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Welcome and Apologies

Care Group Lead, Renal and Transplantation Unit, St
George’s University Hospital NHS Foundation Trust
NHS South West London CCG, Communications &
Engagement Lead
NHS Epsom and St Helier University Trust
St George’s University Hospital NHS Foundation Trust
NHS England, London region
NHS England, London region
Frimley Health NHS Foundation Trust
NHS South West London CCG
NHS South West London CCG Minutes
NHS South West London CCG
NHS South West London CCG Presenting slides
NHS South West London CCG Live streaming
NHS South West London CCG

Action by

Jonathan Perkins, Deputy Chair, Lay Member for Surrey Heartlands CCG
and CiC Convenor welcomed the committee members and observers to Convenor
the meeting. JP stated the reason for this meeting was to review a proposal
for Kidney care at St George’s & St Helier hospitals. JP explained that
there are four committees in the Committees in Common (CiC) which
means they are all sitting at the same time considering the same issues in
relation to any significant change in commissioning of Renal services for
Epsom & St Helier University Hospital Trust.
The four committees in the CiC are as follows:
 South West London CCG
 Surrey Heartlands CCG
 Frimley CCG
 NHS England Specialised Commissioning
All of the above committees have been appropriately delegated by their
governing bodies or authorised boards to make a decision on the business
(Renal) we are to discuss today.
JP mentioned the meeting was being broadcasted live and that there was
an opportunity for pre-submitted questions from the public to be responded
to at the end of the meeting.
With no apologies received each committee of the CiC was quorate.
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Declarations of Interest
Conflicts of Interest Register

Convenor
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It was noted that all members of the CiC had declared interests within their
respective CCG/NHSE register of interests. The CIC Convenor asked for
any further declarations of interest to be noted to the programme team
3.

Terms of Reference
The CiC Terms of Reference were reviewed and APPROVED by each Convenor
Committee of the CiC.
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Pre-Consultation Business Case (PCBC), including Impact Assessment (IA)
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JB introduced himself as the Senior Responsible Office for Specialised JB
Services at South West London ICS. The slides were shared with the
group.
In July 2020, a decision was made to consolidate six major acute services
from Epsom and St Helier into a Specialist Emergency Care Hospital
(SECH) in Sutton.
 This decision would require St Helier’s inpatient renal (kidney)
service to move to Sutton, but with outpatient services remaining
at St Helier
 The clinicians in both services agreed that instead, an option
should be considered which consolidated inpatient care at St
George’s Hospital (SGUH)
 Doing this would both change the design of the SECH and also
require additional capital for St George’s. Epsom and St Helier
(ESTH) and St George’s worked up the capital implications for
inclusion in the Outline Business Case for the new hospital
 Because this is a change to an agreed proposal which has been
consulted on, we must consider whether it is a ‘new’ service
change.
JB explained to the CiC the respective roles of each organisation:
 Renal care is split between clinical commissioning group (CCG)
commissioned activity and specialised care, commissioned by
NHS England.
 The Major CCG areas affected by this potential change are South
West London, Surrey Heartlands and Frimley. NHS England has
teams in London and the South East so these are also represented
 It is the collective role of commissioners to agree today whether
sufficient work has been done to proceed to either engagement or
consultation.
 The work to get to this point has been led by SWL CCG, ESTH and
SGUH so these organisations have attendees to present the
proposal and take any questions.

Attach
2b

If the CiC agree to proceed, the Renal project team will meet the SWL &
Surrey Joint Overview and Scrutiny Committee (JOSC) on the 7th July
2021 to discuss the proposals and agree consultation/engagement plans.
Dr Ginny Quan, Consultant Nephrologist and Joint Clinical Director, Renal
Services Epsom and St. Helier University Hospitals NHS Trust, shared the
current position for renal services across South West London and Surrey.

GQ
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Currently 13,500 patients receive renal care from St George’s University
Hospital and St Helier Hospital which are four miles apart. St Helier is a
larger service but does not provide transplant surgery.
The current buildings are not fit for purpose and patients may experience
a difference in care. GQ shared images of a potential new unit at St
George’s University Hospital. The plan would be to have 15 dedicated
theatre sessions which would provide better access to vascular services
and transplant surgery.
50% of the rooms would be single occupancy which would provide better
infection control. It was noted that 95% of the care would continue to be
provided locally.
GQ
Attach
2c

GQ explained the 3 main reasons for the proposal:
1. Despite closer collaboration between the two services, renal
patients experience significant inequalities in their NHS treatment
depending on the centre that they are under.
2. The estate of both services has suffered from long term underinvestment, and as a result the buildings are not fit for purpose for
delivering good care.
3. Neither service is as efficient as it could be, and as a result there is
significant opportunity to provide improved services and better care
to patients.
Professor Debasish Banerjee, Care Group Lead, Renal and DB
Transplantation Unit, St George’s University Hospital NHS Foundation
Trust highlighted the benefits for staff and research. SGUH benefits from
being co-located with St George’s University of London whilst ESTH hosts
the renal institute. Bringing together these strengths will enable increased
opportunities for cutting edge research on prevention of progression to
dialysis, reduction in hospital admission for kidney-heart failure patients
and with an increased number of patients being able to take part in clinical
trials. This in turn will support the service to attract additional funding for
research and physicians with an interest and passion for research.
The joint unit will provide significant opportunities for the development of
staff working within renal services. They will have the opportunity to learn
from specialists in all areas of renal medicine and care, with better access
to education and training. The combined service will be more resilient and
sustainable. With a new pathway, the new unit will have surgeons on site
24/7. There will be no need for patients to wait to be transferred for
emergency vascular access surgery. Combining the two units will deliver
a scale of surgical activity that allows for theatre lists every day of the week,
again reducing delays. It will allow for more efficient use of the day case
unit, building on the two hospital trusts’ experience of combining their day
case activity during COVID, and will make more efficient use of surgical
time, with reduced traveling between sites.
It was noted that both current renal units already provide a wide range of
outpatient renal services throughout Surrey and South West London. The
aim would be to build on these by:
• Further developing the inpatient renal service at Frimley Hospital
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•
•
•

Continuing to run outpatients in 13 district general hospitals
(DGHs) / sites and dialysis at eight satellite units throughout Surrey
and South West London
Aiming to expand the sites that offer advanced kidney care clinics,
iron clinics and peritoneal dialysis clinics
Developing a new joint home therapies training area based at St
Helier.

By collocating acute services for our sickest inpatients, this will enable
economies of scale and time to help us improve our outreach services
• Outpatients at 10 DGHs will continue
• Dialysis at 8 Satellite Units will continue
JB mentioned that the team have been working very closely with JB
commissioning colleagues from across South West London, Surrey
Heartlands, Frimley and NHS England specialised commissioning. The
team have met with both Kidney Patient Association Groups from ESTH
and SGUH and worked closely with clinical leaders and the renal clinical
alliance. The proposals have been scrutinised by the Joint Clinical Senates
and their recommendations have been reflected in the PCBC and
Engagement Plan. Some recommendations will be picked up later in the
process.
Key recommendations from the Joint Clinical Senates included the
following and these will be picked up in the next phase of work.
 Ensuring the role of the affected services is explained in the context
of the overall renal patient pathway and maximising opportunities
for wider transformation of the renal pathway, including primary and
community care.
 Working further with co-dependent services (interventional
radiology, critical care and vascular surgery) to ensure appropriate
capacity across SGUH.
 Working with ambulance providers on any impact of the change in
journey times.
The next steps for the proposal, if agreed by the CiC, will be to present the
proposal to the South West London and Surrey Joint Overview and
Scrutiny Committee in early July.
Discussion and questions from CiC members:
RH: What have you done to improve the inequalities around travel time
and how will this build into the wider connections with outpatient services
and primary care?
JB: The engagement process will focus on impact of travel times and what JB
would make it easier for patients. Although this is a small number of
patients, it is important to think about what happens pre and post service.
We have been in discussions with the South London Renal Clinical
Alliance and are looking at opportunities to develop transformation around
primary care. We should be able to bring this discussion back to a future
meeting, later in the year.
SB: Highlighted the improvements for vascular services and asked about
the staffing clinical model.
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DB: Vascular patients will have the benefit of having services all in one DB
place. It is clear that having access to those specialist services will benefit
the patient. The workforce will also have a big boost with services all in
one place. We will have access to a faculty of teachers, not just doctors
but also nursing, physiotherapists, dietitians and physicians associates all
in one place. We will be able to provide further training and develop
expertise in vascular access.
CT: What does the satellite clinics in Frimley consist of and who is able to
access it and what about the patients on the borders of Surrey?
GQ: There are three elements to the service: Outpatient dialysis in GQ
Farnborough, Outpatient Clinics – general nephrology, outpatients and
advance kidney care and inpatient beds at Frimley. Patients will still be
able to access these services if they are required and if they are the
nearest for patients.
The Convenor summarised the discussion and asked each Committee JP
Chair if their respective committee approves the PCBC and IA.
The PCBC was APPROVED by each Committee.





South West London CCG - Approved
Surrey Heartlands CCG - Approved
Frimley CCG - Approved
NHS England Specialised Commissioning - Approved
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Engagement Strategy
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Stephen Webb, Communications & Engagement Lead, presented the SW
engagement approach and plan for the proposal.
The strategy sets out a robust programme of engagement with relevant
and interested stakeholders – especially patients and staff.
Engagement activity has been segmented through three primary
audiences:
1. Those directly affected = patients, families and carers and staff,
direct contact/information in outpatient departments and clinics
2. Interested parties = stakeholders such as local authorities,
Healthwatch, MPs, patient and community groups: briefings,
outreach sessions and focus groups
3. Wider participation = general public: social and traditional media,
live events, promotion through local engagement networks.
Feedback will be collated and independently analysed. It was noted that
equalities monitoring would be completed throughout the exercise.
The Programme team has so far engaged with a range of stakeholders
including the Kidney Patient Associations, SW London and Surrey JHOSC
and SWL & Surrey Clinical Senate.
The next steps will be to:
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•
•
•
•
•

Agree final activity plan and material
Make sure patient, public, staff and stakeholder groups are well
defined and best routes for engagement identified
Develop and finalise engagement material and channels
Support programme team with planned engagement and adapt
approach based on feedback
Prepare for start of engagement.

Discussion and questions from CiC members:
PB: Noted in the IA that there is an impact on people with a mental health
and learning disability needs. Will the engagement seek to ask their views?
SW: Yes, people with a mental health condition have been identified and
activities have been planned with that cohort. We will be working with our SW
CCG engagement leads to identify and work with the community.
JP asked when the engagement process will be concluded. SW noted that
this would be around early October but agreed to ensure that the CiC SW
would be provided with emerging themes in the interim.
The Convenor asked each Committee if they approve the engagement
strategy.
The engagement strategy was APPROVED by each Committee.
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South West London CCG - Approved
Surrey Heartlands CCG - Approved
Frimley CCG - Approved
NHS England Specialised Commissioning - Approved

Questions from the public

Question from Jamie Gault – Action for Carers
In terms of the impact assessments, has full consideration been given to
the impact on carers for patients accessing these services? Consideration
includes but are not exclusive to: Accessibility of the proposed unit; stress
if travel; cost of travel (finances remain a key issue for carers); impact on
time was longer journeys.
JB: We do reference within the impact assessment the impact on people
attending to visit patients or attending with patients, although we do not
specifically reference carers. Many of the factors that JG mentions in terms
of the accessibility of the unit, the complexity of travel contributing to stress
and the financial impact from the journey time are picked up. We would be
very happy to engage with carers groups in SW London & Surrey as part
of our engagement exercise. We can then understand how those factors
we have already look at and quantified have impacted on carers. Also, to
discuss what the potential mitigations might be as we appreciate this is
important to them.
Questions from Nikki Webster – Principal Physiotherapist, SGUH
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1) Many patients with renal disease are severely deconditioned; how will
the patient pathway be optimised in terms of impatient rehabilitation.
(2) Many renal centres offer `Renal Rehabilitation’, a 12-week course akin
to cardiac and pulmonary rehabilitation aimed to increase activity levels
and reverse/slow the decline in fitness that is common in renal disease, as
well as to help patient’s mange day-to-day activities and promote healthier
lifestyle. Are there plans to offer Renal Rehab to patient’s post-acute
admission?
DB: this is an area of interest at St George’s who have been conducting
research into renal rehabilitation. The new unit would be in a unique
position to develop this further and could potentially develop a program to
teach physiotherapists and thereby develop the physiotherapy care in
outreach services as well as outside South-West London and Surrey.
Questions from Clare Burgess Chief Executive, Surrey Coalition of
Disabled People
(1) The papers mention that the team have engaged with patient groups
on this specific proposal. Please can the team clarify, how many Renal
patients and Carers who live in Surrey that they have engaged with to date
and what form this engagement took?
SW: We are at the very start of this engagement activity therefore we have
not done any specific work with patients and carers in Surrey other than
those who are members of the Kidney Patient Association around St.
Helier. The plan going forward with the engagement activity which we will
engage with renal patients and carers across South West London and
Surrey.
(2) The EIA mentions the impact that the proposal would have on
marginalised communities such as people who are disabled. A key area of
concern is travel to and from the proposed site. How will people who are
not eligible for patient transport be supported to travel from Epsom (for
example) to St George’s in an accessible way?
SW: One of the key areas of the engagement activity is to draw out issues
of which we know transport and travel are key to understanding patient
issues. Our understanding is the majority of Kidney patients would be
eligible for patient transport.
CJ: Mentioned that of the 5% of patients affected, a very significant
proportion of those would be eligible for patient transport now. Not all of
them use it, but for those who do wish to travel to the site, by car for
example, we are looking at increasing the proportion of spaces that we
dedicate for blue badge holders because we know that a large majority of
our patients would be eligible for that.
(3) Disabled people in Surrey are not eligible for a TfL ‘Freedom card’. The
report mentions a small increase in the cost of public transport cost – we
would just like to raise with the team, that, to someone who is disabled,
and therefore likely to be impacted by financial inequality, an increase of
over £3.00 per return journey is actually very significant.
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CJ: At the moment not a lot of our patients use public transport, but
obviously there are options around the reimbursement of travel costs
around the hospital travel scheme for people who are on low incomes or
receive certain types of benefits.
(4) Following the IHT programme (which our members committed
significant time to over the last few years), we have been very much left
out of any on-going co-production and engagement work – this seems to
be a common theme across the rest of the voluntary, community and faith
sector in Surrey. Please can the project team explain what future
engagement on this proposal will take place, specifically with Surrey
residents and, in particular, those who have a disability and Carers?
SW: We will be focusing on Surrey and would be working with existing
groups there to reach out to. SW will be contact in Claire Burgess to ensure
we engage with the groups mentioned. CJ mentioned St Helier’s is about
to embark on another piece of patient engagement so that we can make
sure that on an ongoing basis we keep people engaged in the project.
(5) What is the impact of this proposal on the new Surrey Patient Transport
tender as the renal contract is understood to be in scope and will be
brought into the main contract? If there is more transport going out of
Surrey, this will have a knock-on effect on everybody using Patient
Transport in Surrey.
JB: Stated that more work is required with our colleagues in Surrey
Heartlands and Frimley to understand how any potential changes to
patient transport might impact on this. JB explained that renal patient
transport sits under a separate contract and if those contracts are brought
together, we just might need to make sure that we were factoring in any
impact of these changes. In terms of patient transport, we have a little more
time to work through that, but we understand that is it an important factor
that we are providing enough patient transport for those who need to use
this service. We will need to work with the Ambulance service providers,
including patient transport providers and JB expects to discuss this subject
when at the CiC meeting later in the year.
Closing statement – Jonathan Perkins, Convenor

JP

JP thanked everyone for attending the meeting and all those people who
submitted questions. JP mentioned they were very good questions and
stated there is more engagement to be done on all those factors and the
relevant people will be contacting you.
JP mentioned the next Committees in Common (CiC) would probably take
place in early autumn, perhaps October 2021, but it depends on the next
stage following our approvals that we have made this evening.
There was no AOB to discuss.
The meeting closed at 19.09 accordingly.
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Executive Summary
This paper outlines the background to the development of the proposal for Improving
Kidney Care the progress to date with developing the Decision Making Business Case
(DMBC) following the approval of the Pre-Consultation Business Case in June 21,
approval to proceed by the South West London and Surrey Joint Health Overview and
Scrutiny Committee (JHOSC) in July and the period of patient and public engagement
carried out throughout the summer of 2021.
Introduction
By 2026, St Helier hospital will no longer provide inpatient (overnight) care for kidney
patients. This is because in 2020, the NHS secured approval to build a brand new £500m
specialist emergency care hospital in Sutton.
Six major services will move to the new hospital from Epsom and St Helier. These services
include a major emergency department; critical care; emergency surgery; acute medicine;
specialist paediatric care and births. St Helier’s inpatient kidney service would also move
to Sutton in 2026. There would be no changes to kidney outpatient services at St Helier
or at other hospital clinics or kidney units in Surrey or South West London.
In their response to the 2020 Improving Healthcare Together consultation, renal leaders
from St George’s and St Helier submitted an alternative proposal for kidney services.
Under this new proposal, instead of continuing to have inpatient kidney care at two
hospitals, inpatient care would be brought together in a single new c.£80m unit at St
George’s Hospital. Some outpatient appointments would also move to St Helier, like
training for home dialysis. All other kidney services will remain as they are.
Patient and public engagement
Engagement on this proposal has been undertaken from October 2020, as the
commissioners and trusts sought to explore this option further, through to a formal
engagement process completed in the Summer 2021.
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The objective of the engagement process was to offer all individuals, communities, groups
and representatives, who will or may be impacted by the proposals, equal opportunities
to engage and share their suggestions, concerns and comments, with a particular focus
in key areas. A comprehensive set of stakeholders was identified, with engagement
approaches for each.
Between 27th July and 7th September, the programme wrote to 3,369 kidney patients to
share information about the proposals, spoke to 750 kidney patients via 25 visits to 10
kidney clinics and unit, held 10 independently run focus groups with equalities groups and
14 telephone interviews with those who are digitally excluded, hosted two open listening
events, and provided numerous other updates, events and opportunities to share details
about the proposal and seek feedback.
Feedback from engagement demonstrates there is high levels of support overall among
patients, with nearly 80% supportive of the proposals. This was maintained even when
the impact of travel and transport is considered, with 70% of patients who may have a
longer journey supporting the proposal. Patient representative groups were broadly
supportive of the proposals, but are keen to be engaged in the further detail of the scheme
if it moves to implementation.
Feedback from focus groups and tele-depth interviews with members of the public not
currently receiving care is more mixed, although broadly supportive. Staff who responded
to the survey were positive in their views of the proposal with 17 of the 18 who responded
feeling the proposal is good or very good. Staff feedback from meetings that took place
suggest there was support for the proposal and many staff are keen to understand more
about the details of the proposal and how they can help to shape future plans.
Decision Making Business Case
The Decision-Making Business Case (DMBC) aims to provide a robust evidence base to
support a decision on proposals for the future of renal services provided by St George’s
Hospital and St Helier Hospital.
This DMBC provides an overarching decision-making document that builds upon the
evidence established in the production of the PCBC, and the new evidence identified
during engagement to support a decision on the future configuration of renal services by
the Committees in Common.
The DMBC has been shaped by the recent period of public engagement, which showed
strong levels of support especially from local kidney patients, with almost eight of out ten
patients supportive or very supportive as detailed above. The engagement has provided
a number of recommendations to be addressed by the two hospital trusts, commissioners
and the wider health and care system. Issues to be addressed include travel and
transport, continuity of care and continued input by staff and patients into the design of
the future service and physical buildings.
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The DMBC sets out the case for change, the clinical model, the engagement and feedback
for consideration and scrutiny. Its conclusion is that the proposed consolidation of renal
services should proceed.
Approval of the proposal is suggested as subject to the following actions being taken
forward:
• As part of the Full Business Case (FBC) for SGUH to confirm how renal patients
can be guaranteed appropriately located car parking on site. This process should
involve patients through the relevant KPAs.
• Both trusts continuing to address the outstanding recommendations made by the
Clinical Senate Review (detailed in the PCBC), further comments from the JHOSC
and the recommendations set out below.
• The trusts and ICSs should continue to report to the Commissioner Steering Group,
providing progress updates and overseeing the delivery of the actions and
recommendations set out in this DMBC.
• In addition, to support the delivery of the clinical model and improved care for
kidney patients, a number of further recommendations should be taken forward by
the ICSs to deliver improvements in the end to end renal pathway, linked to the
work of Kidney Networks in London and SE England.
The recommendations of the DMBC are as follows:
Theme

Recommendations

Better care

The ICS should continue work to develop end-to-end pathways for renal
services
Better for staff
The trusts should develop a workforce strategy that takes account of the
full range of the clinical workforce, training and education, and the
opportunities provided by new roles and ways of working. This will also
continue to highlight the benefits of the proposed model to staff and
patients.
Alternative
The trusts and ICSs should continue to articulate why the proposal was
options
identified as the preferred option, and why alternatives are neither
possible, or would deliver the benefits that this proposal will.
Travel and
SGUH to deliver on the condition outlined above to confirm how renal
transport
patients can be guaranteed appropriately located car parking on site, with
the input of the KPAs
The trusts and ICSs to work with both LAS and SECAMB to address the
impacts of this proposal on their services and ensure a smooth transition,
utilising their experiences in the impact of service reconfigurations on
emergency services transport.
Trusts to include the consideration of kidney patients in their reviews of
patient transport services
Design of the
Throughout the next stage of the programme, the trusts should seek
new unit
opportunities to involve a broader range of staff, and patient
representative groups to inform the design and decisions required.
Communications The trusts and ICSs should continue to refine the benefits highlighted in
the next stage of the programme to communicate to patients, staff and
the public
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The trusts and ICSs should continue to communicate the support for the
proposal from the majority of patients, including those expected to have a
longer journey time under the proposal.

Conclusion
The Committees in Common is asked to approve the proposal and Decision Making
Business Case and support the trusts to jointly take forward the next stages of the
design and business case approvals, and deliver the proposed clinical model set out in
this document.

Conflicts of Interest:
None noted
Mitigations:
N/A

Recommendation:
It is recommended that the Committees in Common approve the proposal and
Decision-Making Business Case and support the trusts to jointly take forward the
next stages of the design and business case approvals, and deliver the proposed
clinical model set out in the DMBC.
Approval of the proposal should be subject to the following actions being taken forward:
• As part of the Full Business Case (FBC) for SGUH to confirm how renal patients
can be guaranteed appropriately located car parking on site. This process should
involve patients through the relevant KPAs.
• Both trusts continuing to address the outstanding recommendations made by the
Clinical Senate Review (detailed in the PCBC), further comments from the
JHOSC and the recommendations set out below.
• The trusts and ICSs should continue to report to the Commissioner Steering
Group, providing progress updates and overseeing the delivery of the actions and
recommendations set out in this DMBC.
Corporate Objectives

This relates to a statutory duty of the CCGs and NHS
England

Risks

No specific CCG/NHS England risks referenced

Mitigations

N/A

This document will impact on
the following CCG Objectives:

This document links to the
following CCG risks:
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Actions taken to reduce any
risks identified:

Financial/Resource/
QIPP Implications

Yes.
The economic benefits are summarised in the DMBC. Full
details of the economic appraisal were detailed in the
PCBC and will be further refined in the Full Business Case
(FBC).

Has an Equality Impact
Assessment (EIA) been
completed?

Yes.
An Impact Assessment (IA) was completed as part of the
Pre-Consultation Business Case. The engagement
process has included engaging and involving the specific
groups identified in the IA.
The IA showed that the number of journeys affected is
small (4.4%) but most will take longer, whether by patient
transport services, public transport, or private vehicle.
Travel and transport issues are to be further addressed,
with regards to parking, emergency services and patient
transport.

Are there any known
implications for
equalities? If so, what
are the mitigations?

Patient and Public
Engagement and
Communication

Previous
Committees/
Groups

Enter any
Committees/
Groups at which
this document has
been previously
considered:

Patient and public engagement process completed during
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Executive Summary
This Decision-Making Business Case (DMBC) sets out clinically driven proposals to improve care for kidney
inpatients at St Helier and St George’s hospitals, including c.£80m investment in a new renal unit at St George’s
Hospital in Tooting.
The DMBC has been shaped by the recent period of public engagement, which showed strong levels of support
especially from local kidney patients, with almost eight of out ten patients supportive or very supportive. The
engagement has provided a number of recommendations to be addressed by the two hospital trusts,
commissioners and the wider health and care system. Issues to be addressed include travel and transport,
continuity of care and continued input by staff and patients into the design of the future service and physical
buildings.
One of the most compelling arguments for supporting the proposal from the engagement was the significant
percentage (70 per cent) of kidney patients who supported the proposal despite facing potentially longer journeys.
This indicates that kidney patients recognise that a longer journey time would be outweighed by the higher quality
care they would receive under this proposal.
Further detail on the case for change, the clinical model, the engagement and feedback, are set out in this DMBC
for consideration and scrutiny.
The conclusion of the DMBC is to recommend that the Committees in Common approve the proposal and
Decision-Making Business Case and support the trusts to jointly take forward the next stages of the design
and business case approvals, and deliver the proposed clinical model set out in this document.
Approval of the proposal should be subject to the following actions being taken forward:
•
•
•

As part of the Full Business Case (FBC) for SGUH to confirm how renal patients can be guaranteed
appropriately located car parking on site. This process should involve patients through the relevant KPAs.
Both trusts continuing to address the outstanding recommendations made by the Clinical Senate Review
(detailed in the PCBC), further comments from the JHOSC and the recommendations set out below.
The trusts and ICSs should continue to report to the Commissioner Steering Group, providing progress
updates and overseeing the delivery of the actions and recommendations set out in this DMBC.

In addition, to support the delivery of the clinical model and improved care for kidney patients, a number of further
recommendations should be taken forward by the ICSs to deliver improvements in the end-to-end renal pathway,
linked to the work of Kidney Networks in London and South East England.

2
Improving Kidney Care: A proposal for kidney services at St Helier and St George’s Hospitals
Decision-Making Business Case

Contents
Executive Summary

2

Contents

3

1.

Introduction and background

5

2.

Case for change

13

3.

Developing the clinical model

19

4.

Clinical model

21

5.

Options to deliver the clinical model

28

6.

Engagement process

33

7.

Feedback from engagement

39

8.

Addressing the themes from engagement

44

9.

Decision Making

52

10. Implementation

54

11. Conclusion and next steps

59

Appendix A:

60

3
Improving Kidney Care: A proposal for kidney services at St Helier and St George’s Hospitals
Decision-Making Business Case

Document Control
Document information
Property
Owner

Renal Reconfiguration Delivery Group

Status

Final

Revision history
Version

Date

Description

v0.1 – 0.9

24/10/2021 –
02/11/2021

Iterative drafts shared with the Renal Reconfiguration Delivery Group

v1.0

02/11/2021

First draft shared with Renal Commissioner Steering Group

v1.2

10/11/2021

Second draft shared with Renal Commissioner Steering Group

v2.0

15/11/2021

Final version shared with the Committees in Common for approval

Document sign-off
Approver/governance body

Date

Renal Reconfiguration Delivery Group

11/11/2021

Renal Commissioner Steering Group

12/11/2021

Committees in Common

18/11/2021

4
Improving Kidney Care: A proposal for kidney services at St Helier and St George’s Hospitals
Decision-Making Business Case

1. Introduction and background
By 2026, St Helier hospital will no longer provide inpatient (overnight) care for kidney patients. This is because
in 2020, the NHS secured approval to build a brand new £500m specialist emergency care hospital in Sutton.
Six major services will move to the new hospital from Epsom and St Helier Hospitals. These services include a
major emergency department; critical care; emergency surgery; acute medicine; specialist paediatric care; and
births.
St Helier’s inpatient kidney service and acute outpatients would also move to Sutton in 2026. There would be
no further changes to kidney outpatient services at St Helier or at other hospital clinics or kidney units in Surrey
or South West London.
In their response to the 2020 Improving Healthcare Together consultation, renal leaders from St George’s and
St Helier submitted an alternative proposal for kidney services.
Under this new proposal, instead of continuing to have inpatient kidney care at two hospitals, inpatient care
would be brought together in a single new c.£80m unit at St George’s Hospital. Some outpatient appointments
would also move to St Helier, like training for home dialysis. All other kidney services will remain as they are.
The c.£80m funding for the new kidney unit has been agreed by the NHS.
The proposals also take into account the impact of COVID-19.

1.1

Aims of the Decision-Making Business Case

The Decision-Making Business Case (DMBC) aims to provide a robust evidence base to support a decision on
proposals for the future of renal services provided by St George’s Hospital and St Helier Hospital.
This DMBC follows the work of the Improving Healthcare Together (IHT) programme that led a consultation on the
future of Epsom and St Helier acute services. The IHT programme was initiated to address sustainability
challenges in six acute hospital services operated by Epsom and St Helier University Hospitals NHS Trust. As part
of the consultation on proposals to address these challenges, a further potentially beneficial change in relation to
renal services was identified by renal clinicians from St George’s Hospital and St Helier Hospital. Following this, the
Commissioners and trusts have been working together for the past 18 months to explore the options for delivering
renal services. This resulted in the development of a Pre-Consultation Business Case by the Commissioners and
trusts that set out the case for change, proposed clinical model, and options in more detail.
The PCBC was presented to the Committees in Common on 22nd June 2021, where the PCBC was approved by
each Committee (South West London CCG, Surrey Heartlands CCG, Frimley CCG and NHS England Specialised
Commissioning)1.
The PCBC was then presented to the South West London and Surrey Joint Health Overview and Scrutiny
Committee (JHOSC) on 7th July 2021. The committee agreed to support proceeding with engagement (rather than
formal consultation) on the basis laid out within the meeting 2. As a result, the programme led an extensive period of
engagement with patients, the public and members of staff. This is described in detail in Section 6.
This DMBC provides an overarching decision-making document that builds upon the evidence established in the
production of the PCBC, and the new evidence identified during engagement to support a decision on the future
configuration of renal services by the Committees in Common.
This DMBC has been prepared on behalf of NHS South West London CCG, NHS Surrey Heartlands CCG, NHS
Frimley CCG and NHS England Specialised Commissioning. It relates to renal services provided by Epsom and St
1
2

Microsoft Word - Renal CIC_Part 1 meeting in public_minutes 2021-06-22_JP_vFINAL (swlondonccg.nhs.uk)
Kingston Council – www.kingston.gov.uk
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Helier University Hospitals NHS Trust (ESTH) and St George’s University Hospitals NHS Foundation Trust (SGUH)
and follows the Pre-Consultation Business Case3 and subsequent patient and public engagement carried out
throughout the summer of 2021.
The work on this DMBC has been undertaken by the Renal Reconfiguration Delivery Group, which comprises
members of staff from the lead commissioner and providers involved.
Figure 1: Governance bodies

The scope of the proposed service change and the DMBC
The geography in scope of this proposal is South West London and Surrey, particularly Surrey Heartlands and
Frimley, see Figure 2 below.
The services in scope of this proposal and decision are:
•
•
•
•

Inpatient renal services currently provided at St Helier Hospital including vascular access
Related outpatient services (only those provided at St Helier Hospital)
Services provided to St Helier renal unit patients at St George’s Hospital (for example transplantation)
Home haemodialysis training provided at St George’s Hospital

The services that are out of scope (on the basis that these remain unchanged in all options):
•
•
•

Renal outpatient services provided at District General Hospitals
Renal dialysis services
Provision at Frimley Hospital

Building on previous work
Improving Healthcare Together 2020–2030 programme
The IHT PCBC concluded that the preferred option to address sustainability challenges at ESTH was to build a
new specialist emergency care hospital (SECH) at the Sutton Hospital site, whilst retaining district hospital services
at Epsom and St. Helier hospitals. This proposal was put to consultation as a preferred option, and subsequently
became the recommendation for a decision-making business case (DMBC) which was presented to and agreed by
South West London CCG and Surrey Heartlands CCG at a Committee-in-Common meeting in July 2020.
It was agreed that renal inpatient services provided by ESTH would move from St. Helier to Sutton,
alongside other acute hospital inpatient services.

3

SWL-Renal-PCBC-vFinal.pdf (swlondonccg.nhs.uk)
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The clinical leadership of ESTH and SGUH’s renal services submitted a formal response to the IHT programme
proposing that some renal services across the geography should be brought together onto one site. In their letter,
the divisional medical directors and divisional director of nursing at Epsom and St Helier, and the care group lead,
surgical lead, head of nursing and clinical director at St George’s, made a statement of support for a joint renal unit:
“We have been recently appointed by both trusts as the lead clinicians for renal services and as the newly
appointed clinical leaders we are firmly convinced that we could make a further step change in improving the
care we offer if we could formally combine forces and locate all our tertiary renal medical and surgical practice in
one new purpose built facility… We are of the view that the right place for a combined renal service should be at
St George’s.”
ESTH and SGUH outline business case
Following the IHT consultation, local commissioners requested that the trusts specifically undertake a further
appraisal of the options for renal services between ESTH and SGUH. The trusts examined the options in an outline
business case, which was then included in the overall ‘Building Your Future Hospitals’ (BYFH) Outline Business
Case (OBC) submitted to national regulators in December 2020.
In line with the statement made by clinical leaders during the IHT consultation, the trusts have in the OBC
considered centralising core acute renal activity (inpatient and day case activity) at St. George’s, whilst continuing
to provide the more regularly accessed chronic outpatient and haemodialysis services from a range of locations
closer to patients’ homes. This has been endorsed by the trusts’ boards, supported by commissioners with a public
and patient engagement process undertaken in the Summer of 2021. Following this, a final decision on the
proposal is being put to the Committees in Common on 18th November 2021 through this DMBC.

1.2

Geography and demographics of the region

Epsom and St Helier University Hospitals NHS Trust (ESTH) and St George’s University Hospitals NHS Foundation
Trust (SGUH) provide two sub-regional renal services, covering a combined population of c 2.7 million across
South West London and Surrey. Services are provided more widely to people living in other parts of the South of
England.
Figure 2: Geography in scope, showing main hospitals deciles of deprivation (source: IMD Explorer 2019)
Key: deciles of deprivation

Guy’s and St Thomas’
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Queen Mary’s

⚫
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⚫
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Population growth and older age
The population of England is growing at the fastest rate since the 1960s, increasing by an average by 0.5% each
year. The age group growing the fastest is people aged 85 years and older, who represent 2% of the population
compared to just over 1% in 1982.4 The Office for National Statistics (ONS) calculates that all regions in England
are projected to see growth in people aged 65 and over by mid-2028.5
Error! Reference source not found. shows the total growth and growth in population aged 65 and over between 2
020 and 20306 for South West London and Surrey. To maintain consistency with the BYFH OBC demand and
capacity modelling, the future date shown is 2030.
Table 1: Estimated population growth per LA 2020 - 2030

Local authority

2020
population
estimate

2030
population
estimate

Growth 2020–
2030 (%)

2020 % of
population
over 65 years

2030 %
population
over 65 years

Croydon

387,684

395,236

1.9%

14.1%

17.9%

Sutton

206,866

214,055

3.5%

15.4%

17.7%

Merton

206,431

206,979

0.3%

12.9%

15.8%

Richmond upon Thames

198,843

204,086

2.6%

16.1%

19.9%

Kingston upon Thames

177,731

183,724

3.4%

14.1%

16.8%

Reigate and Banstead

149,936

157,050

4.7%

18.3%

21.0%

Guildford

148,940

149,232

0.2%

16.8%

19.4%

Elmbridge

137,027

137,164

0.1%

18.8%

22.8%

Waverley

126,137

127,749

1.3%

22.3%

25.6%

Crawley

113,531

116,411

2.5%

13.7%

16.7%

Spelthorne

99,813

100,809

1.0%

18.7%

21.5%

Runneymede

89,096

91,980

3.2%

16.9%

18.8%

Tandridge

88,285

91,427

3.6%

20.1%

24.0%

Surrey Heath

88,983

88,384

-0.7%

20.1%

23.7%

Mole Valley

87,095

87,101

0.0%

23.9%

28.4%

Epsom and Ewell

80,555

82,756

2.7%

18.5%

20.8%

4

Aging and mortality in the UK, Dunnell, Popul Trends, Winter 2008;(134):6-23
Subnational population projections for England: 2018-based, Office for National Statistics, 24 March 2020
6 UK population pyramid interactive and Population projections for local authorities: Table 2, Office for National
Statistics
5
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1.3

Strategic priorities

Local strategic context
Over the last decade, commissioners and speciality leaders have encouraged collaboration between renal
services.
The London Kidney Network (LKN) has been established with the aim of driving transformation and collaboration in
kidney care in London and Surrey.
The LKN is collaborating to deliver a high-quality, sustainable renal system in London and Surrey – prioritising
areas such as growth in renal transplant, vascular access and supportive care. This follows an approach, which
has been successful in other areas in England, of substantially increasing collaboration and consolidating services,
designing new clinical models that deliver the highest quality acute and specialist renal care centrally, with
enhanced outreach renal services supporting primary and community care.
There has been increasingly closer collaboration between the ESTH and SGUH renal units. The consultant teams
from both trusts also work closely together, including holding joint management meetings. As outlined above, the
two trusts work together to deliver surgical services at St Helier Hospital, and transplant nurses from both trusts are
already working closely together.
There are now further drivers for deeper collaboration between ESTH and SGUH
Throughout the past few years, ESTH and SGUH have been increasingly collaborating across a range of clinical
and non-clinical services, including via the SWL Acute Provider Collaborative. This has now been formalised and
strengthened as in August 2021, both trusts agreed to form a hospital group. In the group model, the two trusts
share a Chief Executive and will soon share a number of other key leaders, as well as the existing role of Joint
Chairman. While each Trust will continue to have their own Boards and will remain as statutory organisations in
their own right, it does allow both Trust to strengthen the professional networks that have already been created and
ensure the two hospitals trusts continue to deliver better clinical quality, outcomes and patient experience for our
local population
Formalising this relationship demonstrates the strategic importance of collaboration between the two trusts. One of
the four pillars of SGUH’s strategy, published in April 2019, is ‘closer collaboration’ with other parts of the health
system. Additionally, ESTH have identified closer collaboration with SGUH as a key part of their five-year trust
strategy published in September 2020.
With the development of the IHT/BYFH programme, now is the opportunity to consider how renal services
should be best delivered to patients in SWL and Surrey
The decision to consolidate inpatient services at the Specialist Emergency Care Hospital has already been taken.
This is a once in a generation change in clinical services and presents a unique opportunity to ensure also that
renal services across South West London and Surrey are configured to best meet patient need. By assessing the
options for the future provision of inpatient renal units, we can make sure that capital is deployed in the most
effective way to ensure renal services are sustainable and high quality into the future.
The proposal is also consistent with messages from previous patient engagement undertaken in South London.
For instance, in 2017, NHS England held a patient engagement event on the future of renal services in South
London, and found support for the principle of consolidating vascular access surgery services, with patients
prepared to travel for what is generally a ‘one-off’ event if outcomes are improved7 This investment will centralise
vascular access surgery on a single site.
It is also an opportunity to not just address the significant estates challenges at ESTH, but to also address the
estates challenges at SGUH, including services that are delivered from temporary facilities, or from sites that are
over 60 years old.

7

Renal services patient workshop 26 June 2017 key notes, South London Specialised Services Transformation
Programme, NHS England
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Strategic objectives
Strategic objectives were agreed by commissioners and the trusts’ boards for use both for agreeing the clinical
model and in evaluating the options to deliver it in the trusts’ strategic outline case and outline business case.
Table 2: Strategic objectives

i.

Strategic objective

1. To improve patient care, experience and safety, by:
•
•
•
•
•
•

Improving the estate and environment from which acute renal services are currently provided
Bringing together the strengths of both services, reducing health inequalities that result from patients
living in the catchment area of one provider rather than the other
Co-locating both acute inpatient and day case services with key associated acute services such as 24/7
interventional radiology and cardiology
Improving patient flow by creating a larger and more efficient unit
Improving patient experience by providing co-located facilities improving accessibility and supporting a
seamless pathway
Providing dedicated space for home therapies

2. To deliver a more financially sustainable service, by achieving economies of scale both in the utilisation of
the estate and the provision of services. This will include medical, nursing and managerial workforce
efficiencies.
3. To increase opportunities for research and education/training with the new centre benefiting from a
concentration of patients and diversification of case mix.
4. To create a sustainable workforce by removing silo/isolated working resulting from services being spread
across more than one location (SG); and increasing opportunities for nurse training with the new centre
benefiting from close proximity to St George’s, University of London, ultimately improving staff wellbeing,
recruitment and retention.

1.4

Current service provision

The IHT DMBC determined that inpatient renal services currently provided at St Helier Hospital would be relocated
to a future facility at Sutton. Therefore, from the perspective of this DMBC, Sutton is the baseline or “current”
location. We summarise below the existing services and facilities.
The current provision of renal services is outlined in Error! Reference source not found. below:
Table 3: Summary of service provision and facilities at the two hospitals

Trust
St George’s
Hospital

Service provision
•

•

Inpatient
nephrology
(including acute
haemodialysis,
acute kidney injury,
vascular access
surgery and
transplantation)
Home
haemodialysis and
peritoneal dialysis

Facilities
•
•
•
•
•
•
•

18 inpatient nephrology beds, with an additional 5 beds of
activity to account for outliers and 85% occupancy
5 acute dialysis beds within the renal ward and next to the
inpatient beds
6 dialysis stations within a trailer, separated from the renal
ward
No day care beds
Surgical theatres – not dedicated; access to c.4–5 regular
theatre sessions per week and use of the CEPOD
emergency theatre list as required
1 procedure room
Multiple outpatient consultations rooms
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Trust

Service provision
•
•

Facilities
•

Outpatient acute
and chronic
haemodialysis
Outpatient clinics

•
•
•

St Helier
Hospital

•

•
•
•

•
•
•

Inpatient
nephrology
(including acute
haemodialysis,
acute kidney injury
and vascular
access surgery)
Home
haemodialysis and
peritoneal dialysis
Outpatient acute
and chronic
haemodialysis
Outpatient clinics

•
•
•
•
•
•
•

5 rooms/stations for PD and HD patients training and
assessment
Renal technicians’ workshop
Multiple administration offices (consultants, junior doctors,
specialist nursing, support staff, admin and management)
Use of c.3–4 interventional radiology sessions per week
45 inpatient nephrology beds (also used for acute dialysis)
9 day case beds
Surgical theatres – not dedicated to renal, and typically
using c.4–5 theatre sessions per week
1 procedure room
7 outpatient consultations rooms
11 rooms/stations for PD and HD patients training and
assessment
Administration offices (consultants, junior doctors,
specialist nursing, support staff, admin and management)
Renal technicians’ workshop
The renal research institute,
Use of c.3 interventional radiology sessions per week

ESTH does not provide any surgical services for renal except those provided in conjunction with SGUH, such as
vascular access surgery which is provided by SGUH clinicians at St Helier Hospital. In 2018 ESTH opened an
inpatient ward at Frimley Park Hospital which provides a consultant-led service for inpatient nephrology and acute
dialysis. Both ESTH and SGUH also provide a number of other services away from St Helier and St George’s
Hospitals in local hospital and community settings. These include outpatient clinics, dialysis satellites for chronic
dialysis patients and nephrology support to other hospitals treating renal patients.
As outlined above, under the decision made as part of the IHT programme, acute renal services at St. Helier
Hospital were proposed to move to a new build hospital at Sutton. The initial plans for this space would include reproviding the acute renal inpatient beds, and the acute day case beds at the new Specialist Emergency Care
Hospital. The new hospital would also provide theatres and interventional radiology capacity to be used by renal
patients. Acute outpatients would be seen at the new hospital in Sutton with the majority of outpatients continuing
to take place at the existing sites in addition to home therapies training remaining at St Helier hospital.
The activity provided by both trusts within hospital inpatient renal services is outlined below. Note, this excludes
activity within the community (e.g. dialysis satellites) delivered by each ESTH and activity carried out at/by other
providers, which is out of scope for this business case and not changed by this investment. The in-scope column
indicates the activity that is in scope of the new renal unit and would therefore need to be provided for in the new
unit.
Table 4: Summary of activity

PODs

TFC

Adult day case other
EL adult inpatient
NEL adult inpatient
Outpatient first
Outpatient follow-up

Nephrology

Adult day case dialysis

Total
renal
activity

ESTH
Activity
in scope
for new
unit

Activity
in scope
(%)

Total
renal
activity

SGUH
Activity
in scope
for new
unit

Activity
in scope
(%)

167,546

7,487

4%

73,652

7,729

10%

2,445

2,445

100%

1,096

204

19%

512

509

99%

292

292

100%

1,076

1,068

99%

500

500

100%

2,589

237

9%

973

973

100%

32,485

8,284

26%

4,523

4,523

100%
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PODs

TFC

Total
renal
activity

ESTH

SGUH

Activity
in scope
for new
unit

Activity
in scope
(%)

Activity
in scope
for new
unit

Activity
in scope
(%)

0

0%

0

NA

Total
renal
activity

595

Outpatient follow-up – virtual

564

0

0%

12

12

100%

Adult day case other

132

112

85%

121

121

100%

153

151

99%

147

147

100%

0

0

160

160

100%

Transplantation

Outpatient first – virtual

EL adult inpatient
NEL adult inpatient
Outpatient first
Outpatient follow-up
TOTAL

0

1

1

100%

452

452

100%

1,249

1,249

100%

3,694

3,694

100%

209,345

21,544

85,622

18,807

Of the total ESTH renal activity likely to be affected, approximately 39% is commissioned by SWL CCG, 31% is
commissioned by Surrey Heartlands CCG, 14% is commissioned by NHSE Specialist Commissioning with the
remaining number commissioned by other CCGs. Table 5 provides a breakdown of activity by commissioner8:
Table 5: Split of ESTH inpatient renal activity by commissioner (2019/20 commissioner configuration)

Commissioner

% activity

% income

NHS Sutton CCG

13.5%

13.3%

NHS Merton CCG

4.4%

4.7%

NHS Croydon CCG

18.7%

19.1%

NHS Wandsworth CCG

0.2%

0.2%

NHS Kingston CCG

2.2%

1.7%

NHS Richmond CCG

0.1%

0.1%

Sub-total: NHS South West London CCG

39.1%

39.3%

NHS Surrey Downs CCG

9.2%

8.6%

NHS East Surrey CCG

5.2%

6.4%

NHS North West Surrey CCG

11.2%

11.2%

NHS Guildford and Waverley CCG

5.7%

4.7%

Sub-total: NHS Surrey Heartlands CCG

31.3%

31.0%

NHSE Specialised Commissioning

14.2%

14.9%

NHS North East Hampshire and Farnham CCG

3.9%

2.5%

NHS Crawley CCG

3.8%

5.0%

Others9

7.7%

7.2%

Total

100%

100%

8

NHS South West London CCG and NHS Surrey Heartlands CCG were both created from mergers of previous CCGs in April
2020; NHS North East Hampshire and Farnham CCG became part of Frimley CCG and merged with Surrey Heath and East
Berkshire in April 2021. North East Hants became part of Frimley CCG (merged with NHS Surrey Heath CCG and NHS East
Berkshire CCG) in April 2021. Crawley CCG became part of West Sussex CCG in April 2020.
9

Surrey Heath CCG activity falls within the ‘Others’ category within the table.
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2. Case for change
This section of the DMBC describes the case for change, why the change is needed, and the challenges
associated with the change. It also describes the challenges facing current renal care that the proposed
relocation will help address. The challenges are broken down as follows:
•

•

•

•

Epidemiology and public health challenges: The national prevalence of chronic kidney disease has
been estimated at 5,167/100,000 population, a growth of 11.4% between 1990 and 2017. Around
630,000 people in the UK are being treated for end stage CKD with 40–45,000 premature deaths per
year. CKD is five times more likely to affect black, Asian and minority ethnic communities. Major risk
factors are uncontrolled diabetes and hypertension.
Clinical challenge: Patients from various parts of the region have unacceptable varying inequalities in
their treatment due to the differences between St Helier and St George’s hospitals. This ranges from
differences in interventional radiology and vascular access, access to surgical input, out of hours cover,
access to other acute services,
Workforce challenges: Neither service is as efficient as it could be, and as a result there is significant
opportunity to provide better services to patients. Neither hospital is big enough to be fully efficient
meaning there are inefficiencies in staffing and rota planning, access to theatre, clinical research and
training of staff which would be addressed with a co-location.
Estates challenges: The estate of both services has suffered from long term under investment, and as
a result the buildings are not fit for purpose and both services lack sufficient capacity for growth. The
renal services at St Helier Hospital are contained in portacabins which are over 30 years old and are
beyond economic repair. Whilst at St Georges Hospital the renal facilities are split over different wings
of the hospital as a temporary measure for historical reasons which is not operationally preferable and
is unsustainable.

As outlined above, acute and specialist renal services provided by the two trusts are provided to the population of
South West London and Surrey, a geography spanning c.40 miles East to West and c.25 miles North to South. The
two hospitals are four miles apart. While there is close collaboration between the two units, there are three
significant reasons to explore how acute and specialist renal services could be delivered better:
1. Patients from different parts of the region experience variation in their NHS treatment
2. The estate of both services has exceeded its natural life and is of poor quality, and as a result the
buildings are not fit for purpose.
3. Neither service is as efficient as it could be, and as a result there is significant opportunity to provide
better services to patients
In addition to the local context, this business case has been informed by regional and national priorities for renal
services. These include:
•
•
•
•
•

Service frameworks produced by the Department for Health and Social Care
National service specifications and incentives (such as the best practice tariffs) incorporated into national
service specifications produced by NHSEI
The Renal Association guidelines and best practice
The priorities of the London Kidney Network
The Getting It Right First Time (GIRFT) reports for each trust

In particular, these have highlighted two longstanding priorities that must be explored and delivered through a new
clinical model. These are:
1. Vascular Access: There is a national drive to increase the proportion of patients who receive dialysis
treatment via definitive access (either arteriovenous fistula (AVF) or arteriovenous graft (AVG)) to 85% 10.
This is supported by a Best Practice Tariff (BPT) whereby providers receive an increase tariff for dialysis
treatment when they achieve a rate of 80% of patients receiving dialysis via a functioning AVF or AVG11.
Currently both ESTH and SGUH achieve 47% so there is significant opportunity for improvement. While
nationally, the ability to achieve a vascular access programme that meets these targets has proved difficult
for almost all units, the intention of both trusts is to be comparable to the best performing renal units.

10

Clinical practice guideline: vascular access for haemodialysis (6th edition) Renal Association, 2015
2019/20 National Tariff Payment System – a consultation notice: Annex DtD, NHS England and NHS
Improvement, January 2019
11
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2. Transplantation Surgery: There is a national drive to increase transplantation numbers by improving
access to transplant and where possible pre-emptive transplant, significantly reducing premature mortality
from end stage kidney disease and reliance on haemodialysis.

2.1

Epidemiology and public health challenges

There are a number of risk factors and challenges impacting on renal services in the UK.

Risk factors for kidney disease
The two key risk factors for chronic kidney disease (CKD) are diabetes and hypertension. GP-recorded prevalence
of each for the relevant area is as follows:
Table 6: Risk factors for chronic kidney disease

Area/CCG

Diabetes
mellitus

Hypertension

England
South West London
Surrey Heartlands
Frimley

7.08%
5.66%
5.77%
6.78%

14.10%
10.57%
13.22%
13.58%

Rates of diagnosis of diabetes – particularly Type 2 diabetes – are rising rapidly, with a high association with laterstage CKD. Type 2 diabetes prevalence is also particularly associated with health inequalities and rates are higher
in less affluent, more deprived communities. All of the ICSs impacted by this proposed change have developed
strategies to prevent, identify and more effectively manage Type 2 diabetes in community settings and identify
probable complications such as CKD.

Chronic kidney disease
The national prevalence of chronic kidney disease (CKD) has been estimated at 5,167/100,000 population, a
growth of 11.4% between 1990 and 201712. It is estimated that in 2020 there are nearly 193 thousand (K) adults
living in South London, Frimley and Surrey Heartlands who have CKD Stage 3-5 (undiagnosed and diagnosed) .
This is a prevalence of 5.9% in Surrey Heartlands, 5% in Frimley and 3.9% in South West London. 96% of this
group are likely to be at CKD stage 3. However, GP practice recorded prevalence of CKD in 2020/21 is 3.7% in
Surrey Heartlands CCG, 3.5% in Frimley CCG, and 2.5% in South West London CCG – significantly below the
estimate above and indicates that there could around 49 thousand adults with CKD, across this area, who have not
been formally diagnosed. As a result, this group (along with those completely untested) may miss out on CKDspecific guidelines for effective management. It is of note that both SWL and Surrey Heartlands are in the bottom
decile of all CCGs nationally for recording of hypertension against the expected prevalence; Frimley is in the top
decile.
Although no recent studies are available, public health projections from 2014 suggested that CKD stages 3–5
would increase by c.1 million patients nationally (31%) between 2021 and 2026. Whilst this will not directly
translate into hospital activity, it does support the requirement for additional acute capacity to be put in place over
the coming years.

The pathway into hospital-based renal care
NICE guideline CG182 (published in 2014) sets out the detailed clinical guidelines for the management of adult
chronic kidney disease. More recently, NICE have published interactive pathways 13 setting out the key factors to
consider in the identification, management and referral to specialist care for patients with CKD.

12

Global, regional, and national burden of chronic kidney disease, 1990–2017: a systematic analysis for the Global
Burden of Disease Study 2017, Lancet, February 2020
13 Assessment and monitoring of chronic kidney disease, National Institute for Health and Care Excellence
14
Improving Kidney Care: A proposal for kidney services at St Helier and St George’s Hospitals
Decision-Making Business Case

One of the key aims of the London Kidney Network is to develop virtual clinic models, which would allow a patient
to be managed proactively across the interface between primary and secondary care services without repeated
attendance at hospital-based clinics.

Renal replacement therapy
The proposal must consider the capacity of renal services to accommodate the expected increase in demand on
the services due to the expected increase in people over 65 years old. Chronic kidney disease (CKD) is associated
with old age,14 and according to John Hopkins University people over 60 are more likely to develop CKD than not. 15
The UK Renal Registry (UKRR) for acute kidney injury (AKI) in England for 2018 16 shows that of all the acute
kidney injury episodes, 67% of them were in adults over the age of 65.
Further detail on trends, incidence and prevalence is set out within the PCBC.

People living in deprivation
There is growing evidence to suggest that living in deprivation has an impact on developing CKD. Kidney Research
UK said in their 2018 report17 that the reason for this is because people living at the lower end of the socialdeprivation spectrum are more likely to:
•
•
•
•

Develop CKD due to being exposed to the risks of developing CKD such as obesity, diabetes, and
hypertension
Progress faster through the stages of the condition leading to dying earlier of kidney failure
Be diagnosed at a later stage of the disease due to lack of health literacy
Receive worse outcomes as people in deprivation have worse survival rates related due to the lack of
adequate housing and space

In addition:
•
•

Children born with a low weight are more likely to develop CKD later in life; more children are born with low
weight in socially deprived areas
Kidney patients are more likely to slip into deprivation

Within the catchment area, local authorities with greater deprivation (shown in Error! Reference source not f
ound. as lower index of multiple deprivation deciles) – and therefore likely to have greater need of renal services
are:
•
•
•
•

Croydon
Sutton
Merton
Crawley

However, within each of these areas the relative levels of deprivation are not uniform. For example, in Croydon, the
majority of very deprived areas are to the north of the borough (and closer to SGUH) with a further pocket on the
eastern edge. In Sutton, deprived communities are generally to the north of the borough but with some in the south
also. Both SGUH and ESTH units currently have areas of both significant affluence, and significant deprivation,
within their catchment, and given that there is scope to improve clinical provision at both units, any positive
developments in clinical care would positively benefit deprived communities across the combined footprint.

2.2

Clinical challenge

Patients from different parts of the region experience unacceptable inequalities in their NHS treatment.
GIRFT data/reports from 2018 showed significant unwarranted variation between the two units. Whilst there have
since been improvements across both services, it remains the case that both services have examples of excellent
practice, which could be shared across the two. Equally, both have areas of challenge that could be addressed
through collaboration with the other: Epsom and St Helier patients experience worse access to surgeon input, out
of hours IR and other specialist services and St George’s patients see significant barriers to accessing best
practice care in vascular access and provision to support home therapies.

Kidney Health inequalities in the UK – An agenda for change, Kidney Research UK, 2018
Aging and kidney disease, National Kidney Foundation
16 Acute kidney injury in England, UK Renal Registry, 2018
17 Kidney Health inequalities in the UK – An agenda for change, Kidney Research UK, 2018
14
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Interventional radiology and vascular access
Currently 75% of acutely unwell inpatients (those at St Helier Hospital) have no on-site access to interventional
radiology or access to a renal surgeon out of hours. On several occasions patients have required immediate
intervention and therefore needed transfer at night from St Helier to St George’s, e.g. for bleeding from an
abdominal aneurysm caused by vasculitis, rupture of an arterio-venous fistula and acute infection and bleeding of a
haematoma around a transplant. In all cases transfer was difficult to organise and delayed intervention. This
negatively impacts the vascular access service provision and the related patient outcomes and experience.

Access to surgical input
With renal surgeons based from SGUH, ESTH patients have less access to surgical opinions, outpatients and
assessment clinics for both Vascular Access and transplant. This disparity was highlighted by GIRFT.
GIRFT also highlighted that SGUH has a relatively low proportion of patients that are pre-emptively listed while
ESTH is close to the national average with some room for improvement.

Other acute specialties
Currently, patients at St Helier Hospital do not have access to the same range of acute specialties as those at
St George’s Hospital. A particular example is acute cardiovascular services. The pathology of renal failure results
in renal patients frequently having cardiovascular problems but their simultaneous need for dialysis means they
need to be treated in a centre offering both services. Currently St Helier patients waiting for coronary angiography
at St George’s can wait for transfer for a number of days and may end up being discharged rather than having the
procedure as an inpatient, further increasing their risk.
The national service specification makes clear the importance of co-locating key associated services:
“Haemodialysis patients are dependent on the maintenance of ‘vascular access’ to allow repeated connection to
the HD machine. The need to maintain a satisfactory vascular access coupled with a high susceptibility to
cardiovascular disease, dialysis patients present some of the most serious challenges encountered by vascular
surgeons and interventional radiologists. A significant proportion of these interventions are required to be
delivered urgently or as an emergency. The safety of dialysis patients while hospitalised with vascular
complications of their disease requires special consideration.”
NHSE service specification, ICHD
“Providers shall ensure that haemodialysis patients are managed in a safe environment when hospitalised.
There should be 24/7 and urgent on-site cover available from vascular surgeons, interventional radiologists,
nephrologists and acute dialysis team. Patients should not be transported to another hospital for their regular
maintenance dialysis or for ‘acute’ dialysis during a period of hospitalisation unless under exceptional
circumstances.”
NHSE service specification, ICHD

Out of hours cover
Currently, both services provide junior doctor cover over night including non-resident registrar cover. Bringing the
two services together will ensure this service is more sustainable, resilient and efficient, including providing a
resident registrar 24/7.

Home therapies
Currently there is disparity in uptake of home therapies offered between the hospitals. Additionally, SGUH do not
have an assisted PD programme and no dedicated training area for home HD.

2.3

Workforce challenges

Neither service is as efficient as it could be, and as a result there is significant opportunity to provide
better services to patients.

Staffing and rotas
Neither service is quite big enough to enable an optimal medical rota that provides sufficient, on-site cover at all
times. This is outlined above, where SGUH are often not able to provide middle grade medical cover over-night.
Staffing within the renal dialysis trailers at SGUH needs to be maintained at 1:3 because the staff and patients are
isolated from the rest of the renal service on the St George’s site. This is inefficient and sub-optimal.
These staffing challenges are in the context of significant workforce challenges in specialist renal staffing across
the UK.
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Access to theatres and interventional radiology
Neither service, on its own, has sufficient activity to justify dedicated theatre sessions all week for renal patients. As
a result, emergency activity is often delayed as there are not available theatre sessions. This limits both services
ability to provide best practice care, such as providing increased rates of vascular access surgery.

Clinical research
Currently there is a stand-alone research unit at the St Helier site whereas the university and medical school are at
St George’s. While St Helier Hospital has a greater number of patients available for clinical trials, it does not have
the same facilities and resources available to it as a large teaching hospital, such as St George’s, does.
St George’s on the other hand does not have the scale of patient cohort or clinical service to fully capitalise on the
potential of being collocated with the University.

Staff training
Both services have to go elsewhere for some staff training and education programmes as they do not have the
capacity to provide this in house, more efficiently.

2.4

Estates challenges

The estate of both services has suffered from long term under investment, and as a result the buildings are
not fit for purpose and both services lack sufficient capacity for growth.
Figure 3: Renal dialysis trailers at SGUH

Figure 4: Renal facilities at ESTH

St. Helier
The St Helier service is largely provided from portacabins that have long outlived their intended useful life. The
St Helier service cannot be refurbished at the current location as the portacabins are 30 years old, they are
subsiding and far beyond economical repair.

St. George’s
During 2016 the CQC mandated that SGUH relocated renal services from Knightsbridge Wing as the clinical
environment was deemed unsafe. The trust had no option but to urgently relocate the services to alternative
accommodation. At this time, given the urgency and limited space, mobile units were procured to allow business
continuity for haemodialysis on-site at the hospital. The trust could no longer continue to provide the full
complement of 30–33 dialysis stations on-site. The service responded by increasing to 24 stations with the
outsourced dialysis stations private provider Fresenius, as well as re-providing 6–7 dialysis stations in rented
trailers on-site. The trust envisaged the rental arrangement to be a temporary situation and expected a capital
investment to resolve the situation in the long term. However, these units remain in place and this is not a
sustainable solution.
Additionally, the existing layout of services is split over several different wings and sub-optimal estate; should a
patient suffer a cardiac arrest within the Courtyard Clinic or the dialysis trailers they could only be transported to an
inpatient area by calling 999. While this is a low frequency occurrence and has been risk assessed to mitigate
risks, it is not an optimal pathway.
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Capacity
Lastly, both ESTH and SGUH operate renal services well above the best practice bed occupancy rates.
Additionally, SGUH operate with a regular number of outliers (renal patients in other parts of the hospital). The
inpatient bed capacity is not sufficient for current demand, which is forecast to grow over the next 10 years.
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3. Developing the clinical model
The Improving Healthcare Together DMBC included a clinical model that relocated most specialised services
currently provided at St Helier Hospital, including inpatient renal services, to a new facility at Sutton. This model
was agreed in July 2020 as part of the wider reconfiguration of services in South West London.
The clinical model for renal services was revisited later in the year when ESTH and SGUH developed the
BYFH OBC. Clinical leaders considered in detail how the trusts would provide modern renal services that
addressed their respective challenges to deliver the best outcome for patients. This model was refined over
several workshops throughout 2020 until agreed by both trusts.
Commissioners and trusts have adopted the HM Treasury Green Book approach to developing a long list of
options, using the ‘options framework’. This has enabled a standard approach to identifying potential solutions
to address the case for change and deliver the clinical model. By identifying the spending objectives and the
desired critical success factors a short list of options was devised which withy be further subjected to a full
economic appraisal by bringing together the cost, benefits, and risks for each option in an objective way.
To understand the impact on current patients an Impact Assessment (IA) was undertaken to quantify the
number of patients impacted by the change and to estimate the impact on them. The impact on people with
protected characteristics was examined through an equalities impact assessment. The IA showed that the
number of journeys affected is small (4.4%) but most will take longer, whether by patient transport services,
public transport, or private vehicle. The IA identified some additional mitigating actions for consideration.
As part of the IHT process, CCGs in South West London and Surrey Heartlands convened a Committees in
Common (CiC) to consider and make decisions in relation to key parts of the process. South West London
CCG and Surrey Heartlands CCG have made formal delegations to this CiC which permit decision-making on
behalf of the entire board. Using the same terms of reference, a renal CiC has been convened, with
amendments to the membership to include Frimley CCG and NHS England Specialised Commissioning.

The process and approach to developing the clinical model and options set out in the service change proposal
have been extensive and thorough.
Following, the recommendation from Commissioners within the IHT DMBC to consider alternative proposals for
renal services, both Trust’s established a team and programme to work through all components of a potential
service change. This included:
•
•
•
•
•
•
•

Considering the optimal clinical model for delivering acute renal services
Understanding demand and capacity, and the financial implications with the development of a finance and
activity model
Developing a long list of options utilising the HM Treasury Green Book options framework approach
Evaluating the options to determine a short list
Conducting a detailed appraisal of the short listed options
Commencing engagement with key stakeholders and organisations on the emerging proposals
Conducting an Impact Assessment to look at how the proposed relocation of the inpatient renal services
at St Helier Hospital to St George’s Hospital will impact current patients.

Each of these steps is outlined in detail in Section 3 of the PCBC, with a summary provided in the table below:
Options development stage

Description

Developing the clinical model

To address the challenges outlined in the case for change, a joint project was
established to consider how renal services could be best delivered for our
population. The approach then taken followed three phases:
Phase 1: Development of the emerging clinical model
Phase 2: Testing the clinical with a wider group of stakeholders
19
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Options development stage

Developing the finance and
activity model

Description
Phase 3: Clinical senate review
To develop the finance and activity model for this proposal, a dedicated
finance and activity group was established by the project. This included
finance representation from both trusts, with all outputs signed off by both
trusts’ CFOs. The group worked through the following process to support the
OBC:
1. Agreeing the in-scope activity and establishing the baseline for both
trusts
2. Agreeing the impact of the options on the BAU position
3. Considering the financing scenarios to source the capital requirement
of each option, including the impact on affordability
4. Agreeing the financial model, and underlying assumptions with key
stakeholders

Developing the options

The commissioners and trusts adopted the HM Treasury Green Book
approach to developing options, using the ‘options framework’. This
approach includes:
•
•
•

Refining the options and
evaluating the short list

Conducting the Impact
Assessment

Identifying the different options for each dimension (scope, service
solution, service delivery, implementation and funding) to determine
the long list of potential options
Agreeing the investment objectives and critical success factors
(CSFs)
Evaluating the long list options against the CSFs to determine the
short list.

The short list of options is then evaluated in greater detail, including
considering the costs, risks and benefits (including the financial, non-financial
and societal benefits).
Following consideration of all these factors, a preferred option is identified.
An impact assessment (IA) was conducted as part of this PCBC to look at
how the proposed relocation of the inpatient renal services at St Helier
Hospital to St George’s Hospital will impact current patients.
The IA also included an equalities impact assessment to ensure that careful
consideration has been given to equality and to ensure that people with
protected characteristics, as defined under section 4 of the Equalities Act
2010, and other groups of people dependent on renal care are not
disproportionally negatively affected or shown any bias by the proposed
change.
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4. Clinical model
The future clinical model will be required to deliver all core acute renal services to patients across South West
London and Surrey, as currently delivered by SGUH and ESTH, supplemented by the services at Frimley Park
Hospital and will address the case for change by:
•
•
•

Reducing unwarranted variation in care and support provided to all patients
Providing services from modern and fit for purpose facilities
Increasing the efficiency and sustainability of renal services, achieving economies of scale where
possible.

The clinical model was agreed following a period of engagement with clinical and non-clinical stakeholders from
both trusts.
The full detail of the Clinical Model is set out in the PCBC.

Scope and vision
The future clinical model will be required to deliver all core acute renal services to patients across South West
London and Surrey, as currently delivered by SGUH and ESTH, supplemented by the services at Frimley Park
Hospital. Current outpatient and community renal activity delivered away from St George’s Hospital and St Helier
Hospital will not be impacted. Specifically, the future clinical model will need to respond to forecast activity
modelled to 2030 (aligned to the IHT DMBC recommendations approach for the core BYFH programme).
The service(s) will need to take into account existing plans around demand management, cost improvement and
align with other ongoing service changes such as pre-emptive transplantation and an increased integration of renal
services with primary and community care to support a more preventative approach, specifically in continuing and
growing outreach and education programmes to DGHs and GPs.
Assumptions on growth, QIPP, CIP, inflation (income and cost) have been aligned with the IHT programme to
maintain consistency between the options for ESTH’s renal services, unless there is evidence to suggest an
alternative assumption. An example of this is transplant surgery, which is forecast to grow at a higher rate over the
next three years, in line with SGUH operational planning.
Additionally, the scheme will need to address the case for change by:
•
•
•

Reducing unwarranted variation in care and support provided to all patients
Providing services from modern and fit for purpose facilities
Increasing the efficiency and sustainability of renal services, achieving economies of scale where possible.

Most renal services will be delivered closer to home, in the community, utilising the satellite dialysis sites, existing
facilities at St Helier Hospital and current provider-to-provider relationships. This will ensure patients benefit from
care close to home where possible and appropriate, and first class acute renal services when needed in state-ofthe-art facilities.
As outlined above, the scope of this business case is to explore solutions for the provision of core renal services
provided by ESTH and SGUH from St Helier Hospital and St George’s Hospital. Core acute renal services are
defined as:
•
•
•
•
•

Inpatient nephrology
Vascular access, transplant surgery and other procedures
Acute dialysis
Related outpatient services (currently provided at St Helier hospital)
Home therapies

Activity that is provided away from the current St Helier Hospital and St George’s Hospital, Tooting site, are not in
scope of this specific investment.
•
•
•

Outpatient clinics at other hospitals in SWL and Surrey – no change
Chronic satellite dialysis units across SWL and Surrey – no change
Frimley inpatient unit – no change
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Overview of proposed clinical model
Following a period of engagement with clinical and non-clinical stakeholders from both trusts, the following clinical
model/pathway has been developed and is supported by the clinical and management teams from both
organisations. The service will become a single integrated renal service with a single integrated body.
Figure 5: Clinical model pathway
Referral

St George’s

Triaged by
Nephrology team

Primary Care

Attendance

Inpatient

Acute Assessment Unit /
Interventional Unit

Admitted procedures

Peritoneal Dialysis
Day case surgery

Home Therapies
(nursing input + some PD
space)

Renal outpatients
(including procedures)

High acuity beds x6

IR – acute access
Renal Inpatients

Acute dialysis area

Transport requirements
and volumes to be
reviewed

If becomes primary

Nephrology Consultant
referrals (inc. JDs from
within renal team)

Renal outpatients

SECH: Inpatient with a
secondary renal need***

ESTH

Outreach nephrology

Inpatient transfers
from other providers

If becomes primary

Chronic dialysis unit
(dialysis satellite)
Home Therapies (St. H)
(HH and PD training)
Renal outpatients

Other

Consultant referrals

Inpatient with a
secondary renal need***

Outreach nephrology

*Longer-term ambition to establish
closer-to-home ‘Kidney Care Centres’
with expanded dialysis centres
**Business case assumes Frimley
provision stays as-is

Dialysis satellites*
Assessment Unit

Renal Inpatients

Vascular access

Frimley only**

***Volume dependent on dialysis
capability at other hospitals

Opportunity to expand home therapies
at Frimley

This activity remains as-is

Patients attending ESTH with acute kidney injury (AKI) would not be transferred as a matter of course. Patients
would be transferred if:
•
•
•

There is a strong suspicion that the patient has a condition that could not be treated locally, e.g. requiring
plasma exchange or immunosuppression
There is any indication for haemodialysis and it is only single organ failure
The patient has acute transplant dysfunction, e.g. AKI in a transplant patient

Outreach
Outreach nephrology, outpatient services at district general hospitals and chronic dialysis would continue to be
provided from existing locations across SWL and Surrey, including Frimley, maintaining ease of access for
patients. Acute, surgical and invasive diagnostic services would be co-located in a new unit at St George’s.
This proposal assumes that the provision for satellite dialysis continues and that sufficient provision would be in
place within both Surrey and South West London to ensure this catchment is catered for including inpatient inreach provision such as that operated by ESTH at Frimley.
St Helier has developed this decentralised model in partnership with Surrey hospitals over a number of years and it
is important to emphasise that the joint specialist inpatient area will in no way reduce the amount or type of
outreach care provided throughout Surrey and South London. The full range of general nephrology, advanced
kidney care, surgical review and assessment, transplant work up, hypertension clinics, renal diabetic clinics,
haemodialysis and peritoneal dialysis clinics will still be provided in their current sites.
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The integrated service will continue to develop existing ESTH and SGUH outreach plans over the next four years
as well as working with primary care and LKN to bring more treatment closer to home. Specifically:
•

•
•
•

The units are already expanding how they train patients for home haemodialysis. Firstly, by increasing
shared care to include training needling of fistulas and connecting lines within all our satellite units; and
secondly, by home haemodialysis nurses carrying out training within the Farnborough Dialysis Unit for
patients local to that area.
The units have changed their follow up of transplanted patients from three times to twice a week. As per
best practice and in line with learning from COVID, the units are now running around 50% of our transplant
clinic via telephone and intend to continue to do this, again enabling patients to have more care near home
Provision of a named renal clinician for each DGH in the area to provide advice and guidance as required
Critical to the plans to expand outreach care is the renal unit at Frimley. These include:
o Continued staffing by 6 nephrologists with one always on site between 08:00 and 18:00 during the
week.
o Continuing to run the majority of local outpatient services from this hub and expanding these
further to include home haemodialysis training as described above
o Training the consultants who work there to be able to insert local anaesthetic peritoneal dialysis
catheters to enable acute PD starts. This will enable patients to start peritoneal dialysis from
Frimley Park rather than St Helier.
o Continuing provision of intravenous iron at this site and starting to provide infusions of
immunosuppressive agents such as cyclophosphamide and rituximab to enable less travel for
patients with acute vasculitic procedures.
o Continued working with Frimley Park Hospitals NHS Trust to explore opportunities to expand the
renal services that can be offered there.

In addition to the above, we expect there will be further opportunities for expanding outreach care in satellite units
over the next 5 – 10 years. This will be an important theme and principle for the new unit, as it already is for both
renal services, evidenced by initiatives already in place. This will continue to be led by the renal clinicians in
partnership with commissioners, other providers, and primary and community care.

Vascular access
The South West Thames Renal and Transplantation Unit (SWTRT) is a tertiary care centre of excellence based at
Helier Hospital. The renal unit provides a patient centred outpatient and inpatient care for a large catchment area of
patient population covering Surrey and adjacent surrounding areas. Each year the interventional nephrology group
performs, on average, approximately 300 renal biopsies, 100 PD catheter insertions, 300 tunnelled dialysis
catheter insertions and 300 non-tunnelled venous lines. Of these, approximately 120 tunnelled lines and about 30
PD catheter insertions/repositioning are done in the radiology department under fluoroscopy, and the rest in the
renal procedure room. Approximately 40–50 procedures a year require direct help/intervention through
interventional radiology, which is an integral part of our service delivery. SWTRT has been recognised and
accredited as one of the only twelve interventional nephrology training facilities globally by the International Society
of Nephrology. The service is consultant led and delivered, with a significant training element.
Vascular access (VA) is an important aspect of dialysis care and service delivery. The recent GIRFT report
highlighted the following aspects:
1.
2.
3.
4.
5.

Reference costs were below average for prevalent definitive access rates with respect to national
targets for both St Helier Hospital and St George’s Hospital
Performance in VA targets could be improved
Local audit data is below average rates for incident definitive access
Local data suggest delays at every stage in the pathway for fistula formation and salvage
A drawback of the St Helier renal unit is that it is not a vascular surgical hub

The relocation of SWTRT to St George’s would enable the streamlining of VA services as the transplant and
vascular surgeons are already based at St George’s. Surgeons’ time and theatre time could be optimised and time
lost to cancellations reduced. St George’s would benefit from the skills and excellent experience of interventional
nephrology services (e.g. complex central venous access and peritoneal dialysis access) and day case surgery
from St Helier Hospital.
The GIRFT recommendation for the South West Renal Network is that we should improve the rates of definitive
access in both incident and prevalent dialysis patients. This should be an area of focus for the network and should
continue to remain a priority in the Renal services. Direct involvement of the nephrologist in delivering these
procedures allows the service to be responsive to patient needs and avoids delays in diagnosis and initiation of
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therapy. Better consideration of the patient's clinical picture, awareness of co-morbidities and other access plans
etc, improves prioritisation and patient outcomes.

Home Therapies
As part of the proposal, the integrated renal service will provide a dedicated space for home therapies training at St
Helier Hospital, enabling an increase in home haemodialysis and peritoneal dialysis. By combining the two
workforces, there will be an opportunity to enhance and grow the service, learning from each other’s strengths.
With the service delivered at St Helier Hospital, patients will be able to receive this training away from an acute
environment, and the additional pressures this puts on staff.
The aspiration for this proposal will be for both trusts to reach the national average (21%)18 for new patients starting
on home therapy. This will be enabled by a larger group of expert staff in the new unit meaning new patients can
be trained quicker to have home dialysis.
This is already an integral part of ESTH plans in response to the recent GIRFT review of Renal Medicine, and the
new unit will enable SGUH to increase the amount of home dialysis training they can deliver with dedicated space.
The case study below demonstrates how the experience may be different for kidney patients:
Improving home dialysis under this proposal: a patient’s story
Raheem, from Merton, has end-stage kidney disease. He is a patient under the care of St George’s, and currently
travels to a unit in Colliers Wood three days a week for dialysis – but he would like to receive training so that he
can dialyse at home.
Currently, the training facility and specialist staff at St George’s only have capacity to train one home haemodialysis
patient at a time. So Raheem might wait six months or more to get onto a home haemodialysis training programme.
When he does get onto the training programme, it could take around three months to complete it.
Under these proposals, Raheem would travel to St Helier Hospital to receive his training rather than St George’s.
This would be a slightly longer trip. But with a bigger group of patients to cater to, the service would have a larger,
more flexible team and Raheem would get his training more quickly. The training would take place in a designated
space set aside for home training for kidney patients. With a larger team, the training could be provided more
intensively over a shorter period of time. This means Raheem would be able to start dialysing at home much
sooner, and no longer make three trips a week to a local dialysis unit.
Once dialysing at home, Raheem would be able to count on a larger out-of-hours support service. He would
continue to have regular check-ups every three months with his kidney doctor. If he experienced any problems
dialysing (such as an infection), he might need to be admitted to hospital. This would continue to be St George’s –
but Raheem’s stay in hospital would be in a brand new, £80m, state-of-the-art unit, specifically designed for kidney
patients.

Integration with Social Care
The new clinical model will continue to provide strong connections to social care within renal services. The ESTH
service has dedicated renal social worker capacity who work in collaboration with other members of the kidney
multi-disciplinary team. As qualified social workers, they will also have direct links with local authority social work
teams and specialist charities.
The new unit will look to build on this successful model.
As part of their roles, they will:
•
•
•
•
18

advise and lead on issue of mental capacity and equality and access to service provision for patients with
protected characteristics.
assess and support living donors and their families
offer support to patients with learning disability, nursing teams and families to manage their care
offer emotional and psychological support to patients and staff and signpost patients to emotional wellbeing
and mental health services such as IAPT which is available in each ICS area.

Layout 1 (gettingitrightfirsttime.co.uk)
24

Improving Kidney Care: A proposal for kidney services at St Helier and St George’s Hospitals
Decision-Making Business Case

•
•
•
•
•

support and advice on complex discharges.
provide training to nurses to foster and understanding of impact of renal care on their quality of life and the
challenges with adjusting to changes in their renal journey.
assess and support patients who do not engage with their renal care i.e. DNA dialysis or clinics and help
them to understand the risks and offer practical solutions and help them to feel understood as a human
being who wants a 'normal life'/
act as the leads for safeguarding and attend the relevant committee meetings.
support parents to help their children to understand their patient's illness and help them deal with loss and
bereavements.

Further information on the role of social workers is available at Kidney Care UK19

The role of primary care
In tandem with this proposal, the three ICSs are exploring opportunities to strengthen the role of primary care in
supporting Kidney patients and linking up with other related initiatives, such as the established cardiovascular
disease prevention programmes.
The table below highlights where each of the ICS and LKN are proposing initiatives in relation to CVD or CKD.

19

https://www.kidneycareuk.org/documents/567/KCUK_Social_workers_web.pdf
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Table 7: Proposed initiatives relating to CVD or CKD by the LKN and each ICS

Initiative
Prevention of
disease

London Kidney
Network

SWL ICS

Surrey Heartlands ICS

CKD prevention
workstream. Objectives
include: addressing
variation in CKD risk factor
detection and recording in
primary care; increasing
gliflozin prescribing in
appropriate patients
including those with T2DM

Type 2 Diabetes strategy
including strategies to improve
compliance with three treatment
targets; ‘You & Type 2’ digital
initiative; intervention with
practices with low T2 registers
vs. expected prevalence

Population health management
approach set out below

Early identification
of disease;
targeting variation
in identification and
reducing Health
Inequalities

Proposed launch of a
Health Equity Audit (HEA)
that examines how health
determinants, access to
relevant health services,
and related outcomes are
distributed across the
population

Population Health Management
approach being developed as
part of local place plans in each
part of SWL

Part of cardiovascular disease
workplan to develop a system wide,
public health led strategy and
population health-led
implementation programme,
prioritising seldom heard groups,
BAME groups and areas of high
deprivation

Advice and
Guidance for
primary care from
secondary care

No current proposals

Established advice and
guidance channels with all
trusts. A&G promoted as part of
post-COVID implementation
recovery.

Anticipatory care
planning relating to
thresholds of care
and care needs at
or near end of life

Supportive care
workstream. Establishing
pathways and tools to
support anticipatory care
planning for patients with
end stage kidney disease
choosing not to access
home haemodialysis.

Established care planning
approach via Co-ordinate My
Care (CMC) subject to Londonwide re-procurement for a
shared care plan. Active local
strategy to promoting ongoing
uptake

Established A+G used across
system for Cardiology and Diabetes
amongst other specialities. Very
small volumes of A&G activity in
renal medicine (23/24 specialties by
volume).
Palliative care strategy 2021 – 26
published in May 2021. System
wide use of ReSPECT anticipatory
care planning tool. PCN DES
Anticipatory care planning.

Comprehensive T2DM strategy
including measures to increase
attendance at structured education,
improve treatment target
compliance, and introduce
continuous and flash glucose
monitoring

Frimley ICS
Frimley ICS is taking a
targeted population health
approach by offering a
screening and early
identification programme to
those identified as at risk. An
example is:
Healthy.io ACR testing one
year pilot for patients with
diabetes who have not had
their ACR test in the past year,
enabling them to take the test
at home using their
smartphone and a test kit. This
pilot will support early
identification of CKD and help
to reduce health inequalities.

Established advice and
guidance channels with FHFT
via eRS. No channel
established for renal medicine.

Rollout of ReSPECT tool
during 2021 in support of
existing end of life care
strategy
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Additionally, the ICSs are planning to develop the end-to-end kidney pathway in the following key areas:
•

Each ICS will engage proactively with the proposed London Kidney Network (LKN) Health Equity Audit (or,
for Frimley, an equivalent initiative for the kidney network in SE England) to develop a comprehensive
understanding of the pattern of CKD in their area, and variations in access to care.

•

Using the HEA, each ICS will work with LKN or an equivalent to agree interventions in relation to CKD to
be taken forward as part of its established population health management approach, particularly in relation
to early identification of CKD. Provisional information from the HEA should be made available to PCNs in
formulating their health inequalities strategies as part of the PCN DES

•

Each ICS considers, as part of its annual primary care prescribing processes, the case for adoption of
SGLT2 inhibitors as set out by LKN and the implications of any future NICE guidance or assessments. LKN
will support this work by developing a system-wide business case demonstrating the whole system
efficiencies and potential long term reduction in renal replacement therapy utilisation from gliflozin adoption

•

ESTH and SGUH clinical teams will work with established advice and guidance leads in each ICS to
consider whether Advice & Guidance for renal medicine should be further developed, targeting input to
primary care at areas where the HEA demonstrates inequities in access to care.

•

LKN will work with each ICS to adopt the current or future proposed anticipatory care planning mechanism
for the delivery of its supportive care strategy, ensuring that ACPs agreed for renal patients are available at
point of care in all relevant settings
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5. Options to deliver the clinical model
The commissioners and trusts undertook a single options development and appraisal process from both clinical
and capital perspectives in accordance with HM Treasury’s Green Book principles for business cases.
The long list appraisal concluded that inpatient renal services should be delivered at a site, and that only
options that met this requirement should be taken forward to the short list. The outcome was a short list
comprising:
1. Do nothing – Services remain at ESHT with further investment in SGUH
2. Do minimum – Core acute renal services move to Sutton Hospital and an investment in SGUH for 5–10
years
3. Co-location – All core acute renal services at ESTH and SGUH within scope are co-located at SGUH
site. Services out of scope are retained at respective trusts, with home therapies, outpatient and nonacute dialysis retained at ESTH
4. Co-location + theatres – Same as the co-location option but with two dedicated renal theatres built
within new build
The short list was evaluated through qualitative and economic appraisal. From a clinical quality perspective, the
appraisal showed that bringing two clinical teams together to cement best practice in a new, modern, and fit for
purpose renal unit would help improve clinical quality and maximise the efficiency of renal services.
Co-location of acute renal services at SGUH was found to be the preferred option on the basis that:
•
•
•
•
•
•

It offers the best value for money of the options
It delivers the most significant qualitative benefits
It is appraised as carrying less qualitative and quantitative risk compared to all the other options
Due to the capital associated with acute renal services at the SECH, the additional capital requirement
of the scheme is £52m
It is more affordable than the business as usual and do minimum options
The business as usual (BAU) option is not a tenable option

As outlined in Section 4 above, an extensive options appraisal was completed for this proposal. This included an
exercise to consider all the possible options against each of the ‘dimensions’ of the ‘options framework’. The
options generated and appraisal of each is outlined in detail within the PCBC.
Following an appraisal of the long list against the critical success factors, the following short-list options were
identified
Table 8: Short list of options as described in the BYFH OBC

Option

Description

1. Business
as usual

For ESTH: Renal services stay at existing sites

2. Do
minimum

For SGUH: There is no capital investment in estate
Implication: Services are not fit for purpose, deliver a poor patient experience and do not
support delivery of best practice case. There will be insufficient capacity to deliver future
growth.
For ESTH: Core acute renal services move to SECH, in line with the commissioner
requirements within the IHT DMBC
For SGUH: There is investment in the courtyard for 5–10 years, followed by re-provision of
renal services in a new build/refurb for St George’s activity only

3. Co-location

Implications: There would be improvement in service provision and patient experience
associated with improved facilities, however the services would not benefit from co-location
All core acute renal services at ESTH and SGUH within scope are co-located at SGUH site
under a single integrated renal service. Services out of scope are retained at respective sites,
with home therapies, outpatient and non-acute dialysis retained at ESTH. Dedicated renal
theatre activity identified and provided within SGUH existing theatre capacity.
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Option

Description

4. Co-location
+ theatres

Implications: There would be improvement in service provision and patient experience
associated with improved facilities, and additional benefits from co-location of services
All core acute renal services at ESTH and SGUH within scope are co-located at SGUH site
under a single integrated renal service. Services out of scope are retained at respective sites,
with home therapies, outpatient and non-acute dialysis retained at ESTH. Two dedicated renal
theatres built within new build
Implications: There would be improvement in service provision and patient experience
associated with improved facilities, and additional benefits from co-location of services

The options considered do not include an option to maintain acute renal services at St Helier Hospital. This was
raised during the engagement process as an alternative option, however, the conclusion of the IHT consultation
means that all acute services delivered by ESTH will move to a new build hospital at the site of the Sutton Hospital.
While St Helier will still continue to deliver other non-acute services, it will not have that co-dependencies that are
required for an acute renal service, such as co-location with intensive care.
Similarly, other site solutions were discounted at the long list stage due to the requirement to be co-located with
other major acute services.

Appraising the short list of options
A thorough appraisal of the short list of options was completed. This included exploring the qualitative benefits of
each option, and an economic appraisal that considered the costs, benefits, and net present social value. These
are outlined in detail within the PCBC.

Qualitative benefits appraisal
The qualitative benefits assessment considered each option against 3 criteria and 9 sub-criteria, and the extent to
which the option would have a positive or negative impact on the current situation. This concluded that the colocation and co-location + theatres options were preferrable to the BAU and do minimum options across all the
criteria, with the exception of timeliness – the co-location options would take longer to deliver.

Economic appraisal
The economic appraisal involved a consideration of the main costs, benefits and the resulting net present social
value of each option. The PCBC sets out the full detail in each area.
Benefits were identified in two categories:
1. Financial benefits – these accrue directly to the trusts and therefore help improve the financial position of
the trust
2. Additional economic benefits – these accrue to wider society, such as by improving clinical outcomes that
result in increased Quality Adjusted Life Years, which as a recognised economic impact on society.
The benefits are summarised in the table below:
Table 9: Financial benefits of options

Category

BAU

Do minimum

Co-location

Co-location +
theatres

Financial benefits

–

£0.9m

£3.4m

£3.4m

Additional economic benefits

–

–

£0.9m

£0.9m

Both co-location options deliver significantly greater financial benefits and additional economic benefits.
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In order to deliver the benefits expected, capital investment is required across all options. Capital requirements
under each option have been calculated by expert estates advisors based on best practice and relevant standards
and guidance, including DHSC Health Premises Cost Guides (HPCG).
The total expected capital costs of each option is set out in Table 10 below:
Table 10: Capital requirement of options

Category

BAU

Do minimum

Co-location

Co-location +
theatres

Total capital investment (£m)20

£8.8m

£87.4m

£82m

£91.7m

The basis for each cost estimate is provided below:
•
•
•
•

The BAU option: Based on backlog maintenance requirements of each service’s facilities
Do minimum: Based on a Schedule of Accommodation for improvement of SGUH renal services plus the
proportion of the SECH capital cost associated with renal services
Co-location: Based on new build and refurbishment requirements from Schedule of Accommodation (V8.2)
Co-location + theatres

Additionally, the case is subject to the ongoing running costs of the services. These are based on trust finance data
for 2019/20, normalised for the impact of COVID-19 in March 2020. The costs are subject to agreed assumptions
around inflation, activity growth and efficiencies (QIPP, CIP).
Both the costs and benefits can be combined to provide a net present social value for each option. This considers
the benefits of each option, less the investments required and costs at current values. A discount rate of 3.5% for
the first 30 years and 3% onwards has been applied to weight the relative value of future cash flows in line with
best practice guidance in The Green Book. Sunk costs, transfer payments, VAT, capital charges, depreciation and
other non-resource costs have been excluded from the NPSV analysis.
Table 11: NPSVs for each of the options21

Type

Description

BAU

Do minimum

Co-location

Co-location+
theatres

Estates and
capital

Bed number

63 (+5
outliers)

71

67*

67

Gross capital investment (£m)
in 2029/30

8.7

87.4

82.0

91.7

NPSV – financial benefits only

185.9

148.9

196.2

189.4

0.0

0.0

13.6

13.6

185.9

148.9

209.8

202.9

Economic

Additional economic benefits
(productivity)
NPSV including economic
benefits

The table above demonstrates that the co-location option delivers the highest NSPV, when considering just
financial benefits, and also when considering economic benefits.
* Note, following further engagement with clinicians on the design of the unit, the Trusts intend to incorporate new
bariatric inpatient rooms (not available currently), better enabling the service to cater to the needs of all patients. To
enable that provision, the total inpatient bed number has decreased by 3 beds from the design at the stage of the
20

Capital cost estimates reflect design and costing of level 2 design. Level 3 design and costing is currently
ongoing and capital cost will be updated accordingly.
21 As per 19
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PCBC. The resultant total bed number remains consistent with the modelled future requirement for beds, as
previously surplus beds had been provided to align with the previous design of the wards. The bed provision will be
greater than that currently provided within the renal wards, with the ability to accommodate all renal patients,
removing the need for outliers. The 14-bed acute assessment unit and 24 acute dialysis stations are not changed.

Sensitivity analysis
The robustness of the findings from the quantitative economic appraisal has been tested through sensitivity
analysis, in which the value of key cost/benefit drivers have been varied within a realistic range to determine the
impact on the NPV for each option. This completed for benefits, capital costs, growth, cost improvement plans and
the useful life of the asset.
Across all the sensitives carried out, the co-location option consistently delivered the greatest net present social
value.

Clinical benefits of the preferred option
Building on the options appraisal, the programme has identified an extensive set of clinical benefits that support the
proposal. These are shown at a high-level below:
Figure 6: Summary of impact

Further detail on the clinical benefits of this proposal is outlined within the PCBC22.
In addition to the benefits above, the proposal will also free up space initially planned for St Helier acute renal
services at the new hospital in Sutton. This will enable ESTH to explore opportunities to work with the Royal
Marsden Hospitals to provide cancer surgery activity in the new hospital.

22

SWL-Renal-PCBC-vFinal.pdf (swlondonccg.nhs.uk)
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Research
In addition to the clinical benefits, a single renal unit encompassing the current renal activities of SGUH and ESTH
has the potential to support a large successful multidisciplinary research group.
By exploiting existing strengths in both the clinical and academic areas as well as well as developing research in
response to new needs the Renal Research and Education Unit at St George’s could become a centre of
excellence with national and international influence.
Large patient populations, the basic science institute and a large number of research active clinicians will the
foundation for successful research, excellent postgraduate training and commercialisation of intellectual property.
This provides an opportunity to test new ideas of research to serve the needs of the patients.

Conclusion
This evaluation therefore finds the co-location of acute renal services at SGUH to be the preferred option on the
basis that:
•
•
•
•
•
•

It offers the best value for money of the options
It delivers the most significant qualitative benefits
It is appraised as carrying less qualitative and quantitative risk compared to all the other options
Due to the capital associated with acute renal services at the SECH, the additional capital requirement of
the scheme is £52m
It is more affordable than the business as usual and do minimum options
The business as usual (BAU) option is not a tenable option

The following sections focus on the engagement process, and the impact this has upon the conclusion reached
above.

Pre-engagement decision making
The Committees in Common considered all the evidence and established a preferred option.
The Committees in Common considered all the evidence set out within the PCBC and approved the business case
with the preferred option being to co-locate the ESTH and SGUH acute renal services in scope at the St George’s
Hospital site.
The Committees in Common also considered the engagement strategy, which was approved by each Committee.
The PCBC was then presented to the South West London and Surrey Joint Health Overview and Scrutiny
Committee (JHOSC) to decide the form of engagement required. After discussion, the committee agreed to support
proceeding with engagement on the basis laid out and taking into account any considerations raised by members
of the JHOSC.
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6. Engagement process
Engagement on this proposal has been undertaken from October 2020, as the commissioners and trusts
sought to explore this option further, through to a formal engagement process completed in the Summer 2021.
The objective of the engagement process was to offer all individuals, communities, groups and representatives,
who will or may be impacted by the proposals, equal opportunities to engage and share their suggestions,
concerns and comments, with a particular focus in key areas. A comprehensive set of stakeholders was
identified, with engagement approaches for each.
Between 27th July and 7th September, the programme wrote to 3,369 kidney patients to share information about
the proposals, spoke to 750 kidney patients via 25 visits to 10 kidney clinics and unit, held 10 independently run
focus groups with equalities groups and 14 telephone interviews with those who are digitally excluded, hosted
two open listening events, and provided numerous other updates, events and opportunities to share details
about the proposal and seek feedback,

Previous assurance / engagement
Our approach to public and patient participation
Extensive engagement, including public consultation, has taken place on IHT proposals to consolidate acute
services at Epsom and St Helier hospitals into the Specialist Emergency Care Hospital.
In response to the public consultation, clinical renal leaders proposed a further consolidation of renal care.
As a result of the feedback during IHT consultation, commissioners sought to explore this further. Initial
engagement took place with:
•
•
•

Clinical leaders (both internally at the two trusts and with London Kidney Network)
The St Helier and Surrey and St George’s kidney patients associations
Renal staff at both hospitals

Engagement tools
During this pre-engagement phase, our engagement was based on building awareness of the proposed changes
and eliciting early responses from the kidney associations and clinical teams through virtual and face-to-face
meetings. This helped us understand the challenges and opportunities that this proposal faces and inform the
formal engagement process delivered through the Summer of 2021.

Engagement undertaken
The table shows the engagement undertaken prior to the formal engagement process in the Summer 2021:
Table 12: Summary of engagement activity prior to formal engagement

Date

Group

Item(s) discussed

October 2020
October 2020
October 2020
November –
December 2020
December 2020

Renal staff at both trusts
Kidney patients associations chairs
London Kidney Network leadership
ESTH and SGUH Trust boards

Clinical model and benefits
Case for change; approach to patient engagement
Clinical model
BYFH OBC

Specialised Services Recovery
Oversight group
Strategic Oversight Group (of the
IHT/BYFH programme)

Consideration of case for change and proposed
process and timetable by NHS England (London)
Consideration of case for change and proposed outline
of decision-making process and suggested timetable
by the Strategic Oversight Group.
Co-option of NHS England for purposes of considering
renal business case

December 2020

December 2020

IHT Committees in Common
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Date

March 2021
March 2021

March 2021

March 2021

Group

London Kidney Network
St George’s Kidney Patients
Association
St Helier Kidney Patients
Association
IHT Joint Health Scrutiny SubCommittee (SWL/Surrey)

June 2021

Surrey Heartlands/Frimley
Specialised Commissioning Board
South West London Specialised
and Cancer Recovery Group
South West London Clinical
Leadership Group
JHOSC and deputy Chair
(SWL/Surrey)
Surrey Heartlands Clinical MultiProfessional Executive
Committees in Common

July 2021

JHOSC (SWL/Surrey)

March 2021
April 2021
May 2021
May 2021

Item(s) discussed
Agreement to submission of BYFH OBC including
renal option
Agreement to decision-making process and if
supported, commencement of initial engagement
period
Clinical model and benefits
Case for change
Clinical model and benefits
Travel time impacts
Update on proposal (as part of wider update on BYFH
progress)
Headline clinical benefits
Case for change
Proposed process
Case for change
Proposed process
Clinical model
Briefing to inform scheduling of JHOSC discussion
Clinical model
Briefing on the PCBC and decision to approve by each
of the Committees
Briefing on the PCBC and decision to support
proposed approach to engagement

Key themes from pre-engagement
Prior to the formal engagement process, the key themes emerging from engagement primarily focused on changes
to journey times for patients who would need, under the proposals, to travel to St George’s for inpatient or acute
care. This early feedback has led the programme team to begin developing material to show these changes as
clearly as possible. In addition to journey times, the availability and costs of parking were also raised.
Another key point raised was that the engagement should provide reassurance that much-valued existing
arrangements/relationships for regularly accessed services will not be affected, with the change limited to
infrequently accessed/one-off services (e.g. surgery) which will deliver significant quality and experience benefits.
Stakeholders have also made important comments about accessibility and design issues for the new unit, which
would apply whether it were to be built at Sutton or St George’s. These will be picked up during the design stage
led by the trust that will build the unit.
This led to the development of a plan for formal engagement.

Formal Engagement
The Commissioners, working with both trusts, developed an engagement plan which set out a programme of robust
engagement with relevant and interested stakeholders, especially patients and staff.
The plan was explicit in the intention to be transparent on the impact of the changes, both positive and negative
and that we would comply with best practice, work with NHS and other partners to maximise impact and value and
draw on experience of the Improving Healthcare Together consultation of 2019/20.
The plan, and accompanying material, was shaped throughout by engagement with clinicians, expert patients, and
stakeholders. The plan was shared, scrutinised, and agreed with communication and engagement leads across
South West London and Surrey and with the Committees in Common and Joint Health Overview & Scrutiny
Committee (meetings on 22nd June & 7th July).
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Engagement Objectives
Engagement is key to a successful outcome, improving the quality of care and experience for renal patients in
South West London and Surrey.
The overall objective of the plan was to offer all individuals, communities, groups and representatives, who will or
may be impacted by the proposals, equal opportunities to engage and share their suggestions, concerns and
comments.
We were particularly keen during the engagement to understand:
•
•
•
•

the extent to which patients and wider public felt the new proposals could support better care and
experience compared to current arrangements and;
if the new unit would support recruitment and retention of staff.
Views on how a new unit at St. George's may impact travel time for patients and carers.
How patients thought the design and environment of the new unit at St. George's could best meet their
needs, and those of their family and/or carers.

Additionally, our engagement activities aimed to:
•

•
•
•
•
•

Ensure that people living in the areas of SWL, Surrey and surrounding areas who might reasonably be
expected to require care in a renal inpatient facility (and people living in Wandsworth who might be
expected to access home therapies training) are aware of and understand the case for change and the
proposed options for change, by providing information in clear and simple language in a variety of formats
Provide aligned messages that are relevant to patients and staff at both St George’s and St Helier
hospitals, while complementing the broader engagement work on the planning for the new Specialist
Emergency Care Hospital
Deliver the facts on the proposals to stimulate an informed discussion
Answer questions raised by stakeholders in a clear, concise and consistent way
Ensure any concerns raised were heard and a resolution sought
Ensure impacts on groups protected under the Equality Act 2010 are fully taken into account and mitigated

Identifying stakeholders
Stakeholders were identified using the following methodology:
•
•
•
•
•

Patients and patient interest groups – those who currently use inpatient or outpatient renal services
provided at or through St Helier and St George’s and those who represent them
Clinicians and staff – those who lead or provide renal services at the two sites plus relevant hospital
colleagues
NHS organisations – relevant regional (specialised commissioning) and local secondary, primary and
community care partners
Council and parliamentary – relevant local councils and Members of Parliament for South West London
and Surrey
Healthwatch, community, third sector and other stakeholders which are identified before or during the
engagement

Further checks were made with local commissioners and partners to make sure all relevant stakeholders are
identified.

Summary of engagement activities and key audiences
The engagement ran from Tuesday 27th July to Tuesday 7th September targeted at three main audiences across
SW London and Surrey:
•
•
•

Those directly affected by the proposals, such as kidney patients and their families and carers and staff
working for, or aligned to, kidney services
those who might be interested by proposals - wider NHS staff, community groups and stakeholders
those with a wider interest - the general population with an interest in health.

To capture patients, staff, families and stakeholders’ views on the proposals, an engagement questionnaire was
shared online and in hard copy format.
Additionally, for each group outlined above, a targeted approach was taken.
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Table 13: Engagement approach by group

Group

Engagement approach

Those directly
affected by the
proposals

Letters directly to patients: We wrote directly to 3,369 patients registered at St
George’s Hospital and St Helier Hospital.
Engagement at kidney clinics and units: The team ran 25 sessions at dialysis units
and outreach clinics to raise awareness of the proposals and speak direct to kidney
patients.
Meeting with local kidney patient associations: Before the official launch of the
engagement, we established a strong relationship with the respective Kidney Patient
Association (KPA) based at each trust. Each KPA kindly helped the communications
and engagement team to shape and develop materials, and also gave their opinion on
the appropriateness of whether live listening events should be face-to-face or virtual,
as both options were viable at the time under Covid-19 social distancing guidelines.

Those who might be
interested in the
proposals

Focus groups: we commissioned an independent company called ASV to run ten
focus groups and 14 telephone interviews covering these populations:
•
•
•
•
•
•
•
•
•
•
•

Older people, aged 65 and over
young people, aged 16 -24
people with a disability (including learning disability)
people from a Black, Asian or minority ethnic background
people who are pregnant or have had a baby in the last two years
people living in deprived communities
carers
people living in South West London
people living in Surrey Heartlands
people living in Frimley
telephone interviews with those living across the three CCG areas who were
digitally excluded

Staff engagement: The clinical teams across St George’s and St Helier hospitals ran
four drop-in sessions for their renal staff and colleagues with an interest.
Community outreach delivered by CCG engagement teams: Each CCG borough
team reached out to local communities and groups with an interest to explain the
proposals and seek feedback. Patient & public engagement leads for each borough
across South West London, Surrey Heartlands and Frimley CCG approached the
following groups identified in the Impact Assessment:
•
•
•
•
•
•
•

Long-term-condition support groups e.g. Diabetes UK
Black and Minority Ethnic groups – with a focus on Croydon, Merton & Sutton
older people’s groups e.g. Age UK
groups that support people with a disability
groups supporting people with a mental health condition and/or a learning
disability and/or autism.
carers
groups linked to deprived areas and seldom heard community – e.g. Street
Watch Merton.

In total, the teams met with 27 key interest group during 27th July – 7th September.

Those with a wider
interest in
communications
activities

Regular updates with stakeholders & governance (including the letters
received): To ensure key stakeholders were kept informed and had an opportunity to
share their views, regular updates were sent to the following stakeholder groups
across South West London, Surrey Heartlands and Frimley
Listening events: To enable those with a wider interest to have their say and find out
more about the proposals, the team held two listening events on 9th August and 3rd
September.
In total, 63 people signed up to both events (31 people for 9th September and 32
people registered for 3rd September).
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Group

Engagement approach
Social media and website: A social media plan was developed by the programme
team and shared with communications and engagement colleagues. The host for the
Improving Kidney Care social media messages was the @SWLNHS twitter page and
Facebook page.
Materials – ensuring our communications were accessible to all: We worked with
a range of stakeholders including renal clinicians and the St George’s and St Helier
Kidney Patient Associations to co-produce our engagement materials which included:
•
•
•
•
•
•
•
•

An engagement summary leaflet
an engagement questionnaire (online and hard copy)
three case studies
posters
pull up banners for the dialysis units
draft images of the proposed kidney unit
frequently asked questions
dynamic media and social media content – including an animation and vox
pops from clinicians.

A visual summary of the engagement undertaken is shown in the graphic below:
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Figure 7: Engagement undertaken
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7. Feedback from engagement
Feedback from engagement demonstrates there is high levels of support overall among patients, with nearly
80% supportive of the proposals. This was maintained even when the impact of travel and transport is
considered, with 70% of patients who may have a longer journey still supporting the proposal. Patient
representative groups were broadly supportive of the proposals but are keen to be engaged in the further detail
of the scheme if it moves to implementation.
Feedback from focus groups and tele-depth interviews with members of the public not currently receiving care
is more mixed, although broadly supportive. Staff who responded to the survey were positive in their views of
the proposal with 17 of the 18 who responded feeling the proposal is good or very good. Staff feedback from
meetings that took place suggest there was support for the proposal and many staff are keen to understand
more about the details of the proposal and how they can help to shape future plans.

As outlined above, there was excellent engagement on the proposal from all groups targeted with the significant
majority in support of the proposals. This section provides a summary of the responses. A full Engagement Report
is available at the Improving Kidney Care website hosted by South West London CCG23.

Summary of feedback
A summary of the survey response headlines is within Figure 8 below.
Figure 8: Summary of survey responses

The survey received strong engagement from local people, in particular kidney patients. This provides us with a
robust understanding of the views and perceptions of those impacted by the proposal.
Figure 9 is a summary of responses and feedback from the engagement. The independent research analysis report
available here provides a full and detailed breakdown of the engagement activity, responses and findings, and also
includes demographic and geographic factors.

23

https://swlondonccg.nhs.uk/get-involved/have-your-say/improving-kidney-care/
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Figure 9: Summary of feedback from the survey

There were high levels of support overall among patients, even when the impact of travel and transport is
considered. Patient representative groups were broadly supportive of the proposals but are keen to be engaged in
the further detail of the scheme if it moves to implementation. Kidney patients were supportive of the proposal,
more so than overall respondents.
Feedback from focus groups and tele-depth interviews with members of the public not currently receiving care is
more mixed, although broadly supportive. Staff who responded to the survey were positive in their views of the
proposal with 17 of the 18 who responded feeling the proposal is good or very good. Staff feedback from meetings
that took place suggest there was support for the proposal and many staff are keen to understand more about the
details of the proposal and how they can help to shape future plans.

Geographical responses
Respondents living in South West London were the most positive with 82% saying the proposals were good or very
good, followed by Surrey Heartlands (78%) and then Frimley residents (68%).

Emerging themes from engagement
Support for the proposal
Overall, support among patients and the public was high across the research findings, with 79% of kidney patients
rating the proposal as good or very good. There is still strong support for the proposals among patients even after
the impact of travel and parking is taken into consideration, with 70% of patients who feel their journeys will be
longer still supportive of the proposal. Almost three quarters of the general public were supportive of the proposal,
although some younger participants in targeted focus groups who were less familiar with kidney services were
initially less positive, particularly around the size of the investment. Staff feedback showed broad support for the
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proposal, with many staff keen to understand more details on the proposal and how they can help shape plans for
the new specialist unit.
Key engagement findings:
•

Almost eight out of ten kidney patients who completed the questionnaire (79%) feel the proposal is either
very good or good, and almost three quarters of all respondents to the survey (74%) felt the same

•

views on the proposals from those who completed the questionnaire do not significantly differ across
demographic groups and those patients most positive about the proposals were those from the South West
London CCG area, Croydon patients and patients from ethnic minority backgrounds

•

access to centralised and specialist renal care, better patient care and health outcomes and modern up-todate facilities were the top reasons given for supporting the proposals.

Better care
The majority of survey respondents feel that the suggested way of delivering kidney care will likely mean better
care for patients (70%) and this increases slightly among kidney patients – 73%. The most common reasons cited
for feeling the proposal is very good/good among survey respondents are; it is better to have centralised care, it will
improve patient health/provide better care and will provide modern up-to-date facilities. Staff raised queries about
continuity of patient care and had questions on this theme relating to future provision of services at St. Helier / St.
George's hospitals and how patient pathways will be affected. Focus group participants identified a number of key
benefits for patients including; access to specialists all under one roof, developing closer relationships with
patients, greater focus on patient needs and more efficient patient care and cost savings.
Key engagement findings:
•

those from ethnic minority backgrounds who completed the questionnaire were even more positive about
care of patients than average with 77% feeling the suggested way of delivering kidney care will likely mean
better care for patients.

•

around two thirds of respondents who completed the questionnaire, feel the proposed changes to kidney
care services would be better for patients compared to now (65%). Around one in six felt services will be
worse (16%). Results among kidney patients are slightly more positive with almost seven in ten (69%)
feeling the proposed changes will be better for patients.

•

common ways mentioned to make visits and stays as comfortable as possible at a new unit include;
improving parking, locating the unit more locally, having private rooms or small wards.

Better for staff
Nearly three in five kidney patient survey respondents feel that the suggested way of delivering kidney care will
likely mean better recruitment of staff (58%). Among the focus group participants, the majority believe that staff will
be attracted to the new unit by opportunities to train in renal care and learning from specialists will enable better
training and career progression than elsewhere. Some within the focus groups raised concern over the numbers of
staff required to provide services at the new unit and where they will be supplied from.
Key engagement findings:
•

Over half of all respondents who completed the questionnaire feel that the suggested way of delivering
kidney care will likely mean better recruitment of staff (55%). Views are slightly more positive among kidney
patients with around three in five feeling this will lead to better recruitment of staff (58%). Around a third
feel unsure about this across both groups.

•

The majority of participants attending the focus groups believed that staff will be attracted to the new unit
due to the opportunities to train in renal care and learn from specialists.
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Alternative options
A similar proportion of all respondents who completed the questionnaire either feel there is no better option (44%)
or don’t know (37%) if there is a better proposal. One in five feel there is a better option (20%). When analysed by
different groups of patients, results did not generally differ substantially from the average. Suggestions for better
alternatives included having somewhere with fewer travel related issues, modernising St Helier or having two
specialist units.

Travel and transport
There is still support for the proposals among the patient survey respondents, notwithstanding the impact on travel
and parking that are experienced by a large proportion of patients using St George’s. Within the focus groups there
were initial reservations about the impact of travel time, but difficulty of travel via different transport modes were
replaced by more positive views about the quality of care available at St. George’s. Initial scepticism about travel
time reduced among the focus group participants after considering that only 5% of contacts would be affected and
that the additional travel time for all patients would be outweighed by the better care in the new unit. Among patient
representative groups clarification is sought on how patient transport will be planned to ensure it is efficient and
cost effective.
Within the survey, when asked how visits could be more comfortable and stress-free, parking was frequently
mentioned and related to wanting more spaces, free parking, bookable spaces in advance and having
dedicated/family spaces. From the focus groups, many commented on the cost and current capacity of parking at
St. George's hospital and parking at St. George's was believed to make journeys more difficult because there was
a general lack of parking capacity at the hospital, and it was not possible to park in the streets around the hospital.
Both of these factors lead to increased journey times and when coupled with parking costs added stress to hospital
visits. Travel and parking issues voiced by staff and stakeholders mirrored responses from the survey and focus
groups. Feedback from the satellite clinics revealed concerns around how unwell patients will be supported to
travel to, and park at St. George’s.
Key engagement findings:
•

Around three in five respondents who completed the questionnaire feel that their journey will be longer
(59%) with a similar result among kidney patients (58%). Most likely to feel their journeys will be longer are
those living in Surrey (70%).

•

the most common travel and transport concern was around improving parking, followed by improving
transport links and having some services more locally based.

Design of the new unit
When asked how the new can be designed to make visits comfortable and stress free, survey respondents most
commonly mentioned parking (e.g. having more spaces, free, bookable in advance, dedicated/family spaces etc)
followed by having quiet comfortable waiting rooms / areas and having access to specialists together in one place
(e.g. on the ground floor). Among the focus group participants, the majority agree on how the building should look
and feel and its functionality in order to be comfortable and stress-free for patients, visitors and staff. The latest
medical equipment and patient facilities are of a higher priority than interior design. The patient representative
groups would like patients to be involved in the design of the future unit. Staff comments on the new unit design
centred on having good signage, access to parking, green spaces, having better patient rooms and a better
hospital environment more generally (such as large rooms, better working spaces, air conditioning/temperature
control, refreshments etc).

Communications
Some patient representative groups would like more information about how new proposals will affect services
across hospitals and the percentage of services affected. This was mirrored in the focus groups with some feeling
there was a lack of detail in the proposals shared at the time. Participants were eager to see specific benefits
defined and wanted numbers linked to the benefits being proposed. Concerns about the proposal among
stakeholders and some staff who attended meetings and events relate to a perceived lack of detail about the
benefits and rationale of amalgamating services. Some staff raised the point that it is important to communicate
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that proposals will also focus on patient pathways, from beginning to end, and services in all affected geographical
areas.
Improving communications both between staff and among staff and patients was mentioned by survey respondents
and within the focus groups. Although the majority of kidney patients, who responded to the survey, do not have
issues accessing treatment/support, those who do have problems accessing treatment or support cited poor
communications as the top reason for this. Within the focus groups, when asked about how visits can be
comfortable and stress-free, it was mentioned that having a named, single point of contact would ease
communication between staff and patients/ visitors.
Full details of the responses and themes can be found in the independent analysis report24.

Engagement in action
Before and during this engagement, we adapted our approach and material based on feedback from patient
groups, clinicians and NHS colleagues and stakeholders. A mid-point review update was issued to stakeholders
and partners to provide oversight and progress, encourage further engagement at local level, and ask for feedback.
At all times, COVID-19 infection control protocols were followed, and specific permission and advice was sought
before engaging with kidney patients in local clinics as they are a particularly vulnerable patient group. These
restrictions were also the basis for the decision to make the two listening events ‘virtual’ rather than face-to-face.
These points below demonstrate the impact of our approach in terms of reach, and also our responsiveness to
feedback.
•
•
•
•
•
•
•
•

24

Good demographic mix across live event and questionnaire responses
high levels of engagement with primary audience - kidney patients
live events gave plenty of opportunity for discussion and feedback
we adapted our website following feedback to make it easier to find and navigate
we included more detail on the Improving Healthcare Together 2019/2020 consultation for context
updated the Frequently Asked Questions online to reflect feedback from live events and other sources.
created new content to drive awareness via traditional and social media and stakeholders
additional outreach work at local level to ensure further opportunities for people to be involved.

Improving-Kidney-Care-Engagement-Report-docx.pdf (swlondonccg.nhs.uk)
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8. Addressing the themes from engagement
Following consultation, the ICSs and trusts have taken a number of actions to address the feedback provided.
This includes providing further detail and refining the clinical model in areas such as outreach care, home
therapies, the role of social workers and integration with primary care.
The trusts are taking forward actions to manage and mitigate concerns raised around transport and travel, in
particular ensuring there is appropriate parking provided at St George’s Hospital. Support has been provided by
the London Ambulance Service and the ICS are working with South East Coast Ambulance Service on the
impacts upon them and how they will be managed.
This section also details how the ICS and trusts have responded to recommendations and comments provided
by the Clinical Senate Review, the JHOSC and through the Engagement Report.

As outlined above, the feedback from the engagement was largely positive, both amongst kidney patients (with
nearly 80% of patients supporting the proposals) and other respondents. No new evidence was identified that
would impact the options appraisal and the proposed preferred option – to co-locate St Helier Hospital and St
George’s Hospital acute renal services in a newly built renal unit at St George’s Hospital. However, respondents
did provide valuable feedback that can be addressed and that will be used to improve the clinical model and
proposal and inform next steps should the proposal be approved.
Additionally, throughout the engagement process, further recommendations have been provided by the Clinical
Senate Review, the South West London and Surrey Joint Health Overview and Scrutiny Committee (JHOSC) and
from the Engagement Report.
This section provides further information on how the themes, JHOSC recommendations and Engagement Report
recommendations are being addressed.

Responding to the themes from engagement
The feedback from respondents have been grouped into 7 themes. The core feedback is highlighted in Section 7
above, with further detail within the Engagement Reports 25. Table 14, below, details how feedback raised within
each theme is being addressed.
Table 14: Addressing the themes from engagement

Theme

How this will be addressed

Support for the proposal

While there was generally broad support for the proposal across all
respondents, the engagement highlighted areas where the programme
can refine the proposal further.
1. Communication of the proposal: There was initial scepticism
from participants at the focus groups, however, there was
support for the addition of a centre of excellence to improve
renal patient care services. This opportunity should be
highlighted in ongoing communications with patients, staff and
the public.
2. Engagement with staff: With staff supportive of the proposal,
they are keen to understand more of the details and how they
can help shape the plans. Further staff engagement should be
undertaken as the proposal moves forward.

Better care

25

Feedback within this theme was largely positive with both patients and
staff recognising and identifying a number of areas where this proposal
will help improve patient care. However, staff also highlighted queries

Improving-Kidney-Care-Engagement-Report-docx.pdf (swlondonccg.nhs.uk)
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Theme

How this will be addressed
around the continuity of care, the services remaining at St Helier
Hospital and on impact of patient pathways.
As the programme develops, it should continue to seek to develop more
detailed pathways and processes that will ensure each patient receives
an efficient and positive experience.

Better for staff

Feedback from engagement suggested that the proposal will help attract
new staff, however, there were also concerns raised over the number of
staff required and where they will be supplied from.
Workforce modelling to date suggests that there will be minimal change
in workforce required across most staff groups, with an increase
required in the nursing workforce due to the increase capacity provided
to deliver growth and the new model of care. There are currently no
workforce constraints in this area (with St George’s renal vacancy rates
lower than average across the Trust and ESTH renal vacancy rates
lower than any other clinical department. Additionally, ESTH continue to
meet and exceed time to recruit targets for vacancies that arise within
the renal service). The proposal will provide an attractive place to work,
being one of the largest renal specialist centres in the country, housed in
a brand-new purpose-built facility, and co-located with a University with
all the opportunities for learning and development that brings.
During the next stage of the programme, a workforce strategy should be
developed that takes account of the full range of the clinical workforce,
training and education, and the opportunities provided by new roles and
ways of working. This will also continue to highlight the benefits of the
proposed model to staff and patients.

Alternative options

While the majority did not think there was a better option, or did not
know, some alternatives were raised, such as modernising St Helier,
having two specialist units, or a location with less transport challenges.
However, at this stage, a robust options appraisal has already been
completed. This has taken into account decisions already made (such as
the approval of the IHT programme and future configuration of ESTH’s
services), the co-dependencies required of an acute renal service (such
as with intensive care and theatres), the national guidance and best
practice for renal service, and the opportunities to drive improvements in
patient care and outcomes (such as by establishing a centre of
excellence).
The programme should continue to articulate why the proposal was
identified as the preferred option, and why alternatives are neither
possible, or would deliver the benefits that this proposal will.

Travel and transport

There is still support for the proposals among the patient survey
respondents, notwithstanding the impact on travel and potential
challenges in relation to parking. However, the programme should
continue to seek to mitigate any impacts and address any concerns
throughout the delivery of the proposal. In particular:
1. Parking: Reviewing parking solutions at SGUH to confirm how
renal patients can be guaranteed appropriately located car
parking on site. Further detail on the approach is outlined below.
2. Emergency services: Work with both LAS and SECAMB to
ensure a smooth transition, utilising their experience around the
impact of service reconfigurations on emergency services
transport.
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Theme

How this will be addressed
3. Patient transport: As the two trusts develop a shared approach
to PTS, renal provision will be critical given the overall
contribution to PTS volumes
4. Care closer to home: The proposal only affects 5% of patient
contacts, with the remaining 95% of renal contacts continuing to
be closer to home. These services and pathways should
continue to be developed and improved, working with
community partners and building on the expertise established
within the centre of excellence.

Design of the unit

A new unit provides significant opportunities to improve the patient, staff
and visitor experience for renal care. Within the focus groups, both
patients and staff provided comments on the design of the new unit and
expressed interest in inputting to the design of the new unit.
Throughout the next stage of the programme, we will seek opportunities
to involve a broader range of staff, and patient representative groups to
inform the design and decisions required.

Communications

Within this theme, there are two areas that were raised. Firstly, on the
communications of the proposals, and secondly of the communications
renal patients have on their care.
Communicating the proposals: There is significant interest in the
proposals and a desire for more detail and evidence for the benefits. To
address this, the programme has already sought to quantify further
opportunities that we can deliver with this proposal, such as an
aspiration to increase the update of home therapies to above the
national average 21%. The programme should continue to refine the
benefits highlighted in the next stage of the programme.
Communications about patient care: This will continue to be reviewed
as part of ongoing service management and improvement.

Responding to specific recommendations throughout engagement
In addition to the themes identified during consultation, a number of specific actions have been addressed within
this DMBC following engagement, the meeting with the JHOSC in July, and the PCBC Clinical Review. The actions
we have taken to address these is summarised below:

The PCBC Clinical Senate Review
The PCBC Clinical Senate Review highlighted 34 recommendations across 14 themes. A significant number of
these were addressed within the PCBC itself, with further recommendations to be addressed in the DMBC and the
next stages of the programme. Those specifically addressed in this document are highlighted below:
Table 15: Progress against selected Clinical Senate Review recommendations

Recommendation

Progress against the recommendation

(R6) Catchment areas and populations in
relation to the presented options: Travel
Whilst an assessment of increased travel
time is described additional detail would
improve the understanding of the possible
impact on services. There are generalised
statements that the increased travel times
are mitigated by the improvements to the

The impact of increased travel times was explicitly explored during
the engagement process.
There was initial scepticism about the travel time analysis,
however, this reduced among the focus group participants after
considering that only 5% of contacts would be affected and that
the additional travel time for all patients would be outweighed by
the better care in the new unit.
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Recommendation

Progress against the recommendation

services. It will be important within patient
and public engagement/consultation to gain
a greater understanding of patient/carer
views on the potential impact, weighed up
against the general benefits of the proposal.

Within the survey, 7 out of 10 respondents who say their journey
will be worse if the new unit is built at St George’s are supportive
of the proposal (suggesting it is good or very good). Around 1 in 5
suggest it is neither good nor poor with on 13% saying it is poor.

R18 – R21: Ambulance triage, transfer
and capacity

Emergency Ambulance triage and transfer:
As noted in the PCBC, 1000 emergency admissions a year are
potentially impacted by the service change, of which
approximately half each will be from SWL and South East
England, and not all are via blue light conveyance. There is
therefore approximately one conveyance, per ambulance Trust,
per day, which is impacted with a c. 4-mile difference in journey
length.
On 1st September 2021, London Ambulance Service wrote to the
programme offering their full support for the proposed changes
outlined. They recognise the potential positive impact on renal
patients and commented that the impact on LAS conveyances
would be negligible given the small number of renal inpatient
journeys that this will affect each year. They have offered to be
involved through implementation planning to ensure the
reconfiguration is a success.
The programme is working with SECAMB to further understand
the impacts of the reconfiguration on their services. We anticipate
these to be minimal given the low volume of emergency
admissions currently to St Helier Hospital by SECAMB at present.
This currently amounts to c.124 emergency admissions per year
(including both via ambulance and transfers from other providers).
Patient Transport Services
PTS should be considered by both trusts when reviewing the
current operation of their respective services. This is outside the
immediate scope of this proposal, as dialysis will continue to be
delivered from their current locations.

R27 – 29: Level of patient, public and
clinical engagement

As outlined in Section 0 and within the Engagement Report 26, the
programme undertook a comprehensive engagement plan that
involved patients, staff and numerous other interested and
impacted groups. This provided opportunities for these groups to
give their views on the proposals themselves, identify areas that
ought to be addressed in the next stages of the programme and
suggest how they can be involved going forward.
Following a decision by the Committees in Common, the trusts will
take forward the next stages of the design for the programme,
both in terms of the physical building, and the pathways and
models for how the service will be delivered. Both of these
processes will have opportunities for further staff, patient and
public involvement in particular through the KPAs and staff
forums.

JHOSC recommendations from July 2021
Following the presentation to the South West London and Surrey Joint Health Overview and Scrutiny Committee
(JHOSC) on 07 July 2021, the JHOSC circulated a document called Comments and Feedback on Improving
Kidney care: A Proposal for Renal Services at St George’s & St Helier Hospitals 2021. This set out 8
26
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recommendations for the programme to consider throughout engagement, decision-making and into
implementation.
Table 16: Response to JHOSC recommendations

Recommendation

Response and progress against the recommendation

Engagement must encompass a broad spectrum of
the population and comments of harder to reach
communities. Therefore, further work on
demographics and understanding patients’ needs
and demands would be helpful as part of the FBC.

A full and independent analysis of the proposal’s
engagement activity has been completed which includes
details on the demographics of the respondents. Specific
engagement, including focus groups and telephone calls,
was undertaken to target all audiences identified as being
harder to reach.
The engagement successfully reached its primary
audience of kidney patients and their families and carers.
Overall, 81% of respondents identified as kidney patients
and 79% of them thought the proposals were a good or
very good idea.
Feedback from respondents, including those relating to
travel and transport concerns, are included as
recommendations to be addressed in Section 9 of this
decision-making business case (DMBC).

Greater references to the role of social care
services and community mental health services
need to be included in the FBC, particularly in the
more deprived areas of Sutton and Merton.

We anticipate that this change will strengthen the role of
social care services within renal services. This will be
enabled by the increase provision of social workers, from
1 WTE to 2 WTEs. Currently, a dedicated social worker is
embedded within the team at St Helier Hospital. In the
new unit, this will be expanded to two social workers,
continuing to provide the service and link into social care
services that is essential for our acute renal services.
They also offer emotional and psychological support to
patients and staff and signpost patients to emotional
wellbeing and mental health services such as IAPT which
is available in each ICS area.
This is described further in Section 4.

Further clarity is required on how the development
of new pathways to expand services will be
managed over the next 5-10 years.

Section Error! Reference source not found. sets out the o
pportunities we intend to pursue to develop outreach
care in satellite units, as well as initiatives that are being
taken forward by both the LKN and ICSs in relation to
CKD and CVD.

Further clarity in the FBC required on expanding
Day Care Surgery.

There is scope within the new unit to increase day care,
however it is important to note that this is not day surgery.

Further engagement with residents is required to
address concerns raised by patient transport
groups and those patients whose families rely on
public transport, including evidence to support the
link up with local community connections.

The engagement captured patient and public issues,
comments and suggestions regarding travel and
transport. The two main themes in this area related to the
capacity and cost of parking at St George’s and; more
general concerns around the existing Patient Transport
Service (PTS). The PTS is used regularly by dialysis
patients, and although their journeys would not change as
dialysis will continue in the same locations as now, issues
around waiting times were raised consistently.
Concerns over parking are being explored by St George’s
and the proposed approach is outlined in the table below.
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Recommendation

Response and progress against the recommendation
The engagement report also highlighted feedback
regarding Patient Transport Services that should be
considered by both trusts when reviewing the current
operation of their respective services. This is outside the
immediate scope of this proposal, as dialysis will continue
to be delivered from their current locations.

Further, more detailed work on the role of Primary
Care would be welcomed as part of the Final
Business Case (FBC), with reference to the “whole
pathway” approach.

We are working closely with the London Kidney Network
(LKN), which also covers Surrey Heartlands, to develop
an enhanced role for primary care in renal services. The
focus of this work is currently twofold. One, on the early
identification of patients with chronic kidney disease
(CKD) and two; making sure monitoring for CKD is
incorporated into existing and well developed strategies
that local primary care services have for managing related
long term conditions such as diabetes and hypertension.
Specific work is underway to ensure that patients with
early stage CKD consistently receive access to the best
practice medicine in line with national guidance.
This is set out further in Section Error! Reference source n
ot found..

More detailed work be done during the engagement
exercise to capture people’s individual
circumstances and mix of journeys.

The engagement survey did offer, especially through freetext options, the space for people to share their individual
circumstances and issues around journey times. Patients
and the public also had the opportunity to share this
directly through a range of other options. All of this
feedback has been included in the full independent
analysis27.

To completely review the transport and population
data sources and analysis. It is recommended that
a wide range of data sources should be used
ensuring that this provides a wide range of
parameters and a range of projections. These
should be analysed using algorithms that produce
realistic transport and population results. It should
reflect the real transport options, times, transport
frequency, costs and complexity of journey.
The results should be analysed against the likely
user-demographic and reflect the problems for all
the stakeholders including patients, visitors and
staff compared to (1) their current experience, (2)
Sutton proposal (3) St. George’s or (4) revised
location.
In addition to data sources, the report should
include interviews and findings from those with lived
experience, eg, patient transport providers, patient
groups and paramedics. Ideally, the journeys
should be experienced by decision makers.

The proposal is based on standard data sets and sources,
predominantly from ONS data, to establish the current
and future demographics covered by the proposals.
Journey times have been measured using established
travel time databases. Other partners, such as LAS, have
provided their feedback on journey times.

Engagement report recommendations
The engagement report highlighted five recommendations to be take forward by the programme in response to the
engagement feedback. Table 17 highlights the progress made against each of the recommendations.

27
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Table 17: Progress against Engagement Report recommendations

Recommendation

Response to the recommendation

St George’s should proactively
explore the option of providing
additional and/or dedicated parking
spaces for patients using the new
kidney unit.

The Trust accepts this recommendation. As the design of the new unit is
worked up, and the business case is developed, the Trust will confirm
how renal patients can be guaranteed appropriately located car parking
on site. This crucial issue for renal patients must be consistent with the
Trust’s wider car parking and travel strategy. The Trust is seeking to
reduce the number of cars visiting the site, while ensuring those people
who need to drive can do so. The work will look at how spaces can be
allocated to renal patients and will include the use of IT solutions to
facilitate patients booking parking spaces in advance - the aim being to
ensure those patients who do need to arrive by car know they have a
space to park before they arrive. This will include engaging with both
Trusts’ KPAs in the process.

More detail should be provided on
the rationale for choosing St
George’s as the location for the new
unit when both trusts currently have
large renal services.

In addition to the case for change set out in Section Error! Reference s
ource not found., it is critical to understand that the current
configuration of services is not an option. Under the IHT consultation
and plans, acute renal services at St Helier will move to a newly built
hospital in Sutton. As part of the consultation on this change, renal
clinicians from both trusts identified a potentially beneficial change in
relation to renal services – specifically to co-locate acute renal services
at St George’s Hospital.
A thorough options appraisal was completed to consider this proposal
against possible alternatives for acute renal services This is detailed in
Section Error! Reference source not found.. This concluded that co-l
ocating the acute renal services at St George’s Hospital delivered the
most benefits – both clinically and financially – and best addressed the
case for change and strategic objectives. In considering the options, it
was noted that while Epsom and St Helier Hospitals have a large renal
service, they do not have the co-dependencies to deliver all renal
services at single site, with patients having to transfer to St George’s
Hospital for some treatments.

The design of the new unit should
include more single rooms for
patients than currently available.

The design of the unit provides a much greater number of single rooms
that is currently provided.
Currently, ESTH have 12 out of 45 beds (c.27%) as single rooms, with
SGUH having 6 out of 23 beds (c.26%) as single rooms. The new unit
will provide 70% single rooms.

The continuity of care, and high
standard of compassionate care,
should be maintained and
strengthened through this proposal.

Continuity of care, and the high standard of compassionate care will
continue to be at the forefront of this proposal and plans going forward.
The key reason for taking this proposal forward is to improve care for
patients, and this was recognised by the public during the engagement
process.

Opportunities to support more
patients to have home dialysis should
be actively explored

As part of the proposal, the integrated renal service will provide an
expanded and dedicated space for home therapies training, enabling an
increase in home haemodialysis and peritoneal dialysis.
The aspiration for this proposal will be for both trusts to reach the
national average (21%)28 for new patients starting on home therapy. This
will be enabled by a larger group of expert staff in the new unit meaning
new patients can be trained quicker to have home dialysis.
This is already an integral part of ESTH plans in response to the recent
GIRFT review of Renal Medicine, and the new unit will enable SGUH to

28

Layout 1 (gettingitrightfirsttime.co.uk)
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Recommendation

Response to the recommendation
increase the amount of home dialysis training they can deliver with
dedicated space.
The case study below demonstrates how the experience may be
different for kidney patients:
Improving home dialysis under this proposal: a patient’s story
Raheem, from Merton, has end-stage kidney disease. He is a patient
under the care of St George’s, and currently travels to a unit in Colliers
Wood three days a week for dialysis – but he would like to receive
training so that he can dialyse at home.
Currently, the training facility and specialist staff at St George’s only
have capacity to train one home haemodialysis patient at a time. So
Raheem might wait six months or more to get onto a home
haemodialysis training programme. When he does get onto the training
programme, it could take around three months to complete it.
Under these proposals, Raheem would travel to St Helier Hospital to
receive his training rather than St George’s. This would be a slightly
longer trip. But with a bigger group of patients to cater to, the service
would have a larger, more flexible team and Raheem would get his
training more quickly. The training would take place in a designated
space set aside for home training for kidney patients. With a larger team,
the training could be provided more intensively over a shorter period of
time. This means Raheem would be able to start dialysing at home
much sooner, and no longer make three trips a week to a local dialysis
unit.
Once dialysing at home, Raheem would be able to count on a larger outof-hours support service. He would continue to have regular check-ups
every three months with his kidney doctor. If he experienced any
problems dialysing (such as an infection), he might need to be admitted
to hospital. This would continue to be St George’s – but Raheem’s stay
in hospital would be in a brand new, £80m, state-of-the-art unit,
specifically designed for kidney patients.

These recommendations and questions will be captured and recorded within the recommendations of this DMBC,
and the Committee in Common decision-making process.
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9. Decision Making
The purpose of this document is to make a decision on the future configuration on acute renal services
delivered by St George’s Hospital and St Helier Hospital.
The process for considering all the available evidence – including further evidence identified during
engagement – and the outcome of this is detailed in this Section.
The evidence set out within this DMBC is one of the factors the Committees in Common will consider as part of
their decision-making process.
No decision has been made.

Process for decision making
Throughout the development of the DMBC, we have been through a process to:
•
•
•

Collate and review the findings from engagement;
Scrutinise the findings from engagement and identify areas for further evidence development; and
Understand how the findings from engagement and the additional evidence changes the previous ranking
of the options.

Impact of engagement feedback on decision making
The feedback received during the engagement did not provide new evidence that impacted the options appraisal
and ranking of the options. However, the engagement process provided evidence of significant support for the
proposal and constructive comments that can be addressed in the next stages of the programme. In particular,
concerns around the impact on travel times were felt to be offset by improvements in the quality of care and clinical
outcomes, with 70% of patients who will be affected supporting the proposal. All the feedback received will be
included within the decision-making process.

Recommendations
It is recommended that the Committees in Common approve the proposal and Decision-Making Business
Case and support the trusts to jointly take forward the next stages of the design and business case
approvals, and deliver the proposed clinical model set out in this document.
Approval of the proposal should be subject to the following actions being taken forward:
•
•
•

As part of the Full Business Case (FBC) for SGUH to confirm how renal patients can be guaranteed
appropriately located car parking on site. This process should involve patients through the relevant KPAs.
Both trusts continuing to address the outstanding recommendations made by the Clinical Senate Review
(detailed in the PCBC), further comments from the JHOSC and the recommendations set out below.
The trusts and ICSs should continue to report to the Commissioner Steering Group, providing progress
updates and overseeing the delivery of the actions and recommendations set out in this DMBC.

In addition, to support the delivery of the clinical model and improved care for kidney patients, the following
recommendations should be taken forward by the ICSs:
Table 18: DMBC recommendations

Theme

Recommendations

Better care
Better for staff

The ICS should continue work to develop end-to-end pathways for renal services
The trusts should develop a workforce strategy that takes account of the full range of the
clinical workforce, training and education, and the opportunities provided by new roles and
ways of working. This will also continue to highlight the benefits of the proposed model to
staff and patients.
52

Improving Kidney Care: A proposal for kidney services at St Helier and St George’s Hospitals
Decision-Making Business Case

Theme

Recommendations

Alternative
options

The trusts and ICSs should continue to articulate why the proposal was identified as the
preferred option, and why alternatives are neither possible, or would deliver the benefits
that this proposal will.
SGUH to deliver on the condition outlined above to confirm how renal patients can be
guaranteed appropriately located car parking on site, with the input of the KPAs.
The trusts and ICSs to work with both LAS and SECAMB to address the impacts of this
proposal on their services and ensure a smooth transition, utilising their experiences in the
impact of service reconfigurations on emergency services transport.
Trusts to include the consideration of kidney patients in their reviews of patient transport
services
Throughout the next stage of the programme, the trusts should seek opportunities to
involve a broader range of staff, and patient representative groups to inform the design
and decisions required.
The trusts and ICSs should continue to refine the benefits highlighted in the next stage of
the programme to communicate to patients, staff and the public
The trusts and ICSs should continue to communicate the support for the proposal from the
majority of patients, including those expected to have a longer journey time under the
proposal.

Travel and
transport

Design of the new
unit
Communications
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10. Implementation
Following decision-making, ESTH and SGUH will be asked to progress the next stage of the programme, which
is to develop the Outline Business Case (OBC) to secure capital monies and subsequently the Full Business
Case (FBC) to seek approval to sign the contract for the building works.
This will be overseen by a Joint Project Board, that feeds into the governance structures of both trusts, and also
provides updates to the Renal Commissioner Steering Group.
Commissioners would have oversight of the implementation of the recommendations set out within this DMBC
and the implementation of the OBC. As part of this process, the trusts will need to secure commissioner support
for its OBC and FBC. This support will be contingent upon meeting the expectations defined in Section 9.

Overview of implementation
Following decision-making, it is expected that the programme will continue at pace, under the leadership of the
trusts who will be responsible for delivering the infrastructure investment required and new clinical model.
The key considerations to ensure successful implementation of the plans are securing the capital monies, the lead
time for capital developments, the transition to the new clinical model and developing agreed responses and
mitigations to the areas identified during engagement.
Given the scale of capital requirements, securing capital monies will require trust-led business case processes
dependent on the outcomes of decision making.
To secure funding for the preferred option, ESTH and SGUH will need to:
•

Develop an outline business case (OBC):
o carry out a refresh of the strategic rationale and benefits of the investment
o define the design and plans for the hospitals;
o define the commercial strategy for securing a developer;
o assess the overall impact, financial and non-financial (including full quality impact assessments);
and
o provide a clear statement of affordability and funding sources is provided for capital and revenue.

•

Develop a full business case (FBC):
o confirm the outcome of the commercial strategy;
o finalise financials, including the final price of the build; and
o be clear on affordability and funding sources provided for capital and revenue.
o Following this process, SGUH/ESTH can sign a contract and work can commence.

As part of this process, both trusts will need to secure commissioner support for its OBC and FBC.
Following the FBC, works will commence on the new unit. Details for this phase of the project will be set out in
more detail within the OBC.

Approach and methodology
Key implementation activities
As part of the trust business case processes and to progress implementation, a number of workstreams will be vital
to ensure a coordinated approach:
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Table 19: Key workstreams for implementation

Workstream

Key activities

Clinical

•
•
•

Developing the detailed clinical model
Identifying clinical benefits and risks associated with the design
Developing the transition plan for the new clinical model

Estates / Design /
construction

•
•

Developing a fully costed estates design for the Renal Unit that delivers the clinical model
Developing all the requirements for the OBC including outline planning

Commercial

•

Developing and delivering the procurement strategy

Finance and
Economic

•
•

Developing and updating finance and activity forecasts
Leading development of the Finance and Economic Cases of the FBC

People

•

Leading workforce modelling to define future requirements and identify people change
requirements

Stakeholder
engagement

•
•

Delivering and managing ongoing stakeholder engagement
Developing and delivering the communication and engagement strategy and plan

Technology

•

Developing technology requirement for the Renal Unit

Each of the workstreams will deliver multiple packages of work to develop the trust-led business case. Further
activities will be identified as the programme progresses. These activities and workstreams will be co-ordinated by
the renal project group comprising representation from both trusts and relevant external support as required.
Cross-programme activities, dependencies and risks are reviewed by the renal project group meeting each week.
The Governance Structure in Figure 10 describes how risks and issues are reported and escalated through the
Programme.

Governance arrangements for implementation
Clear, consistent and effective governance arrangements at all levels across the system wide implementation will
be key to manage risks and dependencies across the system. The governance arrangements will build on the
governance structures and processes that have been in place for the development of the PCBC and DMBC, but
will pass over to the trusts rather than continuing to be the responsibility of commissioners.
A draft programme high-level programme governance structure is shown below.
The renal project group reports into the Building Your Future Hospitals Programme Management Office at ESTH
and to the SGUH Trust Management Group.
Figure 10: Proposed governance arrangements
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Delivery of the next phase of the programme will predominantly be led by the Renal Project Group, with
workstreams reporting into this group. This is a joint group, comprising SGUH and ESTH representatives, and will
report directly up through both trusts’ governance structures. For ESTH, this will be through the Building Your
Future Hospitals Programme Board, and for SGUH this will be through the Trust Management Group.
The ICS will maintain oversight of plans through the Renal Commissioner Steering Group and Committees in
Common, which has representation for all four commissioners involved in the change.
The programme will continue to engage a variety of stakeholders through established forums, such as the Clinical
Advisory Group established to develop the clinical models and proposal, the Kidney Patients Associations and staff
forums.
Input from external consultants will be sought where required and report into the Renal Project Group.

Implementation risks
The consolidation of acute renal services across sites brings risks which will need to be carefully managed
throughout implementation and beyond. Risks are identified at all levels within the programme and are noted on a
central risk register, held by the Renal Project Group. Risks are then rated based on their probability and impact.
These are combined into an overall risk rating as shown below.
During implementation, the Renal Project Group will take responsibility for managing risks supported by other
groups who will regularly review risks to delivery.

The table below sets out the risks identified to date. They have been reviewed by the Programme Board. The risks
are regularly reviewed and are updated when new risks are identified, or amendments are required.
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Table 20: Key risks

Risk

There is a risk that SGUH
cannot accommodate the
theatre, IR and other clinical
activity associated with the
patients that will transfer from
ESTH

There is a risk that new capital
or revenue pressures, or an
inability to deliver all the
financial benefits, result in the
scheme becoming unaffordable
There is a risk that external
factors impact the delivery of
renal services before the new
unit is built, impacting the
clinical model, or design of the
building

There is a risk that the nursing
staff at ESTH, who live locally
to St Helier decline to transfer
to the new unit

Category

Risk
Rating

Avoidance / Mitigation Action

Clinical

• Theatre and IR activity requirements have been modelled to 2030,
with the additional activity being incorporated into SGUH
operational planning
• Access will primarily be to Atkinson Morley Wing or St James’
Wing, given their proximity to the renal unit, subject to the Trust’s
estates strategy. Renal clinicians from both trusts have confirmed
that these theatres are in an appropriate part of the site in relation
to the proposed new renal unit to facilitate easy access and that
this is a clinically appropriate arrangement.
• St George’s is committed to ensuring it has adequate theatre
capacity to cater to the new renal unit. St George’s currently has
29 theatres, with an average of just over 7 theatre sessions a
week taken up with renal work. Approximately 4 sessions a week
are taken up with renal work at Epsom St Helier. Growth and
clinical improvements (e.g. in vascular access) are expected to
mean that the theatre sessions for both services combined are
expected to grow from this combined 11 sessions to 15 sessions
by 29/30.
• St George’s will ensure it has adequate capacity by:
o Delivering improvements in productivity
o Continuing to take a South West London approach to planned
care in line with our elective recovery programme, which might
see appropriate surgical work currently seen at St George’s
delivered at other SWL hospitals in future.
o Investing in the trust’s theatre capacity if necessary, including
accommodation of projected renal activity growth
• Additionally, the new unit will incorporate a purpose-built lead-lined
procedure room, in which many procedures will be able to be
carried out that might otherwise need to be undertaken in an IR
suite.

Financial

• The capital costs have been identified based on a detailed design
and include an allocation for Optimism Bias. The capital cost will
be developed further with cost tightly controlled and managed
through the implementation period.
• The affordability of the case is better than the Business As Usual
option, and any further revenue pressures will be addressed
through the Trust’s Long Term Financial Planning.

Clinical

• Throughout the development of the business case, the project has
sought to identify potential future changes through engagement
with experts, such as the London Kidney Network.
• Furthermore, the design of the new unit is such that there is some
flexibility to address new requirements. Any further changes
identified will be incorporated into the Trusts’ planning processes.

Workforce

• Early Engagement with staff, flexible working patterns, options of
rotation between St Helier and St George’s.
• The proposal will provide an attractive place to work, being one of
the largest renal specialist centres in the country, housed in a
brand-new purpose-built facility, and co-located with a University
with all the opportunities for learning and development that brings.
• The project will clearly articulate advantages of co-location and will
ensure vacant posts are recruited to early with transparency on
the location of posts in the future.
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Implementation timetable
The design and construction plan and timeline for the Renal Unit is set out in Figure 11. The plan covers the time
period from completion of the Stage 2 design to the transition to the new clinical model in February 2026.
The main variables at this stage are the pace of business case approval and the pace of negotiation and delivery
with the Renal Unit contractors.
The overall timeline for the programme is broken down into the four phases and key programme deliverables
identified in Figure 11 and Table 21 below:
Figure 11: Overall programme

Table 21: Key project milestone dates

Milestone

Due date

Stage 2 Completion

15/01/2021

OBC Submission

31/03/2021

OBC Approval

16/06/2021

Stage 3 Completion

18/10/2021

Planning Submission

13/12/2021

Planning Approval

06/06/2022

Stage 4 Completion

20/02/2023

Invitation to Tender

14/03/2023

Tender Submission

23/06/2023

FBC Submission

31/07/2023

FBC Approval

20/11/2023

Contract Award

04/12/2023

Start on Site

30/01/2024

Practical Completion

17/11/2025

Building Operational

23/02/2026

This timetable will be further refined by the trusts throughout the next stages of the programme.
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11. Conclusion and next steps
The feedback from consultation has shown that there is clear public support for our case for change and proposed
clinical model.
As commissioners, we believe we have identified the best solution to deliver acute renal services for our population
and have tested this with the public through extensive engagement. Further work has been undertaken to ensure
that we have understood the themes from public engagement, and how this affected the ranking of the options and
how the preferred option should be implemented.
If the recommendation above is agreed, the trusts will now be asked to implement the preferred option, as per our
recommendations. We will continue to have a role in ensuring that the trusts implement all the recommendations as
developed through our review of the engagement feedback, as well as through the Renal Commissioner Steering
Group.
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Appendix A:
Progress against recommendations of the Clinical Senate Review and status
Theme

Ref.

Recommendations

Response

Status

General
recommendations

R1

The PCBC cites four challenges in the
case for change: Epidemiology and
public health, clinical, workforce,
estates. The provision of a better-quality
service with better outcomes is the key
driver for this PCBC but could be more
clearly articulated and presented in the
document.
Whilst the context and drivers for the
development of the options was
acknowledged and understood by the
Clinical Senate Expert Panel, it is
essential that all options put forward
within the finalised PCBC are similarly
assessed and described. It may be
helpful to illustrate figuratively the
benefits assessment of each option,
thus enabling the reader to compare
and contrast the potential impact for
stakeholders, public and patients for
each option.
The narrative appears somewhat
‘acute-centric’. While this may be
understandable as the main changes
involve those to hospital based
services, there could be greater
reference to epidemiology and public
health challenges including modelling
and projections as well as how the
preferred option can help to ensure high
quality delivery of an ‘end to end clinical
pathway’.
The PCBC would be significantly
strengthened through greater emphasis
on the improvements in health
outcomes for the population that arise
from the reconfiguration. This would
have more impact with patients and the
public.
As a single renal centre (third biggest in
the country), the PCBC describes the
opportunity to develop a research
centre. This may be better described by
linking to how that will further address
local health needs and improve
outcomes for patients. It may be helpful
to revisit this within the narrative.
Whilst an assessment of increased
travel time is described additional detail
would improve the understanding of the
possible impact on services. There are
generalised statements that the
increased travel times are mitigated by
the improvements to the services. It will

PCBC amended

Closed

PCBC amended

Closed

PCBC amended

Closed

PCBC amended

Closed

PCBC amended

Closed

Addressed in the DMBC

Closed

R2

R3

Population
health/inequalities.
Improved health
outcomes and
associated activity
projections

R4

R5

Catchment areas and
populations in relation
to the presented
options: Travel

R6
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Theme

Bed and activity
modelling across the
shortlisted options

Ref.

R7

R8

Clinical model

R9

R10

R11

R12

R13

Recommendations
be important within patient and public
engagement/consultation to gain a
greater understanding of patient/carer
views on the potential impact, weighed
up against the general benefits of the
proposal.
The current ‘cautious’ activity and
capacity modelling and efficiency
assumptions would benefit from
additional detailed rationale re
assumptions and analysis.
There is no detailed bed and activity
modelling, including LoS for all options
under consideration. The rationale and
modelling should provide an
understanding of the relative bed
requirements of the key sub specialties
(peritoneal and haemodialysis
programmes, transplant programme,
acute kidney injury and general
nephrology). It is recommended that
summary details on how these may
change and be impacted upon by
proposed prevention work are included.
The Getting It Right First Time (GIRFT)
summary report for St Helier highlights
as an exemplary area of practice the
“highly de-centralised model of care,
with nephrology, dialysis and acute
kidney injury support close to patients”.
The PCBC needs to explain how the
new joint specialist model of care will
align/improve this assessment.
Patient service pathways should be
reviewed in association with any
projected capacity challenges. The
narrative should be revised to provide
further information with respect to
working collaboratively at a network
level with associated disciplines
(including imaging and interventional
radiology (IR), critical care and vascular
services).
Additional data and analysis would
provide reassurance specifically around
IR and critical care capacity within the
centralised service option at
St George’s.
Describe in further detail the anticipated
benefits (improved patient treatment
and outcomes) of unifying the teams on
the St George’s site.
Whilst capacity has not been described
as a barrier, greater detail regarding the
pre-dialysis pathway is required,
including clear indications of any
necessary changes to the pathway.
Further detail is required regarding the
pathway and access to day case

Response

Status

PCBC amended

Closed

PCBC amended
Subspecialty modelling to be
addressed in FBC

Open

PCBC amended

Closed

PCBC amended
To be addressed in FBC

Open

PCBC amended

Closed

To be addressed at FBC

Open

PCBC amended

Closed
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Theme

Ref.

R14

R15

R16

R17

Ambulance triage,
transfer and capacity

R18

R19

R20

R21

Recommendations
surgery. There is opportunity to align
within the PCBC responses to the
GIRFT recommendations re day case
surgery.
The PCBC needs to describe how a
centralised model at St George’s aligns
with the provision of outreach services
at Frimley. The panel heard a summary
of potential future developments on
Panel Day – the current PCBC does not
include any details. Additional narrative
is recommended.
Further narrative confirming the
pathway for patients presenting with
AKI, dialysis and transplant related
emergencies and general nephrology
emergencies at the new centralised
inpatient site as compared to the Sutton
option should be referenced including
clarity re access to dialysis.
The ‘end to end patient pathway’ must
be reflected within the PCBC to include
reference to community care pathways
and improved management of patients
at home particularly if changes to LoS
are envisaged that may directly impact
on ongoing primary community and
integrated care plans.
The clinical model should be positively
supplemented through the inclusion of
additional detail outlining how existing,
critical, local relationships with primary,
community, rehabilitation and local
authority services at a local place and
system level will be sustained and
developed within an option that
centralises services at St George’s.
It will be important to make a clear
distinction between the Patient
Transport Service and Emergency
Ambulance parts of the pathway,
including where responsibility lies for
operational delivery.
Consideration needs to be made of the
impact on the ambulance service for
conveyance of other patient groups i.e.
journey times and turnaround for the
ambulance service may be significantly
increased.
There is no mention of the impact on
LAS and SECAmb services and the
potential implications to their fleets and
staff levels and future workforce
planning.
The potential additional pressure on the
ambulance services, specifically Patient
Transport Services (PTS) and or any
additional CCG patient transport

Response

Status

PCBC amended

Closed

PCBC amended

Closed

PCBC amended

Closed

PCBC amended

Closed

Further work is required to
engage with emergency
ambulance providers during
the engagement phase.

Open

For context, 1000 emergency
admissions a year are
potentially impacted by the
service change, of which
approximately half each will
be from SWL and South East
England, and not all are via
blue light conveyance. There
is therefore approximately
one conveyance, per
ambulance Trust, per day,
which is impacted with a c. 4
mile difference in journey
length.
Both ESTH and SGUH
operate PTS services so the
impacts on PTS will be
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Theme

Workforce strategy
and issues

Ref.

R22

R23

R24

Training

R25

R26

Level of patient,
public and clinical
engagement

R27

R28

R29

Recommendations

Response

Status

contracts, is not necessarily accounted
for.

addressed at FBC and
following engagement with
patients so that the potential
additional requirements for
PTS can be fully understood.
PCBC amended

Closed

To be addressed in FBC

Open

To be addressed in FBC

Open

Noted and agreed

Closed

PCBC amended

Closed

Addressed through
engagement and DMBC

Closed

For engagement plan

Open

For engagement plan

n/a

The trusts are grappling with workforce
challenges relating to their major acute
services that are far from unique across
the country, and many other
reconfigurations are being driven by the
same pressures. It would help to paint
this contextual national picture, so that it
is clear this is a shared problem.
Greater clarity is required through
detailing a coherent and realistic
workforce strategy that takes account of
the full range of the clinical workforce,
training and education, and the
opportunities provided by new roles and
ways of working.
Whilst granular workforce modelling and
analysis is not required within a PCBC
some additional detail would provide
increased confidence that a full
assessment of the potential impact of
the proposals on the workforce has
been undertaken.
The current uncertainty about filling
specialist training programmes may be
partly mitigated by the centralisation of
acute renal services on to one site.
The PCBC could be strengthened by
further describing what plans there are
in place to increase opportunities for
research and education/training
(through a concentration of patients and
diversification of case mix).
Whilst the PCBC reflected some
evidence of patient and public
engagement, there needs to be greater
illustration of how patients and public
could help co-design future services
and treatment environments using
‘experts by experience’ (formerly ‘expert
patients').
Clinical engagement to date should be
widened and needs to become more
inclusive of all stakeholders, clinicians
and support staff.
Broader stakeholder engagement
should be undertaken. This will be
important to prioritise including
impacted acute units (i.e. St George’s,
Frimley etc), neighbouring acute
providers, local authority, community
and primary care.
It will be important not to rely on the
engagement undertaken to date with
regards to the broader IHT programme
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Theme

Ref.

Digital

R30

Sustainability

R31

R32

COVID-19

R33

R34

The options appraisal
process

R35

Recommendations
but to ensure a very tailored and
focused approach for the renal
proposals.
There is some evidence that proposals
and plans are in place with respect to
overarching digital strategies, however
the PCBC could be strengthened
through a more detailed summary that
confirms that plans are in place to
address the following:
Integrating IT systems: PACS, CB5,
Cerner.
Digital information sharing – shared
care records, access to primary care
records (Surrey).
Operational risks associated with
satellite services; what mitigations are
proposed?
Shared digital learning – COVID19.
Near patient monitoring.
A description of the use of Renal
Patient View.
There is some evidence that proposals
and plans are in place with respect to
overarching sustainability strategies,
particularly around the new build and
zero carbon ambitions. However,
additional detail evidencing how the
zero carbon ambition will be met, e.g.
ways of working/reduced use of
disposable would enhance the PCBC
overall.
More detail within the sustainability
plans to include a proposed model for
green nephrology would be beneficial.
Additional narrative detailing how
COVID-19 has altered clinical delivery
especially reflections on ‘lessons learnt’
such as the use of virtual clinics,
increase in day case procedures and
surgery, digital, working with PCNs,
using the KA and flexing of ITU capacity
would enhance the current PCBC.
It would be helpful to understand what
has been done differently with reference
to the proposed clinical models and
pathways and to understand what
should now continue, what requires
further adaptation in order to ensure
sustainability and what should be
stopped for example the discharge
integrated hub which is a COVID model.
Whilst it is not the role of clinical senate
to make recommendations on option
appraisal process issues, the current
narrative focuses predominantly on the
option to centralise specialised acute
inpatient care on the St George’s site as
a preferred option. A more balanced

Response

Status

PCBC amended
Noted that further work
required at FBC

Open

To be addressed in FBC

Open

To be addressed in FBC

Open

PCBC amended

Closed

PCBC amended

Closed

Addressed through
engagement materials

Closed
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Theme

Clinical evidence and
standards

Ref.

R36

Recommendations
narrative that outlines the relative
challenges and opportunities for all
options under consideration would
improve the case overall.
The current PCBC would be improved
through broader reference to the
following suggested documents

Response

Status

Noted and amended where
relevant

Closed

Progress against recommendations of the JHOSC
Recommendation
Engagement must encompass a broad spectrum of the population and comments of harder to reach
communities. Therefore, further work on demographics and understanding patients’ needs and
demands would be helpful as part of the FBC.
Greater references to the role of social care services and community mental health services need to be
included in the FBC, particularly in the more deprived areas of Sutton and Merton.
Further clarity is required on how the development of new pathways to expand services will be
managed over the next 5-10 years.
Further clarity in the FBC required on expanding Day Care Surgery.
Further engagement with residents is required to address concerns raised by patient transport groups
and those patients whose families rely on public transport, including evidence to support the link up
with local community connections.
Further, more detailed work on the role of Primary Care would be welcomed as part of the Final
Business Case (FBC), with reference to the “whole pathway” approach.
More detailed work be done during the engagement exercise to capture people’s individual
circumstances and mix of journeys.
To completely review the transport and population data sources and analysis. It is recommended that
a wide range of data sources should be used ensuring that this provides a wide range of parameters
and a range of projections. These should be analysed using algorithms that produce realistic transport
and population results. It should reflect the real transport options, times, transport frequency, costs and
complexity of journey.
The results should be analysed against the likely user-demographic and reflect the problems for all the
stakeholders including patients, visitors and staff compared to (1) their current experience, (2) Sutton
proposal (3) St. George’s or (4) revised location.
In addition to data sources, the report should include interviews and findings from those with lived
experience, e.g., patient transport providers, patient groups and paramedics. Ideally, the journeys
should be experienced by decision makers.

Status
Open

Open
Open
Closed
Closed

Open
Closed
Closed

Progress against recommendations of the Engagement Report
Recommendation
St George’s should proactively explore the option of providing additional and/or dedicated parking
spaces for patients using the new kidney unit.

Status
Open

More detail should be provided on the rationale for choosing St George’s as the location for the new
unit when both trusts currently have large renal services.

Closed

The design of the new unit should include more single rooms for patients than currently available.

Closed

The continuity of care, and high standard of compassionate care, should be maintained and
strengthened through this proposal.

Open

Opportunities to support more patients to have home dialysis should be actively explored

Closed
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