west, Royal Surrey County 

Hospital. While many in the north of the study area have St Helier as their closest hospital, 

those in the very north of Merton are closer by car to St George’s or Kingston Hospitals. 

Examination of utilisation data also reflect this picture, see Appendix F.2. 



Mott MacDonald | Improving Healthcare Together 2020-2030      66 
Draft interim Integrated Impact Assessment 
 
 

396624 | 6 | A | June 2019 
 
 

Figure 10: Closest hospital by minimum travel time for car and blue light ambulance  

 
Source: Mott MacDonald based on TM speeds, Basemap 2017 

The delivery of major acute services on a single site will mean that some patients can expect to 

travel further distances to access acute services. However, across all the options for change the 

majority of patients (over 99%) will continue to be able to access acute services by car 

within 30 minutes. It is likely therefore that the study area will continue to see shorter journey 

times to access acute services when compared with other parts of the country such as North 

Norfolk, Eden District and West Somerset to name a few. 72 It should be notes that these travel 

times represent time to reach the sites and are exclusive of time needed to park on arrival at the 

site.  

Whilst very few patients will likely experience journey times via car which mean they have to 

travel longer than 30 minutes to access acute services, across all the options, patients are 

likely to see some addition to their current overall journey time. Table 6 and the discussion 

below, outlines expected journey changes for each option in more detail. The focus in this 

section is on changes in journey time up to 15 minutes and those where travel times are 

between 15 and 30 minutes. This reflects that the study area currently has relatively short 

journey times and that few patients are likely to experience increases which push them over 30 

minutes of travelling. Any journey time change is likely to elicit strong reactions from the local 

community, regardless of available evidence to support the change and as such has been given 

consideration below. 

  

                                                      
72 Quality Watch (2014) ‘Focus On: Distance from home to emergency care’. Available at: 

https://www.health.org.uk/sites/default/files/QualityWatch_FocusOnDistanceFromHomeToEmergencyCare.pdf  

https://www.health.org.uk/sites/default/files/QualityWatch_FocusOnDistanceFromHomeToEmergencyCare.pdf
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Table 6: Proportion of the overall population who can access major acute services within 
15 minutes under baseline conditions and for each proposed option by car 

Travel 
Method 

Baseline Epsom 
and out 
of area 

hospitals 

% change to 
baseline 

St Helier 
and out 
of area 

hospitals 

% 
change 

to 
baseline 

Sutton 
and out 
of area 

hospitals 

% change 
to 

baseline 

Car AM 80.1% 50.2% 29.9% 60.4% 19.6% 70.3% 9.7% 

Car PM 78.4% 45.9% 32.5% 58.9% 19.6% 69.1% 9.3% 

Car IP 82.1% 54.6% 27.6% 62.1% 20.0% 77.8% 4.3% 

Car OP 95.6% 95.1% 0.5% 83.3% 12.3% 88.8% 6.8% 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

Travel by car to acute services provided at Epsom Hospital and out of area hospitals  

Across the options for change, when travelling by car, the consolidation of acute services at 

Epsom is likely to result in the greatest reduction in accessibility for all residents. Under 

this option, the proportion of patients living within the study area who are likely to be able to 

access acute services within 15 minutes during AM, PM and IP times by car drops from 

between 78-82% to 46-55%.  

Conversely, when exploring travel times during the OP period, Epsom is likely to become 

the most accessible option with 95% of the population likely to still be able to travel to acute 

services within 15 minutes. During the AM, IP and PM periods, residents in the densely 

populated northern areas would be unable to access Epsom within 15 minutes because of 

congestion on the road network. However, during the OP period, this congestion is alleviated, 

allowing residents from both the north and south of the study a greater ability to access the site 

within 15 minutes, giving the greatest accessibility for all residents. 

While a reasonably large proportion of local residents will no longer be able to access acute 

services within 15 minutes by car, the scale of this impact is unlikely to be major. As outlined in 

the table below, for the AM period where there are drops in the proportions who can access 

acute services within 15 minutes, the majority of these residents will be able to access 

acute services within 20 and 25 minutes and are therefore roughly experience, at most, a 10 

minute increase in journey time.  

  



Mott MacDonald | Improving Healthcare Together 2020-2030      68 
Draft interim Integrated Impact Assessment 
 
 

396624 | 6 | A | June 2019 
 
 

Table 7: Proportion of the overall population who can access major acute services via 
car within time bands during the AM period under the Epsom option  

 Under 15 
minutes  

15 to 20 
minutes  

20 to 25 
minutes  

25 to 30 
minutes  

30 to 45 
minutes  

45 to 60 
minutes  

Baseline absolute 
numbers 

556,736 96,269 35,278 5,288 1,877 0 

Baseline absolute 
percentages  

80.1% 13.8% 5.1% 0.8% 0.3% 0.0% 

Baseline cumulative 
figures (%)  

80.1% 93.9% 99.0% 99.7% 100% 100% 

Epsom option 
absolute numbers 

348,897 255,137 84,249 5,288 1877 0 

Epsom option 
absolute 
percentages 

50.2% 36.7% 12.1% 0.8% 0.3% 0.0% 

Epsom option 
cumulative figures 
(%) 

50.2% 86.9% 99.0% 99.7% 100% 100% 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

Aligned with this and looking specifically at increases in travel times, Table 8 highlights that for 

the majority of local residents, their length of journey will either stay the same or increase by 5 

minutes or less. However, journey time increases vary by CCGs and as such some residents 

may be more impacted than others. Residents from Sutton CCG would likely experience the 

most significant increases in travel times by car. For these residents, St Helier is currently 

the closest hospital and they would therefore experience increased travel times as a result of 

services moving to Epsom. It should be noted, however, that even for these residents, there is 

not expected to be anyone who would have a journey time of over 30 minutes.  

For Merton residents, while a reasonable proportion would likely experience an increase in 

travel time, the extent is not expected to be as great as Sutton as these residents would be able 

to access St George’s, Kingston and Croydon hospitals in a relatively short period of time.73 At 

most these residents are expected to see an increase in journey time of up to 15 minutes. 

  

                                                      
73 These figures are based on average travel times for the AM period on a Tuesday and are not representative of every possible journey 

and the proportions of people impacted by travel times and therefore should be used as a guide.  
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Table 8: Total population of residents who would experience travel time increases under 
the Epsom option, based on average Tuesday AM car travel times 

  Merton 
CCG 

% Surrey 
Downs 

CCG 

% Sutton 
CCG 

% Total 
population  

No change 129,108 63.0% 285,127 98.9% 19,452 9.6% 433,687 

Less than 5-minute 
increase 

33,031 16.1% 3,072 1.1% 46,104 22.8% 82,207 

5 to 10-minute 
increase 

21,267 10.4% - - 58,018 28.7% 79,285 

10 to 15-minute 
increase 

21,623 10.5% - - 52,326 25.9% 73,949 

15 to 30-minute 
increase 

- - - - 26,320 13.0% 26,320 

Over 30 minute 
increase 

- - - - - - - 

Grand Total 205,029  100% 288,199  100% 202,220  100% 695,448 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

The majority of equality groups see similar reductions in the proportions who can access acute 

services within 15 minutes to that of wider community. However, those from areas within the two 

highest quintiles of deprivation are likely to be disproportionately impacted, compared with 

the wider community, during the AM, IP and PM periods. Taking the AM period as an example, 

roughly 43% of those from the highest quintiles of deprivation may no longer be able to access 

acute services within 15 minutes compared with around 30% of the wider community who may 

no longer be able to access within this time period. However, as shown in Table 9, only those 

from the top two quintiles of deprivation in Sutton are expected to experience journey 

times increase of over 15 minutes, although no residents from this group are expected to 

experience an increase of greater than 30 minutes. It should also be noted that this group tend 

to have lower car ownership than others living in the study area. For example, of those from the 

two highest quintiles of deprivation, c.60% of households in Merton and c.63% of households in 

Sutton have access to one or more vehicles, this compares with c.68% of the total population in 

Merton and c.77% of the total population in Sutton74. As such, longer car journey times may not 

affect all of those outlined in the Table 9; although some may also draw on taxi services to 

access acute services.  

  

                                                      
74 This data is based on 2011 Census data.  
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Table 9: Total population of residents living within areas in the top two most deprived 
quintiles who would experience travel time increases under the Epsom option, based on 
average Tuesday AM car travel times 

 Merton 
CCG  

% Surrey 
Downs 

CCG  

% Sutton 
CCG  

% Total 
population 

No change 28,127 55.8% 12,889 100% 4,867 11.8% 45,883 

Less than 5-
minute increase 

5,010 9.9% - - 3,004 7.3% 8,014 

5 to 10-minute 
increase 

8,298 16.5% - - 5,255 12.7% 13,553 

10 to 15-minute 
increase 

8,938 17.7% - - 16,440 39.9% 25,378 

15 to 30-minute 
increase 

- - - - 11,672 28.3% 11,672 

Over 30 minute 
increase 

- - - - - - - 

Grand Total 50,373 100% 12,889 100% 41,238 100% 104,500 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

Travel by car to acute services provided at St Helier Hospital and out of area hospital  

Major acute services in St Helier Hospital would likely offer the second best option in 

terms of accessibility for residents across AM, IP and PM periods by car. During these 

three time periods, the proportion who would likely be able access major acute services within 

15 minutes drops from between 78% and 82% to between 59% and 62%. 

However, during OP times, St Helier Hospital is likely to result in the least accessible 

option with 83% of the population expected to be able to access major acute services within 15 

minutes (see Table 6 for comparisons).  

Focusing on the AM period as an example, while a high proportion of residents would 

continue to be able to access acute services within 20 minutes (75%), this option is likely to 

result in just over one in ten residents (11.3%) experiencing journey times of between 25-30 

minutes (see Table 10).  

Where residents do experience journey times which exceed 25 minutes they are likely to be 

made up of residents from Surrey Downs CCG (see maps in appendix H). Amongst these 

residents the majority will be able to access acute services within 30 minutes, although those in 

the south west of Surrey and to the north of Leatherhead may experience journeys lasting 

between 30 to 45 minutes. 
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Table 10: Proportion of the overall population who can access major acute services via 
car within time bands during the AM period under the St Helier option  

 Under 15 
minutes  

15 to 20 
minutes  

20 to 25 
minutes  

25 to 30 
minutes  

30 to 45 
minutes  

45 to 60 
minutes  

Baseline absolute 
numbers 

556,736 96,269 35,278 5,288 1,877 0 

Baseline absolute 
percentages  

80.1% 13.8% 5.1% 0.8% 0.3% 0.0% 

Baseline cumulative 
figures (%)  

80.1% 93.9% 99.0% 99.7% 100% 100% 

St Helier option 
absolute numbers 

420,335 103,944 86,631 78,716 5,822 0 

St Helier option 
absolute 
percentages  

60.4% 14.9% 12.5% 11.3% 0.8% 0.0% 

St Helier option 
cumulative figures 
(%) 

60.4% 75.4% 87.8% 99.2% 100% 100% 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

Focusing on increases in travel times, reflecting the above discussion, under this option, travel 

time changes for those within Sutton and Merton CCG areas are minimal (see Table 11). The 

most significant changes would be felt by residents within Surrey Downs, who would likely 

travel either to St Helier or to out of area hospitals such as East Surrey or Royal Surrey 

Hospital.75   

Table 11: Total population of residents who would experience travel time increases under 
the St Helier option, based on average Tuesday AM car travel times 

  Merton 
CCG 

% Surrey 
Downs 

CCG 

% Sutton 
CCG 

% Total 
population  

No change 205,029 100% 72,947 25.3% 197,247 97.5% 475,223 

Less than 5 minute 
increase 

- - 45,549 15.8% 4,973 2.5% 50,522 

5 to 10 minute increase - - 69,938 24.3% - - 69,938 

10 to 15 minute increase - - 60,333 20.9% - - 60,333 

15 to 30 minute increase - - 39,432 13.7% - - 39,432 

Over 30 minute increase - - - - - - - 

Grand Total 205,029  100% 288,199  100%     202,220  100% 695,448 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

Travel by car to acute services provided at Sutton Hospital and out of area hospitals  

Where major acute services would move to Sutton Hospital, car journey time across the AM, IP 

and PM periods would likely give the greatest accessibility to the local community of the 

three options. This is despite the proportion of the overall population experiencing a decrease 

or no change in travel times being less than either the Epsom or St Helier hospital site options. 

During AM, IP and PM periods, the proportion of residents expected be able to travel to acute 

services within 15 minutes would drop from between 78% and 82% to between 69% and 78%. 

However, OP travel to Sutton Hospital by car would likely add longer journey times for a greater 

proportion of residents compared with the Epsom Hospital option, with c.89% of the population 

                                                      
75 These figures are based on average travel times for the AM period on a Tuesday and are not representative of every possible journey 

and the proportions of people impacted by travel times and therefore should be used as a guide.  
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expected to access acute services within 15 minutes for this period (see Table 6 for 

comparisons).  

While a number of patients will likely see their journey time to acute services increase beyond 

15 minutes for this option, taking the AM period as an example, the majority will likely still be 

able to access acute services within 20 minutes (see Table 12). Virtually no residents are 

expected to have journey times which exceed 30 minutes. Surrey Downs, to the north around 

Banstead, as well as those from the north in Sutton and Merton, where populations are most 

dense, would likely experience a greater proportion of residents, compared to the rest of the 

study area, who would be able to access Sutton Hospital or out of area hospital within 15 

minutes therefore giving Sutton Hospital the greatest accessibility figures.  

Table 12: Proportion of the overall population who can access major acute services via 
car within time bands during the AM period under the Sutton option  

 Under 15 
minutes  

15 to 20 
minutes  

20 to 25 
minutes  

25 to 30 
minutes  

30 to 45 
minutes  

45 to 60 
minutes  

Baseline absolute 
numbers  

556,736 96,269 35,278 5,288 1,877 0 

Baseline absolute 
percentages  

80.1% 13.8% 5.1% 0.8% 0.3% 0.0% 

Baseline cumulative 
figures (%)  

80.1% 93.9% 99.0% 99.7% 100% 100% 

Sutton option 
absolute numbers 

488,937 108,951 52,516 43,167 1,877 0 

Sutton option 
absolute 
percentages 

70.3% 15.7% 7.6% 6.2% 0.3% 0.0% 

Sutton option 
cumulative figures 
(%) 

70.3% 86.0% 93.5% 99.7% 100% 100% 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

Reflect the above discussion, Table 13 illustrates that a number of residents to the north of 

Surrey Downs and south of Sutton CCG would experience a decrease in travel times 

compared to the present. Where these residents currently would travel to either St Helier, 

Epsom or other out of area hospitals, service provision at Sutton would reduce their travel times 

as it would provide them with a closer alternative.76  

                                                      
76 These figures are based on average travel times for the AM period on a Tuesday and are not representative of every possible journey 

and the proportions of people impacted by travel times and therefore should be used as a guide.  
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Table 13: Total population of residents who would experience travel time increases under 
the Sutton option, based on average Tuesday AM car travel times 

  Merton 
CCG 

% Surrey 
Downs 

CCG 

% Sutton 
CCG 

% Total 
population 

Decrease in travel time - - 30,795 10.7% 103,623 51.2% 134,418 

No change 129,108 63.0% 69,875 24.2% 6,097 3.0% 205,080 

Less than 5 minute increase 34,375 16.8% 82,383 28.6% 57,316 28.3% 174,074 

5 to 10 minute increase 41,546 20.3% 70,505 24.5% 35,184 17.4% 147,235 

10 to 15 minute increase - - 34,641 12.0% - - 34,641 

15 to 30 minute increase - - -  - - - 

Over 30 minute increase - - - - - - - 

Grand Total 205,029  100% 288,199  100% 202,220  100% 695,448 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates  

5.4.1.2 Accessing services by blue light ambulance 

Table 14: Proportion of the overall population who can access major acute services 
within 15 minutes via blue light ambulance under baseline conditions 

Travel method Percentage of residents who 
can currently access acute 

service within 15 minutes  

Percentage of residents who 
can currently access acute 

service within 30 minutes 

BLA AM 86.1% 99.7% 

BLA PM 84.5% 99.7% 

BLA IP 89.6% 99.7% 

BLA OP 97.5% 100% 

Source: Mott MacDonald based on TM speeds, Basemap 2017 

Blue light ambulance times are calculated as a percentage of car travel times, as such, the 

hospitals that are the closest in terms of minimum travel times at present and for each of the 

three proposed options, are the same as for car travel. Maps showing these can be found in 

Appendix H.2.  

Currently, when looking at the proportion of residents who can access acute services via blue 

light ambulance within 15 minutes, between 85% and 98% can do so across the day. While 

almost all residents can access a site providing major acute services within 30 minutes 

or less, those in the south west of the Surrey Downs can experience journey times of up to 45 

minutes.  

The delivery of major acute services on a single site will have an impact on existing 

travel times for those travelling via blue light ambulance. As with car travel, the majority of 

patients will be able to access acute service via blue light ambulance within 30 minutes (99.7%) 

across the options. However, despite this, across all the options, some journey time increases 

on current time travelled via blue light ambulance is expected for patients (see Table 15). Due to 

travel times largely continuing to be within 30 minutes across the options for change, the focus 

of the following discussion has been on where patients are expected to no longer be able to 

travel within 15 minutes.  
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Table 15: Proportion of the overall population who can access major acute services 
within 15 minutes under baseline conditions and for each proposed option by blue light 
ambulance 

Travel 
Method 

Baseline Epsom 
and out 
of area 

hospitals 

% change 
to baseline 

St Helier 
and out 
of area 

hospitals 

% 
change 

to 
baseline 

Sutton 
and out 
of area 

hospitals 

% change 
to baseline 

BLA AM 86.1% 62.2% 23.9% 64.7% 21.3% 78.2% 7.9% 

BLA PM 84.5% 58.9% 25.6% 63.5% 21.1% 78.3% 6.3% 

BLA IP 89.6% 71.2% 18.4% 70.6% 19.0% 83.3% 6.3% 

BLA OP 97.5% 97.0% 0.5% 90.1% 7.3% 92.8% 4.7% 

Source: Mott Macdonald based on TM speeds, Basemap 2017 

Travel by blue light ambulance to acute services provided at Epsom Hospital and out of area 

hospitals  

Providing major acute services at Epsom would likely be the least accessible option for 

residents travelling by blue light ambulance during the AM and PM periods. The 

proportion of residents who would likely be able to access services within 15 minutes by blue 

light ambulance drops from between 85% and 90% for the AM, IP, and PM to between 59% and 

71% for the same periods.  

Conversely, during the OP period Epsom is likely to offer the greatest accessibility to 

residents. This period is expected to experience little change for journey times compared to the 

current baseline. As with the car travel time analysis, travel during the OP period would likely 

benefit from reduced congestion on the road network, therefore offering faster journey times.  

Despite a reasonable proportion who would no longer be able to access acute services within 

15 minutes, taking the example of AM period, the majority of people would still be able to 

access acute services within 20 minutes and nearly all within 25 minutes by blue light 

ambulance for this option (see Table 12).  

Table 16: Proportion of the overall population who can access major acute services via 
blue light ambulance within time bands during the AM period under the Epsom option  

 Under 15 
minutes  

15 to 20 
minutes  

20 to 25 
minutes  

25 to 30 
minutes  

30 to 45 
minutes  

45 to 60 
minutes  

Baseline absolute 
numbers 

598,672 77,238 15,973 1,688 1,877 0 

Baseline absolute 
percentages  

86.1% 11.1% 2.3% 0.2% 0.3% 0% 

Baseline cumulative 
figures (%)  

86.1% 97.2% 99.5% 99.7% 100% 100% 

Epsom option 
absolute numbers 

432,678 243,232 15,973 1,688 1,877 0 

Epsom option 
absolute 
percentages 

62.2% 35.0% 2.3% 0.2% 0.3% 0% 

Epsom option 
cumulative figures 
(%) 

62.2% 97.2% 99.5% 99.7% 100% 100% 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 
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Much of those living in the northern areas of the Surrey Downs and Merton CCG areas would 

likely be able to access services at Epsom Hospital or one of the out of area hospitals within 15 

minutes while the majority of those living in Sutton CCG would broadly be expected to 

experience journey times of up to 30 minutes. As Sutton is an area of high population density, 

this is predicted to bring down the accessibility figures and makes Epsom Hospital the least 

accessible option during the AM, IP and PM period.  

Table 17: Total population of residents who would experience travel time increases under 
the Epsom option, based on average Tuesday AM blue light ambulance travel times 

 Merton 
CCG  

% Surrey 
Downs 

CCG  

% Sutton 
CCG  

% Total 
population 

No change 129,108 63.0% 285,127 98.9% 19,452 9.6% 433,687 

Less than 5-
minute increase 

36,332 17.7% 3,072 1.1% 54,132 26.8% 93,536 

5 to 10-minute 
increase 

32,696 15.9% - - 62,763 31.0% 95,459 

10 to 15-minute 
increase 

6,893 3.4% - - 55,085 27.2% 61,978 

15 to 30-minute 
increase 

- - - - 10,788 5.3% 10,788 

Over 30-minute 
increase 

- - - - - -  

Grand Total 205,029 100% 288,199 100% 202,220 100% 695,448 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

When looking at equality groups, as with car journey times, those residing in areas within the 

two highest quintiles of deprivation may experience a disproportionate impact compared to 

the wider community; being likely to experience greater proportions who may no longer be able 

to access acute services within 15 minutes. Taking the AM period as an example around 38% of 

those from the two highest quintiles of deprivation may no longer be able to access acute 

services within 15 minutes, this compared with around 24% of the wider community who may no 

longer be able to access within this time period. Table 18 highlights that those deprived 

communities living in Sutton are most likely to be impact by changes in travel time but 

that no one from this group will see their journey time increase by more than 30 minutes. 

Approximately 11% of deprived residents in Sutton would experience increased travel times 

between 15 and 30 minutes, compared to approximately 5% of the total Sutton population.  
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Table 18: Total population of residents living within areas in the top two most deprived 
quintiles who would experience travel time increases under the Epsom option, based on 
average Tuesday AM blue light ambulance travel times 

 Merton 
CCG  

% Surrey 
Downs 

CCG  

% Sutton 
CCG  

% Total 
population 

No change 28,127 55.8% 12,889 100% 4,867 11.8% 45,883 

Less than 5-
minute increase 

6,665 13.2% - - 6,611 16.0 13,276 

5 to 10-minute 
increase 

8,688 17.2% - - 1,648 4.0% 10,336 

10 to 15-minute 
increase 

6,893 13.7% - - 23,649 57.3% 30,542 

15 to 30-minute 
increase 

- - - - 4,463 10.8% 4,463 

Over 30-minute 
increase 

- - - - - - - 

Grand Total 50,373 100% 12,889 100% 41,238 100% 104,500 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

Travel by blue light ambulance to acute services provided at St Helier Hospital and out of area 

hospital  

For journeys made during the AM and PM periods, St Helier Hospital is likely to offer the 

second most accessible option after Sutton Hospital. The proportion of residents who are 

expected to be able to access services within 15 minutes by blue light ambulance drops from 

between 85% and 86% for the AM and PM to between 64% and 65% for the same periods. 

For journeys under 15 minutes made during the IP and OP periods, providing services at St 

Helier Hospital would likely be the least accessible option. These are the times of the day 

where the road network generally experiences the least congestion and therefore the other 

options, as they encompass a greater geographical area and therefore a greater proportion of 

the population, become more accessible than this option. During these time periods those who 

are able to access acute services within 15 minutes is expected to decrease to roughly between 

71% (IP) and 90% (OP). See Table 15 for comparisons.  

While a reasonable proportion of residents would likely no longer be able to access acute 

services within 15 minutes by blue light ambulance, taking the example of the AM period, the 

table below highlights that the majority are expected to be able to access acute services 

within 20 minutes (although this is a slightly low proportion than the other options for change, 

particularly Epsom).  
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Table 19: Proportion of the overall population who can access major acute services via 
blue light ambulance within time bands during the AM period under the St Helier option  

 Under 15 
minutes  

15 to 20 
minutes  

20 to 25 
minutes  

25 to 30 
minutes  

30 to 45 
minutes  

45 to 60 
minutes  

Baseline absolute 
numbers 

598,672 77,238 15,973 1,688 1,877 0 

Baseline absolute 
percentages  

86.1% 11.1% 2.3% 0.2% 0.3% 0% 

Baseline cumulative 
figures (%)  

86.1% 97.2% 99.5% 99.7% 100% 100% 

St Helier option 
absolute numbers 

450,220 113,108 109,384 20,859 1,877 0 

St Helier option 
absolute 
percentages  

64.7% 16.3% 15.7% 3.0% 0.3% 0.0% 

St Helier option 
cumulative figures 
(%) 

64.7% 81.0% 96.7% 99.7% 100% 100% 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

When looking at changes in travel time, much of Sutton and Merton CCG areas would benefit 

from service provision at St Helier Hospital and out of area hospitals, with broadly the whole 

area experiencing journey times of under 15 minutes. Surrey Downs would experience total 

journey times of up to 30 minutes, and up to 45 minutes for small areas to the south. Although 

no one from this community would see the current length of their journey increase by more than 

30 minutes.  

Table 20: Total population of residents who would experience travel time increases under 
the St Helier option, based on average Tuesday AM blue light ambulance travel times 

 Merton 
CCG  

% Surrey 
Downs 

CCG  

% Sutton 
CCG  

% Total 
population 

No change 205,029 100% 72,947 25.3% 197,247 97.5% 475,223 

Less than 5-
minute increase 

- - 62,432 21.7% 4,973 2.5% 67,405 

5 to 10-minute 
increase 

- - 63,783 22.1% - - 63,783 

10 to 15-minute 
increase 

- - 59,769 20.7% - - 59,760 

15 to 30-minute 
increase 

- - 29,268 10.2% - - 29,268 

Over 30-minute 
increase 

- - - - - - - 

Grand Total 205,029 100% 288,199 100% 202,220 100% 695,448 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

For equality groups, the majority are likely to experience similar changes to the wider 

community in terms of travel times. However, older people, due to a number of larger densities 

populated in the more rural south of the study area, are more likely to experience a 

disproportionate impact under this option, as they are likely to experience a higher proportion of 

those who may not be able to access acute services within 15 minutes by blue light ambulance 

compared with the wider population. For example, for the AM period, around 26% of older 

people may no longer be able to access acute services within 15 minutes, this compares with 

around 21% of the wider community who may no longer be able to access within this time 
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period. Table 21 demonstrates that this impact is concentrated in Surrey Downs where 

residents aged over 65, are the only residents amongst this group to experience any travel time 

changes by blue light ambulance over 5 minutes, although the majority of the travel time 

increases are under 15 minutes. It should be noted that older people also disproportionately use 

emergency services. Data on hospital accident and emergency activity has shown that 42% of 

all A&E attendances in England are from older people while this group represents 18% of the 

English population.77 This population group is also projected to increase across the three CCG 

geographies and as such this impact may become more pronounced.  

Table 21: Total population of residents aged 65 and over who would experience travel 
time increases under the St Helier option, based on average Tuesday AM blue light 
ambulance travel times 

 Merton 
CCG  

% Surrey 
Downs 

CCG  

% Sutton 
CCG  

% Total 
population 

No change 25,362 100% 13,620 23.2% 29,347 95.9% 68,329 

Less than 5 minute 
increase 

- - 13,791 23.5% 1,260 4.1% 15,051 

5 to 10 minute 
increase 

- - 14,199 24.2% - - 14,199 

10 to 15 minute 
increase 

- - 10,920 18.6% - - 10,920 

15 to 30 minute 
increase 

- - 6,078 10.4% - - 6,078 

Over 30 minute 
increase 

- - - - - - - 

Grand Total 25,362 100% 58,608 100% 30,607 100% 114,577 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

Travel by blue light ambulance to acute services provided at Sutton Hospital and out of area 

hospitals  

Across the AM, IP and PM periods, the option to provide acute services at Sutton 

Hospital would likely give the greatest accessibility for the population. For the Sutton 

Hospital option, the proportion of people who are able to access acute services via blue light 

ambulance within 15 minutes across the day is expected to change marginally; from between 

85% and 98% currently to 78% and 93%.  

The areas that would experience journey times of under 15 minutes to either Sutton Hospital or 

an out of area hospital, are broadly the same as the St Helier Hospital option, but also extends 

South into the Surrey Downs taking in Banstead and surrounding areas. Predominantly for 

Sutton and Surrey Downs, the areas that would experience journey times of under 15 minutes 

would be accessing services at Sutton Hospital as opposed to an out of area hospital. For areas 

to the very north of Merton, St George’s, Kingston and Croydon University are the closest 

hospital sites and as such their journey time would not change as they would continue using 

these hospitals. Therefore, under this option, patients across the study area are not expected to 

experience increases in their overall journey time of greater than 15 minutes.  

Where there are those who will likely experience increases in journey time, this is expected to 

be marginal with the majority of residents, under this option and for the AM period, being able to 

access acute services within 20 minutes and nearly all within 25 minutes.  

                                                      
77 NHS (2017) ‘Hospital Accident and Emergency Activity, 2015-16’. Available at: 

https://files.digital.nhs.uk/publicationimport/pub23xxx/pub23070/acci-emer-atte-eng-2015-16-rep.pdf  

https://files.digital.nhs.uk/publicationimport/pub23xxx/pub23070/acci-emer-atte-eng-2015-16-rep.pdf


Mott MacDonald | Improving Healthcare Together 2020-2030      79 
Draft interim Integrated Impact Assessment 
 
 

396624 | 6 | A | June 2019 
 
 

Table 22: Proportion of the overall population who can access major acute services via 
blue light ambulance within time bands during the AM period under the Sutton option  

 Under 15 
minutes  

15 to 20 
minutes  

20 to 25 
minutes  

25 to 30 
minutes  

30 to 45 
minutes  

45 to 60 
minutes  

Baseline absolute 
numbers  

598,672 77,238 15,973 1,688 1,877 0 

Baseline absolute 
percentages  

86.1% 11.1% 2.3% 0.2% 0.3% 0% 

Baseline cumulative 
figures (%)  

86.1% 97.2% 99.5% 99.7% 100% 100% 

Sutton option 
absolute numbers 

543,986 76,175 70,353 3,057 1,877 0 

Sutton option 
absolute 
percentages 

78.2% 11.0% 10.1% 0.4% 0.3% 0% 

Sutton option 
cumulative figures 
(%) 

78.2% 89.2% 99.3% 99.7% 100% 100% 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

Reflecting the above, those residents in Surrey Downs are expected to see the greatest 

increases on their current journey time.  

Table 23: Total population of residents who would experience travel time increases under 
the Sutton option, based on average Tuesday AM blue light ambulance travel times 

 Merton 
CCG  

% Surrey 
Downs 

CCG  

% Sutton 
CCG  

% Total 
population 

Decrease in 
travel time 

- 0.0% 30,795 10.7% 103,623 51.2% 134,418 

No change 129,108 63.0% 69,875 24.2% 6,097 3.0% 205,080 

Less than 5-
minute increase 

39,462 19.2% 97,193 33.7% 60,692 30.0% 197,347 

5 to 10-minute 
increase 

36,459 17.8% 62,031 21.5% 31,808 15.7% 130,298 

10 to 15-minute 
increase 

- - 28,305 9.8% - - 28,305 

15 to 30-minute 
increase 

- - - - - - - 

Over 30-minute 
increase 

- - - - - - - 

Grand Total 205,029 100% 288,199 100% 202.220 100% 695,448 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

5.4.2 The perceived impact of longer journey times on patient outcomes  

There is a perception across those who were engaged with as part of this work, that 

longer travel times and difficulty in accessing acute services may lead to patients and 

visitors restricting their usage of, and visits to, these services or may negatively impact a 

patients’ outcomes.  

The travel analysis has indicated that, across the options for change, some patients will be 

required to travel further to access their closest major acute services. When discussing the 

impact of longer journey times with both local community groups and representatives of these 

groups, the extent to which journey times could impact on the health outcomes of patients was a 
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concern, with the potential for it to increase mortality rates being of key concern. While this 

concern was largely linked to longer journey times in ambulances, it was acknowledged that 

very ill friends or family members can sometimes be taken to acute services, such as A&E, in 

private cars. Longer distances and greater potential to encounter traffic were therefore 

highlighted a major concern when ensuring those who are very ill can access acute 

services as fast as possible.  

Research on this issue has previously been mixed, however most recently, a study on changes 

to five ED services identified that any negative effects caused by increased journey time to an 

ED can be offset by other factors; for example, if other new services are introduced and care 

becomes more effective than it used to be, or if the care received at the now-nearest hospital is 

more effective than previously provided.78  

Longer journey times were also highlighted within the focus groups with the local community 

and with local community representatives as potentially further affecting mortality or 

exacerbating conditions through actively discouraging patients to use acute services. For 

example, a local LGBT+ representative in Merton highlighted the importance of A&E providing 

easy access to post-exposure prophylaxis (PEP) treatment for those exposed to the HIV virus. It 

was felt that if the community is required to travel further to access this service there is a risk 

that those who have potentially come into contact with the HIV virus may not access these 

services. Across the focus groups, participants provided a range of examples where those with 

an illness or injury may be discouraged from accessing acute services, resulting in exacerbation 

of that injury or illness. It should be noted, however, that there is little to no documented 

evidence to substantiate this belief.  

Evidence has shown that visits to patients from friends and family can help speed recovery 

rates.79 80 It was highlighted in discussions with the local community that the health of patients 

might therefore be impacted by reduced visits from family and friends, as a result of: 

1. Increasingly complex journeys – for example, longer journeys could mean having to use new 

and unfamiliar routes and/or several different modes of transport or services.  

2. Increase costs to undertake the journey – longer journeys can result in increased costs both 

in terms of paying for a longer journey fare/more petrol, or in terms of paying for multiple 

transport modes.  

Again, there is little, to no, available documented evidence to suggest that longer journey times 

affect the visiting of friends and family. It should also be noted that no person living within the 

study area is expected to see a journey increase of longer than 30 minutes for car and blue light 

ambulance journeys.  

  

                                                      
78 Knowles E, Shephard N, Stone T, Bishop-Edwards L, Hirst E, Abouzeid L, et al. Closing five Emergency Departments in England 

between 2009 and 2011: the closed controlled interrupted time-series analysis. Health Serv Deliv Res 2018;6(27). 

79 Ismail, S (2007) ‘Visiting times’. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2151159/  

80 Brit Trogen (2018) ‘Do hospital visitors impact patient outcomes?’. Available at: https://www.clinicalcorrelations.org/2018/08/03/do-
hospital-visitors-impact-patient-outcomes/ 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC2151159/
https://www.clinicalcorrelations.org/2018/08/03/do-hospital-visitors-impact-patient-outcomes/
https://www.clinicalcorrelations.org/2018/08/03/do-hospital-visitors-impact-patient-outcomes/
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5.5 Impact of longer journey times on access to acute services for visitors  

Our assessment rating of the impact of the proposed options on journey times to access acute 

services for visitors are shown in the table below. Justification for this assessment is set out in 

the following sub-sections. Analysis was undertaken to explore the impact on a range of 

protected characteristic groups, the text below only comments on those groups where the data 

suggests a disproportionate impact (full findings for protected characteristic groups can be 

found in appendix H) 

Potential 
impact 
area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Longer 
journey 
times on 
access to 
acute 
services 
for visitors 

High Moderate 
adverse – 
increases 

largely 
linked to 
public 

transport 
travel for a 

large 
proportion of 

the 
population 
living in the 
north of the 
study area 
covering 

Merton and 
some of 

Sutton. Will 
likely have a 

greater 
impact on 
deprived 

communities 
living in this 

area.  

Long 
term 

High Moderate 
adverse - 
increases 

largely 
linked to 
public 

transport 
travel for a 
proportion 

of the 
population 

living in 
the south 

of the 
study area, 

largely 
covering 
Surrey 
Downs. 

Will likely 
have a 
greater 

impact on 
older 

people 
living in 

this area.  

Long 
term 

High Moderate 
adverse - 

short 
increases 

largely linked 
to public 
transport 

travel for a 
large 

proportion of 
the 

population 
living across 

the study 
area. Will 

likely have a 
greater 

impact on 
deprived 

communities 
when 

traveling by 
public 

transport.  

Long 
term 

As well as impacting on patients, the delivery of major acute services on a single site will 

have an impact on access to acute services for visitors across the primary study area. As 

with patients, depending on mode of transport taken and proposed options for change, the 

extent of this impact will vary.  

When assessing impacts across the options, it is important to note that the levels of car 

ownership differs across the study area. Areas in the north have lower levels of car ownership in 

comparison to those in the south, as shown in Figure 11. Yet the north of the study area has 

greater access to and availability of public transport, therefore, visitors living in the north of the 

study area may be more reliant on accessing acute hospital services via public transport 

compared with those living in the south.  

As with the patient travel time analysis, to add context to the discussion below, in addition to the 

overall proportion of patients who can access acute services within 15 minutes and 30 minutes 

across the day, data tables covering Tuesday AM peak time have been included which outline 

the additional travel times for patients. This day and time period have been chosen as it is felt to 

best reflect the times when congestion is expected to be high on the roads. 
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Figure 11: Car ownership  

 
Source: Mott Macdonald based on Census 2011. 

5.5.1 The expected changes to journey time across modes and options  

5.5.1.1 Accessing acute services by car 

Travel times for those visiting patients in acute care via car are expected to be the same as 

patients accessing these services by car (see section 5.4.1.1. for detailed analysis). Therefore, 

the majority of visitors (78% and 96%) living within the study area currently appear to be able to 

access acute services within 15 minutes by car at any time of day. However, as discussed at 

5.4.1.1, the delivery of major acute services on a single site will likely have some impact on 

current travel times when accessing these services by car, although it is expected that nearly all 

visitors will be able to travel to acute services within 30 minute across the options for change. 

Again, it should be noted that these travel times are exclusive of the time required to park on 

arrival at the site.  

Travel by car to acute services provided at Epsom Hospital and out of area hospitals  

For AM, PM and IP periods the Epsom Hospital option is likely to result in the greatest 

reduction in accessibility. Between 45% and 54% of the population are expected to be able to 

access acute services within 15 minutes.  

As with patients, visitors from the two highest quintiles of deprivation are likely to be 

disproportionately impacted compared with the wider community, as they are likely to 

experience greater proportion of people who may no longer be able to access acute services by 

car within 15 minutes at the AM, IP and PM periods when compared with the wider community.  
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Levels of car ownership vary across the study area. As previously highlighted, the north of the 

study area, covering Merton and Sutton CCGs, has pockets of low vehicle ownership, especially 

compared with the south of the study area around Surrey Downs which sees relatively high 

levels of ownership. As such, while the modelling suggests a disproportionate impact on visitors 

from the highest quintiles of deprivation under the Epsom hospital site option, as this group 

tends to reside in areas of low car ownership the extent of this impact in terms of travel by car is 

likely to be less pronounced across the group. 

Travel by car to acute services provided at St Helier Hospital and out of area hospital  

Major acute services located in St Helier Hospital, after the Sutton major acute hospital option 

(see below), is likely to offer the second greatest accessibility for residents across AM, IP and 

PM periods. However, when exploring OP times, St Helier Hospital is expected to offer the 

longest journey times.  

Travel by car to acute services provided at Sutton Hospital and out of area hospitals  

Where major acute services would move to Sutton Hospital, car journey time across the AM, IP 

and PM periods would likely provide the greatest accessibility to the local community 

compared to the other two options.  

5.5.1.2 Accessing services by public transport  

Table 24: Proportion of the overall population who can access major acute services 
within 15 minutes via public transport under baseline conditions   

Travel method 
Percentage of residents who 
can currently access acute 
service within 15 minutes  

Percentage of residents who 
can currently access service 
within 30 minutes 

PT AM 19.6% 68.9% 

PT PM 19.4% 67.5% 

PT IP 20.6% 69.2% 

PT OP 26.5% 79% 

Source: Mott MacDonald based on Association of Train Operating Companies and Traveline National Dataset, Q2 
2018 

Across England, data collected by the Department for Transport in 201681, indicates that the 

average travel time to reach a hospital82 via public transport or walking is 40 minutes and just 

over 35 minutes by bike.  

Currently, across all time periods, between 19% and 27% of residents can access a hospital site 

providing major acute services within 15 minutes and between 68% and 79% can access within 

30 minutes. During OP hours the proportion who can access acute services increases due to 

decreased congestion on the transport network during these times, allowing services to run with 

fewer travel delays. 

Accessibility across the study area varies with those residents to the south of the Surrey Downs, 

for example, areas surrounding Ockley and Dorking experience the longest travel times, with 

some journey times exceeding 60 minutes. In comparison, residents to the north around Merton 

                                                      
81 Department for Transport (2016) ‘Journey Time Statistics 2016’. Available at: 

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/710462/journey-time-statistics-
2016.pdf  

82 This covers all organisations that are registered with the Care Quality Commission (CQC) and are managed by Acute Trusts.  

https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/710462/journey-time-statistics-2016.pdf
https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/710462/journey-time-statistics-2016.pdf
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and Sutton, where public transport is more widely available, broadly experience journey times of 

under 30 minutes.  

For patients, the impact of journey times is largely linked to the closest hospital site. However, 

for visitors, their destination is predetermined by the location of the patient and therefore 

journeys made will not always align with the closest hospital by travel times. Consequently, 

journey times may be higher or lower than what is reflected here and in the later sections. As 

such these times, particularly, should be considered as indicative only. 

Figure 12: Tuesday AM peak public transport 

 
Source: Mott MacDonald based on Association of Train Operating Companies and Traveline National Dataset, Q2 

2018 

Many of the equality groups under observation reside in the more densely populated north of 

the study area (see maps in Appendix G.1). As the north has a wider availability of public 

transport links, as well as acute hospitals, these groups tend to generally have good public 

transport access to acute services, reducing their length of travel. This is especially true for 

females aged 16-44, those with a long-term health condition, those from areas of high 

deprivation, BAME groups and unpaid carers. There is a higher density of older people located 

in the south of the study area, this area has fewer available public transport options (see section 

5.6.1) and sees a lower than average number of older people who are able to access acute 

services within 30 minutes. Roughly 62% of older people can access acute services within 30 

minutes at AM period compared with around 69% of the wider community).  

The availability of public transport to the Epsom, St Helier and Sutton hospital sites varies in 

both frequency and availability. The delivery of major acute services on a single site will 

therefore have different impacts on existing travel times for many travelling to acute hospital 
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service sites via public transport across the proposed options for change. As with other modes 

of transport, any journey time change is likely to elicit strong reactions from the local community, 

regardless of available evidence to support the change. As public transport journey times tend 

to be longer on average than other modes of transport, the analysis below has focused on travel 

within 30 minutes.   

Table 25: Proportion of the overall population who can access major acute services 
within 30 minutes under baseline conditions and for each proposed option by public 
transport 

Travel 
Method 

Baseline Epsom 
and out 
of area 

hospitals 

% change 
to 

baseline 

St Helier 
and out 
of area 

hospitals 

% change 
to 

baseline 

Sutton 
and out 
of area 

hospitals 

% change 
to 

baseline 

PT AM 68.9% 49.1% 19.8% 53.0% 15.9% 58.7% 10.2% 

PT PM 67.5% 48.4% 19.1% 52.0% 15.5% 57.6% 9.9% 

PT IP 69.2% 49.3% 19.9% 52.8% 16.4% 58.4% 10.9% 

PT OP 79.0% 65.2% 13.8% 62.7% 16.3% 69.0% 9.9% 

Source: Mott MacDonald based on Association of Train Operating Companies and Traveline National Dataset, Q2 
2018 

Travel by public transport to acute services provided at Epsom hospital and out of area 

hospitals  

Where acute services are delivered at Epsom Hospital, the proportion of people who are able to 

access these services via public transport during AM, PM and IP times, within 30 minutes, is 

expected to drop from between 68% and 69% to between 48% and 49%. As with car journey 

times, the Epsom option, for public transport, is likely to be the least accessible option for 

the community as a whole. 

The most densely populated areas are in the north of the study area (see Figure 6), 

consequently consolidating services at Epsom Hospital, which is geographically the furthest 

away from these areas of high population density, is likely to lead to a greater proportion of 

residents in the study area being impacted.  

Regardless of the above, while residents may no longer be able to access acute services within 

30 minutes, for the AM period, nearly all are likely to be able to access within 45 minutes 

(see below table). For those in the north of Merton, the closest hospital by minimum public 

transport travel time is either St George’s or Croydon University Hospitals, and these residents 

would likely still access these sites. For residents in Sutton, St Helier Hospital is currently their 

closest hospital, under this option, this would change to either Epsom, St George’s or Croydon 

University Hospital. These residents would therefore be expected to experience travel times, on 

average, of between 30 and 45 minutes as they would be required to travel to hospitals located 

at a greater distance to that which they currently attend.  
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Table 26: Proportion of the overall population who can access major acute services via 
public transport within time bands during the AM period under the Epsom option  

 Under 30 
minutes  

30 to 45 
minutes  

45 to 60 
minutes  

Over 60 
minutes  

Baseline absolute numbers 479,197 161,484 43,059 11,708 

Baseline absolute percentages  68.9% 23.2% 6.2% 1.7% 

Baseline cumulative figures (%)  68.9% 92.1% 98.3% 100% 

Epsom option absolute numbers 341,646 293,639 48,455 11,708 

Epsom option absolute 
percentages 

49.1% 42.2% 7.0% 1.7% 

Epsom option cumulative figures 
(%) 

49.1% 91.3% 98.3% 100% 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

When looking at changes to travel time, around 43% of the Sutton residents would experience 

an increase in journey time of over 15 minutes. Residents in the Surrey Downs would likely see 

the least change associated with public transport travel to Epsom or out of area sites, with an 

expected c.2% of Surrey Downs residents experiencing any change in journey time (see Table 

27 below).  

Table 27: Total population of residents who would experience travel time increases under 
the Epsom option, based on average Tuesday AM travel times 

  
Merton 

CCG 
% 

Surrey 
Downs 

CCG 
% 

Sutton 
CCG 

% 
Total 

population  

No change 150,268 73.3% 281,712 97.7% 11,336 5.6% 443,316 

Less than 5-minute 
increase 

30,768 15.0% 6,487 2.3% 34,790 17.2% 72,045 

5 to 10-minute increase 4,633 2.3% - - 47,621 23.5% 52,254 

10 to 15-minute increase 8,819 4.3% - - 21,519 10.6% 30,338 

15 to 20-minute increase 5,205 2.5% - - 15,994 7.9% 21,199 

20 to 25-minute increase 5,336 2.6% - - 27,244 13.5% 32,580 

25 to 30-minute increase - - - - 34,131 16.9% 34,131 

Over 30-minute increase - - - - 9,585 4.7% 9,585 

Grand Total 205,029 100% 288,199 100% 202,220 100% 695,448 

Source: Mott Macdonald based on Association of Train Operating Companies and Traveline National Dataset Q2 
2018, and 2016 mid-year population estimates 

When exploring the impact of the Epsom Hospital option on travel times for equality groups, 

those from deprived communities are more likely to see a reduction in the proportion of 

people who can access acute services within 30 minutes via public transport. Looking at travel 

in the AM period, around 33% of those from the areas within the highest quintiles of deprivation 

may no longer be able to access acute services within 30 minutes, this compares with around 

20% of the wider community who may no longer be able to access within this time period. This 

is likely because the highest densities residents from these equality groups are found to the 

north of the study area and therefore would experience longer journey times should services be 

removed from St Helier (whose closest hospital is currently St Helier) and instead located at 

Epsom or other out of area hospitals. Table 28 below, indicates that c.15% of those from areas 

in the highest two quintiles of deprivation in Sutton would experience an increase in journey 

time of over 30 minutes. Those from areas of high deprivation are also less likely to own a car 
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compared with other areas within the study area and as such, any increase in journey time is 

also likely to affect this group more than others.  

Table 28: Total population of residents from the top two most deprived communities who 
would experience travel time increases under the Epsom option, based on average 
Tuesday AM travel times 

 Merton 
CCG  

% Surrey 
Downs 

CCG  

% Sutton 
CCG 

% Total 
population 

No change 26,413 52.4% 12,889 100% 1,974 4.8% 41,276 

Less than 5-minute 
increase 

6,973 13.8% - - 2,893 7.0% 9,866 

5 to 10-minute increase 4,633 9.2% - - 5,243 12.7% 9,876 

10 to 15-minute increase 3,416 6.8% - - 1,691 4.1% 5,107 

15 to 20-minute increase 3,602 7.2% - - 1,325 3.2% 4,927 

20 to 25-minute increase 5,336 10.6% - - 7,579 18.4% 12,915 

25 to 30-minute increase - - - - 14,253 34.6% 14,253 

Over 30-minute increase - - - - 6,280 15.2% 6,280 

Grand Total 50,373 100% 12,889 100% 41,238 100% 104,500 

Source: Mott Macdonald based on Association of Train Operating Companies and Traveline National Dataset Q2 
2018, and 2016 mid-year population estimates 

Travel by public transport to acute services provided at St Helier Hospital and out of area 

hospital  

Consolidating major acute services at St Helier Hospital would likely give the greatest 

accessibility for journeys lasting under 30 minutes. Between 68% and 79% of residents in 

the study area can currently access acute services within 30 minutes by public transport across 

all time periods, compared with between 52% and 63% under the St Helier Hospital option. 

Good public transport connections in the areas of highest population densities make this likely 

to be the most accessible hospital for all residents.  

However, those in the very south of the study area are more likely to experience longer journey 

times when accessing acute services at St Helier via public transport, as such the St Helier 

option, compared with the other options is likely to result in the highest proportion of those 

who will not be able to access acute services within 45 minutes (c.22% compared with 8% 

currently).  
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Table 29: Proportion of the overall population who can access major acute services via 
public transport within time bands during the AM period under the St Helier option  

 Under 30 
minutes  

30 to 45 
minutes  

45 to 60 
minutes  

Over 60 
minutes  

Baseline absolute numbers 479,197 161,484 43,059 11,708 

Baseline absolute percentages  68.9% 23.2% 6.2% 1.7% 

Baseline cumulative figures (%)  68.9% 92.1% 98.3% 100% 

St Helier option absolute 
numbers 

368,372 172,214 108,561 46,301 

St Helier option absolute 
percentages  

53.0% 24.8% 15.6% 6.7% 

St Helier option cumulative 
figures (%) 

53.05 77.7% 93.3% 100% 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

Reflecting the above, due to reduced transport provision connecting Surrey Downs with Sutton 

and Merton, residents in Surrey Downs would likely see the most significant changes to travel 

times, with around 65% of residents experiencing an increase. Merton and Sutton residents, 

due to stronger transport links in the area, would likely experience minimal, to no changes as a 

result of consolidation of services to St Helier (see figures in Table 30 below).   

Table 30: Total population of residents who would experience travel time increases under 
the St Helier option, based on average Tuesday AM travel times 

  
Merton 

CCG 
% 

Surrey 
Downs 

CCG 
% 

Sutton 
CCG 

% 
Total 

population  

No change 205,029 100% 101,664 35.3% 199,214 98.5% 505,907 

Less than 5 minute increase - - 9,725 3.4% 1,613 0.8% 11,338 

5 to 10 minute increase - - 23,875 8.3% 1,393 0.7% 25,268 

10 to 15 minute increase - - 34,040 11.8% - - 34,040 

15 to 20 minute increase - - 22,654 7.9% - - 22,654 

20 to 25 minute increase - - 25,065 8.7% - - 25,065 

25 to 30 minute increase - - 18,791 6.5% - - 18,791 

Over 30 minute increase - - 52,385 18.2% - - 52,385 

Grand Total 205,029  100% 288,199  100% 202,220  100% 695,448 

Source: Mott Macdonald based on Association of Train Operating Companies and Traveline National Dataset Q2 
2018, and 2016 mid-year population estimates 

Across the equality groups, similar changes in travel time would be expected be seen to that of 

the wider community.  

Travel by public transport to acute services provided at Sutton Hospital and out of area hospitals  

The Sutton Hospital option, for public transport, is likely to be the second most accessible 

option after St Helier Hospital for the study population. For journeys within 30 minutes, the 

proportion of residents who would be able to access acute services would likely drop from 

between 68% and 79% to between 58% and 69% across all time periods. 

Although public transport connections are better in the area surrounding Sutton Hospital, 

compared to Epsom Hospital, the accessibility is broadly similar. This is because those 

residents who can access services within 30 minutes by public transport at Sutton Hospital 
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reside in a relatively small corridor stretching from Sutton to the north, and Banstead to the 

south. In comparison, those who can access services at Epsom Hospital within 30 minutes 

reside in a larger area surrounding Epsom Hospital. 

As with the other options, although residents are likely to see their journey time increase to 

longer than 30 minutes, the majority (87%) are expected to be able to continue to access 

acute services, under this option, within 45 minutes (see Table 31). 

Table 31: Proportion of the overall population who can access major acute services via 
public transport within time bands during the AM period under the Sutton option  

 Under 30 
minutes  

30 to 45 
minutes  

45 to 60 
minutes  

Over 60 
minutes  

Baseline absolute numbers  479,197 161,484 43,059 11,708 

Baseline absolute percentages  68.9% 23.2% 6.2% 1.7% 

Baseline cumulative figures (%)  68.9% 92.1% 98.3% 100% 

Sutton option absolute numbers 408,440 194,536 66,681 25,791 

Sutton option absolute 
percentages 

58.7% 28.0% 9.6% 3.7% 

Sutton option cumulative figures 
(%) 

58.7% 86.7% 96.3% 100% 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

Given the above, Sutton residents are expected to experience the most positive impacts 

associated with consolidation of services to Sutton Hospital. Where previously these residents 

would have likely travelled to St Helier Hospital, Epsom Hospital or an out of area site, provision 

of services at Sutton would reduce travel times through providing a closer more accessible 

Hospital. However, as outlined in Table 17 below, those in the north of Sutton currently have St 

Helier as their nearest hospital, if acute services were moved to Sutton these residents would 

likely experience increases in journey times as they would be required to travel to Sutton or 

Croydon hospitals. Surrey Downs residents would likely experience the most negative impact on 

journey time (see Table 32 below). It should be noted that there is currently consideration 

around introducing a tram service which runs close to the site, this may therefore act to further 

reduce travel times.  
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Table 32: Total population of residents who would experience travel time increases under 
the Sutton option, based on average Tuesday AM travel times 

  Merton 
CCG 

% Surrey 
Downs 

CCG 

% Sutton 
CCG 

% Total 
population  

Decrease in travel time 6,310 3.1% 44,062 15.3% 71,730 35.5% 122,102 

No change 148,243 72.3% 92,000 31.9% 8,330 4.1% 248,573 

Less than 5 minute increase 26,483 12.9% 16,555 5.7% 45,923 22.7% 88,961 

5 to 10 minute increase 11,574 5.6% 25,902 9.0% 39,744 19.7% 77,220 

10 to 15 minute increase 5,471 2.7% 36,497 12.7% 10,950 5.4% 52,918 

15 to 20 minute increase 6,948 3.4% 13,812 4.8% 9,733 4.8% 30,493 

20 to 25 minute increase - - 29,494 10.2% 7,759 3.8% 37,253 

25 to 30 minute increase - - 19,556 6.8% 8,051 4.0% 27,607 

Over 30 minute increase - - 10,321 3.6% - - 10,321 

Grand Total 205,029  100% 288,199  100% 202,220  100% 695,448 

Source: Mott Macdonald based on Association of Train Operating Companies and Traveline National Dataset Q2 
2018, and 2016 mid-year population estimates 

For the majority of equality groups, across AM, PM, IP and OP, similar drops in the proportion 

who can access acute services within 30 minutes by public transport are expected. However, 

those from areas of highest deprivation are likely to experience a disproportionate impact, with 

a greater proportion of people from within this group, when compared to the overall population, 

who will no longer be able to access acute services within the 30 minutes time period. For 

example, for the AM period around 16% of those from the highest quintiles of deprivation may 

no longer be able to access acute services within 30 minutes, this compares with around 10% of 

the wider community who will no longer be able to access within this time period. Table 33 

below outlines that residents living within the most deprived quintiles in Sutton and Surrey 

Downs will likely experience the greatest increases in journey time. Again, it should be 

noted that this group tends to have lower car ownership than the wider communities living within 

the study area and may therefore further experience this increased travel time more acutely.  

Table 33: Total population of residents from areas within the highest quintiles of 
deprivation who would experience travel time increases under the Sutton option, based 
on average Tuesday AM travel times 

 Merton 
CCG  

% Surrey 
Downs 
CCG  

% Sutton 
CCG  

%  Total 
population 

Decrease in travel times  2,025 4.0% 1,436 11.1% 6,319 15.3% 9,780 

No change  24,388 48.4% 1,671 13.0% 1,974 4.8% 28,033 

Less than 5 minutes 
increase  

6,973 13.8% - - 8,940 21.7% 15,913 

5 to 10 minute increase  6,463 12.8% 1,668 12.9% 3,351 8.1% 11,482 

10 to 15 minute increase  3,576 7.1% - - - - 3,576 

15 to 20 minute increase 6,948 13.8% - - 8,166 19.8% 15,114 

20 to 25 minute increase  - - 8,114 63.0% 6,148 14.9% 14,262 

25 to 30 minute increase  - - - - 6,340 15.4% 6,340 

Over 30 minute increase  - - - - - - - 

Grand total  50,373 100% 12,889 100% 41,238 100% 104,500 

Source: Mott Macdonald based on Association of Train Operating Companies and Traveline National Dataset Q2 
2018, and 2016 mid-year population estimates 
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5.5.2 The perceived impact of longer journey times on visitors of acutely unwell 

patients 

Longer journey times may impact on the health and wellbeing of those who visit patients. 

Participants involved in the focus groups highlighted that longer journey times and unfamiliar 

routes are likely to cause additional stress and anxiety for those travelling to the site. The 

additional costs and complexity of journeys outlined in the previous section were viewed as key 

stressors when visiting patients, resulting in reduced health and wellbeing outcomes for visitors, 

particularly those making regular journeys to see people.  

While evidence is limited, work has been done to look at the psychological impacts of visiting a 

family member in intensive care. These studies have found that a high proportion of those 

regularly visiting a family member present with symptoms of anxiety and depression.83 In this 

context, any additional stress could potentially reduce the health and wellbeing outcomes for 

visitors.  

Visitors travelling to the chosen major acute hospital site are likely to do so by car or public 

transport. The extent to which this impact is likely to affect visitors residing within the study area 

is expected to be relatively low for those travelling to acute services via car, where the majority 

of residents (c.99%) are expected to be able to access these services within 30 minutes. For 

those travelling via public transport this impact may be more likely, the discussion above has 

indicated that across the proposed options when travelling by public transport there will be 

reasonable proportions of residents in the CCG areas who experience journey time increase of 

over 20 minutes. 

  

                                                      
83 Bolosi, M. et al. (2018) ‘Depressive and Anxiety Symptoms in Relatives of Intensive Care Unit Patients and the Perceived Need for 

Support’. Available at: https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6126323/  

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6126323/


Mott MacDonald | Improving Healthcare Together 2020-2030      92 
Draft interim Integrated Impact Assessment 
 
 

396624 | 6 | A | June 2019 
 
 

5.6 Transportation cost and accessibility of acute service on a single site  

Our assessment rating of the impact of the proposed options on transportation costs and 

accessibility to travel to acute services on a single site are shown in the table below. 

Justification for this assessment is set out in the following sub-sections. 

Potential 
impact area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Transportation 
cost and 
accessibility of 
acute services 
on a single 
site  

High Marginal 
adverse - 
increases 

for a 
proportion 

of the 
population 

living largely 
in Merton 

and Sutton. 
Will likely 
have a 
greater 

impact on 
those who 
are older, 
disabled, 
pregnant, 
from an 
ethnic 

minority 
background, 

or from a 
deprived 

area. 

Long 
term 

High Marginal 
adverse - 
increases 

for a 
proportion 

of the 
population 

living largely 
in Surrey 

Downs. Will 
likely have a 

greater 
impact on 
those who 
are older, 
disabled, 

pregnant or 
from an 
ethnic 

minority 
background. 

Long 
term 

High Marginal 
adverse - 
increases 
for a large 
proportion 

of the 
population 

living across 
the study 

area, 
particularly 
Merton and 

Surrey 
Downs. Will 
likely have a 

greater 
impact on 
those who 
are older, 
disabled, 
pregnant, 
from an 
ethnic 

minority 
background, 

or from a 
deprived 

area.   

Long 
term 

The majority of patients will be treated in district services which will continue to be 

provided at Epsom and St Helier hospitals. As such, in most cases travel requirements 

for patients and visitors will not change. However, as highlighted in the previous sections, 

those residents requiring access to major acute services will likely experience increased journey 

times. While in many cases these journeys will be infrequent, and the increased journey time 

will be less than 30 minutes, the change in travel time may result in residents using new 

transport modes and routes to access acute services. The following sections explores potential 

transportation constraints when travelling to the major acute hospital service sites and the 

impact this may have on the local community.  

5.6.1 Availability of public transport  

Those who experience longer journey times, may also experience a number of negative 

impacts around the availability public transport when accessing acute services. The 

extent of the impact and those likely to be affected will vary depending on the option for change:  

5.6.1.1 Epsom Hospital 

Local bus services are the main public transport option to Epsom hospital. However, there are 

regular connections to Waterloo, Victoria, Sutton, Croydon and Dorking from Epsom rail station, 
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which is an approximate 15 to 20 minute walk or short journey by bus from the hospital site. 

There are five bus routes that serve Epsom Hospital (see tables in Appendix H.9).  

As outlined in Figure 13 and Figure 14 below, there is reduced public transport offering 

surrounding Epsom Hospital, making it generally less accessible by public transport when 

compared to Sutton or St Helier Hospitals. Figure 13 displays stop frequencies for the AM 

period, but the frequencies are broadly similar across the AM, IP and PM periods. Maps 

displaying these can be found in Appendix H.8. During the OP period, the frequency of stops is 

further reduced, particularly in the south of the study area, for example on a Sunday only one 

bus runs at relative frequency, the 293 which runs once every 30 minutes. Bus routes that do 

not require any changes run mostly east to west across the north of the Surrey Downs CCG. 

Those areas to the south of the Surrey Downs, which is relatively sparsely populated, and 

Merton and Sutton, which are relatively densely populated, are not well served by direct bus 

routes. These residents would be required to make a journey on multiple buses or transport 

modes to access acute services. 

The Epsom Hospital option means that many residents when travelling via public transport may 

experience relatively complex journeys, using multiple forms of transport to access the 

site. It should be noted that the scale of this impact is likely to be relatively low for those 

travelling from Merton and Surrey Downs in which 73% and 98% respectively of residents in 

each location will see no change in journey time via public transport. Those living in Sutton, 

however, are more likely to realise this impact with over a third (35.1%) likely to experience 

journey time increases of over 20 minutes via public transport (see Table 27). 

Where residents choose to use the most direct public transport service they will likely have to 

walk some distance in order to access the hospital site. This may have a disproportionate 

impact on those who are older, pregnant, have a disability, or a mental health condition, 

and who may find it significantly affects their ability to travel to the site because they are unable 

to take a more complex journey and/or cannot manage sustained periods of walking.  

‘Travelling longer distances will mean that people with mental illnesses may suffer with 

increased stress and anxiety. Why do we have to go all the way to Epsom? For people 

suffering with mental health it is a major undertaking, there are vulnerable people 

without support who would not be able to travel without support into unfamiliar 

environments. There is anxiety caused by people changing hospitals where they could 

feel familiar and comfortable where they are.’ 

(Those from areas of high deprivation focus group, Merton) 
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Figure 13: Bus routes directly serving Epsom  

 
Source: Mott MacDonald  

 



Mott MacDonald | Improving Healthcare Together 2020-2030      95 
Draft interim Integrated Impact Assessment 
 
 

396624 | 6 | A | June 2019 
 
 

Figure 14: Number of public transport services at stops per hour during the interpeak 
period 

 
Source: Mott MacDonald  

5.6.1.2 St Helier Hospital 

Of the three hospitals sites, St Helier Hospital, has the greatest number of routes servicing it 

with the greatest frequency of services.84 As with Epsom Hospital, public transport connections 

to the St Helier Hospital site are predominantly via bus, though there are also rail and tube 

connections. Morden tube station is a 10 to 12 minute journey by bus 157. Sutton rail station is 

approximately 10 to 15 minutes away by bus and St Helier and Carshalton are an approximate 

25 minute walk away, with less frequent bus connections. The hospital site is better served by 

bus services than any other mode of public transport with roughly seven services linked to the 

site.85 However, despite being relatively well connected by public transport services, a number 

of the bus routes with the highest frequency, like the rail options, are located within a 10 minute 

walk from the site, adding to overall journey times.  

Figure 15 below outlines the bus routes directly serving St Helier Hospital. While the north of the 

study area is well serviced by buses to the site, the south of the study area sees no direct bus 

service. As such, those travelling to this site from the south of the study area will likely be 

required to use multiple transport modes or changes of service to access it via public transport. 

As shown in Table 30, while the majority of those travelling from Merton and Sutton will see 

                                                      
84 In 2015, Rosehill roundabout and St Helier hospital bus stop were the fifth and sixth busiest boarding bus stops, with a combined 

average of 3,312 passengers boarding services at these stops. St Helier hospital was the fifth busiest alighting stop and Rosehill 
roundabout was the tenth busiest alighting stop, with a combined average of 2,962 daily alighting passengers. Based on ‘Analysis of 
Transport Data within the London Borough of Sutton’, 2015   

85 Based on data on the Epsom and St Helier University Hospital Trust website: https://www.epsom-sthelier.nhs.uk/plan-your-journey  

https://www.epsom-sthelier.nhs.uk/plan-your-journey
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minimal changes in their journey times, for those living in Surrey Downs who may be accessing 

acute services, roughly one third will experience journey time increases of over 20 minutes. 

These more complex journeys may disproportionately impact on a number of equality groups 

living in the south of the study area. In particular, as high densities of older people live in the 

south, this group is likely to be disproportionately impacted. It was highlighted by the focus 

groups that older people can struggle with new journeys and routines in terms of planning and 

managing these journeys.  

 ‘From my experience, these groups [older people] don't like change and the length of 

journeys can stress them out quite a lot.’ 

(Females aged 18-33 from a BAME background focus group, Merton) 

 

Figure 15: Bus routes directly serving St Helier hospital 

 
Source: Mott MacDonald 

5.6.1.3 Sutton Hospital 

Evidence collected on public transport options to the Sutton Hospital site suggests that currently 

public transport connections to the hospital are predominately via bus. While some of these bus 

services do run directly to the hospital, others stop within a 10 to 15 minute walk of the site. In 

addition to bus services, the Belmont and Sutton rail stations are located an approximate 10-20 

minute walk from the site. Consequently, those who struggle with walking long distances may 

experience particular difficulties with accessing this site. A number of those engaged with as 

part of this work highlighted that groups such as those with disability or illness, pregnant 

women, and older people may likely struggle to access the Sutton site due to walking 

requirements to get to it. It should be noted, however, that engagement with local transport 
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providers has indicated that there are currently ongoing discussions around extending the local 

tram service to the site. Should this be introduced it may allow for easier access to the site. 

Figure 16 below displays the bus routes that serve the site.86 Residents living on these routes 

would be able to access the site on a single bus service, however the distribution of high 

frequency stops appears to the north of the site rather than to the south. While this distribution 

of frequency reflects population density, with the area east of Sutton being relatively sparsely 

populated, it nevertheless means that those travelling to the site from these areas will likely 

have to draw on a range of public transport modes and services to access the site. Table 32 

suggests that those travelling from Surrey Downs in particular may be impacted with around a 

fifth of residents who access acute services at this site likely to experience journey time 

increases of greater than 20 minutes. These individuals will likely experience more complex 

journeys which may disproportionately impact on those who may struggle with new journeys 

and routines. Older people located to the south of the study area would likely experience 

particular difficulties when undertaking more complex journeys. Consequently, older people in 

the study area may also be disproportionately impacted by longer more complex journeys.  

Figure 16: Bus routes directly serving Sutton hospital  

 
Source: Mott MacDonald  

5.6.2 Additional travel costs  

The additional distance to travel to a consolidated major acute hospital service site is 

likely to result in additional costs for some residents travelling to the site.  

                                                      
86 Walton Oaks is served by the 420 at certain points during the AM and PM peak periods, Monday to Friday, but this service does not 

follow this route for every journey during the day.   
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The additional journey time for all options, and across all modes of transport, will likely result in 

additional costs for those required to travel to major acute services in a location different to their 

closest hospital. For those travelling by car, additional petrol costs are likely to be 

experienced and, where residents move to travelling by car when other modes may previously 

have been used, additional parking costs can also be expected87. Car ownership data 

indicates that those in the south of the study area have greater car ownership than those in the 

north. Residents from the south of the study area are therefore more likely to experience 

additional costs linked to car travel if major acute services are located at either the Sutton or St 

Helier Hospital sites.  

In addition to costs associated with driving, those who will need to use public transport or 

taxis/private hire vehicles to access consolidated major acute services can be expected 

to experience an increase in costs associated with travelling to the site. Many of those 

living within the study area will have longer journeys. Although in the majority of cases, across 

the options, this will not exceed an additional journey time of 20 minutes, any increase in 

journey time may result in residents being required to use new, or multiple transport modes and 

transport services to access services. This may result in residents experiencing additional costs 

when accessing acute services. For example, those engaged with as part of the focus groups in 

Merton outlined that to access the Epsom Hospital site would require travelling outside of the 

Oyster zone. At the solutions workshop and in discussion with the IIASG and TAWG, it was also 

highlighted that older residents, who under the options for change may now be required to 

draw on public transport services where they previously haven’t or travel longer distances on 

public transport, could be particularly impacted by rising transport costs. Those living in Surrey 

Downs, may be particularly impacted as changes to the eligibility of bus passes now means that 

older people are required to pay for transport during morning peak travel hours. In addition, it 

was suggested by some engaged with as part of the focus groups that the new requirements to 

travel to a consolidated site may lead to an increase use of taxis and private hire vehicles, 

increasing transportation costs. Given higher levels of car ownership to the south of the study 

area and greater provision of public transport in the north of the study area, it can be expected 

that those living to the north of the study area are more likely to be impacted by increased public 

transport costs when travelling to the Epsom option. 

The extra costs when travelling to acute services are likely to impact a range of both patients 

and visitors to these services. However, those engaged with suggested that those from more 

deprived backgrounds/lower income areas may particularly be impacted: 

‘Extra travel outgoings will impact vulnerable users, especially those from low incomes, 

such as working poor, money is tight and may not be available. It will stop people 

going.’ 

(Long-term conditions focus group, Merton) 

As higher densities of the BAME community and those with a long term health 

condition/disability live within areas in the highest quintiles of deprivation, these groups may 

also be expected to be disproportionately impacted compared with others.  

5.6.3 Availability of parking  

Participants at the focus groups suggested that current parking availability at the hospital sites 

can be limited. They suggested that it can take a long time to find a parking space and often the 

only available spaces are a considerable distance from the hospital, particularly when having to 

use parking outside of the site when the car park is full. This was felt to be problematic for older 

                                                      
87 Parking rates are standardised across the hospital sites and as such those who already drive and park and not expected to experience 

any change in parking costs if travelling to a new site. See appendix F for parking details.  
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and disabled people, as well as pregnant women, who may struggle with mobility. Table 34 

below outlines current parking availability at the three hospital sites.  

Table 34: Parking allocation at ESTH  

Type of parking  Parking spaces at St 
Helier Hospital 

Parking spaces at 
Epsom Hospital  

Parking spaces at 
Sutton Hospital  

Staff (general)  393 245 94 

Visitor  275 261 9 

Staff (barrier) 71 40  

Blue badge  45 40 6 

Staff (essential)  42 17 2 

Drop off  11 1  

Electric  4 3  

Clinical bays   5  

SK:N clinic   4  

Park and Ride    32 

Total  841 616 143 

Source: Epsom and St Helier University Trust 

The movement of acute services on to a single site is expected to result in an increased 

proportion of patients accessing the acute hospital site. In addition, the focus groups, suggested 

that the longer journey times which may result from any of the options for change, could result 

in increasing proportions of the local community choosing to travel by car to acute 

services. Given the existing difficulties in accessing parking at the site, there was a 

concern across the focus groups and the solutions workshop, that sufficient parking 

would not be available under any of the options for change. The Trust have suggested that 

under the proposed options for change, additional parking will be made available, but 

consideration will need to be given to ensuring parking is available to patients, particularly those 

who may struggle with accessibility (see Action 6 in section 7.2). Currently, the Sutton option 

appears to have significantly less parking than both the Epsom and St Helier options and as 

such it can be expected that considerable change will be needed to ensure that Sutton option 

provides sufficient parking.  

It should be noted that any difficulties with accessing acute services linked to parking availability 

is likely to impact on those from the south of the study area, particularly in Surrey Downs where 

there are fewer public transport options and where car ownership tends to be higher88.  

  

                                                      
88 See figure 11 for car ownership data across the combined geography  
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5.7 Health inequalities  

Our assessment rating of the impact of the proposed options on health inequalities are shown in 

the table below. Justification for this assessment is set out in the following sub-sections. 

Potential 
impact area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Health 
inequalities 

Medium Minor 
beneficial - 

larger impacts 
experienced 
through other 

factors 

Long 
term 

Medium  Minor 
beneficial - 

larger 
impacts 

experienced 
through 
other 

factors 

Long 
term 

Medium Minor 
beneficial - 

larger 
impacts 

experienced 
through 
other 

factors 

Long 
term 

Health inequalities can be defined as differences in health status or in the distribution of health 

determinants between different population groups89 and are frequently measured by life 

expectancy. They are preventable and result from inequalities in relation to social, 

environmental and economic conditions, which can contribute to the risk of people getting ill, 

their ability to prevent sickness, or opportunities to take action and access treatment when ill 

health occurs. 90 

The London Health Inequalities Strategy91 recognises that a range of factors shape these 

differences in health outcomes, including for example:   

● People through age, sex and hereditary factors. 

● Living through lifestyle choices such as diet, physical activity, smoking. 

● Communities through relationships, purpose and engagement. 

● The local economy in terms of employment and income. 

● The health and care system. 

● The built environment through homes, buildings, streets and travel. 

●  The natural environment through air, water land, spaces and natural habitat.  

Health outcomes across the combined authorities are generally in line with or better than those 

in London or England more widely. As an indicator of health inequalities, healthy life expectancy 

in males across the study area varies from 64.1 years in Merton to 68.3 years in Surrey and 

69.8 years in Sutton (although all are above the average of 63.4 years in England). Healthy life 

expectancy in females also varies from 65.3 years in Merton to 66.4 years in Sutton and 68.7 

years in Surrey (compared to an England average of 63.8 years).92 

There are, however, pockets of health inequalities across the three CCGs which any change to 

the delivery of services across ESTH will need to consider to ensure that, in line with the 

                                                      
89 World Health Organisation (date unknown) ‘Health Impact Assessment’. Available at: https://www.who.int/hia/about/glos/en/index1.html  

90 NHS England (date unknown) ‘Reducing health inequalities resources’. Available at: 
https://www.england.nhs.uk/about/equality/equality-hub/resources/  

91 Mayor of London (2018) The London Inequalities Strategy. Greater London Authority 

92 Public Health England (date unknown) ‘Public Health Outcomes Framework, 2015-2017’. Available at: 
https://fingertips.phe.org.uk/profile/public-health-outcomes-framework   

 

https://www.who.int/hia/about/glos/en/index1.html
https://www.england.nhs.uk/about/equality/equality-hub/resources/
https://fingertips.phe.org.uk/profile/public-health-outcomes-framework
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London Health Inequalities Strategy and local strategies such as Surrey’s Joint Health and 

Wellbeing Strategy93, any changes made support a positive impact in tackling the factors which 

affect inequalities in health outcomes.  

5.7.1 Deprived communities 

It is widely recognised that socio-economic status and deprivation is directly linked to health 

inequalities94. For example, in England, people living in the least deprived areas of the country 

live around 20 years longer in good health than people in the most deprived areas.95  

5.7.1.1 Deprivation Impact Analysis 

Recognising the importance of ensuring that future health and social care services are 

designed to meet the needs of the most deprived communities, the IHT programme 

commissioned an independent report to explore the healthcare issues associated with 

deprivation.96 This impact analysis formed a number of conclusions: 

● There is a wealth of evidence that health outcomes decline with increasing deprivation. 

● However, there is less evidence linking deprivation with the need/usage of the specific major 

acute services being considered as part of the IHT Programme. Rather, acute health need is 

driven by a range of factors, but primarily by number of long term conditions or multi-

morbidity which in turn are typically driven by age. 

● Within the combined geographies, overall deprivation is comparatively limited when 

compared nationally. There are, however, individual LSOA areas within the most deprived 

quintile nationally which is a helpful indicator of the areas of greatest need. 

● These pockets of the most deprived LSOAs are dispersed in several locations, in Sutton and 

Merton. Of the 11 LSOAs in the top quintile, none are in Surrey Downs, four are in Merton, 

and seven are in Sutton. Sutton also has the LSOA with the most deprived population (in 

Beddington South).  

● The geographical area of Sutton and Merton, which contains these pockets of deprivation, is 

assessed within this deprivation impact analysis work to have good access to hospitals, 

compared to an England wide average. It concluded that initial proposals for any changes to 

locations of major acute services are likely to have relatively marginal impact on access. The 

options for change have not changed since this piece of work.  

● Addressing health inequality is an important goal for those accountable for population health, 

but decisions about the major acute service locations within the combined geographies are 

likely to only have marginal impacts on this. A greater impact on health outcomes for 

deprived communities within the combined geographies would be more likely to come from 

concerted effort earlier in the health and care service pathways prior to need for major acute 

services. It is also likely to require involvement of wider partners on the wider social 

determinants of health. 

                                                      
93 Health and Wellbeing Surrey (2018) ‘Surrey’s Joint Health and Wellbeing Strategy’. Available at: 

https://www.healthysurrey.org.uk/__data/assets/pdf_file/0003/139251/Surrey-Joint-Health-and-Wellbeing-Strategy-2018-update.pdf  

94 See: The Marmot Review (2010’ ‘Fair Society, Healthy Lives’. Available at: http://www.instituteofhealthequity.org/resources-reports/fair-
society-healthy-lives-the-marmot-review/fair-society-healthy-lives-full-report-pdf.pdf 

95 Public Health England (2017) ‘Understanding health inequalities in England’. Available at: 
https://publichealthmatters.blog.gov.uk/2017/07/13/understanding-health-inequalities-in-england/  

96 Cobic, Nuffield Trust, PPL (2018) Deprivation Impact Analysis. Available at: https://improvinghealthcaretogether.org.uk/wp-
content/uploads/2018/10/Deprivation-impact-analysis-report-2018.pdf   

https://www.healthysurrey.org.uk/__data/assets/pdf_file/0003/139251/Surrey-Joint-Health-and-Wellbeing-Strategy-2018-update.pdf
https://publichealthmatters.blog.gov.uk/2017/07/13/understanding-health-inequalities-in-england/
https://improvinghealthcaretogether.org.uk/wp-content/uploads/2018/10/Deprivation-impact-analysis-report-2018.pdf
https://improvinghealthcaretogether.org.uk/wp-content/uploads/2018/10/Deprivation-impact-analysis-report-2018.pdf
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5.7.1.2 Major acute services and deprivation  

Deprived communities within the study are likely to be only marginally impacted by 

longer journey times under St Helier and Sutton hospital options. The Epsom Hospital 

option may have an impact on a greater proportion of deprived communities across the 

study area compared with the other options, resulting in longer, more complex, and 

costly journeys for these groups across all transport modes. 

The deprivation impact analysis made a number of recommendations including that the IIA 

should: 

● Assess how the proposed changes to major acute services could potentially impact on 

people living in the LSOAs in the most deprived quintile considering health usage through 

analysis of patient flows and catchments for hospitals.  

● Undertake travel time analyses to assess the impact on travel times for different 

communities to and from different service locations, by different means of transport (‘blue 

light’, public transport and car), to understand if there are material and disproportionate 

changes to those in deprived communities as a result of any changes of locations to major 

acute services. 

Our analysis has shown that while those from areas of high deprivation do not necessarily have 

a disproportionate need for acute services they do tend to have a higher usage compared to 

other groups which is linked to poor health behaviours.97  

The analysis described within this report has also been replicated with focus on: a) those areas 

across Merton, Sutton and Surrey Downs CCGs which are in the most deprived quintile 

nationally and b) those areas across the three CCGs which are in the two most deprived 

quintiles. This subsequent focus on deprivation has allowed for more robust analysis of the 

potential impact on deprived communities given the small number of LSOAs contained within 

(a). The findings from this analysis is presented below. 

The analysis undertaken by the local authorities covering the combined geography, in line with 

the deprivation impact assessment, have identified that those residing in the highest quintiles of 

deprivation (largely to the East of Merton and the north of Sutton with some areas of high 

deprivation also in Belmont and Beddington South) typically have poorer health outcomes 

particularly when reviewed against indicators such as premature mortality and years of potential 

life lost.98 Any reduction in access to acute services may therefore particularly affect these 

groups.  

As discussed earlier, whilst the St Helier and Sutton hospital options are likely to have an 

impact on journey time and subsequently access, this is likely to affect deprived 

communities within the study only marginally. However, as outlined in the example table 

below for blue light ambulance, the Epsom Hospital option may impact on a greater 

proportion of deprived communities across the study area compared with the other 

options. The increases in journey times expected for a small proportion of this group is 

between 15 and 30 minutes extra travel time by blue light ambulance. For those from deprived 

communities who are travelling as a visitor via public transport or who are using this transport 

mode on being discharge from acute services (where not transferred to their nearest hospital) 

the additional journey time in some instances is expected to exceed 30 minutes. The Epsom 

option for change may therefore result in longer journey times for patients from deprived 

                                                      
97 See ‘Equalities Scoping Report’ in Appendix I of the appendices  

98 See: Merton’s JSNA, available at: https://www.merton.gov.uk/healthy-living/publichealth/jsna/health-inequalities and Sutton’s JSNA, 
available at: https://data.sutton.gov.uk/jsna/ . Further evidence on health outcomes linked deprivation across the study can be found 
at: https://londondatastore-upload.s3.amazonaws.com/instant-atlas/lsoa-atlas/atlas.html  

 

https://www.merton.gov.uk/healthy-living/publichealth/jsna/health-inequalities
https://londondatastore-upload.s3.amazonaws.com/instant-atlas/lsoa-atlas/atlas.html
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backgrounds and longer and more complex or costly journeys for this groups when visiting and 

returning home. This may exacerbate existing health inequalities. Table 35, illustrates the likely 

scale of impact for these groups across the CCG area, outlining the likely number of residents 

from the highest two quintiles for deprivation, who may experience increases in blue light 

ambulance travel times under the Epsom option.99  

Table 35: Total population of residents living within areas in the top two most deprived 
quintiles who would experience travel time increases under the Epsom option, based on 
average Tuesday AM blue light ambulance travel times 

 Merton 
CCG  

% Surrey 
Downs 

CCG  

% Sutton 
CCG  

% Total 
population 

No change 28,127 55.8% 12,889 100% 4,867 11.8% 45,883 

Less than 5-
minute increase 

6,665 13.2% - - 6,611 16.0 8,014 

5 to 10-minute 
increase 

8,688 17.2% - - 1,648 4.0% 13,553 

10 to 15-minute 
increase 

6,893 13.7% - - 23,649 57.3% 25,378 

15 to 30-minute 
increase 

- - - - 4,463 10.8% 11,672 

Over 30-minute 
increase 

- - - - - - - 

Grand Total 50,373 100% 12,889 100% 41,238 100% 104,500 

Source: Mott Macdonald based on TM speeds, Basemap 2017 and 2016 mid-year population estimates 

The discussions with local communities highlighted a concern that any journey time changes 

could impact on health outcomes for deprived communities. For example, the focus group with 

those from areas of deprivation in Merton highlighted that:  

‘Without a car to get to Epsom the public transport links are poor – people will be less 

likely to attend treatment due to the long journey.’ 

(those from areas of high deprivation focus group, Merton)  

5.7.1.3 District services and deprivation  

A positive impact on reducing health inequalities for deprived communities within the 

combined geographies will more likely come from concerted effort in addressing the 

wider determinants of health. District services can play an important role in this; for 

example, creating a proactive focus on wellbeing, an increased focus on prevention and 

targeted efforts to support patients to change behaviours linked to known risk factors.  

The deprivation analysis highlighted that a greater positive impact on health outcomes for 

deprived communities within the combined geographies would be more likely to come from 

concerted effort earlier in the health and care service pathways, prior to need for major acute 

services. Whilst this will involve a wide range of partners to influence the wider social 

determinants of health, district service developments will also play an important role.  

District services delivered across both existing hospitals and the community are centred on 

providing a proactive focus on health and wellbeing, empowering people to take greater 

responsibility for managing their own health. These build on local strategies and will 

                                                      
99 These figures are based on average travel times for the AM period on a Tuesday and are not representative of every possible journey 

and the proportions of people impacted by travel times and therefore should be used as a guide.  
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continue to be developed as part of integrated primary and community plans. Locally, this 

includes the development of strategies and services focused on: 

● Enhanced prevention (with a focus on risk stratification) 

● Primary care at scale  

● Integrated locality teams  

● Integrated or reactive urgent care 

● Proactive care (including community hubs and locality teams)  

These local strategic priorities have clear alignment in seeking to reduce health inequalities 

through increased access to local primary or community care, a focus on prevention, as 

well as targeted initiatives to manage patients with risk factors around diabetes or high blood 

pressure and supporting behaviour change.   

District hospitals will be at the centre of the networks of care and will provide effective joined up 

health and care to keep people well and recover after an acute episode of care.  

Table 36 below provides an indication of the existing variation in public health outcomes across 

the study area, something which will also be more evident across different LSOAs within each 

area.   

Table 36: Variation in public health outcomes 

Outcome measure  Merton Surrey 
Downs 

Sutton England  

Child excess weight in 10-11 year olds 35.9 26.4 33.2 34.3 

Percentage of adults (aged 18+) classified as overweight or obese  56.7 55.9 57.3 61.3 

Smoking prevalence in adults – current smokers  11.5 10.9 12.8 14.9 

Source: Public Health England, Public Health Outcomes Framework 

Taking the example of obesity and the variation in child excess weight illustrated in the table 

above, the London Health Inequalities Strategy highlights that the most deprived children are 

more than twice as likely to be obese as the least deprived children and it is widely recognised 

that being obese as a child greatly increases the risk of being obese in adolescence and 

adulthood.100 This references how being obese increases the risk of early onset of long-term 

health conditions like type 2 diabetes and it is linked with poor psychological and emotional 

health, lower educational attainment and poor sleep.101 Linked to this, those who self-report bad 

or very bad health are more likely to reside within the highest areas of deprivation within the 

study area102. A targeted and increased focus on prevention, reducing risk factors and improved 

management of long term conditions should contribute to reducing rates of obesity and poor 

health in the most deprived communities and in turn, its resulting impact on long term conditions 

and acute health need. Deprivation intersects with a number of other protected characteristics103 

                                                      

100 Mayor of London (2018) ‘The London Health Inequalities Strategy’. Available at: 

https://www.london.gov.uk/sites/default/files/health_strategy_2018_low_res_fa1.pdf  

101 Scarborough P, et al. (2011) ‘The economic burden of ill health due to diet, physical inactivity, smoking, alcohol and obesity in the UK: 

an update to 2006–07 NHS costs’. Available at: https://www.ncbi.nlm.nih.gov/pubmed/21562029  

102 See the London LSOA Atlas for key metrics around deprivation, including bad health metric, and links to the three CCGs. Available at: 
https://londondatastore-upload.s3.amazonaws.com/instant-atlas/lsoa-atlas/atlas.html  

103 NHS England (2015) ‘Monitoring Equalities and Health Inequalities: A Position Paper’. Available at: https://www.england.nhs.uk/wp-
content/uploads/2015/03/monitrg-ehi-pos-paper.pdf  

https://www.london.gov.uk/sites/default/files/health_strategy_2018_low_res_fa1.pdf
https://www.ncbi.nlm.nih.gov/pubmed/21562029
https://londondatastore-upload.s3.amazonaws.com/instant-atlas/lsoa-atlas/atlas.html
https://www.england.nhs.uk/wp-content/uploads/2015/03/monitrg-ehi-pos-paper.pdf
https://www.england.nhs.uk/wp-content/uploads/2015/03/monitrg-ehi-pos-paper.pdf
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and as such any improvements for this group may also be experienced by these equality groups 

which include: gender, race, disability, religion and belief and sexual orientation. 

Local CCG strategies provide the opportunity for a locality to design and target these local 

services to those population groups who may currently face inequalities in access or in 

outcome. As such, the developments to district services proposed as part of the service 

redesign may result in improved health outcomes for those from areas of high deprivation, 

helping to tackle health inequalities. Given that all communities are likely to engage more 

frequently with district services, the changes these services may bring in terms of 

reducing health inequalities may go some way in reducing any potential negative impact 

from deprived communities having to travel further to access acute services.  

However, while the district service provision is likely to bring about improvement in health 

outcomes and address health inequalities, the extent to which the changes to the clinical model 

will directly affect this, is uncertain. Across the combined geographies a number of local health 

services have, and are being, introduced with a focus on local wellbeing and targeting some of 

the wider determinants of ill-health. Keeping in pace with the changing focus of the health 

system, it may be that some of the district service changes being put forward in the 

clinical model would/will happen regardless of any change to the way acute services are 

commissioned. Yet, it is likely that in making changes to the way acute services are 

commissioned will accelerate the growth and improvement of district services within both 

the Epsom and St Helier hospital sites.   

5.8 Patient experience  

Our assessment rating of the impact of the proposed options on patient experience are shown 

in the table below. Justification for this assessment is set out in the following sub-sections. 

Potential 
impact area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Patient 
experience 

Medium 

 

 

 

 

 

Medium 

 

Moderate 
beneficial – 
consistent 

and 
integrated 
pathways 

 

Marginal 
adverse – 

adjusting to 
changes to 

service 
provision, 

most 
impacting 

those 
attending a 
new site for 
the first time 

Long 
term 

 

 

 

 

Medium 
term 

Medium 

 

 

 

 

 

Medium 

 

Moderate 
beneficial – 
consistent 

and 
integrated 
pathways 

 

Marginal 
adverse - 

adjusting to 
changes to 

service 
provision, 

most 
impacting 

those 
attending a 
new site for 
the first time 

Long 
term 

 

 

 

 

Medium 
term 

Medium 

 

 

 

 

 

Medium 

 

Moderate 
beneficial – 
consistent 

and 
integrated 
pathways 

 

Marginal 
adverse - 

adjusting to 
changes to 

service 
provision, 

most 
impacting 

those 
attending a 
new site for 
the first time 

Long 
term 

 

 

 

 

Medium 
term 

It is likely that patient experience could be further enhanced through consistent and 

integrated pathways, reduced variation and fragmentation of services, as a benefit of 

consultant delivered care and as a result of access to services delivered from fit for 

purpose buildings. 
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It has been recognised nationally that fragmentation and variation in services emphasise the 

problems of patient confusion and limited ability to navigate the current system. Within urgent 

care services, this leads to poor patient experience and in some cases, patients defaulting to 

the familiarity of an emergency department, despite this not being the most appropriate service 

for their needs.104 

The proposed changes seek to reduce this variation and fragmentation through a clinical model 

which spans both major acute and district services and creates consistent and well-integrated 

pathways. This includes for example, ensuring that the maternity pathway is aligned to 

neonatal and paediatric pathways.   

Any improvement in clarity around patient pathways is particularly likely to deliver quality of care 

benefits for BAME migrant communities, especially those who are new to the country or new 

to navigating the healthcare system. Evidence has indicated that members of minority ethnic 

groups disproportionately use A&E, as they experience or perceive barriers in accessing 

primary care services.105 Local audits have found that people from migrant communities were 

least likely to be registered with a GP and more likely to use A&E, even during normal working 

hours.106 Any standardisation of care should help to enhance understanding of the services on 

offer and help patients engage with the system correctly to receive the best possible care. 

However, local community representatives and those who took part in focus groups have 

highlighted that this benefit is only likely to be realised alongside a strong communication plan. 

Without clear and consistent communication, it was felt that clarity around pathways could be 

further reduced following the consolidation of acute services and adaptions to district services.  

The patient experience improvement framework107 highlights a link between insufficient staffing 

levels (which fall below the recommended standards the care) and the negative impact this can 

have on patient experience. For example, staffing pressures can lead to care becoming task-

focused which leads to little positive interaction with patients. Proposed changes will ensure that 

safe levels of staffing can be delivered, which is in turn likely to have a positive impact 

on a patients' experience of care. The workforce standards to be achieved will also facilitate 

the delivery of consultant delivered care. It is recognised that meeting patient expectations 

and improved patient experience are benefits that this can deliver.108    

The proposed clinical model also looks to standardise or enhance service developments 

which are known to deliver patient satisfaction, as well as improved care. For example, 

proposals will enhance the existing UTC and paediatric observation and assessment unit 

(PAOUs) through providing co-located diagnostic services. Research has shown that patient 

satisfaction increases with the presence of clinical decision/observation units, with fewer 

problems associated with poor care, communication, emotional support and physical comfort.109 

Indeed, a number of the equality groups engaged with acknowledge that the proposed 

                                                      
104 NHS England (2013) ‘High quality care for all, now and for future generations: Transforming urgent and emergency care services in 

England - Urgent and Emergency Care Review End of Phase 1 Report, Appendix 1 – Revised Evidence Base from the Urgent and 
Emergency Care Review’. Available at: https://www.nhs.uk/NHSEngland/keogh-
review/Documents/UECR.Ph1Report.Appendix%201.EvBase.FV.pdf  

105 Gibin, P. et al. (2011): ‘Names-based classification of accident and emergency department users’. Available at: 
https://pdfs.semanticscholar.org/7c53/2d61afaddf9c5140531528eadfdf8885fc8a.pdf  

106 HSJ (2012) ‘How to reduce A&E use by targeting diversity’. Available at: https://www.hsj.co.uk/technology-and-innovation/how-to-
reduce-aande-use-by-targeting-diversity/5052217.article  

107 NHS Improvement (2018) ‘Patient experience improvement framework’. Available at: 
https://improvement.nhs.uk/documents/2885/Patient_experience_improvement_framework_full_publication.pdf 

108 Royal College of Emergency Medicine (2019) ‘Consultant Staffing in Emergency Departments in the UK’ (Published Sept 2018, 
revised Feb 2019). Available at: 
https://www.rcem.ac.uk//docs/Workforce/RCEM_Consultant_Workforce_Document_(revised_Feb_2019).pdf  

109 Cooke, M et al (2003) ‘Use of emergency observation and assessment wards: a systematic literature review’. Available at: 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1726054/  

https://www.nhs.uk/NHSEngland/keogh-review/Documents/UECR.Ph1Report.Appendix%201.EvBase.FV.pdf
https://www.nhs.uk/NHSEngland/keogh-review/Documents/UECR.Ph1Report.Appendix%201.EvBase.FV.pdf
https://pdfs.semanticscholar.org/7c53/2d61afaddf9c5140531528eadfdf8885fc8a.pdf
https://www.hsj.co.uk/technology-and-innovation/how-to-reduce-aande-use-by-targeting-diversity/5052217.article
https://www.hsj.co.uk/technology-and-innovation/how-to-reduce-aande-use-by-targeting-diversity/5052217.article
https://www.rcem.ac.uk/docs/Workforce/RCEM_Consultant_Workforce_Document_(revised_Feb_2019).pdf
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC1726054/
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changes could improve their experience and wellbeing when accessing both acute and 

district services. Specifically, participants were keen to see a joined-up service and felt it would 

improve their pathway:  

‘The joining up of professionals and medical experts make sense in terms of treatment 

routes and positive treatment outcomes. It is important to me that my whole treatment 

pathway works under the same umbrella.’ 
(Older people focus group, Surrey Downs) 

Patient experience is also likely to improve as a result of improvements to the physical 

standard of hospital facilities. As acknowledged in the PCBC, existing acute hospital 

buildings are ageing, are not designed for modern healthcare and their condition has been 

highlighted by the CQC as requiring improvement. Across the options, building development 

would be undertaken to support the consolidation of services onto a single site. However, the 

Sutton option would involve the building of a new facility, rather than retrofitting as part of 

refurbishment which would be involved in the Epsom and St Helier options. As such, the Sutton 

option is likely to be better able to provide a new fit for purpose design then the Epsom and St 

Helier options as it will not be limited by existing structures. 

The service model recognises that patients have different requirements at different points in 

their pathway of care and that their experience will potentially be improved from having this 

delivered within an appropriate environment. For example, a patient who has undertaken a 

surgical procedure in a major acute hospital, may have a better experience of rehabilitation if 

this is provided from a dedicated rehabilitation bed in a district hospital. Although evidence 

appears limited, in the recent national review of intermediate care, for bed based services, 

service users reported that the most common area for possible improvements was facilities.110  

Proposals also seek to invest in and implement the latest technologies. This includes the 

development of an online portal for provider and patient communication and appointment 

scheduling. This will give patients greater visibility and control over their care and is likely to 

have positive impact on their experience of care. However, the extent to which this is realised 

across patients will depend on access to technology and computer literacy.  

Due to the higher levels of need for acute services outlined across the range of equality 

groups in section 5.1, it is likely that any improvements in patient experience will 

disproportionately impact these groups.   

The clinical model will mean that the configuration and delivery of services for both major acute 

and district level hospital services will change at each site. Patients will therefore, be required 

to access services which may look and feel different and unfamiliar from the current site 

layout. Both local community representatives and those who attended focus groups have 

suggested that this may have an adverse impact on their initial experience of care under 

the new care pathways. This is likely to be a medium-term impact and over time communities 

will develop awareness, understanding and familiarity with the site configuration of district and 

major acute hospital services at sites. 

Patients requiring major acute services may be required to access a different hospital site 

which is unfamiliar to them. This may have a negative impact on their experience of care, 

particularly for those groups who may find it more challenging in terms of comprehension, 

anxiety around unfamiliar journeys or venue, and/or lack of independence. Discussions with 

equality groups highlighted that increased anxiety and stress could result from: 

                                                      
110 National Audit of Intermediate Care (2017) Summary Report – England. Available at: https://s3.eu-west-2.amazonaws.com/nhsbn-

static/NAIC%20(Providers)/2017/NAIC%20England%20Summary%20Report%20-%20upload%202.pdf  
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● Having to access a new and unfamiliar setting.  

● Needing to undertake a new routine to access services and having to access new, and 

potentially multiple, transport modes. 

● Potentially experiencing increased difficulties in accessing parking due to greater numbers 

accessing the site. 

● Having to walk a further distance to get to the site. 

These concerns may be pronounced for certain population groups including, but not limited to, 

children, disabled people, older people, people with mental health needs, and those for 

whom English is not their first language.  

To provide a sense of scale to this, under the Sutton Hospital option, it is estimated in the PCBC 

that there would be 55,200 ED attendances annually by 2025/26 (of 151,300 ED and UTC 

attendances across the Trust in total). Whilst a proportion of these patients will be conveyed by 

ambulance, this will represent a change for patients undertaking these ED attendances.  

It is recognised that people tend to have a strong relationship with their local hospital. The 

proposed model could therefore trigger a sense of loss for those who are deprived of local 

accessibility. 

However, it is important to note that lack of familiarity with the new service configuration or a 

different location for services is likely to be a medium-term impact. Over time communities will 

likely develop awareness, understanding and familiarity with a new service centre. 

Further, at a district service level residents will continue to be able to access their usual service, 

and for many other patients they will likely have previously had very limited interaction with 

acute services and may therefore be less affected by the change in setting for acute services. 

The clinical model will see patients transferred to their ‘local’ district hospital if they 

require some ongoing medical care after their major acute admission. This may have a 

variable impact in terms of patient experience.  

If an acutely ill patient accesses major acute care at a site which is not their nearest current 

hospital, they may be transferred to a district hospital bed at their local hospital for ongoing 

medical care. Further, under the clinical model patients who are being treated by a provider 

other than ESTH may also be repatriated to their local hospital for final care. As described 

earlier, this may have a positive impact for patients as they will be in a ward providing 

specialised facilities which are aligned to their level of medical need and this site may also 

be familiar to them. Effective transfer protocols and handover of patients between major acute 

and district hospital beds will be key to ensuring that patients feel involved and 

communicated with during this transition from one part of the patient pathway to another; 

without this, their resulting experience has the potential to be fragmented and negatively 

impacted. 

The magnitude of the impact on patient experience of being transferred, is likely to vary 

across the options for change. While both the St Helier and Epsom options for change will 

see some patients being transferred to their local hospital, there will be a significant proportion 

of patients who will not need to be repatriated because they are already accessing their local 

hospital and will instead be ‘stepped down’ to district services within the hospital. However, the 

Sutton Hospital options will likely require a greater proportion of patients to be transferred to 

another hospital site as district services will not be available within the Sutton Hospital site. 

Consequently, any patient being treated at Sutton who requires ongoing medical care after their 

major acute admission, will need to be transferred to either St Helier or Epsom. The Sutton 

option may therefore result in a greater proportion of patients whose experience is impacted by 
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their movement between hospital sites. Further, where some Sutton patients may be expected 

to benefit from shorter journey times to acute services, improving patient experience, under the 

Sutton option, the transfer of patients may mean that when leaving hospital care, some of these 

residents are unlikely to realise this travel benefit; although this will be no change from the 

current situation.  

5.9 Impact on service delivery 

Our assessment rating of the impact of the proposed options on service delivery are shown in 

the table below. Justification for this assessment is set out in the following sub-sections. 

Potential 
impact area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Service 
delivery 

High Significant 
beneficial - 
potential to 

improve 
patient 

pathways 
through 
revised 
clinical 
models 

Long 
term 

High Significant 
beneficial - 
potential to 

improve 
patient 

pathways 
through 
revised 
clinical 
models 

Long 
term 

High Significant 
beneficial - 
potential to 

improve 
patient 

pathways 
through 
revised 
clinical 
models 

Long 
term 

5.9.1 Patient flow and appropriate use of resources   

Developments have the potential to improve patient flow and will enable resources to be 

utilised more efficiently. 

Proposed changes and developments have the potential to improve patient flow; the ability of 

healthcare systems to manage patients effectively and with minimal delays as they move 

through stages of care. The consequences of poor flow are well established, including that EDs 

can becomes unsafe, clinical outcomes are measurably worse, particularly for frail older people 

who suffer more harmful events and may decondition due to extended periods in hospital beds, 

and routine activities slow down dramatically due to staff being overstretched.111  

Improved patient flow also allows resources to be utilised more efficiently. These 

improvements are due to: 

● The impact of consultant delivered care which has been demonstrated to facilitate the 

efficient and effective use of resources. 112 Improved access to a senior decision maker can 

support decisions around patient flow.113 Meeting acute clinical standards and enhancing 

consultant cover in key specialties increases the timeliness and appropriateness of decision-

making, leading to reductions in both length of stay and rates of admission; for example, 

senior clinician availability to review emergency patients has been shown to decrease 

                                                      
111 NHS Improvement (2017) National priorities for acute hospitals 2017 - Good Practice Guide: Focus on improving patient flow. London: 

NHS Improvement. Available at: https://improvement.nhs.uk/documents/1426/Patient_Flow_Guidance_2017___13_July_2017.pdf 

112 Royal College of Emergency Medicine (2019) Consultant Staffing in Emergency Departments in the UK (Published Sept 2018, revised 
Feb 2019). Available at: https://www.rcem.ac.uk//docs/Workforce/RCEM_Consultant_Workforce_Document_(revised_Feb_2019).pdf  

113 NHS Improvement (2017) National priorities for acute hospitals 2017 - Good Practice Guide: Focus on improving patient flow. London: 
NHS Improvement. Available at: https://improvement.nhs.uk/documents/1426/Patient_Flow_Guidance_2017___13_July_2017.pdf  

 

https://improvement.nhs.uk/documents/1426/Patient_Flow_Guidance_2017___13_July_2017.pdf
https://www.rcem.ac.uk/docs/Workforce/RCEM_Consultant_Workforce_Document_(revised_Feb_2019).pdf
https://improvement.nhs.uk/documents/1426/Patient_Flow_Guidance_2017___13_July_2017.pdf
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emergency admissions to hospital by 12 per cent.114 The involvement of senior doctors 24 

hours a day and consultant presence at times of peak activity, seven days a week, is known 

to be required to ensure timely patient care and flow in an ED department.115 

● The proposed distinction between major acute beds and step up/step down beds in district 

hospitals should provide a model of care which allows patients to move between 

services/beds which provide a level of medical input proportionate to their need. It is 

recognised that a significant proportion of patients may require some medical input but not 

the high acuity service that a major acute hospital provides. Under this model, these patients 

will be able to receive care within a district hospital bed with a different profile of staffing; 

distributing resources accordingly. There is national evidence that a model such as this with 

‘step-up’ and ‘step-down’ beds can enhance patients flow through hospital to reduce overall 

lengths of stay.116  

● District service developments such as the @home teams will be able to reduce 

inappropriate admissions and long lengths of hospital stays for patients. For example, 

the Epsom Health and Care partnership is reported to have delivered: 

– A 6% reduction in overnight non-elective (unplanned) admissions to Epsom Hospital for 

patients over 65, in comparison with a 6% increase for the same cohort at St Helier 

hospital. 

– A&E117 attendances for patients over 65 years remained in line with expected 

demographic growth, and in comparison, there was a 5% increase in A&E activity at St 

Helier Hospital. 

– On average three patients remain at home and two are brought home sooner from 

hospital each day as a result of the service. This equates to one ward of patients being 

actively looked after at home. 

● Hospital facilities will be designed in a way which enables key departments to be located 

adjacently supporting the flow of patients through the hospital; for example, with the 

diagnostics department located next to the ED.  

● Investment in technologies will also improve the efficiency of care. For example, 

Electronic Patient Records (EPRs) help to improve the integration of care across major acute 

and district hospitals as well as reducing errors, the use of robotics such as robotic 

pharmacy stores will improve the efficiency of clinical services and electronic surveillance 

systems in wards and critical care units will allow staff to ensure effective monitoring of 

patients and potentially shorten patient stays in hospital. In addition, changes will enable 

planned IT developments to be expedited including electronic patient records (EPR), 

ePrescribing automation and autocreation of e-referral or ED letters, and electronic 

whiteboards on adult wards to highlight at risk patients. 

5.9.2 Capacity of services   

The proposed clinical model and the detailed future modelling which underpins this, will 

ensure that the trust is able to deliver the clinical services required to meet the needs of 

its local population in future years.  

                                                      
114 Purdy, S (2010) ‘Avoiding hospital Admissions: What does the research evidence say? Kings Fund’. Available 

at:https://www.kingsfund.org.uk/sites/default/files/Avoiding-Hospital-Admissions-Sarah-Purdy-December2010.pdf  

115 NHS England (2013) ‘High quality care for all, now and for future generations: Transforming urgent and emergency care services in 

England - Urgent and Emergency Care Review End of Phase 1 Report’. Available at: https://www.england.nhs.uk/wp-
content/uploads/2013/06/urg-emerg-care-ev-bse.pdf  

116 National Audit of Intermediate Care Provider Report (2014). Available at: https://www.nhsbenchmarking.nhs.uk/naic-resources-key-
documents  

117 Used interchangeably with the term Emergency Department (ED) 

https://www.kingsfund.org.uk/sites/default/files/Avoiding-Hospital-Admissions-Sarah-Purdy-December2010.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/06/urg-emerg-care-ev-bse.pdf
https://www.england.nhs.uk/wp-content/uploads/2013/06/urg-emerg-care-ev-bse.pdf
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The PCBC acknowledges that the local population is living longer and describes how this aging 

population creates additional demand from the health and care system. The number of people 

living with long term conditions is likely to increase as older people are more likely to develop 

long term health conditions such as diabetes, heart disease and dementia, and are more at risk 

of strokes, cancer and other health problems. There are also other risk factors, including higher 

rates of alcohol consumption, obesity and smoking which increase the prevalence of these long 

terms conditions. People living with long term conditions tend to need access to greater care to 

support the management of their condition and are also at risk of hospital admission.  

In parallel, the PCBC describes the need for change and the clinical, estates and financial 

challenges that the Trust is facing in meeting the needs of this population through its existing 

service model.  

The proposed clinical model and the detailed future modelling which underpins this, including 

accommodating expected demographic change and a small overall increase in beds, has the 

potential to ensure that the Trust is able to deliver the range of major acute and district hospital 

clinical services required to meet the needs of its local population, in a way which is both safe 

and of high quality. This is likely to have particular impact on those equality groups identified in 

5.1 who have a disproportionate need for/use of acute services.  

With all major acute services being delivered from one hospital site, there is a risk that 

patient activity may be greater than capacity, which could have a negative impact on the 

safety and quality of patient care. Detailed modelling has, however, been undertaken to 

ensure that sufficient capacity will be available. 

Delivering major acute services on a single hospital site will result in an increased volume of 

patient activity at this hospital, for both major acute specialities but also clinical support services 

such as diagnostics or imaging.  

There is the potential for the quality and safety of patient care to be negatively impacted if:  

● The capacity of these services at the selected major acute hospital is not sufficient to 

accommodate this current and future forecast volume of activity. 

● The proposed two tier system of major acute and district hospital care does not work 

as effectively as planned. For example, if patients are not able to ‘step down’ into a district 

hospital bed, capacity at the major acute hospital may become constrained meaning those 

acutely ill patients cannot access the major acute services in the urgent timescales they 

require. This risk may be exacerbated if out of hospital strategies delivered by district 

services (the Health and Care Partnerships such as the @home team) are not able to deliver 

the anticipated outcomes; reductions in length of stay, the prevention of unplanned 

admissions and ED attendances. 

● There is unanticipated increased use of the UTC which is co-located with the major 

acute hospital. It is possible that patients will choose to access the UTC which is provided at 

the major acute site where more facilities are available and there is perceived to be a greater 

level of care available. 

● Proposed changes are not appropriately articulated to the public. For example, this may 

result in patients choosing to access the UTC or ED at the major acute hospital even though 

a UTC at their local district hospital is more suitable for their needs. This could in turn impact 

on the wider hospital capacity at the major acute hospital.  

More subjectively, there is a perception that a small number of patients may make decisions as 

to which hospital to access based on their views of how busy services are; relevant to maternity 
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services for example. These patients may therefore have increased concerns around this issue 

given the consolidation of activity onto a single site.  

The Programme have sought to mitigate against this issue by undertaking detailed modelling of 

capacity which includes: 

● Growth assumptions which are more generous than other similar reconfiguration 

programmes, for example, circa 18% net growth is applied to 2025/26 (after accounting for 

demand management), in comparison to significantly less (5% as an example) within other 

areas.118 

● Sensitivity testing around assumptions which estimate the proportion of patients who would 

flow to neighbouring hospitals. 

● Building in a contingency for sub-acute beds and with options to scale up district sites if 

required.  

The Joint Clinical Senate have also recommended further tests to activity and bed modelling 

which is to be undertaken by the Programme, including: 

● Further clarity on the expected demographic changes up to 2030 including trends in birth 

rates. 

● An extension of the modelling period from 2015/16 to 2030. 

● Review projections on future ED activity and estimate the projected level of activity at UTCs. 

● Disaggregating major acute and district hospital beds when applying length of stay 

assumptions. 

● Disaggregating paediatric beds from adult bed modelling. 

● Disaggregating existing community beds from the analysis. 

● Reviewing assumptions around critical care beds.  

5.9.3 Patient transfers between major acute and district hospitals  

The proposed changes will have a variable impact on the number of patient transfers 

between hospital sites. Some emergency transfers will be avoided due to co-location, 

whereas others may be required between major acute and district hospital services. The 

clinical model will also create additional planned patient transfers (and clinician 

handovers) between the major acute and district hospitals. 

Under the current service model, there are occasions where emergency transfers are required to 

convey patients to a different site; for example, if a patient presents at the ED at Epsom Hospital 

but subsequently requires Emergency General Surgery at St Helier Hospital, an emergency 

transfer is currently required. Whilst it could be argued that such transfers delay a patients’ care, 

evidence suggests that carefully planned transfers improve outcomes such as mortality and allow 

for avoidance of adverse effects.119  

Under proposed changes, there will be fewer emergency transfers between service as all 

major acute services will be co-located on the major acute site. 

However, emergency transfers will instead be required for those patients who inappropriately 

present at a standalone UTC at a district hospital but require the services of the major acute 

hospital, or for those patients whose condition unexpectedly deteriorates at the district hospital 

                                                      
118 Finance, activity and estates group – draft finance book v1 Dec 18 

119 National Institute for Health and Care Excellence (March 2018) ‘Chapter 34 Standardised systems of care for intra- and inter-hospital 
transfers Emergency and acute medical care in over 16s: service delivery and organisation NICE guideline 94’. Available at: 
https://www.nice.org.uk/guidance/ng94/evidence/34.standardised-systems-of-care-for-intra-and-interhospital-transfers-pdf-
172397464673   

https://www.nice.org.uk/guidance/ng94/evidence/34.standardised-systems-of-care-for-intra-and-interhospital-transfers-pdf-172397464673
https://www.nice.org.uk/guidance/ng94/evidence/34.standardised-systems-of-care-for-intra-and-interhospital-transfers-pdf-172397464673
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(although staff will be able to access remotely advice from the relevant major acute clinician to 

ensure that this is the most clinically appropriate decision).  

The proposed clinical model will also see patients being transferred between the major acute 

and district hospital sites depending on level of medical care required. Whilst these transfers 

will be planned, they will result in additional handovers120 between major acute clinicians 

and interface physicians. High quality handovers are essential for safe healthcare and evidence 

suggests that miscommunication during handovers can lead to unnecessary diagnostic delays, 

patients not receiving required treatment, medication errors and adverse events resulting in 

death or serious injury to patients.121 The Joint Clinical Senate have also highlighted that these 

transfers may cause disruption to the patient pathways which could result in an increase length 

of stay for patients. 

5.9.4 Resilience of services  

There may be a varied impact on the resilience of major acute services.  

A reduction in the number of hospitals providing major acute services could potentially have a 

negative impact on the resilience of services, if for example, there is an unplanned event 

such as and electronic virus affecting the hospital system, a fire or an outbreak of 

norovirus on the single major acute hospital site which may restrict service delivery. 

It is recognised that the likelihood of such a situation occurring is unlikely and some services, 

such as emergency surgery, are already delivered from one hospital site. The close proximity to 

other neighbouring major acute services will also provide added protection against this risk.  

In contrast, it could also be argued that major acute services will in fact have increased 

resilience in terms of staffing, leadership and management as there is a single, expanded 

team who are better able to respond to difficult and unplanned situations.  

5.9.5 Workforce resources to deliver clinical model  

Whilst the proposed clinical model will allow workforce standards to be achieved across 

the range to major acute specialties, there will be a requirement to recruit a small number 

of additional staff. Without these additional staff, there is a risk that negative impacts 

may be experienced with regards to the quality and safety of patient care.   

The proposed clinical model will ensure that workforce standards can be achieved and will 

resolve current issues of clinical sustainability around key specialities such as ED and 

acute medicine.    

However, to fully implement the model and deliver the resulting benefits, there is a requirement 

to recruit a small number of additional staff to deliver the proposed clinical model and the 

resulting potential benefits. This includes interface physicians, as well as additional GPs to lead 

the UTC should Sutton Hospital be selected as the major acute hospital. Given the hybrid 

experience required for the interface physician role and the national challenge around GP 

vacancies and the new GP contract, there may be challenges in recruiting to these posts, 

although the fact that this is a newly developed role may increase interest in the opportunity. If 

recruitment challenges mean that these services are not resourced appropriately, there is 

                                                      
120 A handover involves the transfer of professional responsibility and accountability for some or all aspects of care for a patient, or 

groups of patients, to another person, such as a clinician or nurse, or professional group on a temporary or permanent basis. 

121 Merten H, Van Galen L, Wagner C (2017) ‘Safe handover’. Available at: https://www.bmj.com/content/359/bmj.j4328  

https://www.bmj.com/content/359/bmj.j4328
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a risk that negative impacts may be experienced with regards to the quality and safety of 

patient care. 

It is understood that detailed workforce plans will be developed as the programme moves 

forward to the Decision Making Business Case (DMBC).  

To deliver the proposed clinical model, the Joint Clinical Senate have highlighted some areas in 

which further detail is needed on workforce planning around the following areas:  

● The workforce supporting the district hospital inpatient wards, including the numbers of staff 

and the competencies required to care for the acuity of patients in these beds, as well as the 

job planning implications for consultants and senior trainees of specialist in-reach to these 

patients. 

● Planned anaesthetic provision at each site. 

● Midwifery staffing arrangements. 

● Planned ED and obstetric consultant numbers to ensure they meet the most recent 

standards or guidance. 

● The multi professional staffing requirements of the paediatric service. 

It is essential that further detail is developed around these areas of workforce planning to 

ensure that negative impacts do not materialise with regards to the quality and safety of patient 

care.   

5.10 Impact on workforce  

Our assessment rating of the impact of the proposed options on workforce are shown in the 

table below. Justification for this assessment is set out in the following sub-sections. At the time 

of writing, additional engagement is planned with staff working within acute services at both the 

Epsom and St Helier hospital sites. Any new evidence or findings as a result of this engagement 

with be added prior to the report’s release to the public. 

Potential 
impact 
area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Workforce High 

 

 

 

 

 

 

High  

Marginal 
beneficial – 
workforce 

benefits from 
improvements 
in the clinical 

model  

 

Minor 
adverse - 

adjusting to 
changes from 
transfer to St 

Helier to 
Epsom 
Hospital  

Long 
term 

 

 

 

 

 

Medium 
term  

High 

 

 

 

 

 

 

High 

Marginal 
beneficial – 
workforce 

benefits from 
improvements 
in the clinical 

model 

 

Minor 
adverse - 

adjusting to 
changes from 

transfer to 
Epsom from 

St Helier 
Hospital 

Long 
term  

 

 

 

 

 

Medium 
term 

High 

 

 

 

 

 

 

High 

Marginal 
beneficial – 
workforce 

benefits from 
improvements 
in the clinical 

model 

 

Minor 
adverse - 

adjusting to 
changes from 

St Helier 
hospital and 

Epsom 
hospital sites 

Long 
term 

 

 

 

 

 

Medium 
term 
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5.10.1 Working conditions/satisfaction  

Staff are likely to be positively impacted through the creation of sustainable rotas and 

working patterns, new job roles, training as well as through opportunities to share good 

practice.   

The Programme’s proposals have the potential to positively impact the workforce through the 

creation of sustainable rotas and working patterns. This is particularly important for staff 

working within ED and acute medicine services in which it is recognised that there are 

insufficient staff numbers to be able to achieve workforce standards. This is in a context in 

which it is recognised that engaging and retaining staff in emergency medicine can be a 

challenge given wider work environment issues which can create disengagement.122 

The creation of new job roles such as the interface physician or extended roles across the 

nursing and allied healthcare professional workforce, will enable some staff to develop their 

skills further. Increased or different training opportunities will also be welcomed by some 

staff. Larger teams will provide more opportunities for teaching, training and support, including 

via expansions in consultant on call rotas in more specialties. Higher activity levels at the major 

acute hospital will also provide a more varied and specialist case mix. Evidence also suggests 

that greater consultant presence can improve the opportunities for learning and the quality of 

training for doctors, thereby improving safety now and creating a sustainable workforce for the 

future.123  

The clinical model will also further enhance multidisciplinary team or larger clinical team 

working which will support the sharing of good practice and learning. For maternity services for 

example, evidence suggests that effective or “real” multi-professional teams train together to 

improve outcomes for women and babies and enjoy increased job satisfaction as a result.124 

Staff may also feel increased motivation through working in hospital facilities which are 

modern, fit for purpose and support delivery of the clinical model. In parallel, staff with 

disabilities or mobility challenges may also experience benefits in terms of accessibility at their 

place of work.  

As a result, staff morale, job satisfaction and ultimately retention has the potential to be 

improved. In turn, this may also support the recruitment of high quality staff as ESTH will 

appear as a more attractive employer. 

The Joint Clinical Senate highlight that the implications for clinical training of having a large 

number of district wards (co-located on the major acute site or standalone) must be considered 

and understood to ensure that appropriate supervision arrangements are in place at district 

sites. 

Any improvements to staff wellbeing and recruitment will likely have a positive impact on their 

ability to deliver quality care and therefore particularly impact on the equality groups outlined in 

5.1 who have a disproportionate need and use of acute services.  

                                                      
122 The Royal College of Emergency Medicine (2018) EPOWER: A guide to engage and retain your established EM staff. Available at: 

https://www.rcem.ac.uk/docs/Workforce/Engage%20and%20Retain%20Sept%202018.pdf  

123 Academy of Royal Colleges (2012) ‘The Benefits of Consultant-delivered Care’ Available at: https://www.aomrc.org.uk/wp-
content/uploads/2016/05/Benefits_consultant_delivered_care_1112.pdf  

124  Siassakos, D. et al. (2011) ‘Attitudes Toward Safety and Teamwork in a Maternity Unit with Embedded Team Training’. Available at: 
https://www.ncbi.nlm.nih.gov/pubmed/20935272  

https://www.rcem.ac.uk/docs/Workforce/Engage%20and%20Retain%20Sept%202018.pdf
https://www.aomrc.org.uk/wp-content/uploads/2016/05/Benefits_consultant_delivered_care_1112.pdf
https://www.aomrc.org.uk/wp-content/uploads/2016/05/Benefits_consultant_delivered_care_1112.pdf
https://www.ncbi.nlm.nih.gov/pubmed/20935272
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5.10.2 Impact of change  

For some staff, proposed changes will impact their terms or place of employment, which 

may have a negative personal impact. 

Staff working in major acute services may experience a number of changes: 

● A change to their place of employment. This would be particularly evident under the option 

in which Sutton Hospital is the major acute hospital, as staff (including medical staff and 

specialist nursing staff) would be required to transfer from Epsom and St Helier Hospitals. 

● Potential changes to the rota patterns, positions and teams within which they work.  

A change in the place of work may require some staff to have to travel further to their place 

of work; which is likely to have an impact in terms of the personal costs of travel, the 

inconvenience associated with additional journey times and the implications this may have on 

their personal life, such as childcare. This may be particularly pertinent for staff in lower pay 

bands. Access to affordable housing, should the additional commute not be acceptable, may 

also be a challenge for some staff groups.  

Through the consolidation of major acute services, some staff may experience changes to 

their current job role, the team within which they work, or their rota pattern. Some staff 

may be negatively impacted by these changes if for example moving to a different rota pattern 

may cause issues in terms of childcare or access to public transport to travel to work.     

As a result of these impacts, some staff, may consider that they are not able or willing to change 

their working arrangements and as a result may choose to leave the Trust. This would have a 

negative impact on staff retention at ESTH.  

This impact is unlikely, however, to affect those staff who will support the district hospital 

services, including nursing staff and those working within clinical support services such as 

therapies.  

5.11 The physical accessibility of services  

Our assessment rating of the impact of the proposed options on the physical accessibility of 

services are shown in the table below. Justification for this assessment is set out in the following 

sub-sections. 

Potential 
impact area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Physical 
accessibility 
of services 

High   Moderate 
beneficial – 

The option for 
change has 
the potential 
to ensure fit 
for purpose 

hospital 
facilities  

Long 
term 

High  Moderate 
beneficial – 
The option 
for change 

has the 
potential to 
ensure fit 

for purpose 
hospital 
facilities  

Long 
term 

High  Moderate 
beneficial – 
The option 
for change 

has the 
potential to 
ensure fit 

for purpose 
hospital 
facilities  

Long 
term 

The accessibility of services has the potential to be improved through fit for purpose 

hospital facilities.  



Mott MacDonald | Improving Healthcare Together 2020-2030      117 
Draft interim Integrated Impact Assessment 
 
 

396624 | 6 | A | June 2019 
 
 

The PCBC highlights the challenge of delivering services in buildings which are no longer fit for 

purpose, highlighting that 57% of the ESTH estate was built before 1948. The Trust therefore 

requires significant ongoing maintenance and the buildings are not configured in a way that 

supports modern healthcare. The proposed changes will allow services to be configured in a 

way that supports the effective delivery of the clinical model, as well as ensuring that 

accessibility is provided through the design. This may have particular benefits for certain 

protected characteristic groups who face challenges with the accessibility of current facilities; 

such as the older people and those with disabilities or mobility issues.  

The delivery of all major acute services on a single site may negatively constrain 

accessibility unless the design of the site is properly considered. 

The delivery of all major acute services on a single site is likely to create a ‘busier’ hospital 

site. Patients, carers and visitors could be negatively impacted if: 

● The hospital facility does not accommodate and allow people to move around the buildings 

appropriately.  

● Access to the hospital site is not properly considered. With an increased number of patients 

attending, this may result in congestion of key roads (which could in turn hinder ambulance 

access) or, as outlined earlier, car parking. Discussion with local community groups and 

representatives has highlighted concerns around the accessibility of major acute services 

within the local area. Discussions have outlined the lack of available public transport directly 

servicing the hospital sites, as such there is an expectation that many patients, visitors, or 

staff would drive or take a taxi to access consolidated acute services.  

Due to the higher levels of need for acute services outlined across the range of equality 

groups in section 5.1, it is likely that these groups will be amongst those most impacted by any 

reduction in accessibility. The focus groups with local community groups has highlighted that 

older and disabled people are particularly likely to be impacted due to difficulties around 

mobility and a greater need for accessible options such as step free access when getting 

around.  

In addition to patients, their carers, and visitors, this may also negatively impact staff. It may 

also impact local residents if, for example, people begin to park on local roads and obstruct their 

access.  
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5.12 Impact on other providers  

Our assessment rating of the impact of the proposed options on other providers are shown in 

the table below. Please note that at this stage, an impact rating has not been included as a 

separate piece of ‘Provider Analysis’ is being undertaken on behalf of the Programme. This 

work is exploring any change in catchment as a result of the options for change and the likely 

impact on local providers (this includes modelling inter and intra-site transfers between and 

within Trusts). At the time of writing, the findings from this have not yet been released. This 

section will be updated once these findings are available.  

Potential 
impact area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Other 
providers  

TBC  TBC TBC TBC TBC TBC TBC TBC TBC 

5.12.1 Impact on Ambulance Providers 

The proposed changes will have a variable impact on the London Ambulance Service 

NHS Trust and South East Coast Ambulance Service NHS Foundation Trust. Longer 

ambulance journeys may be experienced in conveying patients to the nearest major 

acute hospital site. In some instances, this is likely to negatively impact the capacity of 

these services. However, there may be fewer emergency transfers as all major acute 

services will be provided on one site. This contrasts with the current service model, 

where there are occasions where emergency transfers are required to convey patients to 

a different site.  

The proposed service model is likely to have a negative impact on the capacity of the 

ambulance service through: 

● Increased journey times conveying some patients who require access to major acute 

services such as the ED or maternity services to the major acute hospital (rather than their 

nearest local hospital which may now be a district hospital). This is a model which is already 

in place for emergency general surgery which is provided from a single site.  

● Increased turnaround times for ambulances at the major acute hospital given the greater 

number of critically ill patients arriving by ambulance at a single site. Around 20% of all 

current ED attendances are conveyed by ambulance.125 Ambulance handover delays often 

occur as a result of a mismatch between ED/hospital capacity and the number of elective or 

emergency patients arriving.126  

● Emergency transfers for those patients who inappropriately present at a standalone UTC at 

a district hospital but require the services of the major acute hospital, or those patients 

whose conditions unexpectedly deteriorates at the district hospital.  

● Increased volumes of patients drawing on ambulance services to convey them to acute 

services. Engagement with equality groups highlighted that a number of participants felt that 

potential increased journey times, complexity and cost would result in them calling an 

                                                      
125 Epsom and St Helier University Hospitals NHS Trusts, 2017-18 

126 Nuffield Trust (2019) Ambulance handover delays. Available from: https://www.nuffieldtrust.org.uk/resource/ambulance-handover-
delays 
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ambulance to take them to acute services where as previously they would have taken 

alternative transport modes.  

To ensure that patients are conveyed to an appropriate setting (major acute ED or to a nearby 

district hospital UTC) and to avoid any unnecessary emergency transfers, it is recognised that 

ambulance crews will require clear clinical criteria. This is something which is already in place 

for patients experiencing stroke or major trauma.  

The proposed service model will also see patients being transferred between the major acute 

and district hospital sites. Whilst these will be planned in nature, this will likely need to be 

undertaken within specialist transport. To ensure that the two tier system works in practice, in a 

timely way and does not fragment care, sufficient capacity to provide these planned transfers 

will be required.  

In parallel, there may also be fewer emergency transfers as all major acute services will be co-

located on the major acute site. This contrasts with the current service model, where there are 

occasions where emergency transfers are required to convey patients to a different site; for 

example, if a patient presents at the ED at Epsom Hospital but subsequently requires 

Emergency General Surgery at St Helier Hospital, an emergency transfer is currently required. 

5.12.2 Impact on neighbouring hospital providers  

The impact of change on neighbouring providers is in the process of being determined 

locally. 

Neighbouring hospital providers have completed an impact assessment of the potential impact 

of change and this has now been submitted to the programme for review.  

Early modelling has been undertaken, and is ongoing, on the likely shifts in activity (and beds) 

between hospitals within ESTH and at neighbouring hospitals under each of the options. It will 

be important to ensure that neighbouring providers are able to accommodate this additional 

activity so that patient outcomes and experience are not negatively impacted. While all 

local providers are likely to be impacted across the options, the early modelling suggests that 

this is particularly relevant under the option in which Epsom Hospital is the major acute 

site and where there is the greatest level of outflows to neighbouring providers, with a 

significant impact likely for Croydon University Hospital and St Georges Hospital.  

The early modelling has suggested that options with a major acute hospital at St Helier or 

Sutton Hospitals see a lesser number of outflows and the distribution of these across 

neighbouring providers is more spread. The providers likely to be impacted across the options 

include:  

• Croydon  

• Kingston  

• St Georges  

• Ashford St Peter’s  

• Royal Surrey  

• Surrey and Sussex  

Discussion with local community groups have also identified that some people believed they 

would travel to other neighbouring providers if major acute services were no longer provided at 

their nearest hospital as they were perceived to have a better reputation. Modelling sensitives 

have tested a range of scenarios with regards to flows of patients to neighbouring hospitals, but 
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should this materialise, and this additional activity not sufficiently be provided for, there is the 

potential for patient outcomes and experience to be negatively impacted. 

This negative impact may also be experienced if the capacity constraints outlined in 5.9.2 

materialise and an unanticipated increase in activity at neighbouring hospitals is experienced as 

a result. 

Through their work with providers, the Programme is not aware of any significant service 

reconfiguration plans by neighbouring providers which could invalidate the activity 

modelling undertaken to date. The Joint Clinical Senate Review has highlighted however that: 

● Further work is needed with the Royal Marsden Hospital to understand their future planned 

changes on the Sutton Hospital site and how this might impact the option in which Sutton 

Hospital is the location of the major acute hospital. 

● Further work to test the assumptions around repatriations (inter site transfers).  

● Further information should be shared with the public as to how proposed changes fit within 

the specialist tertiary pathways that serve the local population. For example, ESTH is 

currently a trauma unit working as part of a wider major trauma network.  

Whilst the capital cost implications have been assessed for neighbouring providers at a 

high level as part of the PCBC, it is understood that work to assess the impact of changes in 

activity, in terms of income and costs, is still in the early stages and is therefore ongoing.  
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5.13 Wider sustainability impacts  

Our assessment rating of the impact of the proposed options on the wider sustainability are 

shown in the table below. Justification for this assessment is set out in the following sub-

sections. 

Potential 
impact 
area  

Option: major acute services at 
Epsom Hospital 

Option: major acute services at 
St Helier Hospital 

Option: major acute services at 
Sutton Hospital  

 Likelihood Magnitude Duration Likelihood Magnitude Duration Likelihood Magnitude Duration 

Wider 
sustainability 
- air quality 

Medium Minor 
adverse - 

large patient 
outflows to 

neighbouring 
hospital sites. 

These 
hospitals are 
in areas of 

poor air 
quality 

Long 
term 

Medium  Neutral - 
Marginal 
patient 

outflows to 
other 

hospitals, 
with 

increase 
patient 

flows to St 
Helier and 
decreased 

patient 
flows to 
Epsom. 

Effects on 
air quality, 
therefore, 
likely to be 
balanced 

out across 
the study 

area 

Long 
term 

Medium Minor 
beneficial - 

Patient 
outflows 

from both St 
Helier and 
Epson to 
Sutton 

resulting in 
air quality 
benefits in 

these areas 
which 

outweighs 
negative air 

quality 
impact in 
Sutton 

Long 
term 

Wider 
sustainability 
- Green 
House 
Gases 
(GHG) 

Medium Minor 
adverse - 

slight 
increase in 
GHG but 

minor 
compared 
with wider 

context 

Long 
term 

Medium  Minor 
adverse - 

slight 
increase in 
GHG but 

minor 
compared 
with wider 

context 

Long 
term 

Medium Minor 
adverse - 

slight 
increase in 
GHG but 

minor 
compared 
with wider 

context 

Long 
term 

5.13.1 Air quality impacts  

Depending on location, the delivery of acute services on a single hospital site will likely 

have an impact on air quality, with the Sutton Hospital option the only option to offer 

potential improvements.  

Both St Helier and Sutton Hospitals are located within the Sutton Air Quality Management Area 

(AQMA). The AQMA has been declared due to borough-wide exceedances of both short-term 

and annual mean objectives for NO2 and PM10. As such, both sites are currently already 

sensitive to poor air quality.  

Sutton Hospital is also located close to the Sutton A232 Cheam/Carshalton Rd/High St/Brighton 

Rd Air Quality Focus Area (AQFA) identified by the Greater London Authority as a location of 

poor air quality and high population exposure. 
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A summary of baseline concentrations around each hospital is provided in Table 8 in Appendix 

C of the appendices. This shows that pollutant concentrations vary across the city and around 

each hospital. It should be noted that concentrations are measured at the nearest monitoring 

station which may not be fully representative of the concentrations at the hospital or at the 

nearest receptors with the worst-case exposure to poor air quality.  

Table 9 in Appendix C presents the changes in patient visits per day at each of the hospital 

sites for each of the options for change. Using publicly available information on existing pollutant 

concentrations and predicted changes in patient numbers at each hospital per day resulting 

from the proposed options for change to acute services,127 it has been possible to undertake a 

qualitative assessment of the potential impact on air quality of each of the options for change.128 

This has been based on a threshold criterion around the potential to increase pollutant 

concentrations in the local area.  

The extent of the impact on air quality will depend on the option for change, however it should 

be noted that any change is expected to be low:  

5.13.1.1 Epsom Hospital 

Should major acute services be located at the Epsom Hospital site, air quality (NO2, PM10 and 

PM2.5) around Epsom Hospital will likely worsen resulting from a small increase in the 

number of patients attending this hospital (estimated at roughly 73 more patients visits per day, 

due to increase in major acute service provision) and travelling by private car or ambulance on 

the A24 Dorking Road or Woodcote Green Road. Conversely, the areas surrounding St Helier 

Hospital will likely see some improvements in air quality, due to patients no longer 

travelling to the site for acute services (estimated at rough 202 fewer visits per day), while the 

Sutton site will see no change in air quality due to no expected changes in service provision.  

When looking at the impact on the wider community of this option, it is likely to result in 

worsening air quality more widely. Geographies within the study area of existing poor air quality 

and relevant exposure (Wimbledon and Croydon AQFAs), as well as exceedances of air quality 

objectives and predicted exceedances of EU limit values (on A23), will likely experience 

worsening air quality due to increases in patients attending St George's Hospital and Croydon 

University Hospital (estimated at roughly 69 and 54 more visits per day respectively, as a result 

of decrease in provision of acute services at St Helier Hospital) and driving through Wimbledon 

and Croydon town centres to access these services. 

Any reduction in air quality may have a negative impact on local health. Reductions in air 

quality have been linked to a range of poor health outcomes and it has been shown to result in 

a third of deaths from stroke, lung cancer and heart disease.129 Those located on the main 

access roads to Epsom, such as, residential properties on B278 Wrythe Lane close to Rose Hill 

Roundabout, and those located in areas of existing poor air quality near Croydon University 

Hospital and St George's Hospital, are particularly likely to be affected by worsening air quality. 

In addition, to these groups, evidence has indicated that those from deprived areas are more 

likely to be exposed to poor air quality, linked to a likelihood to live in low-quality housing, and 

that poor air quality can be particularly harmful to the lungs of young children.130 

                                                      
127 Provider analysis not yet published   

128 Please note that it has not been possible to undertake a quantitative assessment of air quality impacts as the data required is currently 
unavailable. It is however expected that as part of the planning process a full quantitative air quality assessment would be 
undertaken.  

129 World Health Organisation (2019) ‘How air pollution is destroying our health’. Available at: https://www.who.int/air-pollution/news-and-
events/how-air-pollution-is-destroying-our-health  

130 Mayor of London (2018) ‘The London Health Inequalities Strategy’. Available at: 
https://www.london.gov.uk/sites/default/files/health_strategy_2018_low_res_fa1.pdf  

https://www.who.int/air-pollution/news-and-events/how-air-pollution-is-destroying-our-health
https://www.who.int/air-pollution/news-and-events/how-air-pollution-is-destroying-our-health
https://www.london.gov.uk/sites/default/files/health_strategy_2018_low_res_fa1.pdf
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Consequently, these groups living in the affected areas may experience disproportionate 

impacts from any worsening of air quality.  

5.13.1.2 St Helier Hospital 

As with the Epsom option, the consolidation of major acute services at St Helier Hospital is 

likely to result in worsening air quality as a result of a small increase in the number of 

patients attending this Hospital (estimated at rough 77 more visits per day due to increase in 

major acute service provision) and travelling on B278 Wrythe Lane. It is also likely to result in 

improvements in air quality around the Epsom Hospital site as a result of a moderate 

decrease in the number of patients attending this hospital (estimated at roughly 155 fewer visits 

per day due to decrease in major acute service provision). No changes in air quality around the 

Sutton Hospital site are expected as no changes will be made to service delivery on this site. 

However, unlike the Epsom Hospital option the extent to which this option may impact on the 

wider community is likely to be negligible as any overflow of patient is like to go to other 

hospitals outside the combined geographies. Further, the increase in patients attending St 

Helier Hospital (due to increase in major acute services provision) are unlikely to travel through 

areas of existing poor air quality.  

5.13.1.3 Sutton Hospital 

Like both the Epsom and St Helier hospital options, the delivery of major acute services at 

Sutton Hospital will likely result in worsening of air quality as a result of a large increase in 

the number of patients attending this hospital (estimated at roughly 317 more visits per day due 

to increase in major acute service provision) and travelling on B2230 Brighton Road. However, 

the Sutton Hospital option will also likely result in improved air quality around the Epsom and 

St Helier hospital sites as a result of a small decrease in the number of patients attending 

these hospitals (estimated at roughly 155 and 202 fewer visits respectively per day).  

Worsening air quality can be expected for the wider community in areas of existing poor air 

quality and relevant exposure (Wimbledon AQFAs), as a result of increases in patients 

attending St George's Hospital (estimated at roughly 13 more visits per day, due to decrease in 

provision of acute services at St Helier Hospital) and likely to drive through Wimbledon town 

centre. However, this impact is likely to be neutral due to associated improvement in air quality 

in areas of existing poor air quality and relevant exposure (Croydon AQFAs), resulting from 

decreases in patients attending Croydon University Hospital (estimated at roughly 14 fewer 

visits per day, due to increase in provision of acute services at Sutton Hospital) and being 

diverted from Croydon town centre.  

This assessment has not explored the impact of construction and demolition on air quality due 

to limited availability on estate development plans for each of the options. An air quality impact 

assessment should be undertaken when further data is available and will need to be undertaken 

as part of the planning application should one of the options for change be implemented.  

5.13.2 Greenhouse gases impact  

Depending on location, the delivery of acute services on a single hospital site will likely 

have an impact on GHG emissions, with the Epsom option likely to see the lowest 

increase in emissions.   

GHG emissions contribute to climate change and are of national importance due to UK national 

reduction targets. Changes to how major acute services are delivered across Surrey Downs, 

Sutton, and Merton CCGs have the potential to change the level of GHG emissions in three 

principle areas: travel, building energy use, and procurement.  
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Currently, the main available data around the options for change is patient flow data. 

Consequently, this work has focused on a quantitative analysis of the shift in patient flows, 

comparing the baseline against the expected changes as a result of each of the options for 

change.  

The total GHG emissions from patient travel in each scenario with the proposed changes are 

displayed in Table 37. The scenarios all have a negative impact on GHG emissions compared 

to the baseline, however they are small changes in the wider context and have all been noted 

as minor adverse impact (see chapter 6). 

The shift in acute services to Epsom Hospital results in the lowest change; an estimated 

4.81% increase against the baseline which is linked to shorter travel journeys for a greater 

proportion of residents to the site. The shift in acute services to St Helier Hospital will result in 

the largest increase of 5.84% against the baseline which is linked to a higher proportion of 

local residents having to travel further to access acute services. It is noted that there is not a 

considerable difference in estimated emissions between the three options. 

Table 37: GHG emissions based the different options for change 

Scenario 
No 

Scenario GHG emissions (tCO2e) Percentage change 
against baseline  

Assessment  

1 Baseline  1,433   

2 Acute services at 
Epsom Hospital  

1,501 +4.81 Minor adverse 

3 Acute services at St 
Helier Hospital  

1,516 +5.84 Minor adverse 

4 Acute services at 
Sutton Hospital  

1,514 +5.71 Minor adverse 

Source: Mott MacDonald  

Note: The baseline scenario includes both acute and non-acute services. Scenarios 2-4 include 

the change in acute services to the various hospitals as well as the non-acute services which 

remain constant. 

At this early stage, there are some activities for which GHG emissions cannot be calculated. In 

particular: 

● It is unclear how the changes will alter the energy consumption of NHS buildings, and how 

consumption of consumables (procurement) will be affected. It is assumed that energy use 

and consumables would be approximately equal for each option, and as such, they have not 

been quantified at this stage. 

● Under the Sutton hospital option, new major acute services would result in additional 

construction emissions. If selected, until details of a Sutton redevelopment are available, at 

this stage of assessment it is not possible to quantify emissions from building construction as 

the design of the new hospital and construction data is not currently available. 

● The use of ambulances has not been projected for the proposed changes, therefore GHG 

emissions from ambulance transport has been excluded from all options. 

● It is likely that the changes will affect the travel of NHS staff, visitors, and contractors in a 

similar manner, however, additional data is required to factor in those changes. 
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6 Mitigation and enhancement action  

The previous chapters have outlined the key impact areas likely to be experienced by the local 

community, covering patients, staff and visitors. Arising from these impact areas are a set of 

actions which focus on potential ways to mitigate or reduce the effect of the potential negative 

impacts and enhance positive impacts. The following explores these overarching impacts and 

puts forwards mitigation action which should be considered by the Trust and Programme when 

considering the preferred option and as part of the implementation process. In order to meet 

many of the actions outlined below it will be important for these organisations to work in 

partnership with the voluntary community sector and local health bodies.  

6.1 Patient experience, outcomes and choice  

Action one: Ensure workforce requirements are met 

● Implement the recommendations of the Joint Clinical Senate Review, particularly with 

regards to service specific recommendations and ensuring that the workforce profile is in line 

with latest guidelines. 

● Where additional clinical resources are required such as GPs to support UTCs, ensure that 

these are recruited to enable improved patient outcomes to be delivered.  

Action two: Provide clear communication about patient pathways and undertake an 

awareness raising campaign  

● An important consideration in implementing any of the options for change and in promoting 

accessibility is to ensure that the future model of care is well communicated to the local 

population and that this is provided in a clear and accessible way.  

● It was highlighted in the discussions with local community groups and their representatives, 

and reiterated at the solutions workshop, that community buy in will be essential for effective 

service use and that this should be done through an awareness raising campaign which 

involves working with local community representatives to disseminate information.  

● Further, all stakeholder engagement to date, has highlighted a lack of clarity around 

pathways, particularly for BAME groups, those from areas of high deprivation and amongst 

the Gypsy, Roma and Traveller community. It is felt by stakeholders that an awareness 

raising campaign, appropriately targeted at these groups and the wider community would 

help to build clarity and encourage appropriate use for service – helping to reduce the need 

for transfers between sites. Work should be done to ensure that the public has access to 

clear and concise information as to the services that are appropriate for their condition, their 

location, hours of operation and referral routes. Consideration should be given to:  

– Displaying posters and adverts in multiple languages and in relevant community centres 

for the benefit of BAME communities.   

– Providing information in different formats including easy read, large and small print, audio, 

braille and sign language. This would improve the ability of some disabled people to 

understand the healthcare system.  

– Building links with local community groups, particularly for more transient and migrant 

communities such as gypsy, Roma and travellers who may not engage with published 

material and who are less likely to be benefiting from regular access to healthcare and 

preventative medicines.  
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– Disseminating information through local community groups and local GPs to help ensure 

that parents and carers have accurate information regarding the service changes.  

Mitigation three: Introduce appropriate transfer protocols and action to reduce transfers  

● Ensure that appropriate emergency transfer protocols are in place between sites.  

● Urgent access services such as UTCs or community based urgent care, should include 

triage which enables the early identification of patients who have presented at an 

inappropriate place and require an emergency transfer.  

● Good quality antenatal care and a comprehensive approach to identifying risk factors will 

minimise the requirement for emergency transfers from home births to obstetric care, as well 

as patients presenting at an inappropriate location to give birth. 

● Develop effective handover protocols as a patient is transferred between a major acute and 

district hospital. This should include ensuring that the patient feels involved within this 

decision.  

● Implement the recommendations of the Joint Clinical Senate Review and particularly with 

regards to the clinical risks and transfer protocols of the standalone district hospital(s). 

Action four: Monitoring  

● As part of the implementation process, develop an evaluation plan which monitors patient 

outcomes and activity information. 

● Continuously review the impact on local communities in terms of choice, outcomes and 

experience as the Programme matures and the health system and environment changes. 

6.2 Travel and access  

A travel plan is a package of measures designed to manage the access to an establishment 

(e.g. a hospital site). Though the hospitals already have a travel plan in place, this should be 

reviewed in light of the options for change. A travel plan can address a range of travel issues 

such as staff commuting, journeys made by patients and visitors to the site, how an 

organisation’s fleet is managed and how travel is made by suppliers.  

A solution meeting was undertaken in early April to explore with key stakeholders involved in 

local transport, and those who work with local community groups, potential solutions around 

travel and access. A number of mitigations which could be fed into a travel plan were suggested 

as a means of reducing the impact of any longer journey times:  

Action five: Effective communication of transport options to staff, patients and visitors 

● To support patients, carers, visitors and staff with travelling potentially longer and more 

complex journeys, the stakeholders engaged with as part of the solutions workshop, felt that 

prominent information should be provided on travel to, and between, hospital sites. In 

providing such information, it was highlighted that this may act to reduce congestion in 

around the chosen site, as those travelling to the site may be encouraged to use alternative 

transport options. It was felt that any communication should include the following:  

– Clear information about transport options based around patients’ home/postcodes  

– Information about planned local roadworks to alternative routes and modes of transport 

which can be taken  

– Schemes available to help patients access services  

– Information on bus stops to the site  

– Advertisements on how to book a large vehicle for shared visits to hospital  
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– Communication around busy times for visitors and attending ED 

– [For those visiting from outside of the area] details on long-stay cars parks  

● A range of sources should be drawn on to provide communication, including automated 

texts, newspaper notices, social media, trusted website, and bus leaflets at doctor surgeries.  

● Consideration should be given to providing real time traffic information in hospitals.  

● Special consideration should be given to how to effectively reach older and disabled people 

with transport information (see mitigation two for key formats to consider when providing 

information).  

● Once a Travel Plan has been developed, this should be carefully marketed to staff, patients, 

carers and visitors in order to ensure it is effective. Lack of information about the alternatives 

to single occupancy car use, such as, walking, cycling and public transport, is often the most 

significant barrier to their use.  

Action six: Ensure appropriate parking capacity on the site chosen to host acute 

services  

● A car parking management strategy would need to be implemented for parking at the chosen 

preferred option to ensure that fair consideration is given to parking capacity on the site and 

the ability to grow this capacity. For example, the Trust should consider the possibility of 

introducing double tier parking on the site. If parking cannot be increased, consideration 

should be given to innovative approaches to increase patient and visitor parking. The 

solution workshop highlighted a number of approaches which could be considered, including:  

– Reassigning staff parking for patients only  

– Ration or prioritise parking/charge rates based on need 

– Consider flexible scheduling of appointments to avoid peak parking times within the Trust, 

allowing for optimisation of parking 

– Registration plate recognition to deter parking when not needed  

– Flexibility around parking provisions depending on times of day  

– Behavioural change work to encourage staff to use alternative modes of transport 

● While reducing the availability of car parking is potentially an opportunity to encourage 

employees, visitors and patients to consider alternative modes of transport, each site should 

have a level of car park availability which does not put undue pressure on the surrounding 

areas, prevent access to services or add additional stress to user experience. Particular 

consideration should be given to disabled visitors and ensuring appropriate access to 

disabled parking.   

● It is therefore suggested that a full-scale parking review is implemented as significant parking 

issues have been identified across the options for change by those engaged. Both on-site 

and off-site parking options need to be investigated, as well as related alternatives e.g. park 

and ride.  

Action seven: Support development and capacity building of community transport 

options and make the community aware of the options available to them  

● Across the combined authorities, there are a number of community transport schemes to 

support patients accessing hospital services which are frequently targeted at those groups 

identified as having particular difficulty with the accessibility of travel to acute services; older 

people, disabled people, those with a mental health condition, and those from deprived 

backgrounds. Table 38 outlines the key schemes available in each authority: 
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Table 38: Local transport schemes available within the study area 

Merton  Sutton  Surrey Downs  

● Merton Community Transport – 

runs a fleet of accessible 

minibuses and multipurpose 

vehicles.  

● Dial-A-Ride  

● Dial-A-Ride  ● Voluntary car schemes – good 

neighbour scheme where 

members of the local community 

can offer transport assistance to 

others in the community   

● Dial-A-Ride  

● Demand responsive bus service  

Source: Mott MacDonald based on Local Council information for the combined geography 

● In addition to the above, patients can also apply for the Healthcare Travel Costs Scheme 

which provides financial assistance for patients who do not have a medical need for 

ambulance transport but who require assistance with their travel. Local community 

representatives at the solutions workshop, also identified blue badge schemes as supporting 

key groups with travel. They highlighted that these are increasingly being made available to 

those with a mental health condition.   

● As a result of the changes to acute services, these schemes will become more relevant for 

travel for care. With more complex and costly journeys, patients and those visiting them, may 

likely need to increasingly draw on these services. The Programme, the Trust and Local 

Authorities should work together to promote these services more widely and encourage their 

further introduction and expansion, including for example how to increase volunteers for Dial-

A-Ride schemes and ensure the funding is available to support it.  

Action eight: Building site specific transport offerings 

● Building site specific transport offerings should help simplify more complex journeys for 

those having to travel further to access acute services, as well as, alleviate capacity 

constraints from greater volumes of people accessing the chosen hospital site. Stakeholders 

engaged with as part of the solutions workshop suggested that site specific transport options 

should be explored such as a Park and Ride scheme or hospital carpool system.  

● The new H1 shuttle bus between Epsom and St Helier for staff and visitors will be an 

important service to draw on should either of these sites be chosen to host major acute 

service. This service allows staff, visitors and patients to travel to their known site and then 

take a direct transport to the appropriate site; helping to simplify journeys and reduce the 

number of individual journeys being made to access the site. However, going forward, 

consideration should be given to ensuring this service is accessible to all.  

● Should the Sutton site be chosen, provision of a similar shuttle bus service should be 

explored.  

● The Sutton ‘demand response’ bus service offers an alternative means of accessing hospital 

services. The effectiveness of this service should be reviewed and implemented more widely 

across the study area if found to be well used mode for accessing hospital services.  

● Discussions are ongoing about the extension of the tram service in the local area with some 

discussion around it going towards the Royal Marsden which would take it into Sutton. At the 

time of writing, the tram extension remains unfunded. The Trust and Programme should 

therefore seek to support and be involved in the conversations when considering the options 

for change.  
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Action nine: Explore the possibility of ensuring more personalised support to patients in 

promoting clarity around transport options  

● To assist visitors with potentially more complex journeys and to support them with visiting 

friends and family, those engaged with as part of this work suggested the introduction of 

more personalised transport support. It was felt that work should be undertaken to review the 

travel needs of different groups to ensure that the right specialist support is available for 

travelling. Those engaged with suggested that measures should include both extending 

existing support and developing new support mechanism. For example:   

– Developing wayfinding technology for the site, such as an app that shows the journey 

required, stops, interchanges and which includes which buses are accessible for 

wheelchair users.  

– Ensuring assisted support for people with disabilities is available to support them with 

their journey. 

– Drawing increasingly on carers/patient passports to allow easier access to parking. It was 

felt that through drawing on patient passports to support access to the site it may also 

improve service access through supporting patients with chronic conditions that have 

regular acute episodes to go directly to wards with staff who know these individuals rather 

than ED.  

– Work with local vulnerable groups to provide travel skills, for example encouraging use of 

other transport modes beyond taxis for vulnerable groups (such as those with a disability) 

to help alleviate costs.  

Action ten: Work with local councils and transport providers 

● In supporting many of the changes outlined above and allowing greater access to the site for 

those who will have to travel further and take more complex journeys, stakeholders at the 

solutions workshop highlighted the need for closer working with and across the Trust, local 

councils, public health authorities and transport providers. It was felt that there is need for 

more regular engagement to ensure buy-in to transport developments and adequate sharing 

of data across all organisations and authorities.  

● In addition, to the suggestions made above, stakeholders at the solutions workshop also 

discussed the need for closer linkages with the local councils and transport providers to 

enable the introduction of:  

– Discounted/subsidised travel for a range of groups, including those with a disability, older 

people and those from areas of high deprivation. While there are a number of discount 

options for those accessing the site, it was felt that many of these do not go far enough, 

for example, in Surrey, free bus travel is restricted to off peak times.  

– Standardised fares across the study area. In particular, stakeholders at the solutions 

workshop suggested the opening up of TFLs one hour fee across multiple bus journeys 

into Surrey Downs.131 They also spoke about the need for Oyster cards to operate as far 

as Epsom, should the Epsom hospital site be chosen to host acute services.  

– A generalised review of pricing and fare structures across the combined authorities and 

working with operators across the boundaries to ensure consistency in transport services.   

– Opportunities to improve existing bus services which incorporate hospital sites as part of 

their routes.  

                                                      
131 In September 2016 the Mayor of London (Sadiq Khan) introduce his one hour bus fare – the ‘Hopper’. Bus and tram passengers can 

take two journeys for the price of one, within an hour od starting their journey. This was one of Sadiq’s manifesto pledges – to make 
travel easier and more affordable for many Londoners. For more information see: https://www.london.gov.uk/what-we-
do/transport/mayors-one-hour-hopper-fare  

https://www.london.gov.uk/what-we-do/transport/mayors-one-hour-hopper-fare
https://www.london.gov.uk/what-we-do/transport/mayors-one-hour-hopper-fare
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Action eleven: Continuous review of service model  

● Ensure UTCs work with wider services to encourage patients to use these services and 

reduce those attending the ED. This includes working with wider services such as 111 and 

online symptom checkers to encourage these services to direct people to appropriate urgent 

care resources.  

● Consider making visiting times more flexible or rotated so that there is a more even 

distribution of people arriving at the hospital site throughout the day. 

● Review the drivers for avoidable admissions across the Trust and evaluations of community 

schemes and use this information to further shape and refine district services across the 

study area.  

● Ensure that the Trust’s emergency readiness plan is updated in light of latest service model.  

6.3 Health inequalities  

Action twelve: Review district service provision against local health inequalities. 

● As further detail on district services becomes available, review this in the context of reducing 

health inequalities and Major of London’s Health Inequalities strategy.  

Action thirteen: Re-assess accessibility issues for deprivation groups for preferred 

option 

● In light of changing health needs and demographics across the combined geography, once a 

preferred option has been agreed, the Programme should re-assess the potential 

accessibility impacts for local pockets of deprived communities and develop targeted 

mitigating actions to address these.  

6.4 Impact on service delivery 

Action fourteen: Ensure district service enhancements and sufficient lead in time  

● Ensure that district service developments are implemented in full to minimise any risks to 

capacity of major acute and district hospitals.  

● Ensure that timelines provide sufficient lead time for district service developments such as 

@home teams to be embedded across the study area and begin to deliver benefits such as 

reduced length of stay. 

Action fifteen: Develop a clear workforce plan  

● Undertake further work to understand the additional workforce resources that will be required 

and establish action plans for recruitment, particularly for staff groups which are known to be 

scarce such as GPs, midwives and radiologists. 

● Implement the recommendations of the Joint Clinical Senate Review in full. This is with 

particular regard to the suggested modelling sensitivities and workforce planning. 

Action sixteen: Support patient clarity on accessing district services  

● To maximise the use of resources efficiently for planned care, patients should be reminded 

(e.g. via text) of the details and site of their hospital appointment, in order to minimise any 

confusion and avoid patients who do not attend. 
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6.5 Impact on workforce  

Action seventeen: Understand clinical training and supervision needs at district sites 

● Implement the recommendations of the Joint Clinical Senate Review with particular regard to 

understanding the implications for clinical training and supervision arrangements at district 

sites. 

Action eighteen: Undertake workforce analysis and engagement and explore travel 

impact of preferred option 

● The consideration of staffing impacts within this report has been undertaken at a preliminary 

level, based on available information and given the time and scope of the IIA. Once a 

preferred option is agreed, a detailed workforce analysis should be undertaken to identify the 

staff groups that will be affected by change. This could include using available staff data, 

discussion with staff, unions, human resource leads and legal advisors. Research should 

seek to understand the demographics of affected staff groups including, for example, where 

they live and how they travel to work. Consider a staff travel survey and undertake 

consultation with these staff groups. 

● Existing inter-site travel arrangements should be reviewed to understand whether 

improvements could be made to support staff in accessing a different place of employment. 

This may include frequency of transport and certain times of the day. 

6.6 Physical accessibility of services  

Action nineteen: Ensure district services are joined up with local strategies  

● As district service and local strategies develop, it will be important to ensure that these are 

joined up and promote local accessibility. For example, with the development of local 

community and wellbeing hubs (such as the Wilson Health and Wellbeing campus) or 

existing primary care estate, there could be opportunities to provide outpatient clinics from 

these community locations where patients could also benefit from links to wider wellbeing 

and social prescription services. This would have particular benefits for those who face 

challenges in accessing hospital sites or who have multiple appointments due to the 

complexity of their condition.  

Action twenty: Ensuring accessibility to hospital site  

● Ensure that refurbishment or new build plans have accessibility at the heart of their design. 

● Ensure that relevant translation services are available at major acute and district hospitals. 

● Improving the accessibility of the hospital site should be a priority when introducing the 

changes. The extension of bus services into the hospital site such as the 470 from Colliers 

Wood to Epsom town will be positive but stakeholders at the solutions workshop suggested 

that the following should also be explored:  

– Allow public transport onto the site with stops as close to the entrance as possible.  

– The bus shelter on the site should have a higher curb for ease of getting on and off the 

bus with a disability.  

– Ensure bike racks available on the site. 

● When considering the options for change, commissioners should consider what other 

hospitals such as Kingston are doing to support travel where physical access to the site is 

limited. They should also consider other infrastructure, planned or existing, in the areas 

surrounding the hospital sites which may impact on accessibility to the site. For example, the 

solution workshop highlighted that Sutton has a new school being built next to the site, 

Epsom hospital often requires people to go through Epsom town centre which is heavily 
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congested following recent removal of a one-way system, and the introduction of a car boot 

sale on the weekend, next to the St Helier site affects congestion on the road to the hospital 

and restricts access.  

Action twenty-one: Continuously review needs of equality groups  

● Refresh analysis of scoped in protected characteristic groups when updated census data 

becomes available.  

● Develop further detail on how mental health will be embedded within these services.  

6.7 Impact on other providers  

Action twenty-two: Develop links and work closely with other providers 

● Work with London Ambulance Service NHS Trust and South East Coast Ambulance Service 

NHS Foundation Trust to understand capacity implications in terms of ambulances and 

workforce resources. Work closely to secure required investment in additional resources.  

● Implement the recommendations of the Joint Clinical Senate Review with particular regard to 

inter-dependencies with specialist tertiary pathways and work with the Royal Marsden 

Hospital. 

● Continue to undertake detailed work with neighbouring providers to understand: their ability 

to accommodate changes in activity and the implications for them in terms of resources; and 

the financial impact of these changes.   

● Should neighbouring providers consider any reconfiguration of services challenging, revisit 

proposed changes and modelling to assess implications.  

6.8 Wider impacts  

Action twenty-three: Introduce and encourage more sustainable/green travel  

● When introducing any change to the way in which major acute services are provided, 

consideration should be given to encouraging patients, staff, contractors and deliveries to the 

hospitals to adopt low-emission travel (walking, cycling, public transport and electric or 

hybrid vehicles). Local air quality plans covering the area,132 include several measures that 

could be supported or adopted by the CCGs and Trust to reduce the impact on air quality. 

This includes a Workplace Travel Plan, installing electric vehicle charging points and 

promoting public transport.  

● Travel by public transport for patients and visitors has fewer emissions per kilometre than 

private cars. To reduce the GHG emissions associated with travel, the CCGs would need to 

promote the use of public transport by patients and visitors, this could include improvements 

to availability, accessibility, and frequency of current bus services; having publicly available 

information on the different transport options available to all patients (for example displayed 

in the hospital, or as part of appointment letters); or incentives such as providing public 

transport discounts for employees. Those engaged with suggested that particular 

consideration be given to:  

– Introducing electric car chargers (consider rapid electric changers) in the area to support 

green travel to the site.  

– Encourage staff to walk or use public transport.  

                                                      
132 See: ‘London Borough of Merton Air Quality Action Plan’, available at: 

https://www2.merton.gov.uk/Merton%20AQAP%2020182023.pdf; ‘London Borough of Sutton, Environment Act 1995, Air quality 
action plan 2013’, available at: https://www.sutton.gov.uk/downloads/file/2349/air_quality_action_plan; and ‘Surrey Transport Plan: 
Air quality Strategy’, available at: https://www.surreycc.gov.uk/__data/assets/pdf_file/0020/90254/Air-Quality-Strat-15th-Update-
rebranded.pdf   

https://www2.merton.gov.uk/Merton%20AQAP%2020182023.pdf
https://www.sutton.gov.uk/downloads/file/2349/air_quality_action_plan
https://www.surreycc.gov.uk/__data/assets/pdf_file/0020/90254/Air-Quality-Strat-15th-Update-rebranded.pdf
https://www.surreycc.gov.uk/__data/assets/pdf_file/0020/90254/Air-Quality-Strat-15th-Update-rebranded.pdf
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– Explore with the local council the possibility of introducing bikes/scooter schemes to the 

hospital and linking with existing schemes such as the Gilford bike project. 

– Establish a Bike User Group (BUG) for all staff in order to promote cycling and gain 

feedback.  

– Linking to Local Travel Plans around commitments to increase cycling routes and quiet 

ways. Work in partnership with local councils to improve pedestrian and cyclist access 

and signage to the site. 

Action twenty-four: Seek to implement carbon offsetting strategies across the Trust  

● While the Trust has taken some action already to install low NOx boilers and low power 

lighting, further work could be done to reduce overall emissions by reducing energy and fuel 

use, such as requiring hospital fleets and contractors to meet lower emission limits (Euro 6 

or electric). 

Action twenty-five: Further air quality and carbon assessment following selection of 

preferred option 

● Following the selection of a preferred option for change, a detailed air quality and carbon 

assessment should be undertaken. This would in part require a detailed traffic assessment 

with an estimate of vehicle trips to and from each hospital, including patients, staff and 

deliveries, and which route these vehicles take to approach the hospital. This would also 

need to include an estimate of baseline traffic flows (non-hospital related) to quantify the 

overall air quality impacts and would require data around vehicle flows, patient transport 

modes and construction information.  
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7 Next steps  

As the Programme moves forward, a formal public consultation exercise will be undertaken by 

the Programme. Figure 17 below outlines the overall Programme stages and times and where 

the IIA fits within this.  

Figure 17: Overall Programme stages  

 
Source: Improving Healthcare Together Programme  

It is recommended that this report is reviewed and refreshed in light of the findings from public 

consultation to ensure that fair coverage and consideration is given to:  

● the full range of potential impacts likely to be experienced by the local community and 

specific community groups within this;  

● any additional data sources which may support analysis of impacts; and   

● any further mitigation actions which may help to alleviate the effects of the some of the 

impacts identified. 

This will form Phase 3 of the integrated impact assessment work programme. 

The conclusion of this work will be the production of a final report for consideration by the 

Programme Board and the Committees in Common as they move into the Decision Making 

Business Case phase of their work. 
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