
 

 

APPENDIX 3 

Reconfiguration phase 1 – impact on patients in south east Essex 

June 2019 

Purpose 

This paper provides a briefing on the proposed phase 1 reconfiguration changes that Mid and South 

Essex University Hospitals Group are planning on implementing in autumn 2019. 

It is specifically focused on the impact of these changes on patients who live in south east Essex 

(Southend-on-Sea, Castlepoint and Rochford). 

The changes and patients affected 

We will be seeking to implement the changes as detailed in the table below, these are all consistent 

with the decisions made by the Mid and South Essex CCG Joint Committee on service changes in July 

2018. 

Service Description of change Affects 
patients in 
south east 
Essex? 

Estimated 
number 
patients in 
south east 
Essex effected 
(annually) 

DMBC 
rec. # 

Urology 
 

Consolidation of complex benign 
inpatient elective and all inpatient 
emergency patients from Basildon 
Hospital to Broomfield Hospital. 
 

NO 0 14 

Vascular 
 

Consolidation of emergency vascular 
surgery at Basildon Hospital from 
current rotating hub model 
 

YES 267 8 

Trauma and 
Orthopaedics 
 

Spinal surgery moves from Basildon 
Hospital to Southend Hospital 
 
ASA 1 and 2 hip and knee patients at 
Basildon and Southend hospitals being 
offered treatment at Braintree 
Community Hospital* 
 

YES  
(choice being 
provided to 
have their 

operation at 
Braintree) 

0 
 
 

452 

13 

Enabling - 
Interventional 
radiology 
 

Emergency Interventional Radiology 
cover consolidated in a hub at Basildon 
Hospital, with 24 hour, 7 day a week 
cover. 

YES 17 N/A – 
new 

service 
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Service Description of change Affects 
patients in 
south east 
Essex? 

Estimated 
number 
patients in 
south east 
Essex effected 
(annually) 

DMBC 
rec. # 

Enabling – 
treat and 
transfer 
 

Extension of existing treat and transfer 
service providing weekend cover for 6 
months to enable Interventional 
Radiology transfers. 
 
Vascular emergency transfers will 
continue with the existing 
commissioned EEAST cover. 
 
Urology transfers will be handled in line 
with the existing inter-hospital transfer 
processes. 
 

YES N/A 4 

 

Patient numbers 

It is important to note that the estimated total number of patients effected in south east Essex does not 

necessarily mean that these patients are being seen further away from where they would currently be 

treated. 

For vascular emergency patients, we currently have a rotating hub service between Southend, 

Basildon, Broomfield and Harlow hospitals, therefore 2 in 4 times patients will be seen closer than they 

are today.  As such we estimate around 133 patients in the south east will be treated closer to where 

they live and 67 have to travel further. 

For hip and knee operations, patients will still be able to access their operation at Southend Hospital 

as part of these changes but will be offered the choice to have their operation at Braintree Community 

Hospital in our expanded dedicated elective orthopaedic centre.  We want to do this primarily as it will 

mean patients will get their operation much faster than today and there is significantly less risk of us 

having to cancel their operation as a result of bed or theatre availability we do not provide emergency 

inpatient care at Braintree. 

Interventional radiology emergency care, is currently a new service which is not routinely provided 

at any of our three hospitals.  As such when patients have required this treatment in the past they have 

been transferred to Cambridge or London.  As such we estimate that 17 patients in the south east will 

be treated closer to where they live. 

A summary of the number of patients who will be required to receive treatment elsewhere from today 

as a result of these changes (i.e. excluding patients who choose to go to Braintree) is outlined below: 
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Estimated patient 
number, per year 

Will be seen closer to 
south east Essex 
(from today) 

Will be seen further 
from south east 
Essex (from today) 

Net impact (positive 
number means more 
patients being seen 
closer) 

Vascular emergencies 133 (67) 66 

Interventional radiology 17 0 17 

Total 150 (67) 83 

 

Why now? 

The basis of the reconfiguration proposals is that they will improve patient outcomes, help safeguard 

access to surgical care, achieve compliance with national specialist standards and reinforce local 

service sustainability.  This basis remains unchanged. 

Given the length of time since initiation of this process and decision-making, there is an increasing risk 

of disengagement by the clinical teams who have now been working on these proposals for a number 

of years, as well as a threat to the broader credibility of the trusts with our wider workforce and 

stakeholders on our ability to deliver change and release benefits for patients.  This is an important 

consideration given the need, well recognised by our boards, to bring about positive cultural change 

across our entire workforce. 

In summary, we recommend proceeding with these clinical service changes on the basis of delivering 

service specific improvements and improving staff engagement with the change process.  Detail on 

service specific benefits are set out in annex A. 

In order to implement these changes this autumn we will need to commence staff consultation at the 

beginning of July 2019 for an autumn implementation.  There are two points in the year when the trusts 

have sufficient bed headroom to make these changes, these being the autumn and spring of each 

year.  As such if we do not start the change now we will delay the entire programme by a further 6 

months at a minimum. 

What about the Secretary of State referrals 

We have been careful to ensure this first set of changes do not affect those areas of most concern to 

the two councils (stroke services in the case of Southend and the future of Orsett Hospital for Thurrock) 

and that the changes to the south east Essex population are very limited given the more general 

concerns in the Southend area as outlined further above. 

In respect to south east Essex patients: 

 Vascular emergencies already are treated at a rotating hub between the hospitals at Southend, 

Basildon, Broomfield and Harlow, this change will mean all emergencies will be treated at Basildon. 

 

 For orthopaedic patients we will be offering the choice that suitable hip and knee patients can 

receive their procedure at Braintree Hospital much faster than today.  These patients will have the 

option of continue to be treated locally either through the Independent Sector or Southend Hospital. 

 

 For interventional radiology emergency patients this is a new service, which patients have 

historically had to be transferred to Cambridge or London for emergency treatment.  
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 The urology changes do not affect patients in south east Essex. 

In the event that the outcome of the Secretary of State referral does not support these changes we will 

have the opportunity to stop implementation before the autumn. 

Communications and media 

The three hospitals have already provided briefings to staff and stakeholders on the proposed changes 

and a range of videos of clinicians describing the changes and supporting factsheets are being 

publicised on social media and trust websites. 
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Annex A – Benefits 

Overall: 

Across services, and in line with national benchmarks, we expect patient experience to improve as a result of 
greater consolidation of care at specialist hubs. We know for example that specialist trusts outperform acute 
trusts on the Friends and Family Test and inpatient surveys1,2. 
 
Service specific benefits which will be realised through each service’s specific changes are described further 
below, but fall within the categories of: 
 

 Improved access to care to prevent deterioration through waits for treatment or delays in accessing 
specialist care in an emergency 

 Improved quality of care through access to specialists and improved clinical outcomes, lower clinical 
risks 

 Service specific improvements such as complication rates being improved 

 Compliance with national standards for commissioned services and adoption of evidence based care 
 

Detail around each of the phase one speciality outcome measures can be found in Appendix B. 
 

Vascular: 

Improved access to care:  

 Access to specialist vascular team 24/7 within mid and south Essex.  

 Compliance with NICE access targets particular for Carotid and abdominal aortic aneurysm (AAA) 
patients  

 Reduced waiting times as a result of separating emergency from elective care, allowing for better 
planning of elective care in the three hospitals, thus reducing cancellations and delays of planned 
procedures.  
 

Improved quality of care:  

 Reduction in unwarranted variation through standardised patient pathways across all three sites and 
reduced length of stay  

 Improved clinical outcomes due to high volume vascular procedures performed by skilled personnel at 
hub site where right equipment is available. 
 

Service-specific improvements:  

 Services in mid and south Essex are currently non-compliant with national standards and the service 
specification for these services, one of few non-compliant services in the country. 

 Better patient experience through 24-hour availability of a senior decision maker at hub site. 

 Compliance with national standards and recommendations (POVS and GIRFT)  

 

 

                                                
1 NHS Friends and Family Test (November 2016). Acute Specialist Trust and Acute Trust calculated as average of each category. Acute Specialist 

Trusts were identified as in NHS Staff Survey 2015   
 
2 Analysis of trends in NHS inpatient surveys 2005-13, Picker Institute Europe & The King’s Fund, 2015   
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Evidence base and Compliance with national standards:  

 The proposed changes comply with (POVS) The Provision of Services For Patients with Vascular 
Disease 2015: Vascular Society of Great Britain and Ireland3 and are supported by GIRFT vascular 
recommendations4 
 

Patient Numbers affected: 

Below is the proposed movement of patients based on the phase one proposed changes.  
 

Vascular reconfiguration phases  
Originating 

Trust 
Number of 

patients  

Current MSE activity 

BTUH 512 

MEHT 905 

SUHFT 921 

 Total 2,337 

Phase 1 - consolidation of emergency inpatients 

at Basildon 

MEHT 226 

SUHFT 267 

Phase 1 – affected number of patients 
transferring    493 

 

Trauma and Orthopaedics 

Improved access to care:  

 Reduced waiting times for patients in line with national targets due to sustainable elective operating, 
preventing deterioration, reducing anxiety and suffering for patients and helping make sure their 
condition and procedure is optimised. 

 Fewer cancelled operations through greater separation of emergency and elective care allowing for 
better planning of elective lists, reducing harm from late notice cancellations and delays to 
interventions; including maintaining elective operating during winter 2019/20.  

 
Improved quality of care:  

 Reduction in unwarranted variation and reduced length of stay as a result of standardised care 
pathways, consolidation of surgical volumes and adoption of best practice, such as enhanced recovery 
for hip and knee replacements5 

 Reduced complication and readmission rates for complex procedures as a result of the consolidation of 
complex, specialist cases ensuring higher surgeon and surgical unit volumes.  

 

                                                
3
 The Provision of Services For Patients with Vascular Disease 2015: Vascular Society of Great Britain and Ireland. Available at: 

https://www.vascularsociety.org.uk/_userfiles/pages/files/Resources/POVS%202015%20Final%20version.pdf   
 
4 GIRFT Vascular Surgery report and recommendations: http://gettingitrightfirsttime.co.uk/surgical-specialty/vascular-surgery/ (accessed on 28th May 

2019) 

 
5 Zhu S, Qian W, Jiang C, Ye C, Chen X, Enhanced recovery after surgery for hip and knee arthroplasty: a systematic review and meta-analysis, BMJ 

2017. Available at: https://www.ncbi.nlm.nih.gov/pubmed/28751437   

http://gettingitrightfirsttime.co.uk/surgical-specialty/vascular-surgery/
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Service-specific improvements:  

 Better patient experience through better availability of a senior decision maker and standardised 
pathways of care. 

 Compliance with GIRFT and Seven day service recommendations which are nationally identified good 

practice. 

Evidence base and Compliance with National standards: 

The national Keogh Urgent and Emergency Care Review and Getting It Right First Time orthopaedics report 
have both concluded that best practice is to segregate elective surgery from emergency care entirely through 
the use of dedicated beds, theatres and staff.6  This greatly reduces cancellations and improves outcomes and 
flow. The Royal College of Surgeons have similarly concluded that separating elective and non-elective work 
can reduce patient disruption and cancellations, and reduce rates of hospital acquired infections7. 

 
Patient numbers: 

Below is the proposed movement of patients based on the phase one proposed changes: 

Trauma and Orthopaedic Phase 1 
reconfiguration  

Originating 
Trust 

New  
Trust 

 
 

Number of 
patient 

Elective inpatient spinal activity 

BTUH SUHFT 110 

MEHT - - 

SUHFT - - 

 Total  110 

Elective Hip and Knee replacements ASA 1 and 2 
activity* 

BTUH Braintree 351 

MEHT Braintree 202 

SUHFT Braintree  452 

 Total  1,005 

Total number of patients transferring after 
phase one   

1,115 

*Estimated numbers of ASA 1 and 2 hip and knee replacements based on patient choice. 

Urology: 

Improved access to care:  

 Consultant of the week model at Southend and Broomfield hospitals, free of elective duties, improved 

access to stone procedures and other emergency care. 

                                                
6 A national review of adult elective orthopaedic services in England: Getting It Right First Time, British Orthopaedic Association, 2015   

 
7 Royal College of Surgeons recommends separation of emergency and elective care as best practice: The Royal College of Surgeons of England, 

2007   
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Improved quality of care:  

 Better access to emergency operating lists and definitive treatment, early decision making, regular 

review by same consultant and reduced length of stay prevents patients needing to stay in hospital 

where they can further deteriorate or be exposed to risks, allowing them to recover earlier at home, as 

well as reduction in readmissions due to complications or additional procedures being required. 

Service-specific improvements:  

 Consolidating highly specialised urology care has proven clinical benefits and evidence to support 

higher volumes. 

 

 Basildon patients will benefit from a dedicated urology ward with access to senior decision maker and 

other specialist staff. 

Evidence base and Compliance with National Standards: 

 Adoption of British Association of Urology Surgeons (BAUS) guidance for stone pathways and GIRFT 
recommendations 

 
Patient Numbers: 
 

 Under the scenario of 20% of emergency admissions being treated ambulatory in their local hospital, 
this is estimated to be 685 patients per year, with an estimated bed day saving of 2,343 bed days.   

 

Urology Phase 1 reconfiguration  
Originating 

Trust 
New  
Trust 

 
 

Number of 
patient 

Current MSE activity 

BTUH   

MEHT   

SUHFT   

 Total   

Elective complex benign inpatient activity 

BTUH MEHT 56 

MEHT - - 

SUHFT - - 

 Total  56 

Emergency inpatient activity 

BTUH MEHT 823 

MEHT - - 

SUHFT  -- 

 Total  823 

Total number of patients transferring after 
phase one   

879 
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Enabling - Treat and Transfer: 

Improved access to care:  

 Reduced waiting time for patients to access specialist care as this model will move eligible patients to 

the right place for specialist inputs in a timely manner, helping reduce risks of longer stays in hospital 

or delayed treatment 

Improved quality of care:  

 Reduced length of stay due to early senior review and rapid, same day access to specialist care and 

earlier initiation of the correct care plan 

Service-specific improvements:  

 In terms of patient experience, this minimises the time spent at a greater distance from family and 

friends, and in an acute facility which can carry its own risks and inconveniences.  

Evidence base and compliance with national standards: 

 Existing models of inter-hospital transfer which have similarities to our proposals around England – 

including input from Northumbria, London, Staffordshire, Cumbria, the Pennines and West Yorkshire 

were examined when developing this model8.  

 

 Evidence from other treat and transfer models like that of Kings College NHS Foundation Trust and 

East Kent NHS Foundation trust9 10 were also considered and details submitted as part of clinical 

senate proposal. 

Enabling – Interventional Radiology: 

Improved access to care:  

 Reduces delays in patient pathways, and facilitates early recovery and discharge  

 
Improved quality of care:  

 Improved clinical outcomes due to minimally invasive techniques being available both in and out of 
hours, reducing time in hospital and expediting the right treatment and/or discharge.  

 Reduced Length of Stay 
 

Service-specific improvements:  

 Meets national recommendations for timely access to emergency IR  
o IR for haemorrhage control  
o IR for maternal haemorrhage (post-partum haemorrhage)  
o IR for septic patients  

 

                                                
8 West Yorkshire Inter-Facility Transfer algorithm, October 2012  

 
9
 http://gut.bmj.com/content/66/Suppl_2/A76.1  

 
10 Isla M. Hains, Anne Marks, Andrew Georgiou, Johanna I. Westbrook; Non-emergency patient transport: what are the quality and safety issues? A 

systematic review, International Journal for Quality in Health Care, Volume 
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Evidence base and compliance with national standards: 

Meets national mandate published by the Royal College of Radiologists in collaboration with the British 
Society of Interventional Radiology that requires acute Trusts to work towards achieving 24/7 cover. More 
specifically it states that hospitals should have formalised access 24/7 emergency IR service particularly for 
haemorrhage control and nephrostomy drainage11 
 
Clinical assurance of these proposed changes  
These service changes have been subject to a high degree of clinical assurance, both through the NHS East 
of England Clinical Senate and other processes such as Getting It Right First Time (GIRFT) and other 
independent reviews.  An outline of these assurance steps is set out below: 
 
East of England Clinical Senate 
The East of England Clinical Senate reviewed emerging proposals for the Mid and South Essex STP (formerly 
Success Regime) on six separate occasions:  

 In June 2016, the focus was on the early emerging thinking,  

 In October 2016, it considered in more detail the five potential configuration options that subsequently 
fed into the Programme’s formal options appraisal process,  

 In September 2017, the panel conducted a preliminary review of the programme’s final pre-consultation 
proposals  

 In October 2017, the panel carried out a more in-depth review of the proposals for stroke services 

 In April 2018 it conducted a ‘stage 2’ review for urgent and emergency care (including treat and 
transfer); vascular services; general surgery; trauma & orthopaedic surgery; respiratory services; 
cardiology services; urology; gynaecology surgery and renal where the panel strongly supported most 
of the proposals but asked to review general surgery  

 In December 2018 the panel reviewed further evidence and the further development proposals for 
emergency general surgery.  

 
The above also included site visit for a few panel members in April 2018 and an independent audit and review 
carried out for the MSB Group by the Nuffield Trust to provide supporting evidence for the proposals and 
address the concerns raised by clinical review panel. This audit was also informed by advice and the outputs 
of a workshop with John Abercrombie, the Getting It Right First Time Lead for General Surgery for England. 
 
The Senate supported the proposals with final recommendations for consideration included in its reports from 
April 2018 and December 201812. All its recommendations have been considered when developing these 
proposals.  
 
This work has been supported by Getting it Right First Time13 visits having been completed and 
recommendations considered in these proposals for the following services: 
 

1) Vascular services  for the 3 hospitals - March 2019  
2) Urology services as individual services:   

a. Southend -  2016/17 
b. Basildon – December 2017 
c. Mid Essex – October 2016 

 

                                                
11 https://www.rcr.ac.uk/system/files/publication/field_publication_files/BFCR(14)12_POIR.pdf 

 
12 http://www.eoesenate.nhs.uk/publications-and-advice/ - Reports published for each of the senate reviews are available here 

 
13 Getting it Right First Time is a national programme designed to improve the quality of care within the NHS by reducing unwarranted variations.   

https://www.rcr.ac.uk/system/files/publication/field_publication_files/BFCR(14)12_POIR.pdf
http://www.eoesenate.nhs.uk/publications-and-advice/
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Eastern Academic Health Science Network (EAHSN) was commissioned to conduct and independent 
assessment of published evidence available on clinical outcomes and to what extent they support the options 
proposed for the options appraisal process. The report published in early 2017 concluded that all five of the 
original acute options developed would likely improve patient outcomes. Although proposals have now evolved 
from these earlier options, the underlying principles remain aligned14 
 
Benefits to staff 

Within all of the phase 1 specialities there are significant staff benefits to be gained from the changes 

proposed.  These include: 

- Ability to better manage capacity and demand through wider team rotas 
- Maintaining the balance between emergency and elective demands. Ensuring that there is consistent 

elective operating without disruption from emergencies  
- Better continuity of care regarding emergency patients and their management plans 
- Better work/life balance through less onerous, more sustainable on-call arrangements.  
- Making the region an attractive place to work as well as supporting retention levels within specialties 
- Simplified management and team structures in order to support standardisation across the services as 

well as providing consistent levels of care 
- Opportunity for the workforce within each specialty to work more collaboratively as one team as MSE 

prepares for merger in 2020.  
- Ability to ensure joint working is in place and help share learning opportunities  
- Improved career opportunities through role development such as additional training to dual role, as well 

the ability to introduce new roles to the organisations such as Prescribing Pharmacists, Physician 
Associates 

- Wider scope for research and innovation opportunities in collaboration with Anglia Ruskin University 

 

                                                
 
14

 A review of how clinical evidence and national guidance may inform the selection of acute hospital reconfiguration options in Mid and South Essex 

Success Regime (MSESR), Eastern Academic Health Science Network, February 2017   


