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Siobhain McDonagh MP 
House of Commons 

London SW1A 0AA 

020 7219 4678 (tel) 

mcdonaghs@parliament.uk 

 

 

  

Sarah Blow 

Accountable Officer 

NHS Merton Clinical Commissioning Group 

Fifth Floor, 120 Broadway 

Wimbledon 

London 

SW19 1RH         05 February 2020 

 

 

 

Dear Ms Blow, 

 

RE: Improving Healthcare Together 2020-2030 

 

I am writing regarding the ‘Improving Healthcare Together 2020-2030 programme’, and 

particularly, the public consultation taking place until 1st April. 

 

I have raised many of the concerns outlined in this letter on multiple occasions, including in a 

letter to you over 8 months ago, and I am yet to receive a satisfactory response to any of them. 

Given the importance of the consultation for my constituents, and the short time remaining 

until it ends, I await your urgent response. 

 

As I have outlined on countless occasions, I wholeheartedly oppose any downgrade to St 

Helier Hospital, and I believe that any available funding should be used where it is needed 

most: at St Helier Hospital on its current site. I will of course be providing a full response to 

this consultation process but, before doing so, I write to raise the following urgent concerns. 

 

 

Measuring the public’s response 

 

Firstly, please can you outline precisely how you intend to measure the response that the 

public gives to this consultation and the ways in which a member of the public can have their 

view taken into account. 

 

To give context to this question, when Epsom and St Helier NHS Trust held an almost 

identical engagement process in 2017, only the feedback from the public on specific 

documentation was accepted and thousands upon thousands of responses from my 

constituents were rejected, simply because they were deemed to be on the wrong consultation 

form. You may also remember that my constituents were not even sent the consultation forms, 

unlike the constituents who lived near the Belmont site who had them delivered directly 

through their letterboxes. 

 

In this consultation, how will the public response be measured and in what specific ways can 

they have their say in a capacity that will be counted in the consultation? 
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Implementing the public’s response 

  

Secondly, I am particularly concerned to learn of a response given to a question at one of your 

recent public consultation meetings. The question asked was how the response of the public 

would be implemented. The answer given was that this ‘is not a referendum’. This leads me to 

question whether you have indeed already come to your conclusion and that this consultation 

is nothing more than a tick box exercise. To alleviate these concerns, please may you identify 

precisely how will you ensure that the response given by the public is implemented so that 

their views and concerns are taken into account? Or have you decided already, regardless of 

their opinion, that you will be downgrading St Helier Hospital and moving key services to 

Belmont? 

 

 

Errors in Deprivation Impact Analysis 

 

Thirdly, on countless occasions I have raised a number of mistakes, misleading figures and 

missing data from your own documentation and analysis – analysis that helped the 

Committees in Common to decide upon Belmont as your preferred site for acute services. 

These relate, particularly, to your ‘Deprivation Impact Analysis’. As you will be aware, it is 

fundamental when moving any health services that the impact moving those services will 

have on the most deprived communities is thoroughly considered. Why then does your 

‘Deprivation Impact Analysis’ compare the deprivation in Sutton compared to Merton, 

considering that none of the proposed acute hospital sites are in Merton? It seems to me that if 

you want to disguise the 76.5 year life expectancy of men in Mitcham West in my 

constituency, then you include the 84.4 year average in Wimbledon Park and classify your 

figures by the borough of Merton as a whole. 

 

Your own deprivation impact analysis highlights that the most accurate way of measuring 

deprivation is by Lower Super Output Area. However, the analysis compares the number of 

Lower Super Output Areas in Merton to Sutton, despite none of the proposed sites being in 

Merton and two being in Sutton. This analysis should instead compare deprivation by distance 

to the three possible acute hospital sites. 

 

As such, I have conducted my own research which proves that of the 51 most deprived Lower 

Super Output Areas in the catchment area, just 1 is nearest to the site in Belmont. Meanwhile, 

42 out of the 51 are nearest to St Helier Hospital. It is fundamental that moving health 

services does not negatively and disproportionately impact deprived communities. But the 

data in this letter clearly shows that moving acute services away from St Helier Hospital will 

negatively and disproportionately impact the deprived communities in your catchment. Given 

that you have chosen your preferred site as Belmont based on your Deprivation Impact 

Analysis, and given that this analysis has clearly been disproven, it is fundamental that the 

consultation process is stopped immediately and the analysis rectified. A consultation with a 

declared and preferred site proven to be based on flawed and misleading data must not 

continue. 

 

 

Gaps in Deprivation Impact Analysis 

 

Finally, as you are aware, I have pointed out on a number of occasions that there are entire 

gaps in the Deprivation Impact Analysis. I am astonished that the consultation has proceeded 

without these gaps being rectified, particularly as I first raised this with you over 8 months 

ago before a preferred site was determined. 
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To reiterate, entire areas of my constituency are absent from your analysis. 

 

For example, Pollards Hill, is described in the analysis as outside of St Helier’s catchment 

area. However, of the GP surgeries located near Pollards Hill, 34% of Wide Way Medical 

Centre patients, 25% of Tamworth House Medical Centre patients, and 9% of The Rowans 

Surgery patients are all directed to St Helier Hospital. Similarly, there is no mention in the 

reports of Lavender Fields ward, despite 18% of Colliers Wood Surgery patients and 19% of 

Mitcham Family Practice patients being referred or directed to St Helier Hospital from this 

ward. 

 

As I have previously stated: if areas that rely on St Helier Hospital are not even considered in 

the analysis, how can the potential impact of moving acute services from the hospital to 

Sutton or Epsom be adequately assessed? Similarly, if these areas are not considered in the 

analysis, how can the potential impact on other hospitals, particularly St George’s Hospital 

and Croydon University Hospital, be correctly understood? 

 

At the latest public consultation meeting in Morden, Daniel Elkeles, Chief Executive of 

Epsom and St Helier NHS Trust, claimed that both Pollards Hill and Lavender Fields were 

excluded from the Deprivation Impact Analysis as they were outside St Helier Hospital’s 

catchment area in cases of ambulance emergency. I do not believe this to be the case. But, 

moreover, it still does not provide a justification for their exclusion as the residents being 

referred to St Helier Hospital by their GPs are accessing acute services that you are proposing 

to move to the Belmont site. 

 

To determine a preferred site before the analysis is complete is utterly irresponsible. The 

location of acute services will have such a profound impact on the Trust’s entire catchment 

and, particularly, the most deprived communities. Any consultation proceeding on false 

evidence must be stopped immediately so that the Deprivation Impact Analysis can be 

completed accurately, before a preferred site is declared. 

 

The fact that I have pointed out each of these considerations on a number of occasions and 

they have not been rectified, and many have been outright ignored, suggests to me, as I have 

feared all along, that you have already decided where you will be relocating acute services – 

and that they will be in Belmont, away from the most deprived communities who rely on St 

Helier Hospital. 

 

Given the severity of the concerns that I have raised in this letter, I await your urgent 

response. 

 

Yours sincerely, 

 

 

 

 

Siobhain McDonagh 

 

 

CC: Andrew Demetriades, Programme Director 

 Dr Andrew Murray, Chair, NHS Merton Clinical Commissioning Group 

 James Blythe, Managing Director, NHS Merton Clinical Commissioning Group 
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Siobhain McDonagh MP 
House of Commons 

London SW1A 0AA 

020 7219 4678 (tel) 

mcdonaghs@parliament.uk 

 

 

  

Sarah Blow 

Accountable Officer 

NHS Merton Clinical Commissioning Group 

Fifth Floor, 120 Broadway 

Wimbledon 

London 

SW19 1RH         13 February 2020 

 

 

 

Dear Ms Blow, 

 

RE: Improving Healthcare Together 2020-2030 

 

I write further to my letter of 5th February regarding the ‘Improving Healthcare Together 

2020-2030 programme’ to which I still await a reply. 

 

As you are aware, I attended the public consultation meeting yesterday evening at the New 

Horizon Centre in Pollards Hill. At the meeting, a number of concerns were raised around the 

room about the impact that these proposals will have on the most deprived communities of the 

catchment. In my previous letter, I once again identified entire areas of my constituency 

missing from your analysis and stated clearly that of the 51 most deprived Lower Super 

Output Areas in the catchment area, just 1 is nearest to the site in Belmont. Meanwhile, 42 out 

of the 51 are nearest to St Helier Hospital. 

 

In answer to one of the questions, the panel indicated that further work was now being 

completed by Mott MacDonald to the Deprivation Impact Analysis, with the two bottom 

quintiles of deprivation now being analysed. Please can you confirm in writing what 

additional analysis is being undertaken and when it will be completed? 

 

Similarly, you will be aware that I have consistently raised the fact that there are entire wards 

in my constituency missing from your analysis. This includes Lavender ward. It was indicated 

by the panel last night that Lavender ward would now be included in the analysis. Please can 

you confirm in writing that this is now the case. If so, when will this analysis be completed? 

 

Why did you decide on a preferred site, and include this preferred site in your communication 

to all residents, if you accept that the analysis that led to your preference was incomplete? 

This is absolutely misleading for residents and makes the consultation process completely 

invalid. 

 

Further to the above questions, I would like to specifically ask: 

 

• Has every ward in my constituency been included in the consultation analysis or are 

there others that have been forgotten? (Pollards Hill, Longthornton, Figges Marsh, St 

Helier, Ravensbury, Lower Morden, Graveney, Colliers Wood, Lavender, Cricket 

Green). 

• What is the full list of Lower Super Output Areas included in the consultation 

analysis? 
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• Does the analysis include patient flows from Pollards Hill and Longthornton wards in 

my constituency? 

• Does the travel analysis assess those travelling from Pollards Hill to Belmont without 

access to a car? 

• Does the travel analysis recognise the huge variation across the catchment with 

regards to access to a car? 

 

Finally, it has been brought to my attention that a comment was made at a previous public 

consultation meeting that the public should only have their say via the official consultation 

questionnaire. Please can you confirm, as has previously been suggested by the consultation, 

that all views submitted to the consultation will be taken into account in equal value – 

whether by questionnaire, email, letter, petition signatory, text, telephone, consultation 

meeting, or indeed any other method of correspondence. 

 

Given the importance of these proposals, and the impact that they would have on the most 

deprived communities in my constituency, I await your response to this, and my previous 

letter of 5th February, as a matter of urgency. 

 

Yours sincerely, 

 

 

 

 

Siobhain McDonagh 

 

 

CC: Andrew Demetriades, Programme Director 

 Dr Andrew Murray, Chair, NHS Merton Clinical Commissioning Group 

 James Blythe, Managing Director, NHS Merton Clinical Commissioning Group 

5



Siobhain McDonagh MP 
House of Commons 

London SW1A 0AA 

020 7219 4678 (tel) 

mcdonaghs@parliament.uk 

 
Sarah Blow 

Accountable Officer, NHS Merton Clinical Commissioning Group 

Fifth Floor, 120 Broadway 

Wimbledon 

London 

SW19 1RH         24 February 2020 

 

 

Dear Ms Blow, 

 

RE: Improving Healthcare Together 2020-2030 

 

Thank you for your response of 19th February to my previous letters about the Improving 

Healthcare Together 2020-2030 programme. Though your letter responded to a number of my 

concerns, it notably excluded a response to questions about the Deprivation Analysis.  

 

As you are aware, I attended the public consultation meeting at the New Horizon Centre in 

Pollards Hill. In answer to one of the questions at the meeting, the panel indicated that further 

work was now being completed by Mott MacDonald to the Deprivation Impact Analysis, with 

the two bottom quintiles of deprivation now being analysed.  

 

Please confirm what additional analysis is being undertaken and when it will be completed 

by? These are simple questions which I expect a full and accurate response to. 

 

You have also repeatedly ignored my concerns about why the Deprivation Impact Analysis is 

a comparison of deprivation by CCG area. Evidence of high deprivation in Sutton, around the 

St Helier site, is false justification for Belmont as the preferred site. None of the three 

proposed sites are in Merton CCG’s area and two are in Sutton. To accurately analyse the 

impact on deprived communities, it is important to decipher which proposed site those 

deprived communities are nearest to, rather than the CCG area that they are in. Can you 

finally address this matter directly and explain when accurate Deprivation Impact Analysis 

will be completed?  

 

You repeatedly state that you are willing to undertake further analysis if new evidence is 

presented to you. This evidence has been repeatedly presented and I expect the analysis to be 

undertaken accordingly. Unless the above analysis is completed, I fear that this programme 

will continue to fail to take its responsibility to deprived communities seriously. 

 

Yours sincerely, 

 

 

 

Siobhain McDonagh 

 

 

CC: Andrew Demetriades, Programme Director 

 Dr Andrew Murray, Chair, NHS Merton Clinical Commissioning Group 

 James Blythe, Managing Director, NHS Merton Clinical Commissioning Group 
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Improving Healthcare Together 2020-2030. 

Official Response: 

 

Siobhain McDonagh MP 

Member of Parliament for 

Mitcham and Morden 

 

 

 

“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… 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”. 

Improving Healthcare Together Integrated Impact 

Assessment, January 2020 
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Dear Improving Healthcare Together 2020-2030, 

Please consider the following as my official response to the Improving Healthcare Together 

2020-2030 consultation being led by Merton, Sutton and Surrey Downs Clinical 

Commissioning Groups. I ask that the evidence that I present throughout this response is 

taken into account and that the concerns and questions that I raise are addressed following 

this consultation. 

The Improving Healthcare Together 2020-2030 programme outlines that a staffing shortfall, 

old buildings, and a financial deficit require Epsom and St Helier NHS Trust to reduce their 

major acute sites from two to one. It proposes to downgrade both Epsom and St Helier 

Hospitals, with St Helier set to lose major A&E, acute medicine, critical care, emergency 

surgery, maternity services, in-patient paediatrics and children’s beds. The hospital would 

become nothing more than a glorified walk in centre and would lose an extraordinary 62% 

of beds. This would be extremely detrimental to the healthcare of a large number of my 

constituents in Mitcham and Morden. 

In the first section of my response I will outline why I overwhelmingly disagree with the 

premise of the programme itself. In the second section I will dispute a significant number of 

the programme’s findings as well as the analysis and evidence that has been undertaken so 

far. 

 

Section 1: The Programme 

I wholeheartedly dispute the premise of the programme altogether. Three consistent 

reasons are given throughout the documentation as to why Epsom and St Helier NHS Trust 

should reduce from two acute sites to one: staff shortages, ageing buildings, and a financial 

deficit. I do not believe that the solution posed will resolve these issues, indeed I believe 

that the proposed new clinical model will itself bring new and significant risks. 

 

1. Staff Shortages 

According to your analysis, Epsom and St Helier NHS Trust has a shortage of 25 consultants 

in the acute medicine, intensive care and emergency departments, with additional 

shortages in middle grade doctors and nursing staff. However, the outcomes of your 

proposals will not result in the training or recruitment of a single new consultant. As such, 

your proposals will both reduce the service that is currently provided and move the 

consultant staffing problem outside of the catchment and to another Trust.  

Across the country, there are staff shortages in emergency departments and acute 

medicine. In fact, no other South West London provider has a surplus of consultants. 

Croydon University Hospital, Kingston Hospital and St George’s Hospital have shortages of 

15, 13 and 10 consultants respectively and yet the Improving Healthcare Together 

programme proposes to send thousands more patients to these sites. The Pre-Consultation 
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Business Case misleadingly compares the shortfall of consultants at Epsom and St Helier 

with Croydon, Kingston and St George’s Hospitals, given that Epsom and St Helier NHS Trust 

has double the number of acute sites than the other providers. Importantly, this shortfall 

appears in line with the other Trusts when the number of acute sites in each Trust is taken 

into account.  

It is indisputable that there is a national shortage of specialist staff. What is not indisputable 

is how or why the introduction of a new acute site in Belmont would solve the staffing issue 

for Epsom and St Helier NHS Trust. Under these proposals, the Trust would be tasked with 

staffing an acute hospital, 2 district hospitals and 2 urgent treatment centres. Throughout 

the public consultation I have attended a number of the ‘listening events’, hoping to learn 

how the opening of a new site is a resolution to the Trust’s staffing problem. No one has 

been able to answer this question. (I must add that I do not believe that these events were 

in the spirit of ‘listening’, particularly at the meeting in Mitcham where my request to 

present my concerns to these proposals was turned down). It was suggested at one such 

event that a new hospital may attract staff due to the facilities on offer and the prestige of 

working in a modern building. Though an interesting hypothesis, the evidence from the 

Royal London Hospital illustrates that a shiny new building does not solve the problem of 

staff shortages. 

What’s more, it is clear that the Improving Healthcare Together proposals will simply move 

the staffing problem to another catchment area and, consequently, to another Trust. In the 

Integrated Impact Assessment, St Peter’s Hospital clearly identifies that if Belmont is chosen 

as the acute site, workforce will be an area of high impact and that this could lead to an 

issue with regards to the deliverability of the proposals. In fact, the document goes on to 

state that “ensuring sufficient workforce to accommodate any additional activity is a shared 

concern across all providers and all types of staff”. Due to the increased demand that I 

expect them to face, your proposals will cause further staffing problems at St George’s 

Hospital and Croydon University Hospital. I will justify this at length later in my response. 

But as well as causing substantial staffing problems for other Trusts, your proposals will 

significantly reduce the number of specialist staff at Epsom and St Helier NHS Trust. The 

Trust currently has 2,364 WTEs including c.340 WTE consultants. However, the proposed 

model would see a reduction of c.130-550 WTEs. If the Belmont option is chosen, there 

would be 33 less consultants, 64 less middle grade doctors, 3 less junior doctors, 29 less 

RNs/HCAs, 18 less midwives, 2 less OTs and 2 less physiotherapists. That’s 129 less specialist 

staff. How is that a justifiable way to use a £500m investment in the NHS? 

Furthermore, moving all of Epsom and St Helier’s acute services to Belmont will create its 

own workforce challenges. Your proposals assume that staff are transportable between 

Trusts and across boroughs. But it is highly likely that moving acute services to Belmont 

would require staff to travel a longer distance at increased personal cost. Some may no 

longer be able to continue in their role. Others will be working antisocial hours at times 

when public transport is less frequent. Transport access to Belmont is significantly poorer 

than to St Helier Hospital and, as such, staff may find the site just as inaccessible as 

residents have said they would. As the Integrated Impact Assessment clearly states: “If 
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recruitment challenges mean that these services are not resourced appropriately, there is a 

risk that negative impacts may be experienced with regards to the quality and safety of 

patient care”. 

There is a national shortage of staff. Your proposals will create workforce problems for 

other Trusts, whilst simultaneously downgrading the service offered to the those living in 

the catchment of Epsom and St Helier NHS Trust – including many of my constituents. 

Building a new acute hospital in Belmont does not resolve the staffing shortfall and neither 

does it guarantee that prospective staff will want to join. For decades, staff working at St 

Helier Hospital have feared that the hospital is one step away from closure or downgrade. 

Stop the continuous attempts to close or downgrade St Helier and I believe that you will find 

it becomes a more attractive place to work. 

 

2. Clinical Model 

The Improving Healthcare Together programme outlines vast changes in the way that 

healthcare would be delivered across the Trust’s catchment area. This includes an 

acute/district hospital model with urgent treatment centres at each district site and more 

primary and community care. The proposals outlined are reliant on this untested model 

being immediately successful. I do not believe that it will be. 

 

2a. Clinical Model Risks 

The Integrated Impact Assessment emphasises the danger if the model is not as successful 

as presumed: “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”. I write this response as the world tackles a global 

pandemic, in the form of the coronavirus, putting unprecedented pressure on our health 

system. Your Integrated Impact Assessment states that an unplanned event of this nature is 

‘unlikely.’ However, in the coming days both Epsom and St Helier hospitals are likely to be 

stretched to their absolute limit. How can it possibly make sense to reduce services in light 

of this of the crisis we are currently facing? 

Another issue, which you yourself highlight as a challenge, is that the Urgent Treatment 

Centres could face unanticipated numbers of patients and the two-tier system of care may 

not work as effectively as planned. I have been to a large number of your public listening 

events and have read all your documentation and yet I am still completely unclear as to 

which services should be accessed under different scenarios. How should the public be 

expected to know? I am sure that you would agree that patient outcomes are more likely to 

be positive if they are able to access the correct services as quickly as possible. 

This confusion will affect everyone. But, given your responsibility to protected characteristic 

groups, I believe that you should pay particular attention to the warning in your Integrated 

Impact Assessment regarding those who historically experience difficulties around 
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appropriately accessing health services – including those from more deprived backgrounds. 

It states clearly: “Confusion may lead to a failure to access acute services in a timely fashion, 

further complicating health needs and worsening health outcomes.” As an NHS programme, 

you have a responsibility to ensure that this is not the case. 

For those who do arrive at the wrong site, a transfer will be needed. A critically ill patient 

incorrectly arriving at a district site would have to be stabilised and transferred, wasting 

invaluable time. Your own documentation states that this brings about increased risk, 

particularly as “the evidence around the impact of transfers on patient outcomes and 

experience are limited”. In fact, the expectation in the modelling is for a significant demand 

on the ambulance service, with 88 non-elective repatriations and transfers expected per 

week if acute services move to Belmont (compared to just 42 at St Helier). 

The danger of transferring severely ill patients has not been tested. What’s more, an 

overnight audit took place in October 2018 at Epsom to test the provision of overnight 

staffing but none of the calls resulted in the transfer of a patient to a higher acuity ward. 

The Trust appears to have had no practice for this likely scenario. 

Finally, there is an assumption regarding transfers that technological systems will be in place 

when the model initiates. One of the constraints of the current system is that some records 

(such as inpatient notes) are paper based. What if these systems are not in place by 2025? 

How could a patient be safely transferred from one site to another? 

 

2b. Growing Demand 

If the major assumptions in this new clinical model do not come to fruition, there will be a 

shortage of beds, and particularly acute beds, to meet the expected patient demand. For 

example, the model assumes, through provider productivity improvements, that there will 

be an estimated 3% average annual reduction in acute activity and a further 3% annual 

length of stay reduction. Additionally, planned out of hospital interventions are assumed to 

be able to manage the demographic and non-demographic growth to 2025/26. But the aims 

and ambitions set out in these proposals are unproven and have not been achieved 

anywhere in the country. I have represented Mitcham and Morden as their Member of 

Parliament for 22 years and I have lost count of the number of times I have heard that new 

measures will reduce the demand at our hospitals. The reality is that our population is 

growing and ageing, increasing demand on healthcare services year on year. Acute service 

attendance at Epsom and St Helier has gone up from 106,242 attendances in 2017 to 

115,931 attendances in 2019. That is a growth of almost 10,000 acute attendances in 2 

years (a 9% increase). 

Your own documentation acknowledges that the number of people living with long term 

conditions is likely to increase, requiring greater care and generating a higher risk of hospital 

admission. Given the increase in acute hospital demand, and the lack of any available 

evidence to suggest that productive improvements can reduce activity and capacity, your 
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proposed services will not be sufficient to accommodate the future forecasted volume of 

activity. 

The assumptions made throughout these proposals completely contrast with the available 

evidence and data for acute service demand. It is unsafe to assume that all the aims and 

targets set out in the programme will be immediately successful. 

 

2c. Wider Assumptions 

Huge assumptions are made about the wider health and social care system at the time that 

this model would be introduced. Regarding social care, it is stated that it is ‘likely ’that "the 

place-based system will be quite different, with increased collaboration between health and 

care services across a local area”. This is expected to be ‘well-established’ by the time this 

clinical model comes into effect. Of all the far-flung assumptions that this process has 

thrown up, this is the most ridiculous. There is no evidence of social care improving in 

recent years, or indeed of any planned growth in social care upcoming. In fact, the Secretary 

of State for Health and Social Care initiated the latest consultation on finding a solution for 

social care at the beginning of March. This will be delayed because of the ongoing 

coronavirus crisis. To act on the assumption that an issue, decades in the making, will be 

imminently resolved is fanciful. 

Further extremely bold assumptions are made, including the proposed access to NHS 

funded mental health services for ‘at least an additional 345,000 children and young 

people ’by 2023/24 and the development of community paediatrics pathways including the 

establishment of a specialist workforce and the development of a Children’s Development 

Centre. Additionally, the clinical model will supposedly lead to a reduced referral treatment 

time, a reduce staff sickness rate, additional opportunities for staff training, a reduction in 

the use of bank staff, and the introduction of virtual outpatient clinics to support those with 

long term conditions. Why is a new acute site needed for any of these measures to be 

implemented? If they are all achievable and within the Trust or CCG’s control, why are they 

not underway already? 

Recent history clearly shows that not all of the aims and ambitions of the CCG have been 

met. For example, this new model emphasises the importance of the redevelopment of the 

Wilson Hospital in Mitcham. But this was supposed to open at the same time as the Nelson 

Medical Centre. It was even postponed yet again last year when the provider revealed that 

they were not prepared to risk the capital. This is just one small example which shows the 

danger of modelling upon aims and assumptions. 

Of course I welcome any improvements to our wider health and social care system. But 

many of these are not within the control of this programme, or indeed Epsom and St Helier 

NHS Trust. To model the services needed for this catchment area on the basis of improbable 

wider changes to our healthcare system is extremely dangerous. The quality and safety of 

patient care will be impacted heavily. I do not believe that the district/acute model will work 

as described and I fear that provisions are not in place for when it does not. The 
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assumptions made regarding the wider state of our healthcare system in 2025 are 

groundlessly optimistic and it is extremely dangerous to produce such untested modelling 

on the basis of such uncertainty. 

 

2d. Bed Numbers 

Having attended a number of the Improving Healthcare Together programme’s ‘listening 

events ’in recent weeks, it has repeatedly been stated that, thanks to these proposals, bed 

numbers will increase regardless of the site that is chosen. This is completely misleading. 

Currently, Epsom and St Helier NHS Trust has 1,048 beds. Under the no service change 

option, this is expected to grow to 1,082 beds by 2025/2026. Comparatively, under these 

proposals, Epsom and St Helier Trust would have 1,052 beds, regardless of where their 

acute site is based. To indicate that this is 4 more beds than present day disguises the reality 

that there would be 30 less beds under this programme for the Trust than there otherwise 

would be. And this does not even take into account the number of beds that would 

overflow to other providers. For example, under the Belmont option, 50 beds are stated to 

operate under other providers. Including the 30 beds already lost through this programme, 

Epsom and St Helier Trust would therefore have 80 less beds in their catchment area than 

they otherwise would have in 2025/2026. To emphasise: under your preferred option, there 

would be a lower number of NEL overnight beds, EL overnight beds, maternity beds, critical 

care beds, district hospital beds, elective day beds and NEL day beds than the no service 

change option. 

Furthermore, under the no service change option, the population size for the catchment is 

expected to grow to 505,000. If Belmont is chosen as the acute site, the catchment will fall 

to 422,000, a significant difference of 83,000 people. Given this huge fall in population size, 

why are just 50 beds accounted to move to other providers under this proposal? 

In light of the growing demand evidenced above, no reduction in bed numbers can be 

justified. 

 

3. The Consultation 

Downgrading hospitals and collating acute services has been tried before. Shaping a 

Healthier Future proposed a reduction in the number of acute hospitals in eight London 

boroughs from nine to five, wasting £76m on management consultants between 2010 and 

2018. The Senior Responsible Owner/Chief Officer for the programme was Mr Daniel Elkeles 

(now Chief Executive of Epsom and St Helier NHS Trust). 

I am very concerned therefore to read in the Pre Consultation Business Case that you have 

included learning from the Epsom and St Helier Trust’s public engagement in 2017 (which 

was also led by Mr Elkeles). You had repeatedly assured me that this consultation was 

completely independent of the Trust’s engagement. Following the Trust’s engagement, a 

freedom of information request found that they had delivered their engagement leaflets to 
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targeted areas around their preferred site, whilst thousands of responses from my 

constituency were discounted as they were on the wrong documentation. Why did the 

programme dismiss the concerns that I raised about the Trust’s engagement if it was to be 

included in the learning for Improving Healthcare Together 2020-2030? 

Additionally, the programme argues on the one hand that Epsom and St Helier NHS Trust’s 

buildings are not fit for purpose, but then goes on to indicate that they are adequate 

enough for 85% of services to remain at the sites. Are these statements not mutually 

exclusive? 

Finally, I consider it to be a total waste of taxpayer’s money for this consultation to be 

running yet again. An estimated £50 million has now been used on almost identical 

consultations under different names and brands. This latest version is said to use “evidenced 

based methods of engagement to make sure they deliver good value for money”. But a 

freedom of information request to establish the total programme spend and budget was 

dismissed by you on public interest grounds. Given my concerns outlined above regarding 

the Trust’s failure to adequately deliver their engagement leaflets, a further freedom of 

information request was submitted to establish which areas have received information 

about this latest consultation. But this was also denied. How can this latest consultation 

possibly be trusted when it hides behind this mask of secrecy and is unwilling to be 

transparent with the public? 

 

 

Section 2: Analysis, Evidence and Scoring 

In the first section of my response I showed the dangers associated with the proposed 

clinical model and the impact of reducing two acute sites in this catchment to one as 

Improving Healthcare Together 2020-2030 proposes. 

In this second section I will outline why, even if the reduction in acute services is accepted, 

the relocation of these services to Belmont should not go ahead. 

Throughout the process, you have weighted and scored criteria to determine the preferred 

option between three possible acute sites: Belmont, St Helier and Epsom. It is also stated in 

HM Treasury guidance that any provisional list must include a “no service change” option. 

Why was this not included in the public consultation? Similarly, at no point in the 

consultation have you given the public a chance to raise alternative sites for acute services 

within the catchment, such as the empty space across the road from St Helier Hospital. 

Before I go on to challenge the weighting and scores given to a number of the criteria 

analysed, I would like to provide my own additional analysis on the impact on deprived 

communities, on other providers, on transport access, and on maternity services. The 

evidence I outline in the following subsections is missing from your analysis and of 

fundamental importance to be taken into account. 
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Deprivation 

During this consultation, the ‘Marmot Review: 10 years on ’was published, highlighting 
widening health inequalities across the country. For the first time in 100 years, life 
expectancy has flattened and, in the most deprived areas, residents can expect to live 20 
fewer years in good health than those in the least deprived. Men can expect to live 9 years 
fewer and women 7 years fewer. 

These reviewed findings correlate with the assumptions made in the programme’s 

Integrated Impact Assessment: “It is widely recognised that socio-economic status and 

deprivation is directly linked to health inequalities". The evidence is clear in that those who 

self-report bad or very bad health are more likely to live in the areas of highest deprivation 

within the catchment. 

Your analysis indicates that just 20% of health outcomes are affected by hospital care. But 

this is the only 20% that you can affect. It is your responsibility to take this into account and 

influence it as best you can. 

According to your Pre-Consultation Business Case and Integrated Impact Assessment, 

healthy life expectancy is already lowest in Merton for both males and females, whilst 

Merton also has a higher prevalence of 7 of the 8 long term conditions considered (chronic 

obstructive pulmonary disease, stroke and transient ischaemic attacks, hypertension, 

cardiovascular disease, cancer, depression and dementia). 

The Marmot review, reaffirms how fundamental it is that any available funds are used to 

resolve, not worsen, health inequalities. In fact, this programme’s own Pre-Consultation 

Business Case states clearly that future health and social care services need to be designed 

to ensure that the needs of the most deprived communities are met. 

But my findings are clear: under current proposals, they are not. 

The deprivation analysis is a comparison by CCG area: Merton v Sutton v Epsom. But 

analysing deprivation in this way masks the significant difference in deprivation within each 

CCG area. Most significantly, it underestimates the deprivation in Merton, as my 

constituency of Mitcham and Morden is statistically far more deprived than neighbouring 

Wimbledon. It is a misleading way to analyse this imperative factor. After all, none of the 

three possible acute sites are in Merton. Concluding that there are high levels of deprivation 

in Sutton should not be used as support for an acute site in Belmont given that St Helier 

Hospital is also in Sutton. The proximity of deprived areas to the three proposed sites is far 

more significant than the CCG that they are in. 

Of the 51 most deprived Lower Super Output Areas in the catchment area, 42 are nearest to 

the St Helier site. And yet, despite this, Belmont is given a higher score under the 

‘deprivation ’criteria than St Helier in the analysis. I will review this in more detail shortly. 

 

15



 

10 

Currently, the deprivation analysis undertaken by the programme considers the bottom 

quintile of deprived Lower Super Output Areas. But it was stated in the ‘listening event ’at 

the New Horizon Centre that the deprivation analysis undertaken would be reviewed to 

include the bottom two quintiles of deprivation. When will this occur? The results are clear: 

of the 61 Lower Super Output Areas in the bottom two quintiles of deprivation in the Trust’s 

catchment area, 46 are nearest to St Helier Hospital. 28 of these are in Mitcham and 

Morden and just 2 are in Wimbledon, emphasising the importance of not measuring these 

statistics by CCG area. 

The Integrated Impact Assessment argues that although there is a wealth of evidence that 

health outcomes decline with increasing deprivation, “there is less evidence linking 

deprivation with the need/usage of the specific major acute services being considered by the 

Improving Healthcare Together Programme” … “Addressing health inequality is an 

important goal for those accountable for population health, but decisions about the major 

acute services locations within the combined geographies are likely to only have marginal 

impacts on this”. But these statements go completely against Epsom and St Helier NHS 

Trust’s own data. In the Trust’s catchment, there are 56 Lower Super Output Areas in the 

top two quintiles of deprivation (13% of the catchment area). But these accounted for 22% 

of A&E attendances at Epsom and St Helier’s A&Es in the last 3 years. Meanwhile, there are 

195 Lower Super Output Areas in the bottom quintile for deprivation in the Trust’s 

catchment (47% of the catchment area) and yet they accounted for just 38% of the Epsom 

and St Helier’s A&E attendances in the last 3 years. What’s more, just 1 of these 195 Lower 

Super Output Areas is in Mitcham and Morden, again emphasising the importance of 

analysing this data more accurately than by CCG area alone. The data clearly shows that the 

more deprived areas in the catchment have a higher need/usage of the specific major acute 

services being considered by the Improving Healthcare Together Programme. 

Furthermore, your deprivation analysis concludes that age is the largest contributor to acute 

health need. But this ignores the link between‘ old age’ and life expectancy. At no point in 

the analysis is life expectancy by Lower Super Output Area compared. When comparing old 

age, it is also vital to consider the age at which a person is expected to live in that area, and 

the percentage of people living in that Lower Super Output Area who are in the final years 

of their life expectancy. To accurately profile ‘old age’, and the subsequent service provision 

requirements needed, life expectancy must be taken into account. Until this analysis is 

undertaken no decision can be made about location of services.  

I am particularly concerned at the negative impact that the Improving Healthcare Together 

proposals will have on the most deprived areas of the catchment and on members of 

minority ethnic groups who disproportionately use A&E. There is widespread evidence that 

these groups experience barriers in accessing primary care. Of the 66 Lower Super Output 

Areas with the highest proportion of BAME residents just 1 is nearest to Sutton Hospital. 

Meanwhile, 64 of the 66 are nearest to St Helier. 32 of these are in the bottom two quintiles 

of deprivation, increasing their likely reliance on acute services. 
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The Integrated Impact Assessment warns that the movement of acute services onto a single 

site will result in some services no longer being locally available to some patients and that 

this is “likely to particularly impact the protected characteristics groups which have been 

identified as having a disproportionate or differential need/use of acute services”. It is 

fundamental that the health needs of these protected characteristic groups are taken into 

account and that acute health services are not moved further away from the areas that they 

are statistically far more likely to live in. 

 

Impact on other providers 

The proposals set out under the Improving Healthcare Together Programme would have a 

hugely detrimental impact not only on Epsom and St Helier Hospitals but on the other 

hospital providers nearby. As the Member of Parliament for Mitcham and Morden, I am 

particularly concerned at the impact that these plans would have on St George’s Hospital 

and Croydon University Hospital. 

In the last 3 years, over 68,000 attendances at St George’s A&E have been from residents 

living in the Epsom and St Helier NHS Trust catchment area. Given this, it is highly likely that 

other residents in these areas of the catchment would also turn to St George’s if your 

proposals go ahead. Those residents who live in Colliers Wood, Figges Marsh, Graveney, and 

Lavender Fields who do not already turn to St George’s are likely to choose to. 

Those who live in Pollards Hill and Longthornton to the East of my constituency are far more 

likely to turn to Croydon University Hospital due to its geographical proximity and good 

transport links, rather than travel South to Belmont. 

Those who live in the Cricket Green, St Helier and Ravensbury wards, who rely heavily on St 

Helier Hospital, will face a new decision. Having discussed this decision with those who live 

in these wards, a significant number will turn to St George’s. 

For St Helier ward residents, the A24 road leads directly between Morden Tube Station and 

St George’s Hospital in 9 minutes. For those who do not have a car, the hospital is just three 

stops away on the tube. To access the Belmont site would require a longer drive for these 

residents or a 24 minute bus at less frequency than the tube. 

For Cricket Green ward residents, taking Cricket Green School as a central point in the ward, 

the route to St George’s Hospital takes just 7 minutes by car, straight down Church Road. 

The bus would take 17 minutes, operating every 12 minutes. Comparatively, the quickest 

route for these residents to the Belmont site is either 20 minutes by car or a 35 minute bus 

(double the journey time to St George’s Hospital) that runs every 12 minutes. 

For Ravensbury residents, taking the corner of Wandle Road as the central point, it would 

take just 9 minutes by car to St George’s Hospital. For those without a car, the tube station 

may be a walkable distance, reaching St George’s in just three stops. Comparatively, the 

Belmont site is a longer drive (15 minutes) and requires a 20 minute bus running every 12 

minutes. 
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For Lower Morden residents, data from St George’s Hospital indicates that they already 

have a high use of the hospital. Using the roundabout as the central point, it takes them 14 

minutes by car to reach St George’s. They can access Morden tube station in a 2 minute bus 

ride and from there it is just 4 stops. Comparatively, the fastest routes to Belmont are a 14 

minute drive (the same as St George’s), 2 buses, or a 21 minute bus that operates every 8 

minutes and requires a 14 minute initial walk. 

It is clear from every single ward in my constituency that the fastest, cheapest, most 

accessible route to acute hospital services would be to other providers and not to your 

proposed site in Belmont. Your analysis does not take this into account. 

According to your figures in the Pre-Consultation Business Case, the addition of major acute 

services in Belmont would result in just 1,700 outflows to St George’s. Despite the evidence 

I have outlined above, this programme proposes to add just 13 more beds to St George’s 

Hospital. St George's A&E is already in the bottom quartile for space standards, and the Care 

Quality Commission has demanded that fewer patients attend the hospital. It is already the 

biggest hospital in London, and your proposed site will only add to the pressure that it faces. 

I’ve spoken to countless local residents over recent months about this issue. They all say the 

same. When you need to access emergency hospital services, the first thing on your mind is 

how quickly you can get there. For every single ward in my constituency, it is quicker to 

reach St George’s than it is to reach the proposed Sutton Hospital site. 

St George’s Trust themselves identified in their response to the programme that providing 

major acute services at Sutton would have a high-medium impact. I quote: 

“This included a significant capital investment requirement. In particular, the Trust 

recognised that there is an element of the required investment for its emergency department 

that is a result of years of under-investment in the facilities at St George’s, and this is a 

contributing factor to the ability of the organisation to respond to both the Improving 

Healthcare Together impact and expected demographic growth for the Sutton option.” 

They also expected a number of estate costs including expansion of their emergency 

department and a high workforce impact – yet another example of workforce problems 

simply moving from one Trust to another. 

To put it simply: the impact on St George’s would be overwhelming. 

There will also be additional, and detrimental, impact on Croydon University Hospital, with 

the residents in the East of my constituency (particularly around Pollards Hill and 

Longthornton) saying that they are likely to turn to Croydon. It is just a 6 minute car journey 

to Croydon University Hospital from Pollards Hill compared to 20 minutes to Sutton 

Hospital. 

Additionally, in the last 3 years, over 12,500 attendances at Epsom and St Helier A&Es have 

been from residents already living in Croydon, including almost 6,000 attendances from 

Croydon North and Croydon Central who would likely turn to Croydon University Hospital 
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rather than Belmont. In their response to the consultation, Croydon University Hospital 

identified a medium impact if the Belmont site is chosen. 

The Pre-Consultation Business Case even recognises the significant higher impact on other 

providers that a new acute site at Belmont would have. The analysis shows that there would 

be a higher impact on capacity, estates/capital, income/expenditure, workforce, and 

deliverability than the other two options. 

What’s more, there are further outflow impacts expected on St Peter’s (2,900), Kingston 

(1,800), Royal Surrey (1,000) and East Surrey (1,000), with St Peter’s Hospital worryingly 

stating that workforce will be an area of high impact if the Belmont site is chosen and that 

this could lead to an issue with regards to the deliverability of the proposals. 

Before the consultation started I was concerned about the impact that these proposals 

could have on other providers. It is clear from the above analysis that the impact at some 

providers would be severe. The addition of just 13 more beds at St George’s Hospital leaves 

me in no doubt that this impact has been unequivocally underestimated. 

 

Transport 

The transport analysis is stark: under the Belmont option all areas of the catchment are 

expected to see increases in journey times by car, blue light ambulance and public 

transport. Merton and Surrey Downs are said to be particularly likely to experience 

increased costs and complex journeys. 

Public transport options to the Belmont site are predominantly by bus, with the Integrated 

Impact Assessment accepting that some of the bus services stop a 10 to 15 minute walk 

from the site which may provide difficult for elderly residents, disabled residents, pregnant 

women, or those who are ill. The nearest train stations are up to a 20 minute walk from the 

site. The impact assessment states clearly that “those who struggle with walking long 

distances may experience particular difficulties with accessing this site”. 

Contrastingly, of the three identified sites, St Helier has the greatest number of routes 

servicing it and with the greatest frequency of services. There are roughly seven bus services 

direct to the hospital, with nearby Morden tube station, Sutton rail, St Helier rail and 

Carshalton rail stations. The hospital has been there for a long time and so transport routes 

are in place. 

Moreover, the Belmont site would negatively and disproportionately impact the most 

deprived areas of the catchment with regards to transport and accessibility. In fact, the 

Integrated Impact Assessment itself states: 

“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 experienced the greatest increase in journey time.” 
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Those living in deprived areas are less likely to own a car, increasing their reliance on public 

transport. As stated repeatedly above, public transport is extremely strong to the St Helier 

site and extremely poor to Belmont. Additionally, the Integrated Impact Assessment is clear 

that: 

“As higher densities of the BAME community and those with long term health 

condition/disability live within areas in the highest quintile of deprivation, these groups may 

also be expected to be disproportionately impacted compared with others”. 

This may of course prevent those who rely on acute services from accessing them, with poor 

transport providing yet another barrier to services for those who already statistically face 

healthcare barriers. The evidence is clear: moving acute services from St Helier Hospital to 

Belmont would negatively and disproportionately impact those living in the most deprived 

communities. 

This is particularly important in light of the Marmot review and the requirement of the 

programme to take into account the impact that moving health services would have on 

deprived communities. 

Additionally, the longer, more complex and more expensive a journey, the less likely friends 

and family are to be able to regularly visit. The evidence is clear that friends and family 

visiting can have a hugely positive impact on the recovery of a patient. 

Finally, it is important to consider the availability and accessibility of transport in relation to 

the increased number of patient transfers required if acute services move to Belmont. Not 

only would those living in Merton, north Sutton or Surrey Downs face increased travel times 

to access acute services, but those who live nearest to the Belmont site will lose any 

expected benefit of living within proximity to the Sutton Hospital site if they are transferred 

to a district hospital in St Helier or Epsom as an outpatient. Additionally, I have heard from 

staff who are concerned at the increased travel time and cost of reaching the Sutton 

Hospital site. These difficulties have not been reflected in the transport scores given, as I will 

discuss further below. 

Accessing acute services will clearly become more difficult for the vast majority of the 

patients living in this catchment area. This was acknowledged at the public ‘listening events’ 

and it was repeatedly stated that the transport analysis would be re-evaluated. I expect this 

to take place as a matter of urgency. 

 

Maternity Services 

These proposals detrimentally impact a further protected characteristic group: pregnant 

women. 

Under these proposals, maternity services will be relocated from Epsom and St Helier 

hospitals to the Belmont site. It is important, therefore, to consider the impact that this will 

have on pregnant women across the catchment area. I have already described above the 
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poor transport access to the Belmont site, with accessibility to this site stated as being 

difficult for those who are unable to walk long distances. And this is before we take into 

account the number of women who may consider the site to be too far away. 

Throughout the Pre-Consultation Business Case, it is repeatedly stated that the programme 

will ‘seek to increase the number of home births’ for pregnant women across the 

catchment, arguing that there will be a reconfiguration of the workforce and higher 

standards for continuity of care/reduced risk for women. But, currently, only 2.5 – 3.5% of 

women in the catchment choose this option. Why do you expect this to change so 

significantly in the space of 5 years? Moving maternity services further away and assuming 

that women in my constituency will be happy to instead have a home birth is discriminatory 

and complete against their right to choose where to have their baby. What’s more, whether 

you can have a home birth at all is assessed based on the risk to you and your baby. An 

increased distance to hospital if something goes run must become a factor in this decision. 

Will less women therefore qualify for a home birth, reducing their ability to choose to have 

their baby at home if they so wished? If they need to get to the hospital as quickly as 

possible, the extra travel time for mother and baby will put them at increased risk. 

The Pre-Consultation Business Case goes on to suggest that women can alternatively give 

birth at other hospitals: “In the local area, we have a significant number of midwife-led units 

available, including at Kingston, St Peter’s, St George’s, Croydon, West Middlesex, Royal 

Surrey County, and Chelsea and Westminster hospitals.” But this is not taken into account 

when it comes to determining the number of additional beds required at other providers. 

Yet again it is disadvantaged groups which will suffer the most – “where choice is limited, it 

is likely to particularly effect the equality groups who have been identified as having a 

disproportionate need for acute services” (Integrated Impact Assessment). 

The evidence shows that those living in areas of high deprivation, and BAME groups, are 

more likely to require neonatal or specialist care baby units. These groups statistically live 

nearest to St Helier Hospital. Moving acute services to Belmont will force those most reliant 

on the services to travel further. Additionally, they will need to travel further for 

antenatal/postnatal appointments. These groups are statistically more likely to miss these 

crucial appointments and moving services further away would simply add yet another 

barrier to their healthcare. 

Alternatively, if these antenatal/postnatal appointments will take place at the district 

hospital (and the birth itself at the acute site) how will continuity of care be guaranteed 

between the district and acute sites, particularly given the reduction in midwife numbers? 

Will it be the same familiar faces looking after them regardless of the site? 

From the above considerations, it is clear that these proposals will negatively impact 

pregnant women in my constituency. This must not be allowed to happen. 
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Environmental Impact 

The analysis conducted so far gives little consideration to the environmental impact of these 

proposals. The Integrated Impact Assessment states that: 

“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”. 

It is stated that an air quality impact assessment will be undertaken as part of any planning 

application, but further noted that the additional construction emissions under a new build 

in Belmont is not yet quantifiable. The carbon footprint of the hospital will obviously extend 

beyond its construction phase. 

As we have already seen, moving acute services to the Belmont site would increase travel 

times and significantly increase the need for ambulance use and transfers (and, 

consequently, emissions). However, “the use of ambulances has not been projected for the 

proposed changes, therefore greenhouse as emissions from ambulance transport has been 

excluded from all options”. 

It is disappointing that we still have to prove that environmental concerns are paramount in 

an infrastructure project of this nature, however it is clear from the lack of consideration 

given to the issue in the pre-consultation stage that the point still has to be repeated. 

Environmental considerations cannot simply be an add on at the end of the process, they 

need to be integrated into every consideration. That means grading each of the options with 

an environmental score and feeding it in to the overall conclusions. 

 

The Workshops 

In December 2018, the programme held three behind closed door workshops to decide the 

criteria, weighting and scoring for each of the three sites upon which everything else in this 

consultation is based. These meetings concluded that Belmont was the preferred site, 

followed by St Helier, followed by Epsom. Before entering the workshops, participants were 

forced to sign non-disclosure agreements in order to take part – yet another example of the 

lack of transparency throughout this process. 

19 people attended the first workshop, 20 the second and 24 the third. But there were 

more attendees in these workshops from Sutton than Merton or Epsom, only one person in 

these workshops had accessed maternity services in the last year, despite the programme 

proposing to move consultant led maternity services, and 85% of the attendees in these 

workshops were White British – despite the programme consistently emphasising the 

importance of hearing from a cross reference of the catchment area. 
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Importantly, the participants did not have to justify the decisions that they made in these 

workshops or the scores that they gave: “the scores for each of the options against the 

criteria were anonymous with no rationale requested from participants”. 

To emphasise: behind closed door workshops were held with a disproportionate number of 

Sutton attendees who were asked to anonymously score three hospital sites and were not 

asked to justify their decisions. Unsurprisingly, they chose Belmont, in the heart of Sutton. 

 

The Scoring 

It is fundamental that the scoring and weighting given to each criteria in the analysis is as 

accurate as possible. But having reviewed the Pre-Consultation Business Case and the 

scoring in full, it is clear that a number of the scores are erroneous and must be reviewed. 

This includes, but is not limited to: 

• Accessibility: Of the three hospital sites, St Helier has the greatest number of routes 

servicing it with the greatest frequency of services. Nearby is Morden tube station 

and Sutton, St Helier and Carshalton Rail Stations. There are roughly seven bus 

services to the hospital. Meanwhile, the Integrated Impact Assessment is clear that 

public transport to Belmont is poor and even states that “those who struggle with 

walking long distances may experience particular difficulties with accessing this site”. 

Why does the Belmont option therefore score 6.17 whereas the St Helier option is 

significantly lower on 5.26 despite being described throughout the documentation as 

the most accessible? This is particularly important as any supposed transport benefit 

for residents near Belmont would be lost if they are moved to one of the district 

sites as an outpatient. This is not reflected in the scoring. Furthermore, why is the 

score even lower than Epsom? 

• Availability of beds: Under all three options the bed numbers are repeatedly said to 

be the same, regardless of which is chosen. Why, therefore, does St Helier score 7.39 

and Belmont 7.48? 

• Delivering urgent and emergency care: As well as ranking the three options, the 

analysis also gives a rating for the no service change option. Why is the no service 

change option significantly lower than the score given to Belmont (6.36 to 7.00) 

considering the former includes two acute sites and has no transfer requirements? 

• Workforce safety, recruitment and retention: The CAG concluded that “there is not 

expected to be a material difference in workforce experience across the options, as 

the clinical model is expected to be delivered in the same way, providing the same 

workforce benefits”. The only difference described is births in Epsom. So why are 

scores given so different? Belmont received a score of 6.91 whereas St Helier scored 

6.74. How is this justified? 
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• Alignment with wider health plans: The CAG stated that it “does not expect there to 

be a material difference in contribution across the options, as these aims are 

delivered by the consistent clinical model”? What justification is there, therefore, for 

these scores to be so different? Belmont scored 7.17 and St Helier 6.74. 

• Integration of care: Similarly, there are only 4 and a half lines in the entire Pre 

Consultation Business Case on the rationale for this score. This small amount of text 

is used to state that there are no material differences between the options. Why 

therefore do the scores differs so greatly? Belmont scored 6.74 and St Helier 6.17. 

Furthermore, integration of care is dependent on Local Authorities. The model 

makes this integration of care harder for those who are moving between acute and 

district sites – and so from one Local Authority to another. Given this, why is 

Belmont’s score higher? Has the Royal Marsden been taken into account yet again? 

• Deprivation: Of the 51 most deprived Lower Super Output Areas in the catchment 

area, 42 are nearest to the St Helier site. Why, therefore, does Belmont have a score 

of 5.57 compared to St Helier’s 5.30? 

• Health Inequalities: As with deprivation above, why does Belmont score higher 

given this new analysis? The deprivation and equalities analysis produced by the 

programme considers these factors by CCG area rather than by proximity to each of 

the three sites. The evidence is indisputable that moving services to Belmont would 

have a detrimental impact on health inequalities and deprived communities – and 

that they are nearest to St Helier Hospital. Why then does Belmont score 4.13 and St 

Helier 3.87? What’s more, given the findings in the recently published Marmot 

Review, the weighting given to the deprivation and health inequalities scoring should 

be considerably higher. 

• Older People: The analysis fails to take into account that old age is dependent on life 

expectancy. Epsom is given the highest score for old age, but also has a considerably 

higher life expectancy than significant areas of my constituency and the rest of the 

catchment area. To ensure accuracy, this measurement should not be taken by age 

alone, but by the life expectancy of each Lower Super Output Area in the catchment 

and by the percentage of people in each Lower Super Output Area who are in the 

final years of their life expectancy. Those people will be ‘old’ for their expected age. 

This score should be adjusted accordingly once this analysis has been undertaken. 

What’s more, why does the Belmont site score higher than St Helier considering the 

programme’s own Integrated Impact Assessment states that “those who struggle 

with walking long distances may experience particular difficulties with accessing (the 

Belmont) site”? 

• Safety: The CAG states that it “does not expect there to be a material difference in 

safety across the options, as the clinical model is expected to be delivered in the same 

way, including meeting clinical standards and refurbishment is expected to be 

functionally the same as a new build, offering similar safety benefits”. Why therefore 

does Belmont score 7.43 to St Helier’s 7.39? 
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• Patient experience: Why is patient experience given a higher waiting than 

availability of beds? How can a patient expect to have a good experience if there is 

no bed available for them? 

• Staff Availability: Considering staff unavailability is one of the defining reasons for 

the Improving Healthcare Together Programme taking place in the first place, why is 

this not considered to be a fundamental factor? St Helier scores highest. 

 

In addition to the above, if the Belmont option is chosen as the acute site then there would 

be no district hospital alongside it. As such, patients would be required to travel to Epsom or 

St Helier for outpatient care. I do not consider this challenge to be reflected in the scoring 

for ‘Accessibility’, ‘Older People’, ‘Patient Experience ’or ‘Safety’, amongst other criteria. Any 

challenges faced by the Epsom or St Helier sites in regard to these factors will not be 

avoided if the Belmont site is chosen, with a significant number of acute patients accessing 

Belmont first before moving to one of the district hospital sites. 

 

Financial Scores 

Alongside the criteria scoring, the programme assigns a financial score for each option. The 

financial scoring ranks Belmont first, St Helier second, Epsom third. 

However, the financial data clearly shows St Helier to have a higher return on investment, 

posing less risk with a significantly lower capital requirement. 

The programme states that the core financial metric for evaluation is the Net Present Value 

of each option, for which Belmont scores highest. But this metric masks the capital required 

for each option. Given that the Belmont site would require 22% more capital than the St 

Helier option, it would be expected to offer a higher Net Present Value. Even taking into 

account the impact on other providers and the capital that they will require under the 

programme, the Belmont option still requires 19% more capital than the St Helier option.  

Despite this, the St Helier option has a higher return on investment than Belmont. 

Moreover, the Pre-Consultation Business Case states that enabling capital (the broader 

changes that would be needed over the next ten years to support any incremental changes 

and need to be in place before the programme’s options can be delivered) are not included 

in the financial modelling. How can the financial cost of these proposals be accurately 

measured unless both the incremental and enabling capital required is calculated? 

Throughout the Pre-Consultation Business Case, it is repeatedly stated that the Royal 

Marsden does not form part of the analysis and that the “the impact of any further 

developments of this have not been considered by the programme at this stage”. However, 

the Royal Marsden has been cited as evidence in support of the Belmont option and the 

inclusion of the Royal Marsden is a key component in the overall financial score of the 

Belmont option. I quote: 
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“The total income and expenditure position by 25/26 is greatest for the Sutton option. This is 

driven by the additional benefits (including co-locating with the Royal Marsden) outweighing 

the higher annual capital costs needed to pay for a new build facility”. 

and 

The“ greater benefits are driven by the greater economies of scale opportunities (£135m)” 

and “additional co-location synergies are expected through joint working between Epsom 

and St Helier and the Royal Marsden”. 

 

But these greater benefits and economies of scale opportunities are not guaranteed. In fact, 

an analysis of sensitivities which could change the ordering of the Net Present Value ranking 

was requested by regulators. The reason for this request, and the results of it, are missing 

from your documentation. But if the economies of scale and Royal Marsden benefits are 

removed, the St Helier option would have the highest Net Present Value. Why did regulators 

request this analysis? Where can the results be found? And why does the Improving 

Healthcare Together programme believe that these benefits are certain to be delivered? If 

they are not, the scoring should reflect this. 

Given this, the extra capital required and the lower return on investment, I do not consider 

Belmont to present the best financial option available. 

 

Conclusion 

The proposals outlined in the Improving Healthcare Together 2020-2030 programme would 

be hugely detrimental to the healthcare of my constituents in Mitcham and Morden. 

I challenge the very foundation of this programme: I do not believe that the solutions set 

out will resolve staff shortages, ageing buildings or the financial deficit faced by the Trust. 

The proposed clinical model brings substantial risks and has vastly underestimated the 

health needs of this catchment area, the growing demand for acute services, as well as 

significantly overestimating the availability of primary care at the time that the programme 

is set to commence. 

Moving acute services to Belmont would negatively and disproportionately impact a 

number of protected characteristic groups including BAME residents, those living in 

deprived communities, and pregnant women. 

I have provided clear evidence to challenge a number of the scores and weightings given to 

the criteria that determined Belmont as the preferred site and I have further disputed the 

financial merits of this option. I expect to see this scoring reviewed accordingly. 

I wholeheartedly welcome every penny of investment in our treasured NHS. I do not for a 

second dispute the need for healthcare capital in our catchment area. I just ask that it’s use 

does not discriminate against protected characteristic groups and that it is instead spent 

where it is needed most: at St Helier Hospital on its current site. 
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