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Annex 10a 
 


 


Les Flack 
 


Wed, 3 Apr, 21:03 (9 
days ago) 


 
 
 


to publicconsultationhearing@wearestand.co.uk 


 
 


 
My words read out at the Maldon consultation on 19th March 
 
 
      I grew up in Epping with St Margaret’s and Harlow hospital's close by. When 
moving to St Lawrence Bay my father stressed the importance of local healthcare, it 
was a stretch of his wise principle but I felt in my trust of authority that St Peter’s 
would continue to serve my wife and I as a community hospital.  
 
  My parents faced many significant medical challenges including strokes. I 
supported them, driving from the Dengie to their home and took one or both 
for medical care mostly in Epping and Harlow in under 20 minutes.  
  We know that family support is an aid to patient recovery, rehabilitation and 
wellbeing. The close medical care made it easier for family to support both my 
parents even though not living nearby.  Local healthcare is also crucial for the wellbeing 
of family and friends that support. 
   With our own younger family also not local I fear my wife and I will be isolated and 
separated from each other and family care resulting in expensive taxis and paid 
carer support for medical visits. The journey times and fragmentation proposed and 
implemented do not ease family care and are surely a threat to rehabilitation, a drain 
on the mental and emotional well-being of both the patient and its family potentially 
with a legacy of more family health issues.  
  
   My wife already has both Ménière’s disease and COPD which resulted in severe 
malnutrition.  She often can’t walk far without being breathless, this understandably 
escalates to stress and anxiety. It’s an hours journey from the Dengie to St Peters by 
bus with over 2 hour gaps in the bus schedule. Moving a mobility scooter on and off 
of buses is challenging and not always possible.  Fortunately I usually drive but I 
can’t always be around nor able to drive. Long delays from temporary traffic lights 
are a regular feature on the Dengie.  
 
Our family health, stress and anxiety cannot afford more worries about varied 
locations and greater journey times. Many will not afford it choosing to feed the 
family instead. 
 
  My wife is inline for a possible lung reduction operation and will be even more 
dependant on the support from the Provide staff who visit St Peter’s, they are a 
lifeline for her both physically and emotionally such as at times of chest infections, 
which is common for those with COPD. I can’t begin to imagine the worry for my wife 
and others of the need to get further afield if St Peter’s closes. 
 
   I don’t feel the ICB grasp the significant practical and emotional impact of their 
changes and further proposals on the community which can’t take an even greater 
burden of journey cost and time for healthcare. St Peter’s is a Community Hospital 
and needs to remain so.  







 
  Shifting gear now I submit that with our rapidly heating and collapsing ecosystem 
it’s clear we must strive to minimise unnecessary travel distances, for less 
emissions, air pollution, congestion and resource extraction. These goals are not a 
‘nice to have’ -  our very futures actually depend on extensive localisation and 
strengthening the cohesion and well-being of local community. Every fraction of a 
degree saved in rising global temperatures mitigates against the increasing risk of 
future pandemics and vector born diseases. Additionally air pollution is a harm to 
health and rapidly increasing, its greatest risk is to the vulnerable, such as the elderly 
or those with pulmonary diseases and even more worryingly our children and 
babies. St Peters is central and well located for public transport, car sharing, trip 
stacking and future implementation of active travel routes.  
    In Net Zero times we hear much talk of the need for 15 minute cities, all 
key services within 15 minutes. We must also look to local futures rurally, not 
enforced as some fear, but where reduced and easy low impact travel such as for 
health care, benefits the whole communities well being. We need a more holistic 
approach to healthcare that takes into account mental and social factors, rather than 
just the symptoms and treatment of an illness. 
 
   Our necessary actions towards our collective responsibility to our global home 
conveniently aligns with localisation of everything and the needs of the most 
vulnerable in our society.  We must surely look there towards the vulnerable for the 
primary goals in decision making.  For example to the lady Ann that I met 
in Maldon high street entirely dependent for travel on her mobility scooter, a frequent 
visitor to St Peter’s services, no less than 20 times in the last 2 months.   
    Consultant appointment, blood test, x-ray all done at same place on the same day, 
even shopping on the way home.  The ICB stated, X-ray is unlikely to be relocated 
into town due to specialist equipment and if moved is likely to be in Braintree.  Not 
local.  How will Ann get there on her mobility scooter ?  Another stressful 
inconvenience and unnecessary journey with all the impacts I describe.  
 
   Dismantling St Peter’s medical services and casting them asunder around mid 
Essex flys in the face of localisation and the mental and emotional well being of its 
served community and in turn has potential effects on physical health.  
 
 In 2012 the MDC and Savills Development brief presented a perfectly feasible plan 
to have new build at the rear merged with restoration of St Peters front section of 
building. When the ICB say “theres no money” for St Peters thats a choice. This 
community deserve to be treated with respect and dignity.  
 
My family and this community needs the NHS decision makers to look beyond short 
sighted outlook of cost saving, whats affordable, whats value for money and take the 
more holistic approach to our healthcare, look beyond essential medical care to 
include mental and social factors, treatment and respect of the whole person and the 
whole community not just the illness or disease. 
  I propose enhance St Peters existing medical services with a Well-Being centre of 
excellence centre so that GP's and Social Proscribers can signpost the public 
to St Peters and regular community and education groups with topics such as weight 
management, relaxation, pain management, menopause, mindfulness, pace and 







plan, thrive and survive even gardening club. These create social network sub 
groups and build community networks all excellent for health and well-being.  
   People are under so much pressure, around 20% of GP visits are said to be non-
medical such as loneliness, social isolation or issues with debt, relationships or 
housing.  Fragmentation of services and medical care to distributed locations and 
longer journeys will only exacerbate these social issues further burdening GP's. 
 
 
So dig deep, get serious about Maldon District and Mid Essex healthcare - 
holistically.  
 
—-end of consultation talk—- 
 
Sample supporting material follows  
 
Gabor Mate 
The physical health impact of social malaise and circumstances  


• the medical importance of community and individual wellbeing - improve 
this, save NHS money 


https://www.wholehearted.org/title/the-power-of-connection/ 
 
Local Futures 


• The need to localise for personal and global health and happiness  
• (need to localise and reduce unnecessary travel)   


https://www.localfutures.org/ 
 
Essex Air pollution 
A high cause of death and health issues. (need to localise and reduce unnecessary 
travel)   
https://www.essexhighways.org/news//essexair-website-launched-to-help-highlight-
the-issue-of-air-pollution# 
 
Prof Kevin Anderson on the urgency of mitigating Climate change 
(need to localise and reduce unnecessary travel)   
https://youtu.be/ipdwvvZ8Wu4?si=L5fwxGCW1cODH1hz 
 
BBC Article - climate change increases infectious disease spread (need to localise 
and reduce unnecessary travel)   
https://www.bbc.com/future/article/20231201-fevered-planet-how-climate-change-
spreads-infectious-disease 
 
 
Healthy Life Essex ( “We believe in a holistic approach to health issues: dealing with 
the cause of a problem and not the symptoms” )  
Article - The Healthcare sector has a huge carbon footprint thus changes are 
essential. 
 
This blog looks at four principles of Environmentally Sustainable Healthcare... 
 
https://healthylifeessex.co.uk/about-healthy-life-essex/ 



https://www.wholehearted.org/title/the-power-of-connection/

https://www.localfutures.org/

https://www.essexhighways.org/news/essexair-website-launched-to-help-highlight-the-issue-of-air-pollution

https://www.essexhighways.org/news/essexair-website-launched-to-help-highlight-the-issue-of-air-pollution

https://youtu.be/ipdwvvZ8Wu4?si=L5fwxGCW1cODH1hz

https://www.bbc.com/future/article/20231201-fevered-planet-how-climate-change-spreads-infectious-disease

https://www.bbc.com/future/article/20231201-fevered-planet-how-climate-change-spreads-infectious-disease

https://healthylifeessex.co.uk/about-healthy-life-essex/





 
 
Social proscribing hubs 


• signpost to activities at St Peter’s, day and night 
• Look for opportunities within a St Peter’s site upgrade 


https://www.property.nhs.uk/about/social-responsibility/social-prescribing/ 
 
20% GP visits are social issues 


• use St Peter’s opportunities for community & save the NHS money through 
well-being and less GP and medical demand  


https://www.lbc.co.uk/news/one-in-five-gp-appointments-non-medical/ 
 
——end——- 
 



https://www.property.nhs.uk/about/social-responsibility/social-prescribing/

https://www.lbc.co.uk/news/one-in-five-gp-appointments-non-medical/
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• Service user case examples


• Consultation process


• Community impact


Speaker 2 Michelle Olley
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Who are we and what do we want?


• Local residents


• Local councillors


• Speaking for ourselves and for 
those who cannot speak today.


• Covering for failings in the ICB 
Consultation process


• We want medical services that 
are currently held at St Peters ( 
and those that have been 
discreetly removed) to be kept in 
the Maldon District.


• We want them in a single unit


•  We want secondary care that is 
easy to access as is our right 
under the NHS constitution for 
England 2023.


What have the public responses been from 
Facebook?


5
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Public responses at our survey events on the 
High Street and Tesco


My mother is in Brentwood after 
a stroke, we live together in 
Witham and I do not drive. I 
cannot visit her and it has been 
several weeks now since I saw 
her.


My husband was in Brentwood for 
rehabilitation for 3 months. We live in 
Burnham out on the Dengie. He is the 
one that drives. I couldn’t get to him, 
we were separated for all that time. We 
have been married 70 years.


My husband was in St Peters for 13 weeks. When he arrived 
the sister took one look and said you will be in a nursing home 
in 2 weeks. He had physio upstairs and the staff on the ward 
continued with it ward. He is fussy with food, I don’t drive but 
I could walk there, I took hot food in everyday and fed him. He 
walked out of the ward. He lived another 6 years happily at 
home with me.


From the APPG Rural Health & Care Inquiry Report 2022


The NHS Constitution is founded on the principle of equal access to health care. The 
Constitution states that the NHS is available to all and that it has a ‘social duty to promote 
equality through the services it provides and to pay particular attention to groups or sections 
of society where improvements in health and life expectancy are not keeping pace with the 
rest of the population’. It emphasises that people should not be disadvantaged because of 
where they reside and that nobody should be excluded, discriminated against or left behind. 
Despite these fundamental commitments, health and social care in rural areas has been raised 
as a concern in numerous reports over many years


Evidence presented to the Inquiry was clear. In essence, many rural residents are 
disadvantaged throughout their life-course compared to their urban counterparts. Access to 
maternity care is more problematical; the wider community services for children and young 
people are less accessible; primary and secondary care are not so readily available for people 
of working age, including preventative and screening services; and the provision of both health 
and social services for the growing proportion of older citizens is increasingly inadequate. We 
are not offering equal care for all in England, despite the commitment to do so.
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Expectations of the ICB and how this will be applied 
to future development in the Maldon District


• ICBs have the following general duties:


• Promote the NHS constitution (14Z32).


• Exercise functions effectively, efficiently, and economically (14Z33).


• Secure continuous improvement in quality of services and outcomes (14Z34).


• Reduce inequalities between patients in relation to access to services and outcomes; promote the integration of 
health services where this would improve quality; and reduce inequalities of access and outcomes for 
individuals (14Z35).


• Promote the involvement of patients and carers and representatives in decisions that relate to prevention or 
diagnosis of illness in the patients, or their care or treatment (14Z36).


• Enable patients to make choices about their health services (14Z37).


• Obtain appropriate advice to enable it to discharge its functions effectively (14Z38).


• Promote innovation, research, education and training (14Z30 – 41).


• Promote integration of health services where the ICB considers this would improve the quality of services and 
outcomes and reduce inequalities of access and outcomes for individuals. Promote the integration of health 
services with health-related services (those that may have an effect on the health of individuals but are not 
health or social care services such as housing accommodation) or social care services where this would 
improve quality and outcomes and reduce inequalities of access and outcomes for individuals (14Z42).


• Have regard to wider effect of decisions – the triple aim (14Z43).


• Have regard to legislation on climate change (14Z44).


9
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DHSC Consultation Visiting in care homes, 
hospitals & hospices
Ministerial foreword


Visits from loved ones are vital to the health and wellbeing of people 
receiving care in care homes, hospitals and hospices. We know how 
much these connections matter, whether through the practical care an 
individual provides to a loved one, support and advocacy during a 
difficult medical appointment, or the comfort provided from a held 
hand or a hug. It is not a ‘nice to have’, but a vital part of providing 
individuals with the high-quality care everyone deserves. We want 
everyone to be able to see and support the people they love in health 
and care settings.


Speaker 3 Tim Olley
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The Consultation


• Impact Assessments
• General presumption that anything other than St Peters is better despite lack of identified options in the 


Consultation for Outpatients
• “Within Maternity, 95% of patients get to St. Peters in 102 minutes by public transport. This would reduce to 


92 minutes to go to WJC”  No clarity of the basis of this “fact” Maldon is the least populous district and it’s 
111 min from Maldon DC office to WJC 


• Maintenance Costs
• No information on maintenance costs of other sites, or PFI costs
• No comparative costs between sites
• No headline information on costs to deliver according to need at St Peters site, i.e. repair as needed


• Alternatives
• Most have the same complained of issue as St Peters – not constructed to be a hospital/health care location
• Many buildings on Maldon High Street are listed
• 6 minutes by car to other alternative locations yet they include SWF, Braintree & Burnham


• Transport


• Presumes all journeys start at MDC Offices far closer to the other hospitals 
than the majority of Maldon District


• Asserts that Maldon has a bus & coach station


• Consultation journey information forgets Braintree as a destination despite 
the proposal for all maternity and potential outpatients appointments


13
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• Development
• Maldon has expanded & continues to do so – higher than the national 


average from 2011-2021 (census data)


• A New Hospital was proposed in 1968


• Capacity
• No mention of the capacity of the other hospitals for 80,000 additional 


outpatient appointments,


• No mention of the available car parking – where Broomfield over capacity 
already


• No mention of current staffing levels (Guardian Report 2021 17% Nurse 
Vacancy rate)


• No consideration of the London effect attracting staff to Tertiary centres


15
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Conclusions
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Stroke, Rehabilitation and Intermediate care 


Evidence 1 


National service model for an integrated community stroke service February 


2022 


Needs-based stroke rehabilitation Evidence-based stroke rehabilitation, support and 


any appropriate management plans should be provided to address patient needs 


(Box 1 provides an overview as recommended in the National Clinical Guideline for 


Stroke). Rehabilitation should be provided either directly by the ICSS or by 


seamless access to services or onward referral where required. Therapy should be 


provided up to six months by the ICSS with the option for re-referral after 


discharge if rehabilitation needs and goals are defined, and with access to support 


services on discharge. 


• Access to this for 6 months- is this logistically possible, financially possible to 


those I areas of deprivation, is it morally right that those after such a traumatic 


event travel such long distances on public transport, some up to 3 hours each 


way? 


 


Patients with stroke who have mild-to-moderate disability and who have been 


identified as eligible for ESD should be offered assessment and treatment within 24 


hours. Stroke rehabilitation should be offered at the same rehabilitation intensity as 


stroke unit care (typically daily sessions 9) 3,9 


• Again 9 days of travel on public transport. Some areas do not have transport 


connections that last until the end of a typical working day.  


• This diagram from the document is especially important. It shows all the 


services running under 1 roof at St Peters. The staff are already there. Until 


the community beds were removed residents could access this ICSS service 


already. Staff living here worked within this system already. Patients in the 


remote parts of the Dengie could book the Dart bus and be collected from 


their doorstep and dropped directly to the hospital and dropped back home. 


The same for outlying villages such as Wickham Bishops. This will not be the 


case now the beds have been moved to Roch ford and Brentwood. 
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https://www.england.nhs.uk/publication/national-service-model-for-an-integrated-


community-stroke-service/ 


Evidence 2 


• We have had many people contact us and comment on our group page on 


Facebook. We have also held events in the High Street, around the Dengie 


Peninsula and at local supermarkets to raise awareness of the MSE ICB 


survey and distribute paper surveys to those who have no access to a smart 


phone or computer. At these events we have been told heart breaking 


personal stories of spouses separated from their loved ones for many months 


whilst they have been in the stroke wards in South Essex. This is because 


they cannot drive, they are disabled themselves and cannot use public 


transport to get there. One lady and her husband married some 70 years had 


not been parted a day in their lives until this occurred. We have shared some 


of these stories on our PowerPoint. We have names for those who shared on 


Facebook. They are easily found across the many Community groups of the 


Dengie Peninsula and villages of the Maldon District too on our posts.  


https://www.facebook.com/groups/savemaldonsmedicalservices/ 


 


Evidence 3 Broken heart syndrome 


• Given the first-person evidence 2 we are asking you to consider the long-term 


impact of separating loved ones. It is a real phenomenon Broken heart 



https://www.england.nhs.uk/publication/national-service-model-for-an-integrated-community-stroke-service/

https://www.england.nhs.uk/publication/national-service-model-for-an-integrated-community-stroke-service/

https://www.facebook.com/groups/savemaldonsmedicalservices/
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syndrome. I am a former head of Cardiac Department and echocardiographer 


so have seen cases myself. I have seen many instances where couples die 


within days of one another. My own Aunt and Uncle did after 70 years 


together. I present evidence 3 


Takotsubo Cardiomyopathy - Broken Heart Syndrome - BHF 


What is takotsubo cardiomyopathy? 


Takotsubo cardiomyopathy causes your heart's main pumping chamber (the left 
ventricle) to change shape and get larger. This weakens the heart muscle and 
means it doesn't pump blood as well as it should. 


It's usually triggered by extreme emotional or physical stress. 


For some people, being emotionally or physically distressed can trigger takotsubo. 
This is why it’s sometimes called broken heart syndrome. Our research is beginning 
to understand why some people’s bodies react to stress this way.  


Some examples of stressful triggers may include: bereavement and grief 


Why elderly couples often die together: the science of broken hearts | Death and dying | The 


Guardian 


But it turns out there is some actual science behind the phenomenon. There is a 


thing called broken heart syndrome, believed to occur when someone loses a close 


partner or spouse. Death of a spouse is recognised as one of the most stressful 


things that can happen to a person. But as well as the mental anguish 


and grief (which are themselves very debilitating and not to be dismissed), many 


forget that stress also has a physical component. Stress can cause numerous 


physical ailments, and if the stress is sudden and serious enough, such as if a 


spouse dies, then these ailments can be very serious, affecting the heart. 


 


• With couples who are suddenly parted for an unknown period of time this can 


have the same effect. A wife or husband with their own co-morbidities is as 


vulnerable at home when their loved one is taken ill. To be then taken to the 


other side of the county out of reach is even more challenging, heart breaking 


and a massive cause of stress. As I have already mentioned the current 


transport systems such as the Dengie Dart, buses, taxi firms and community 


buses are already in place to ensure the vulnerable and elderly can reach St 


Peters. This cannot be replicated so far afield. This has already led to 


countless couples and indeed parents who have adult children who are 


vulnerable living with them still separated from them. This cannot be 


overlooked. We are a rural area of Essex, unlike South Essex. 21% rural, well 


over the national average with pockets of deprivation. Even more so with the 


Cost-of-Living crisis.  



https://www.bhf.org.uk/informationsupport/conditions/cardiomyopathy/takotsubo-cardiomyopathy

https://www.bhf.org.uk/informationsupport/how-a-healthy-heart-works

https://www.bhf.org.uk/informationsupport/how-a-healthy-heart-works

https://www.theguardian.com/lifeandstyle/shortcuts/2015/jan/09/why-elderly-couples-die-together-science-broken-hearts

https://www.theguardian.com/lifeandstyle/shortcuts/2015/jan/09/why-elderly-couples-die-together-science-broken-hearts

http://mic.com/articles/61025/when-lifelong-couples-die-together-it-s-not-just-adorable-it-s-science

http://www.heart.org/HEARTORG/Conditions/More/Cardiomyopathy/Is-Broken-Heart-Syndrome-Real_UCM_448547_Article.jsp

http://www.mindtools.com/pages/article/newTCS_82.htm

http://www.mindtools.com/pages/article/newTCS_82.htm

https://www.theguardian.com/science/brain-flapping/2013/dec/17/good-grief-psychology-mourning
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Maternity 


Evidence 1 


https://publications.parliament.uk/pa/cm5803/cmselect/cmhealth/115/report.html#hea


ding-1 


 


Recruitment locally, and services locally, need to reflect the population. For that, you 


have to be able to attract people appropriately into the profession. Midwives say, 


“They need people to look like them.” That is so important … We are all committed to 


that.61 


 


Evidence 2 


https://www.nice.org.uk/guidance/ng235/chapter/Recommendations#service-organisation 


1.2 Service organisation 


1.2.1Commissioners and providers, including networks of providers, should ensure 
that all 4 birth settings (home, freestanding midwifery unit, alongside midwifery unit 
and obstetric unit) are available to all women (in the local area or in a neighbouring 
area). [2014, amended 2023] 


1.2.2Ensure that all women giving birth have timely access to an obstetric unit if they 
need transfer of care for medical reasons or because they request regional 
analgesia. Audit and publish transfer times and reasons for delay in transfers so 
women can be informed of local service availability. [2014, amended 2023] 


1.2.3Commissioners and providers, including networks of providers, should ensure 
that there are: 


• robust protocols in place for transfer of care between settings (see 
also section 1.5) 


• clear local pathways for the continued care of women who are 
transferred from one setting to another, including: 


o when crossing provider boundaries 
o if the nearest obstetric or neonatal unit is closed to admissions 


or the local midwifery-led unit is full. [2014] 


 


 


Evidence 3 


Maternity Transformation (rcm.org.uk) 



https://publications.parliament.uk/pa/cm5803/cmselect/cmhealth/115/report.html#heading-1

https://publications.parliament.uk/pa/cm5803/cmselect/cmhealth/115/report.html#heading-1

https://publications.parliament.uk/pa/cm5803/cmselect/cmhealth/115/report.html#footnote-315

https://www.nice.org.uk/guidance/ng235/chapter/Recommendations#service-organisation

https://www.nice.org.uk/guidance/ng235/chapter/recommendations#transfer-of-care-and-changing-place-of-birth

https://www.rcm.org.uk/promoting/professional-practice/maternity-transformation/#:~:text=The%20Maternity%20Transformation%20Board%20has%20recognised%20that%20for,form%20Local%20Maternity%20Systems%20%28LMS%29%20to%20achieve%20this.
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• Developing the idea of Maternal Medicine Networks, which 
enable women to access the specialist care they need in 
pregnancy in the right places and as close to home as possible 


• How is the RCM involved? 


• The RCM is an active and vigorous campaigner for 
improvements to the pay and conditions of its members 
securing 3,000 more student midwives, supported by our 
reports on the State of Maternity Services. We have been key to 
shaping the workforce strategy in which the government 
acknowledges England needs more midwives to carry out the 
transformation programme. We have published guidance 
on apprenticeships and as long term advocates and supporters 
of MSWs, are leading the MSW career and competency 
framework and developing a midwifery career framework. 


•  


 


 



https://www.rcm.org.uk/supporting/a4c/

https://www.rcm.org.uk/publications/?query=state+of+maternity+services

https://www.rcm.org.uk/publications/?query=rcm+apprenticeship+guide

https://www.rcm.org.uk/publications/?query=rcm+apprenticeship+guide

https://www.rcm.org.uk/publications/?query=rcm+apprenticeship+guide

https://www.hee.nhs.uk/sites/default/files/document/MSW_Framework_Final.pdf

https://www.hee.nhs.uk/sites/default/files/document/MSW_Framework_Final.pdf

http://www.ilearn.rcm.org.uk/course/index.php?categoryid=11
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Evidence 4 


Choosing maternity care - Care Quality Commission (cqc.org.uk) 


Wherever you choose to give birth your experience should be a positive one. You can give 


birth at home, in a unit run by midwives (a midwifery unit or birth centre) or in hospital. 


Some hospitals have a labour ward run by doctors who work with midwives and also a 


separate midwifery unit. The choice you have about where to have your baby will depend on 


your needs and, to some extent, on where you live. Maternity staff should take account of 


your needs and wishes throughout your pregnancy, birth, and in the days after your baby is 


born. 


When we inspect maternity services, we ask these five key questions: 


• Is this service safe? 


• Is this service effective? 


• Is this service caring? 


• Is this service responsive to people's needs? 


• Is this service well-led? 


 


Please consider the Duties of the ICB, The NHS Constitution when evaluating our 


evidence for Maternity.  


• Maternity and Stroke/Rehabilitation have been closed due to safety concerns. 


We refute this position and hold MSE ICB accountable for allowing parts of 


the hospital to become unfit due to their lack of investment and more 


importantly compliance to annual Health and Safety maintenance. The safety 


concerns, due to the lack of annual maintenance to site, have now led to the 


breaches to health and Safety. This is reckless and gambles with people’s 


lives. The work undertaken on site have only served to preserve its sale value 


such as reinforcing floors of wards they have closed and replacing the roof. 


Tarting up the asset to sell. 


We have seen the grid below in the pre consultation business plan and ask the 


following 


• What steps have you taken under the Health and Safety at work act to 


remedy the Fire risk assessment as the site is still active with staff and 


patients on site 


• What steps have you taken under the Health and Safety at work act to 


remedy the Water safety as the site is still active with staff and patients on site 



https://www.cqc.org.uk/care-services/help-choosing-care/choosing-maternity-care
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• What steps have you taken under the Health and Safety at work act to 


remedy the Security assessment as the site is still active with staff and 


patients on site 


• What steps have you taken under the Health and Safety at work act to 


remedy the relevant maintenance as the site is still active with staff and 


patients on site and if not why not as these may present a potential risk to 


human life. I cite the recent fall of the ceiling at Princess Alexandra Hospital 


(https://www.bbc.co.uk/news/articles/cpw0j72723zo) 


• Under HSE storage of flammable gases will have been a requirement for 40+ 


years. Why would this be only an issue now at St Peters? Presumably this 


also will have been dealt with as it could cause an explosion? 


• All these points will be sent to the HSE. This then is an accountable reference 


for the CEO to answer to, although as risk assessments are an annual 


requirement by law, I remain baffled they should have occurred solely in just 


one Community site at all.  
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Outpatient Services (Ambulatory Care) and why Community Hospitals are 


important 


• Currently St Peter’s in a single site. It has capacity for growth and can expand 


to take on extra consultant clinics, new diagnostics and has land to build. In 


terms of outpatient services, it offers the benefit of being able to travel to the 


one site and have a range of diagnostics and Outpatient appointment in one 


day. It is on a bus route. It has free parking and plenty of disabled spaces in 


the front and back of the building. IT has ramps into the hospital and around 


the building to enable access throughout the site. It has disabled toilets and all 


the doors are wide to enable access to couches for scans or X-rays.  


• Many people come to the hospital together with a spouse or relative for 


appointments. For example, a husband is at the eye clinic and the wife has a 


blood test and an X-ray. It is all on one site. Having Outpatient services and 


diagnostics in one place provides another site for Surgical Pre-Admission 


away from the Acute Trust. One staff member can travel from the Acute trust 


and this saves many hundreds of people travelling long distances over a year. 


This reduces the Carbon Footprint. It also enables those (now with cost of 


living) to travel using the Dart service on the Dengie from their front door to 


the Hospital and back.  


Evidence 1 


By way of first-person evidence, I present myself Michelle Olley. I am a retired NHS 


diagnostic service manager. I joined then ESSEX RIVERS HEALTHCARE TRUST 


now ESSEX and SUFFOLK HEALTHCARE NHS FOUNDATION TRUST  


When I started there on 19th January 1999 I arrived to a cardiac department of 1 


outpatient room. Having come from Broomfield Hospital where I trained. I set up the 


department they have today at Colchester, retiring in 2013.  


My evidence is thus: 


In creating my department, I attracted the appointment of the first Cardiologist Dr 


Kare Tang. I had already established diagnostics and pacemaker clinics at all 


Community Hospitals belonging to the trust. This enabled our new Cardiologist to 


immediately set up outlying Outpatient clinics alongside my diagnostic clinics and 


have same day diagnostics. This grew over the years and by the time I retired there 


were 6 Cardiologists running the same clinics in Community hospitals. My ethos and 


theirs was that the patients in rural Tendring- like the Dengie were older than the 


usual UK demographic and would have to travel further to the acute trust. Clacton 


has community stroke, Maternity and Rehabilitation wards just like St Peters. It ran a 


minor injury too, which makes complete sense. Parking at the acute trust is difficult, 


so sending 3 staff- a Cardiac Physiologist, Cardiographer and Consultant (possible 


another doctor if the clinic expanded) meant 30 to 50 patients would not park at the 


acute trust. It frees up clinic space at the acute trust and doubled capacity for 


diagnostics. I had the lowest waiting times consistently for my whole tenure.  


 







 pg. 11 Evidence Submitted by Save Maldon Medical Services 


Now my successor- my deputy- has established a replica department at Clacton 


running 7 days a week providing diagnostics for Cardiology and Respiratory 


services. This is mirrored in Ultrasound, MRI and X-ray.  


My point here is everything is under one roof. IT is on a site owned by the trust. It 


does not only serve Clacton and Tendring. It is another diagnostic outlet for the trust. 


I myself have been offered it as an option for echocardiogram as a resident of 


Tiptree. It offers greater patient choice. But more importantly for those residents who 


cannot travel it keeps services local.  


https://www.clactonandfrintongazette.co.uk/news/22311710.clacton-hospitals-new-


diagnostic-centre-get-14-2m-boost/ 


https://www.neecommunity.org.uk/our-services/services-for-adults/integrated-


community-cardiology-service/one-stop-assessment-and-diagnostic-clinic/ 


https://www.esneft.nhs.uk/drive-through-services-launched-for-heart-patients/ 


 


Evidence 2 


• We would like you to consider why Community hospitals still are required. 


What is a Community Hospital? The second example comes from East Anglia. 


It is another rural area. Like ourselves it demonstrates the need to preserve 


community beds. Not only for the excellent care given by staff who live locally 


but because patients can be visited by loved ones. 


http://communityhospitals.org.uk/what-are-community-hospitals.html  


Community Hospitals are small local hospitals that provide a range of services to 
their local community. These can include community beds, maternity, clinics, minor 
injuries units, X ray departments and much more.  


Community Hospitals have been part of our health care system for over 150 years 
and offer a strong tradition of care that local populations have known over 
generations. There are over 500 community hospitals throughout the UK.  


Originally established as converted cottages offering inpatient beds, they have 
developed into hubs of services that have developed to meet changing needs. These 
services range from health promotion, diagnostics, treatments, rehabilitation and end 
of life care. The community hospital plays a particular role in intermediate care, and 
is a focus for integration for many staff and services in both health and social care.   


Community hospitals vary considerably, as they have adapted to the needs of their 
local populations. They are typically highly valued by local people, and this support is 
shown through actions such as volunteering, fundraising, promoting and 
campaigning.  


Swaffham Community Hospital, Norfolk 



https://www.clactonandfrintongazette.co.uk/news/22311710.clacton-hospitals-new-diagnostic-centre-get-14-2m-boost/

https://www.clactonandfrintongazette.co.uk/news/22311710.clacton-hospitals-new-diagnostic-centre-get-14-2m-boost/

https://www.neecommunity.org.uk/our-services/services-for-adults/integrated-community-cardiology-service/one-stop-assessment-and-diagnostic-clinic/

https://www.neecommunity.org.uk/our-services/services-for-adults/integrated-community-cardiology-service/one-stop-assessment-and-diagnostic-clinic/

https://www.esneft.nhs.uk/drive-through-services-launched-for-heart-patients/

http://communityhospitals.org.uk/what-are-community-hospitals.html
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Swaffham Community Hospital was built to commemorate Queen Victoria's golden 
jubilee in 1887 and opened the following year. It now offers an 18-bed general 
rehabilitation ward, as well as clinics such as diabetes, anticoagulation, X-Ray, 
continence, speech therapy, podiatry, dermatology, physiotherapy, contraceptive 
and sexual health services. The hospital serves a population or around 148,000 
people across west Norfolk. The community hospital is supported by an active 
League of Friends, who provide volunteers, and also fund equipment and 
improvements to the building. 


Swanage hospital was built in 1894. The hospital has 15 in-patient beds, a Minor 
Injuries Unit, X-ray and ultrasound, day surgery, endoscopy services and 
physiotherapy.  Clinics are offered from consultants from three acute hospitals. 
Support for the community is shown through the provision of a meals-on-wheels 
service, school meals service, and assistance given to community groups.  The 
hospital is accredited for its end-of-life care and its surgery. The hospital is very well 
supported by a very committed Friends of Swanage Hospital. The Friends benefit 
from donations and legacies, and in 2017 spent £185k on equipment, building work 
and staff training. 


"Swaffham is a perfect example of how you can provide excellent, high-quality care 
to people closer to where they live, helping to keep them out of busy and stretched 
acute hospitals. Not only is that good for the patient, but is also good for the NHS." 
Michael Scott, CEO Norfolk Community Health and Care NHS Trust 


Evidence 2 


https://www.ncbi.nlm.nih.gov/books/NBK436702/ 


Community hospitals and their services in the NHS: identifying transferable 


learning from international developments – scoping review, systematic review, 


country reports and case studies 


Headline 


Community hospitals can provide a wide range of potentially integrative services, 


suggesting that a more strategic role for community hospitals in England may be 


timely 


Results: 


The evidence reviews found that community hospitals provide a diverse range of 
services, spanning primary, secondary and long-term care in geographical and 
health system contexts. They can offer an effective and efficient alternative to acute 
hospitals. Patient experience was frequently reported to be better at community 
hospitals, and the cost-effectiveness of some models was found to be similar to that 
of general hospitals, although evidence was limited. Evidence from other countries 
showed that community hospitals provide a wide spectrum of health services that lie 
on a continuum between serving a ‘geographic purpose’ and having a specific 
population focus, mainly older people. Structures continue to evolve as countries 
embark on major reforms to integrate health and social care. Case studies 
highlighted that it is important to consider local and national contexts when looking at 



https://www.ncbi.nlm.nih.gov/books/NBK436702/
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how to transfer models across settings, how to overcome barriers to integration 
beyond location and how the community should be best represented. 


Conclusions: 


At a time when emphasis is being placed on integrated and community-based care, 
community hospitals have the potential to assume a more strategic role in health-
care delivery locally, providing care closer to people’s homes. There is a need for 
more research into the effectiveness and cost-effectiveness of community hospitals, 
the role of the community and optimal staff profile(s) 


Evidence 3 


Outpatients - The future - Report 


https://r.search.yahoo.com/_ylt=Awr.gm5sr_hlQzAArBZ3Bwx.;_ylu=Y29sbwMEcG9z


AzQEdnRpZAMEc2VjA3Ny/RV=2/RE=1710825453/RO=10/RU=https%3a%2f%2fw


ww.rcplondon.ac.uk%2ffile%2f11479%2fdownload/RK=2/RS=Lm_zGEeTqErnpgFPX


dFHcArwweY- 


1.Demand for an outpatient service should be met by the available capacity. Capacity should take 


into consideration fluctuations in demand and staff availability throughout the year.  


2 Interventions to reduce new patient demand should be targeted at all referral sources. They must 


not deter necessary referrals or damage professional working relationships.  


3 Generic referrals should be pooled to minimise waiting times for appointments. Local consultants 


should review an agreed mix of generic and sub-specialty referrals according to demand. 


 4 All outpatient care pathways should aim to minimise disruption to patients’ and carers’ lives.  


5 Clinic templates should allow for timing flexibility depending on case complexity and the needs of 


the patient. They should allow a realistic timeframe to conclude business and avoid frequent 


unsatisfactory visits.  


6 Patients should be directly involved in selecting a date and time for an appointment. That can 


happen either in person, via telephone or electronically. 


 7 All clinical information should be available to both the clinician and patient prior to consultation. 


That includes notes, test results and decision aids. 


 8 Patients should be fully informed of what to expect from the service prior to appointments. That 


includes the aim of the appointment and expected waiting times.  


9 Alternatives to face-to-face consultations should be made available to patients and included in 


reporting of clinical activity.  


10 Patients should be supported and encouraged to be co-owners of their health and care decisions 


with self-management and shared decision-making.  


11 Patients and community staff should be able to communicate with secondary care providers in a 


variety of ways, and know how long a response will take. This aids self-management, and provides a 


point of contact for clarification or advice regarding minor ailments.  



https://r.search.yahoo.com/_ylt=Awr.gm5sr_hlQzAArBZ3Bwx.;_ylu=Y29sbwMEcG9zAzQEdnRpZAMEc2VjA3Ny/RV=2/RE=1710825453/RO=10/RU=https%3a%2f%2fwww.rcplondon.ac.uk%2ffile%2f11479%2fdownload/RK=2/RS=Lm_zGEeTqErnpgFPXdFHcArwweY-

https://r.search.yahoo.com/_ylt=Awr.gm5sr_hlQzAArBZ3Bwx.;_ylu=Y29sbwMEcG9zAzQEdnRpZAMEc2VjA3Ny/RV=2/RE=1710825453/RO=10/RU=https%3a%2f%2fwww.rcplondon.ac.uk%2ffile%2f11479%2fdownload/RK=2/RS=Lm_zGEeTqErnpgFPXdFHcArwweY-

https://r.search.yahoo.com/_ylt=Awr.gm5sr_hlQzAArBZ3Bwx.;_ylu=Y29sbwMEcG9zAzQEdnRpZAMEc2VjA3Ny/RV=2/RE=1710825453/RO=10/RU=https%3a%2f%2fwww.rcplondon.ac.uk%2ffile%2f11479%2fdownload/RK=2/RS=Lm_zGEeTqErnpgFPXdFHcArwweY-

https://r.search.yahoo.com/_ylt=Awr.gm5sr_hlQzAArBZ3Bwx.;_ylu=Y29sbwMEcG9zAzQEdnRpZAMEc2VjA3Ny/RV=2/RE=1710825453/RO=10/RU=https%3a%2f%2fwww.rcplondon.ac.uk%2ffile%2f11479%2fdownload/RK=2/RS=Lm_zGEeTqErnpgFPXdFHcArwweY-
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12 Access to follow-up appointments should be flexible. Patient-initiated appointments should be 


offered, replacing the need for routine ‘check in’ appointments.  


13 All care pathways should optimise their staff skill mix. Allied medical professionals and specialist 


nurses should be an integral part of service design. 


 14 Letters summarising a clinical encounter should be primarily addressed to the patient, with the 


community healthcare team receiving a copy. 


 15 All outpatient services should offer a supportive environment for training. 


 16 All outpatient-related services should promote wellbeing for staff and patients. 


UK outpatient activity Outpatient appointments across the UK account for almost 85% of all hospital-


based activity (excluding A&E). Demand for outpatient appointments continues to rise at a rate faster 


than the growth of the UK population.1 Outpatient appointments in England alone have almost 


doubled in the past decade, now reaching over 118 million per year. 


 


20% of pensioners who attended an outpatient appointment reported feeling worse afterwards 


because of the stress involved in the journey alone.  


Care delivery should be personalised to the needs of the patient, and recognise the costs incurred by 


the patient, such as missed work, childcare, parking charges and travel time. These costs increase 


when appointments don’t run to time, are unnecessary or require multiple attendances. These 


encounters offer low value if they don’t progress care in a timely manner. Different styles of clinic 


that offer diagnostics and management consultations in one attendance offer improved efficiency 


from both the patient and provider perspective. These clinics may be designed around a symptom, 


e.g. breathlessness clinics, and include input from multiple specialties, or around a common 


condition, e.g. asthma clinics with lung function testing. Reducing the number of steps in a patient 


journey can minimise delays in care and improve patient experience by minimising disruption to their 


lives.9 


All care pathways should optimise their staff skill mix. Allied medical professionals and specialist 


nurses should be an integral part of service design. 


Voluntary and community sector programmes Community programmes and voluntary groups that 


promote healthy behaviours and improve health outcomes should be supported and utilised by 


secondary care teams. Programmes such as specialist singing groups for lung health can improve 


quality of life, remove social isolation, improve respiratory function and reduce healthcare utilisation, 


e.g. admission, acting as a form of pulmonary rehabilitation.27,28 


• There are all these one-stop diagnostics and more available at St Peters and plenty more 


room to expand to create a local site to establish services to support the acute trust in the 


future. It also has many alternative therapies running onsite, keep fit classes etc. This is 


evermore important with Long Covid and other long-term conditions which benefit from 


community groups to run extracurricular activities to improve the health and mental 


wellbeing. The loss of this base in the district will have a catastrophic effect on many 


hundreds of regular visitors to those classes alone. 
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Transport- and the effects this has on access to services. 


 


https://www.midandsouthessex.ics.nhs.uk/your-area/ 


Consider this with a mind for the ICB’s duties for: 


• Have regard to legislation on climate change (14Z44). 
• Promote integration of health services where the ICB considers this would 


improve the quality of services and outcomes and reduce inequalities of 
access and outcomes for individuals. Promote the integration of health 
services with health-related services (those that may have an effect on the 
health of individuals but are not health or social care services such as housing 
accommodation) or social care services where this would improve quality and 
outcomes and reduce inequalities of access and outcomes for individuals 
(14Z42). 


• Reduce inequalities between patients in relation to access to services and 
outcomes; promote the integration of health services where this would 
improve quality; and reduce inequalities of access and outcomes for 
individuals (14Z35). 



https://www.midandsouthessex.ics.nhs.uk/your-area/
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https://www.maldon.gov.uk/download/downloads/id/19542/applicant_guidance.pdf 


 


Produced by SMMS. Distanced verified by Google maps and also by Public 


transport systems: Traveline 


 


Please note many of the bus routes finish before clinic lists and visiting hours 


finish themselves. How will patients and visitors who do not qualify for patient 


transport reach clinics or visit loved ones? 



https://l.facebook.com/l.php?u=https%3A%2F%2Fwww.maldon.gov.uk%2Fdownload%2Fdownloads%2Fid%2F19542%2Fapplicant_guidance.pdf%3Ffbclid%3DIwAR0-E0M57EsAY0gBgR5-VVYwVeof6jgk6j3IQqVRwpVNz2MVu9e8v5TQKNQ&h=AT18uCfIbrx8Jm_7lizphhQAz5clbx0NtlbJa4QOGcT1bJfIGbEdOOSZ454Wj8xXW6jtT8qN_vKbGaWsbxPCjYmQRQJSNVajijo8MAcI9oMe7RLgkLYCZSIHitB3R-ZIde8
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Staffing and Visitors 


Evidence 3 


• We would like you to consider the impact that displacing family from inpatients 


will (has) now have on their well-being. This should be considered by you in 


conjunction with the national shortage of trained staff. We would like you to 


consider that the units in South Essex Rochford and Brentwood are in areas 


with Higher house prices than Maldon and the Dengie and are in the 


Commuter belt for London Hospitals. MSE has a poor recruitment and 


Retention staff history and these sites will be hard to recruit to with the 


prestige of London centres o close by. MSE ICB is also repeatedly a failing 


trust which is not attractive for recruitment of highly trained specialist staff. 


https://www.bma.org.uk/advice-and-support/nhs-delivery-and-


workforce/workforce/nhs-medical-staffing-data-analysis 


 



https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/workforce/nhs-medical-staffing-data-analysis

https://www.bma.org.uk/advice-and-support/nhs-delivery-and-workforce/workforce/nhs-medical-staffing-data-analysis
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Evidence 2 


https://www.gmc-uk.org/about/what-we-do-and-why/data-and-research/the-


state-of-medical-education-and-practice-in-the-uk/workforce-report 


 


Evidence 1 and 2 


• We would like you to consider the lack of patient choice given in Option A and 


Option B of the consultation. It does not allow any consideration for patients to 


be regularly visited during their stay. MSE ICB is a consistently failing trust 


with difficulty retaining trained staff. As such on wards there is a reliance on 


visitors to fill the gaps in a working day. They help their loved one’s wash, 


dress, eat their meals. They can be a chaperone to tests or accompany a 


porter to Physio. This is by no means a criticism to the great work undertaken 


at an acute trust but it is from my 20+ years’ NHS service one I can attest to 


observing on a daily basis.  What I can say though is a Community Hospital 


differs from an acute trust. The ratio of nurse to patients is greater and the 


culture in a Community Hospital is better for staff and patients alike. The 


outcomes are better too. The services work hand in hand and the visitors 


know the names of the staff. Whilst these seem small things, they give 


confidence to the patient and to those who are entrusting their care to the 


hospital. With 66K residents in Maldon and Heybridge many can walk to St 


Peters to visit their loved ones. Moving community beds to the other side of 


the county removes this option.  
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https://www.gov.uk/government/consultations/visiting-in-care-homes-hospitals-and-


hospices/outcome/government-response-to-the-consultation-on-visiting-in-care-


homes-hospitals-and-hospices 


Excerpt 1 


Foreword 


We know that visiting loved ones in care homes, hospitals and hospices plays a vital 
role in maintaining health and wellbeing. Loved ones often play an essential role as 
‘care supporters’, providing assistance, support and advocacy for those accessing 
care. We also know just how upsetting and distressing it can be to have those crucial 
visits restricted. Since the pandemic, we have been working hard to ensure visiting 
restrictions that were in place during the height of the COVID-19 pandemic cannot 
be commonplace again. We will move forward and learn to create a better 
environment for all when it comes to visitation. 


Excerpt 2 


Impact on residents and patients 


The majority of respondents identified a range of positive impacts that requiring care 
homes to facilitate visiting would have on residents. The most commonly selected 
options from those provided were ‘improvement in residents’ wellbeing as they can 
receive visitors and make social plans’ (78%) and ‘residents who have difficulty 
advocating for themselves will be more able to share their wishes or raise concerns 
due to support from friends or family’ (78%). 


Several benefits to patients were identified by around half of standard consultation 
respondents including: 


• patients receiving treatment sooner if their health changes 


• having the benefit of advocacy 


• improvements in patient wellbeing 


• improvements in relationships with family 


• improvements in mental stimulation 


• a reduction in loneliness 


• improvements in ability to communicate 


 


 


 


 


 


 


 


 


 



https://www.gov.uk/government/consultations/visiting-in-care-homes-hospitals-and-hospices/outcome/government-response-to-the-consultation-on-visiting-in-care-homes-hospitals-and-hospices

https://www.gov.uk/government/consultations/visiting-in-care-homes-hospitals-and-hospices/outcome/government-response-to-the-consultation-on-visiting-in-care-homes-hospitals-and-hospices

https://www.gov.uk/government/consultations/visiting-in-care-homes-hospitals-and-hospices/outcome/government-response-to-the-consultation-on-visiting-in-care-homes-hospitals-and-hospices
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Misinformation by the trust to staff and Service users 


 


• The process has been advertised as a consultation in to proposed changes to 
St Peters Hospital. However, at meetings outside of the Maldon District they 
are advertised and spoken about as closure. They are also explained to the 
staff differently too. This is not complying with their duties of the ICB 


• Promote the NHS constitution (14Z32). 


Under the NHS constitution 


https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-
nhs-constitution-for-england#nhs-values 


NHS pledges 


The NHS pledges to: 


• provide convenient, easy access to services within the waiting times set 
out in the Handbook to the NHS Constitution 


• make decisions in a clear and transparent way, so that patients and 
the public can understand how services are planned and delivered 


• make the transition as smooth as possible when you are referred between 
services, and to put you, your family and carers at the centre of decisions 
that affect you or them 


 


• This is what the staff were told in Maldon. This was the leaflet handed to all 
staff. You can clearly see the inference is that the services will be and I quote 
‘like for like and not reduced’.  


• Does the relocation therefore to the staff imply a temporary situation?  
• Does it provide clarity to them on whether they should relocate or are safe to 


continue raising their families in the area?  
• Does this scrap of paper give them an indication of job security or career 


progression? 
• Is this clear and transparent? 


 



https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#nhs-values

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#nhs-values
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This is what the people of Basildon and Thurrock have been told 


https://planetradio.co.uk/greatest-hits/essex/news/basildon-thurrock-residents-mse-
consultation-services/?fbclid=IwAR1x7KGnWZEqsgDpVL27P80fIwEY8oybr3-
RM7TY8QT8XMpz6wTLaPyW1XE 


Basildon and Thurrock residents encouraged to have their say services ahead 
of St Peter's Hospital closure 


• What is important to note is that both documents here are not in line with the 
public consultation document. They are a fait accompli. Take this alongside 
stealth closure of the wards and some services already this is all very 
underhand. It has left staff at the hospital very worried about their futures. The 
services are already reduced, District nurses have already been told they are 
going, Physiotherapy has gone, stroke ward has gone, Maternity has gone. 
The explanations are shifty. The lift has been cited. The excuse being it is not 
safe in the event of a fire. I am an NHS manager; no lift is used in the event of 
a fire. Staff are trained to take patients down stairwells. I was at Broomfield 
when there was a fire outside ITU!  


 


• I overheard a discussion in the main Outpatients Department ( I did not see 
the staff so cannot identify them ) that the trust purchased the lift part required 
to mend the issue with the lift performance at a cost of £30K but for some 
reason the MSE trust returned the part. They took the decision to close the 
upper floors instead. Is it not a good narrative to have no access to the floors 
by lift? I think the public and staff would consider it a calculated and very 
underhand one. The roof and floors have been repaired, this increases the 
market value of the site, why repair these if the wards and services are not 



https://planetradio.co.uk/greatest-hits/essex/news/basildon-thurrock-residents-mse-consultation-services/?fbclid=IwAR1x7KGnWZEqsgDpVL27P80fIwEY8oybr3-RM7TY8QT8XMpz6wTLaPyW1XE

https://planetradio.co.uk/greatest-hits/essex/news/basildon-thurrock-residents-mse-consultation-services/?fbclid=IwAR1x7KGnWZEqsgDpVL27P80fIwEY8oybr3-RM7TY8QT8XMpz6wTLaPyW1XE

https://planetradio.co.uk/greatest-hits/essex/news/basildon-thurrock-residents-mse-consultation-services/?fbclid=IwAR1x7KGnWZEqsgDpVL27P80fIwEY8oybr3-RM7TY8QT8XMpz6wTLaPyW1XE
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going to be used? However, now they are repaired they are sound and 
therefore are not a valid excuse to not use the site. I would charge you with 
getting a FOI from the Trust and ask these points. This is a smokescreen at 
best.  
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Other 


 


https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-
nhs-constitution-for-england#nhs-values 


Access to health services 


Your rights 


You have the right to receive NHS services free of charge, apart from certain limited 
exceptions sanctioned by Parliament. 


You have the right to access NHS services. You will not be refused access on 
unreasonable grounds. 


You have the right to receive care and treatment that is appropriate to you, meets 
your needs and reflects your preferences. 


You have the right to expect your NHS to assess the health requirements of 
your community and to commission and put in place the services to meet 
those needs as considered necessary, and in the case of public health 
services commissioned by local authorities, to take steps to improve the 
health of the local community. 


You have the right to authorisation for planned treatment in the EU under the UK EU 
Trade and Cooperation Agreement where you meet the relevant requirements. 


You also have the right to authorisation for planned treatment in the EU, Norway, 
Iceland, Lichtenstein or Switzerland if you are covered by the Withdrawal Agreement 
and you meet the relevant requirements. 


You have the right not to be unlawfully discriminated against in the provision of NHS 
services including on grounds of gender, race, disability, age, sexual orientation, 
religion, belief, gender reassignment, pregnancy and maternity or marital or civil 
partnership status. 


You have the right to access certain services commissioned by NHS bodies within 
maximum waiting times, or for the NHS to take all reasonable steps to offer you a 
range of suitable alternative providers if this is not possible. The waiting times are 
described in the Handbook to the NHS Constitution. 


 


https://www.local.gov.uk/publications/get-act-health-and-care-act-2022 


Duties of ICBs (1.25) 


ICBs have the following general duties: 



https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#nhs-values

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#nhs-values

https://www.local.gov.uk/publications/get-act-health-and-care-act-2022
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• Promote the NHS constitution (14Z32). 
• Exercise functions effectively, efficiently, and economically (14Z33). 
• Secure continuous improvement in quality of services and outcomes (14Z34). 
• Reduce inequalities between patients in relation to access to services 


and outcomes; promote the integration of health services where this 
would improve quality; and reduce inequalities of access and outcomes 
for individuals (14Z35). 


• Promote the involvement of patients and carers and representatives in 
decisions that relate to prevention or diagnosis of illness in the patients, or 
their care or treatment (14Z36). 


• Enable patients to make choices about their health services (14Z37). 
• Obtain appropriate advice to enable it to discharge its functions effectively 


(14Z38). 
• Promote innovation, research, education and training (14Z30 – 41). 
• Promote integration of health services where the ICB considers this would 


improve the quality of services and outcomes and reduce inequalities of 
access and outcomes for individuals. Promote the integration of health 
services with health-related services (those that may have an effect on the 
health of individuals but are not health or social care services such as housing 
accommodation) or social care services where this would improve quality and 
outcomes and reduce inequalities of access and outcomes for individuals 
(14Z42). 


• Have regard to wider effect of decisions – the triple aim (14Z43). 
• Have regard to legislation on climate change (14Z44). 


 


https://www.eoesenate.nhs.uk/files/6317/0688/7892/Senate_Letter_to_MSE_-


_Final_13_December_2023.pdf?fbclid=IwAR0yA9T4FUXaTz0ZOVR3NgJ3ZaDHZC


F2rKdcRSI0EDwLZOkEAu5v6b1crsA 


1. There needs to be further work on the workforce plan for these 


proposals. 


2.  There should be further work on analysing travel times; especially the 


impact on areas of deprivation and the patient groups already identified 


as experiencing health inequalities.  


3. While there was consultation with the public in forming these proposals, more 


extensive public consultation and engagement may have been helpful.  


4.  When doing further patient and public consultation in the future, Mid 


and South Essex ICB should ensure that enhanced patient involvement 


and the voice of underserved groups is especially targeted and heard so 


that a more inclusive and diverse range of feedback is received. Victoria 


House Capital Park Fulbourn Cambridge Cambridgeshire CB21 5XB 


england.clinicalsenate@nhs.net  


5.  Mid and South Essex may wish to consider the recommendations of The 


British Psychological Society for integrated community stroke services.  


6. It was suggested that clearer diagrams that depict how different governance 


groups relate to each other within the context of this proposal would be 


helpful. 



https://www.eoesenate.nhs.uk/files/6317/0688/7892/Senate_Letter_to_MSE_-_Final_13_December_2023.pdf?fbclid=IwAR0yA9T4FUXaTz0ZOVR3NgJ3ZaDHZCF2rKdcRSI0EDwLZOkEAu5v6b1crsA

https://www.eoesenate.nhs.uk/files/6317/0688/7892/Senate_Letter_to_MSE_-_Final_13_December_2023.pdf?fbclid=IwAR0yA9T4FUXaTz0ZOVR3NgJ3ZaDHZCF2rKdcRSI0EDwLZOkEAu5v6b1crsA

https://www.eoesenate.nhs.uk/files/6317/0688/7892/Senate_Letter_to_MSE_-_Final_13_December_2023.pdf?fbclid=IwAR0yA9T4FUXaTz0ZOVR3NgJ3ZaDHZCF2rKdcRSI0EDwLZOkEAu5v6b1crsA

mailto:england.clinicalsenate@nhs.net
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• Point1. Most staff seem totally unaware what the workforce plan is. 


• Point 2. What travel time analysis has been undertaken for the areas for 


deprivation and health inequalities. Especially those who are on public 


transport links that terminate before any hospital departments close 


themselves. Have visitors been considered in this especially as they have 


removed a ward with long stay patients. In the travel analysis did they 


consider travel interruptions or the type of patient travelling, i.e. disabled, 


pregnant, mental health etc. Did they consider length of appointment time and 


the ability to get home. Did they consider the impact of travel times on diabetic 


patients. 


• Point 4. We note that at a very late juncture, In March some 4 months after 


this advice and 6 weeks into the consultation the MSE ICB offers micro grants 


of £300 to the underserved groups. It has also failed in its duty to reach any 


residents in Maldon District who do not have access to a digital platform. 


Evidence for this: post on Facebook Essex is United 6th March 2024 
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• SMMS have been out on the high street, in villages, at supermarkets, in care 


homes and sheltered housing with paper surveys to help as many residents 


as possible access paper surveys and have their say. This is a massive failing 


on the ICBs behalf. It is a discrimination of the old, infirm and quite frankly 


makes this whole process unjust. These are the very people who use St 


Peters and have not been able to have their say or be make aware it will 


close. 


• It is our belief as a group that the ICB is failing to meet its duties, particularly 
the highlighted sections of the Duties of the ICB above. We have produced 
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evidence throughout this written submission and also within our PowerPoint. 
Potentially we believe there is evidence to substantiate a judicial review of this 
consultation.   


Weight of feeling in the community 


Shine a light on St Peters  
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https://www.maldonandburnhamstandard.co.uk/news/24193547.maldon-
campaigners-hold-event-opposing-potential-hospital-closure/ 


750 residents came to St Peters on 17th March 2024. The event was watched 
virtually by 2500 more and has been seen now by a further 34,000 in support on 
Facebook.  


Petition 


We have an online petition against the closure of St Peters, over 6,300 have signed 
electronically and we have approximately 1000 more hand signatures.  


https://www.change.org/p/prevent-the-closure-of-st-peter-s-hospital-or-ensure-
investment-in-a-new-dengie-area-
hospital?fbclid=IwAR1hOOTuOeiLMkosqgZ94B3nnFfOT6SjsL1slqMhHZ4odWpmV
mTnEHU1RPw 


• To conclude they have failed by: 
1. Not undertaking a travel analysis that considers all rural areas and the 


deprivation within our communities. Nor have they considered the 
public transport limitations. 


2. Their survey is not accessible and excluded many groups of people, 
vulnerable adults, those without access to computers, smartphones 
etc. We as SMMS have undertaken their work for them to plug some of 
the gaps. 


3. They are shutting down services at St Peters ahead of the outcome of 
the consultation 


• We will submit further written evidence before 4th April 2024 as it presents 
itself 


 


 



https://www.maldonandburnhamstandard.co.uk/news/24193547.maldon-campaigners-hold-event-opposing-potential-hospital-closure/

https://www.maldonandburnhamstandard.co.uk/news/24193547.maldon-campaigners-hold-event-opposing-potential-hospital-closure/

https://www.change.org/p/prevent-the-closure-of-st-peter-s-hospital-or-ensure-investment-in-a-new-dengie-area-hospital?fbclid=IwAR1hOOTuOeiLMkosqgZ94B3nnFfOT6SjsL1slqMhHZ4odWpmVmTnEHU1RPw

https://www.change.org/p/prevent-the-closure-of-st-peter-s-hospital-or-ensure-investment-in-a-new-dengie-area-hospital?fbclid=IwAR1hOOTuOeiLMkosqgZ94B3nnFfOT6SjsL1slqMhHZ4odWpmVmTnEHU1RPw

https://www.change.org/p/prevent-the-closure-of-st-peter-s-hospital-or-ensure-investment-in-a-new-dengie-area-hospital?fbclid=IwAR1hOOTuOeiLMkosqgZ94B3nnFfOT6SjsL1slqMhHZ4odWpmVmTnEHU1RPw

https://www.change.org/p/prevent-the-closure-of-st-peter-s-hospital-or-ensure-investment-in-a-new-dengie-area-hospital?fbclid=IwAR1hOOTuOeiLMkosqgZ94B3nnFfOT6SjsL1slqMhHZ4odWpmVmTnEHU1RPw
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Closing community hospitals in Essex and Cornwall:
new dogs but same old tricks!


Dr Peter Levin  (PhD)


IN A NUTSHELL


The Mid and South Essex Integrated Care Board is seeking to close St Peter’s 
Hospital, a community hospital in Maldon. It has put forward two alternative 
proposals for public consultation. Neither allows for using the existing hospital 
buildings, which it claims are unfit for use. These currently accommodate inpatient
beds for patients receiving intermediate (step-down) care after treatment in an 
acute hospital: until recently there were also beds used by patients in a stroke 
recovery unit. The Hospital also currently accommodates a unit providing 
freestanding midwife-led birthing services, and a wide range of outpatient clinics.


In January 2024 the Mid and South Essex Integrated Care Board published Public


consultation (commonly referred to as the Consultation Document)[1] which 
invited the public to submit ‘views and ideas on our proposals for future 
arrangements for inpatient services at our community hospitals ... and other 
patient services provided at St Peter’s Hospital, Maldon’. It put forward two 
proposals, both of which involve closing the hospital completely and moving all 
the inpatient beds, as well as the birthing services and all the outpatient clinics, 
elsewhere. The site would be sold. 


The sequence of events so far is eerily similar to those in the case of the Edward 
Hain community hospital in St Ives, Cornwall, which have been documented 
elsewhere.[2] In essence, there has been a systematic process of blight: buildings 
have been allowed to run down and some services have already been moved 
elsewhere, yet the public are being told that these service changes are temporary 
and that no decisions have yet been taken.


This note documents this process in relation to St Peter’s Hospital. It argues that 
by virtue of what has already taken place, the current so-called ‘consultation’ on 
the two proposals is duplicitous. The central issue here is what could be done to 
renovate and modernize St Peter’s Hospital: that third alternative should be fully 
developed and presented so that an honest public consultation can take place. 


Annex 11



https://spr4cornwall.net/closing-edward-hain-hospital-what-we-have-learned-2/

https://spr4cornwall.net/wp-content/uploads/PUBLIC-CONSULTATION-_NHS_MSE_Changes_to_Services_Consultation_-_designed_version-copy.pdf

https://spr4cornwall.net/
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The Consultation Document is presented as ’a summary of our full pre-
consultation business case, which is a large technical document ... available on the
consultation website’. That Business Case was prepared by a Community Capacity
Task Force: it too was published in January 2024.[3]


At the present time public consultation is already under way: it was due to close 
on 21st March 2024. This note presents some observations by an outsider on the 
decision-making process and the reasoning it reveals. 


1. The Consultation Document amounts to an attempt to mislead the public 
into thinking that all possibilities remain open. 


The public have been told: ‘The proposals that we are describing are just 
that: proposals. We are asking local people to share their thoughts before 
we decide what to do. We will consider your responses carefully and take 
them into account when we’re making decisions about these proposals.’ But
prior to public consultation numerous possibilities, including all those that 
involved keeping St Peter’s Hospital going, have already been ruled out. 
Decisions have already been taken, by default.


2. The Consultation Document includes a ‘decision tree’ {s.5.2.6) which reveals 
that any and all options involving keeping St Peter’s Hospital open were ruled 
out by a Task Force very early in their work. This has not previously been 
made public.


The decision tree (s.5.2.6) shows that a six-stage sequence of questions and 
answers was followed. The very first stage asked: ‘Does the option use 
St Peter’s?’ Since the answer was affirmative, the response had to be 
‘Eliminate’. That decision, which ruled out further consideration of any 
option that would involve keeping St Peter’s Hospital open, must have been
taken in the summer or autumn of 2023/24. It was kept from the people of 
Maldon until two months ago.


The Task Force has been at work since the summer of 2023. The Business 
Case that it produced has only recently been published. The public have not
been told who the members of the Task Force were. But the Business Case 
tells us that early in its work there took place a ‘review by clinicians’ from 
which ‘a short list of options was prepared’: from this ‘Option 4 was 
selected as clinically the most appropriate arrangement to enable the 



https://spr4cornwall.net/wp-content/uploads/6b-Community-Capacity-PCBC-FINAL-copy.pdf

https://spr4cornwall.net/wp-content/uploads/6b-Community-Capacity-PCBC-FINAL-copy.pdf
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system of health and care to respond to expected demand over the winter 
of 2023/24 … None of the options considered continuing the use of 
St Peter’s Hospital ... as its condition was considered to be unsuitable for 
continued use for inpatients’. (s.5.2.5)


Subsequently a further review of options was completed, ‘using weighted 
criteria reviewed by clinicians’. We also find a reference to the Task Force 
having ‘a clinical sub-group’, while ‘shortlisting has been undertaken using 
clinical opinion …’. (ss.3.3.5, 5.2.6)


Two things stand out here: 


(1) Clinicians were in control over the process of selecting and narrowing 
down the options considered: notably – in the very earliest stages – they 
ruled out the future use of St Peter’s Hospital.


(2) The clinicians involved appear to have had no thought of consulting the 
public during their decision-making process. One wonder how far even lay 
members of the Task Force were involved. 


3. St Peter’s Hospital appears to have been deliberately allowed to run down. 
If that had not been the case, the faulty roofs would have been dealt with, at a
manageable cost, preventing disruption and damage caused by water ingress.


An ‘Estate Briefing’ has recently been made available.[4] It shows the total 
funds required to address backlog maintenance for St Peter’s Hospital as 
being £20 million. To repair the roofs of the main block and outpatient 
building, thereby preventing further water damage and avoiding the use of 
buckets to catch rainwater, would cost just £497,000, less than one-fortieth 
of that total. Undertaking those repairs would clearly have given good value
for money. 


That the building has been neglected so badly suggests that the freeholder,
the MSE NHS Foundation Trust, has been in dereliction of the civic duty 


that, as custodian of the building, it owes to the people of Maldon.  


4. No-one seems to have asked: ‘What do we see if we look at St Peter’s 
Hospital building and site as an opportunity?’ 


It appears that the minds of the management of the MSE NHS Foundation 
Trust have been closed to possibilities other than complete shut-down of 
the Hospital. It may be that lay members of the Trust Board were unwilling 



https://spr4cornwall.net/wp-content/uploads/St_Peters_Hospital-Estate_Briefing_-_February_2024.pdf
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to challenge the clinicians. Notably, the Task Force seems to have offered 
no opportunity for Maldon Council or the voluntary bodies in the town, let 
alone the public, to join with the local medical community to consider the 
potential of the building and site as a refurbished and reinvigorated 
community hospital. 


For example, could not a rejuvenated St Peter’s Hospital incorporate an 
Intermediate Care Unit led by therapists and focusing primarily on 
rehabilitation? It could provide inpatient beds and associated clinics as well 
as therapies, the aim being to minimize patients’ length of stay after they 
had been treated in an acute hospital. (In some cases it would allow people 
to avoid being admitted to an acute hospital in the first place.) The 
rejuvenated Hospital could also accommodate all the outpatient clinics and 
diagnostic facilities for which new accommodation is currently being sought 
in and around Maldon in anticipation of St Peter’s closure.


The absence of open-mindedness as to the Hospital’s future is perhaps 
suggestive of weak management on the part of the Integrated Care Board.


5. The members of the Task Force have not properly understood the role of 
intermediate care in community hospitals.


Community hospitals are not just elements in a ‘spectrum’, as the Business 
Case describes them (s3.2.2). Rather, they provide essential stages for 
patients in a process, their ‘care journey’, the transition from the acute 
hospital where they have been treated to their home or other place of 
residence. 


For example, an elderly person living with frailty who has suffered a 
fractured neck of femur will receive surgery at an acute hospital and then be
transferred – in a ‘step down’ – to a community hospital closer to home for 
reablement/rehabilitation en route to their return home. Closeness to home 
and the sense of being on the journey there play a crucial part in keeping 
up patients’ morale and keeping their need for institutional care at bay.


In the Maldon local authority area, the population increased from around 
61,600 in 2011 to 66,200 in 2021.[5] Over that period there was an increase 
of one-third in the number of people aged 65 years and over. While St 
Peter’s Hospital has been running down, the need for step-down care in 
Maldon has increased. This dynamic can be expected to continue. Because 



https://www.ons.gov.uk/visualisations/censuspopulationchange/E07000074/
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of Maldon’s coastal location, access to community hospitals elsewhere is 
particularly limited.


Where does Maldon go from here?


From the outside, and based on first-hand knowledge of what happened in 
the case of the Edward Hain community hospital in St Ives, it is apparent 
that there is a wide gulf between the people running the current public 
involvement events, who insist that the proposals up for discussion are no 
more than proposals, and the clinicians, operating behind the scenes in the 
Task Force, who very early in the decision-making process ruled out any 
options that would make use of St Peter’s Hospital. It does not seem to 
have occurred to either group that there could be benefits from taking 
members of the public with you through your thought processes. There has 
to be more to public participation than inviting lay people to ‘have your say’
after crucial decisions have already been taken. 


In my experience, the man and woman in the street tend to resent being 
asked to rubber stamp decisions that have already been taken, especially 
any that exclude options that they favour. Consigning St Peter’s Hospital to 
the knacker’s yard could prove to have been one of those decisions. 


So my message to both groups, MSE managers and clinicians, at this point 
is this: If you get a hostile reception, be aware of the reasons for it and be 
prepared to go back to the drawing board. 


I repeat: You need to take the public with you in your thinking. Most people
understand dilemmas, and will appreciate the difficulties you face. But if you
ask them to rubber stamp decisions that you have already taken, expect to 
be challenged. 


Peter Levin








Annex 12 Presentation handout 


Presentation to ICB 4/4/24 
 
1 Women’s Choice 
 
Maternity matters (Department of Health, 2007)  
 
Better Births (NHS England)  
 
Personalised Care and Support Plan (PCSP).   
 
2 Benefits of Birthing in a Midwife Led Unit for Low Risk 


Pregnancies 
 
Statistics for Multiparous Low Risk Women in different 
Birthing Facilities 
 
Number of incidences per 1000 multiparous women giving birth 


Incidence Home 
Freestanding 
midwifery unit 


Alongside 
midwifery unit 


Obstetric 
unit 


Spontaneous 
vaginal birth 


984* 980 967 927* 


Transfer to an 
obstetric unit 


115* 94 125 10** 


Episiotomy 15* 23 35 56* 


Caesarean birth 7* 8 10 35* 


Instrumental birth 
(forceps or 
ventouse) 


9* 12 23 38* 


Blood transfusion 4 4 5 8 
[Birthplace 2011; Blix et al. 2012)] 


 
3 Re-location to WJC Birthing Unit 
 
 



https://www.npeu.ox.ac.uk/birthplace

http://www.sciencedirect.com/science/article/pii/S1877575612000481
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CICC staff response to 


consultation
PRESENTED BY KIRSTY JENKINS


A day in the life at CICC


One of the patients who took part in the games said: “I 
think it has been an excellent mixture of activities. I 
have enjoyed the singing, crafts and different games. It 
has definitely helped with my rehab and has been very 
therapeutic.”
Patient view of taking part in the Reconditioning 
Games. 


1


2
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Patient outcomes


 Facilities


 Goals led and needs focused


Staffing


 Moving to one location will reduce the area from which staff will be 


recruited from


 Stroke workforce training project


 Good communication 


 Meet In person with current staff and people currently using the service to 


discuss the proposals. 


“I feel that the skills mix at CICC has taken time, mutual 


support, respect and hard work from all the CICC team 


disciplines to achieve, creating an almost bespoke service, this 


also leads me into thinking about possible issues around staff 


recruitment and retention should CICC be relocated”


3


4
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Accessibility


 People require access to their friends and family


 Travel


 Accessibility 


“I have seen first hand the positive 


impact that family and friends support 


has on patients recovery, and the support 


that staff at CICC give to family 


members. This will most likely be more 


challenging logistically if the location 


changes, not just for older people but 


also those still raising their families and 


with work commitments or their own 


health issues, they will possibly be 


unable to give the time and support they 


would wish to.” Therapy Assistant.


Outcomes


 More direct in person engagement with current staff and patients and 


their relatives to determine where best outcomes can be achieved for 


patients. 


 Consider other methods of joint working across two sites rather than one. 


5
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Intermediate Care Beds in 
Mid and South Essex
Online Public Consultation Event 4th April 2024


Donna Murphy 
Therapy Lead 


Thorndon Ward







Proposed Changes to IMC Beds in MSE 


Below are the current number of IMC beds in Mid and South Essex 
alongside the proposed number of IMC beds with Option A or B 


Option B involves the removal of IMC beds from Thorndon Ward at 
Brentwood Community Hospital. 


Current Option A Option B


99 88 91







Thorndon Ward, Brentwood Community 
Hospital 
• 25 bedded rehabilitation unit 
• Accepting patients from Queens, Broomfield, Basildon and 


Southend Hospitals
• Predominantly patients for inpatient rehabilitation but also accept 


a small number of out of criteria patients who have either social, 
health or nursing issues. 


• Patients accepted from the whole of mid and south essex area
• Patients accepted with high level of complexity being declined by 


other units. 







Teams on Thorndon Ward


• Medical – 7 day medical cover including twice weekly consultant ward 
rounds.  


• Nursing – Experience nursing team with support from excellent 
Integrated Care Assistants 


• Therapy – Physiotherapists, Occupational Therapists, Occupational 
Therapy Assistants and Rehabilitation Assistants


• Integrated Discharge Service – specialist nursing team who work with 
our MDT to facilitate discharge. 


• Additional support from community teams including dieticians, speech 
and language therapists, tissue viability nurses and podiatry. 







Outcome Data for Thorndon Ward Patients


• Patients from Thorndon ward improve on average 5.66 on the 
Modified Barthel Index (Median - 6, range 1-15).


• Many patients improve from a status of total/severe dependency 
to a status of moderate dependency with further potential to 
improve in the community.  


• Patients often arrive with 24-hour care needs and are discharged 
with single handed packages of care. 


• Patients with significant complexity are managed by the Thorndon 
ward therapy team including patients with advanced dementia, 
traumatic injuries including spinal fractures, complex frailty 
syndromes and new neurological symptoms. 







Patient Experience on Thorndon Ward
“Overall, how was your experience of our service?” 


Rating Percentage 
Very Good 69%
Good 26%
Neither Good nor poor 4%
Poor 0%
Very Poor 0%


Friends and Family Test March 2023-March 2024







Targets for IMC Beds
Ambition Indicator Our current performance 
Change in dependency Improved – 85% 


Maintained – 8%


Deteriorated – 7% 


Improved – 92%


Maintained – 5%


Deteriorated – 3%*
Unplanned Returns back to 
the acute setting (%)


<15% 29% returned to acute


Discharge destination/usual 
place of residence 


Year 2 – 75% 


Year 3 – 80%


Year 4 – 85% 


92% discharged to usual place of residence**


Average Exit Delays (days) Of those delayed, no more than 
2 days


No data at present 


Patient recorded 
outcomes/satisfaction 
measure


At least equal to recovery at 
home 


Patient experience:


Very good – 69% 


Good – 26% 


Neither good nor poor – 4%


Poor or very poor – 0% 







Inpatient rehabilitation for those who cannot 
receive rehab at home 
• Unstable medical status including oxygen requirements, unstable BM’s and unstable blood 


pressures.


• High level of nursing needs including patients requiring 2 hourly turning. 


• Poor sitting tolerance meaning that patients would need to be cared for in bed in the community 


as they would not be able to sit in a chair for the full stretch of time between two care calls in a 


QDS POC. 


• Reduced safety sitting in a chair meaning a patient is unable to safely sit in a chair unsupervised 


again meaning  that a patient would need to be cared for in bed if discharged home.  


• High night needs including toileting.  


• Patients with resolving deliriums who are not safe to live alone initially on discharge. 







Community Services Mid and South Essex


• Southwest Essex (Brentwood, Basildon, Thurrock and Wickford)
D2A service, Brentwood RAFT up to 4 visits/weekly (48 hour response), 
Brentwood and Basildon ICT, ECL Physio 
 
• Southeast (Southend, Castlepoint, Rochford and Rayleigh).
D2A service, Community Physiotherapy Service once/weekly (1-3 week 
wait)


• Mid-Essex (Chelmsford, Maldon, Braintree)
D2A service, Provide once weekly (14 week wait), ECL Physio (vacancy)  







Conclusions


• Thorndon Ward is an effective service with good outcomes and 
good patient satisfaction ratings


• Future targets for IMC beds are largely already being met by the 
service on Thorndon Ward. 


• Intermediate care in MSE is a valuable service that cannot be 
replaced by current community services
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Healthwatch Essex


Mid and South Essex Integrated Care Board public consultation


St Peters Hospital 
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Healthwatch Essex is an independent charity which gathers and represents


views about health and social care services in Essex. Our aim is to influence


decision makers so that services are fit for purpose, effective and accessible,


ultimately improving service user experience. We also provide an information


service to help people access, understand, and navigate the health and social


care system.


March 2024 3


Healthwatch Essex


Feedback


Healthwatch Essex started to receive 


comments from members of the public 


regarding the proposed changes at St 


Peters whilst carrying out a project in the 


Burnham on Crouch area. 


We have also had feedback via the 


Healthwatch England ‘Have Your Say’ 


online submission forms. And comments 


sent to us directly via our various 


ambassador groups. 


March 2024 4


3


4
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Feedback


Numerous residents we have spoken to 


had concerns regarding the general 


access to hospital care across Maldon 


and the Dengie Peninsular. 


The general feeling is that it is already 


difficult for some to access Broomfield 


Hospital due to the distance, difficult 


public transport links and lack of parking 


at the hospital. 


Moving the stroke rehabilitation beds to 


further away from the area was a major 


concern voiced. Again, the difficulties for 


people to travel was one of the main 


issues. 


March 2024 5


March 2024 6


Closure of hospital St Peter’s Maldon Essex. The hospital is being closed despite our district 


population heading for 70k! Services are being scattered all over Essex making it very difficult to 


access healthcare. If you don’t drive, you will not be able to get to hospitals! £65.00 for a taxi (each 


way!) to get to the nearest hospital or four changes of buses. If you have mobility problems you’re 


sunk! Maternity/birthing unit has already been moved over 15 miles away and hours away by 


public transport. Stroke rehab 20 miles away and over two hours by public transport (no 


accessibility for disabled) two buses to railway station, train then another bus to hospital. Patients 


only accepted if there’s room. If not there’s another hospital which is even worse to get to. The 


wishes of our residents are being totally ignored and our welfare trashed !


5
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Our local out patient hospital (St Peter’s Maldon)stroke rehab/ maternity/blood test etc hospital is 


being closed down. It’s the only one for at least twelve miles and our local population is heading 


for 65,000 . The rehab is now over 20 miles away and would take around three hours to reach by 


public transport. Maternity is around 16 miles away (around 2 hours by public transport) X-ray, 


surgical, dermatology, oncology etc around 2 hours by public transport. St Peter’s is maximum 30 


minutes by public transport from outlying Maldon district and within 10 minutes public transport 


from Maldon town areas.


St Peter’s is a fantastic hospital, repair the parts of the building which have been DELIBERATELY 


neglected and leave us with an ACCESSIBLE service. OR build the replacement hospital which was 


PROMISED BEFORE the population swelled by over 40,000!!!
Presentation Title Name      


XX-XX Month Year Location


7


Our local hospital is being closed down. Leaving 


us a 40 minute drive to get services. Our town has 


thousands of new houses but now no hospital. 


Very conflicting.


St Peters hospital


Maldon


March 2024 8


7


8
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“Maldon is now big enough to qualify for a small 


community hospital like Braintree, Broomfield is 


past breaking point, a good example is patients 


with cancer having to travel to Southend for 


chemo, we are talking just a nurse and an IV 


required” 


March 2024 9


Residents' concerns:


• Continuing growth of the population, housing developments and how


services will meet the need.


• Transport links to services if they are moved further away.


March 2024 10


Summary


9


10
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For more information
Healthwatch Essex


www.healthwatchessex.org.uk


t: 0300 500 1895


e: enquiries@healthwatchessex.org.uk 


11
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NHS community based health services in Mid & South Essex and St 


Peter’s Hospital, Maldon, including Cherry Trees 


Public Consultation Hearing 19 March 2024 
 
Please read in conjunction with PowerPoint presentation slides. There is some 
duplication as this paper being used as speaking notes. 
Taking this and the Powerpoint presentation to have been read. 
 
Spokesperson: Peter Blackman 


• Chair, South Woodham Ferrers Health & Social Care Group 
• Where is SWF?! West edge of Dengie Peninsular, North bank of River Crouch 
• Chair, Trauma East Voices, East of England Major Trauma Network 
• Was 1st Chair, Essex & Southend LINk (Local Involvement Network) & 
• Chair, Joint East of England LINks’ Group 


 
South Woodham Ferrers Health & Social Care Group 


In April 2016 it was agreed by SWF Healthcare 2000 Group (SWFHC2000 – a Millenium 


project started in 1999) and SWF Town Council (SWF TC) to form the new South Woodham 


Ferrers Health & Social Care Group (SWF H&SCG). This is an amalgamation of 


SWFHC2000 and the SWF Care Lunches. It was agreed to run SWF H&SCG for an initial 


year’s pilot when it was reviewed in conjunction with SWF TC. It was then agreed to 


continue as SWF H&SCG was operating as had been intended. 


SWFH&SCG is an independent group with its own governance arrangements as set out 


below. 


Purpose of the Group 


SWF H&SCG was established to look after the health and social care interests of the people 


of South Woodham Ferrers, recognising the roles of health and social care related 


professionals, volunteers and the Patient Participation Groups. 
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SWF H&SCG incorporates the SWFHC2000 Task Force, which convenes when consultation 


or representation is required to consider major health and social care issues affecting the 


Town. 


The task force includes representatives from: 


• Essex County Council 


• Chelmsford City Council 


• SWF Town Council 


• SWF Chairs of Patient Participation Groups (PPGs) 


• SWF Practice Managers 


• SWF & Dengie PCN staff 


• SWF Faith Communities 


• SWF Pharmacists 


• SWF Dentists 


• SWF Opticians 


• SWF Business Community 


• SWF Educational establishments 


• SWF Women’s Institutes (WIs) 


• SWF Rotary & other benevolent groups 


• SWF Senior Citizens 


• SWF Sports & uniformed groups 


Others may be added as needed. The Town’s MP is kept advised of significant developments 


and is expected to continue to use this group for appropriate constituency purposes. 


Each of SWF’s General Practices had a Patient Participation Group (PPG) interacting with 


the Practice Staff to try to ensure that the best quality services are provided for their patients. 


In addition there is a combined group known as the South Woodham Ferrers Combined PPGs 


(CPPGs).  The CPPGs works closely with SWF H&SCG on matters involving all health and 


social care services provision for the Town. SWF H&SCG leads on all non-GP services 


whilst the CPPGs leads on the Town’s GP services. Although individual Practices have their 


own websites on which PPGs have a page, they have agreed with SWF H&SCG to use its 


website for communicating collective issues.  Additionally they will utilise SWF H&CG’s 


social media to obtain the widest possible coverage. So from time to time you will see PPG 


news here helping to give an integrated view of health and social care in SWF. This increased 


substantially during the Covid-19 pandemic and has continued since then. 


Following the last amalgamations of SWF’s GP Practices there are now only two and two 


PPGs. They cooperate as the CPPGs.  


On 20 March 2020 SWF H&SCG was asked by the local GPs and pharmacists to provide the 


essential voluntary community work for the Covid-19 pandemic. This scheme started on 23 


March 2020 and ran daily until 30 June 2022. This was developed and run by SWF H&SCG 


using recruited volunteers. 
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Governance 


SWF H&SCG is open to anyone who lives, works, has a local need to access health and 


social care or is involved in health and social care in SWF.  


SWF H&SCG will be managed by a Management Team comprising Chair, Task Force Chair 


and Minute Secretary, supported by an Administrator. 


There will be an annual meeting open to all, at which the posts of co-Chairmen and Minute 


Secretary will be elected. 


Nomination notices will be issued in the local press 4 weeks prior to the meeting with 


nominations for office required 2 weeks before the meeting. 


The nominations will be addressed to the Administrator. 


Nominees must have a proposer and seconder and be willing to serve. 


SWF TC will assign a representative and/or a deputy to attend meetings and report back to 


SWF TC as appropriate. 


The SWF TC representative will also be a member of the Task Force as required. 


The Administrator will be appointed by the Management Team and he/she will receive an 


honorarium or be paid on a self-employed basis for the work. 


SWF H&SCG has a bank account and there will be an annual financial statement submitted 


by the Administrator to SWF TC on a date to be agreed. 


SWF H&SCG’s Annual General Meeting will be chaired by a City Councillor. 


CONTACT US  


swfhealthsocial@outlook.com 


 


 


 
 
 
 
 



mailto:swfhealthsocial@outlook.com

https://www.facebook.com/swfhealthsocial/

https://twitter.com/SWFhealthsocial
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SWF H&SCG + Warwick Medical School 
Health, Welfare & Social Care Assessment of the Dengie & South Woodham 
Ferrers (SWF) Primary Care Network, June 2023 
 
Produced in conjunction with Mid & South Essex Integrated Care System (MSE ICS) 
& Mid Essex Alliance 
6000+ words 
Possibly most comprehensive report about an area whose population of 45,000 is 
arguably the second largest users of the services in question after Maldon.  
 
PCN staff arrived from April 2023 and the Mindmap and commentary are drawn 
completely from our report and are the initial agenda for the PCN’s work. 
 
 
 
This identified and confirmed the Key Issues and concerns of the patients and public 
are: 


• Accessibility  
• on the Dengie especially the geography, distance for services, and 


length of time for arrival of ambulances to 999 calls and to reach an 
A&E 


• in SWF lack of supply to meet demand for services 
• for all, distance to acute services 


• Transport 
• More services 
• Lack of appointments 
• Improve transport 


 
SWF Virtual Consultation Meeting: Held on 5 March 2024 
 
Hosted kindly by MSE ICS on Teams; hence difficult to access recording outside the 
NHS fraternity; please obtain your copy of this from Tegan Gardiner 
Tegan.gardiner2@nhs.net and her colleague is Claire Hankey, as we don’t think 
the copy in our slides will enable you to use the link and gain access.  
 
Consultation Questions 
 


1. Intermediate Inpatient Care Services 
 


• 22 intermediate care beds at Cumberledge Intermediate Care Centre, 
Rochford, which is common to both Options A & B.  


• Billericay is still close to Brentwood 
 
 


2. Stroke Rehabilitation Inpatient Services 
 


• Opinions do differ; understandably, and as reflected in our report and our 
virtual consultation meeting, people want services to be close to home; this 
has been an expectation of the NHS since 1948 and we have regularly 
suggested that there is a huge need for the NHS to mount an effective 



mailto:Tegan.gardiner2@nhs.net
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education and information campaign to bring the patients and public up to 
date with the present-day NHS.  


• We always recommend and support the best care and outcomes for survival 
and recovery, which are proved to come from maximising expertise and 
experience eg East of England Major Trauma Network and Basildon 
Cardiothoracic Centre. 


• So we want staff and specialists to be brought together in a single 50-bed 
stroke rehabilitation unit at Brentwood Community Hospital as that will deliver 
the best outcomes. Strokes are well known as very serious emergencies; 
thankfully rehabilitation has advanced significantly and we know the best 
rehabilitation is needed to deliver the best recovery, standard of life, and least 
long term cost of health and welfare support.  


• But that must be matched by good transport, parking, accessibility and 
resources for family and friends to visit. Option A 


• An overall loss of 3 intermediate care beds is marginal whilst that will remain 
well spread around MSE. 


 
 
3. Freestanding Midwife-led birthing unit 


 
Nearest or best? Is “about 6 births per month” a critical mass? 
 
• Opinions differ.  
• We always want best care and outcomes which come from maximising 


expertise and experience eg Major Trauma Centres & Cardiothoracic Centres.  
• Bringing together staff and specialists at Braintree Community Hospital will 


deliver best outcomes.  
• But that must be matched by good transport, parking, accessibility and 


resources for birthing partners. The distance between Maldon and Braintree is 
similar to distances to such units in many other parts of the country and 
bookings are for low-risk births, with suitable pre-planning. 


 
 
4. Other Outpatient Services provided at St Peter’s Hospital, Maldon & 


Cherry Trees 
•  
• Must not stop any present such services until alternatives in Maldon and 


surrounds are up and running, providing at least the same numbers of 
appointments.  


• Central Maldon joins the Dengie & SWF in an Integrated Neighbourhood 
Team. 


• Dengie & SWF have 45,000 population in a peninsular and are major users.  
• This is a one-off opportunity to bring all the locations of all these services up 


to today’s standards of compliance whilst maintaining the tremendous skill 
and care which has always been a huge part of the experience of all services 
at St Peter’s. 


• This must be matched by good transport, parking, accessibility and patient 
and visitor facilities for all the new locations.  
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We are told that: 
Several sites have been suggested as potential future locations for the 
provision of ambulatory/outpatient care services that are currently provided 
at St Peter’s Hospital in Maldon.  
 
The potential locations identified through the process so far include (in no 
particular order): 
• District Council buildings, Princes Road, Maldon (would be subject to approval 


of Maldon District Council) 
• 2nd Floor Carmelite House, White Horse Lane, Maldon (would be subject to 


approval of ECC) 
• Blackwater Leisure Centre, Park Drive, Maldon (would be subject to approval 


of Maldon District Council) 
• Retail premises – High Street, Maldon 
• Existing Health Facilities, Wantz Chase, Maldon 
• Existing Health Facilities, Tylers Ride, South Woodham Ferrers 
• Braintree Community Hospital (for x-ray services) 
• Burnham Clinic – 33 Crouch Road, Burnham-on-Crouch 
 


The potential locations require further enquiries to determine if they are suitable to 
accommodate ambulatory/outpatient health services, this work is on-going and 
subject to commercial sensitivities.  
We are committed to working with service users and local people to develop our 
place and make sure key services remain local. 
 


• The potential locations above plus any more that come into consideration in 
Maldon and surrounds appear to be potentially suitable for delivery of the 
community services in question in the immediate future. 


• Except x-ray services going to Braintree, which is already fully used. This is 
an opportunity to bring a modern x-ray and investigative centre, a new 
diagnostic and treatment centre, to Maldon.  


• MSE ICB has said there are bridging financial arrangements available 
between setting up new premises and receiving the sale proceeds of St 
Peter’s. Part of that should be used to deliver a new x-ray and other scanning 
services in the Maldon area which will help to meet the present saturation of 
demand and waiting times.  


• All new locations for these services must be accompanied by good transport, 
parking, accessibility and facilities for patients and accompanying family, 
friends and carers.   


 
Elephant in the room 
 
• 25 YEARS OF CONSULTATIONS & PLANNING COMING TO NOTHING 
• SWF has been represented on many task groups about a replacement for St 


Peter’s but they were never finalised and delivered 
• We are now in the context of today’s NHS, with St Peter’s being unfit for 


purpose, past its sell by date and unsafe 
• We stand by our above recommendations about in-patient beds because their 


priority is best outcomes 
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• We stand by our above recommendations for outpatient services which don’t 
need specialist fixed equipment 


• BUT we do plead for and strongly recommend, that a new diagnostic and 
treatment centre be planned and built immediately in Maldon or close by to 
meet today’s and forecast growth of demand in the Maldon existing catchment 
area and to serve South East Essex below the River Crouch. This is the least 
to be done to ameliorate all the past broken promises. 


 
Happy to answer questions and comments. 
 
swfhealthsocial@outlook.com  
 
https://swfhealthsocial.co.uk/  
 


-oo0oo- 



mailto:swfhealthsocial@outlook.com

https://swfhealthsocial.co.uk/
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NHS community based health services in Mid & South Essex


and St Peter’s Hospital, Maldon 


Public Consultation Hearing
Tuesday 19 March 2024


• Chair, South Woodham Ferrers Health & Social Care Group


• Where is SWF?! West edge of Dengie Peninsular, North 
bank of River Crouch


Also:


• Chair, Trauma East Voices, East of England Major Trauma 
Network


• Was 1st Chair, Essex & Southend LINk (Local Involvement 
Network) &


• Chair, Joint East of England LINks’ Group


Spokesperson: Peter Blackman


1
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• History and purpose


• Officers


• Work


• www.swfhealthsocial.co.uk


Who we are


Dengie & SWF Primary Care Network


Health, Welfare & Social Care


Assessment of the Dengie &


South Woodham Ferrers (SWF)


Primary Care Network


June 2023


Written by Sacara Phillips, Masters Student


Bronwyn Harris – Academic Supervisor


Peter Blackman – Professional Supervisor


https://swfhealthsocial.files.wordpress.com/2023/07/health


-welfare-social-care-assessment-of-the-dengie-south-


woodham-ferrers-pcn-jun23.pdf


3


4



https://swfhealthsocial.files.wordpress.com/2023/07/health-welfare-social-care-assessment-of-the-dengie-south-woodham-ferrers-pcn-jun23.pdf

https://swfhealthsocial.files.wordpress.com/2023/07/health-welfare-social-care-assessment-of-the-dengie-south-woodham-ferrers-pcn-jun23.pdf

https://swfhealthsocial.files.wordpress.com/2023/07/health-welfare-social-care-assessment-of-the-dengie-south-woodham-ferrers-pcn-jun23.pdf
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Mind map and commentary


Dengie and SWF Long Term Conditions


1. Hypertension


2. Asthma


3. Diabetes


4. Osteoarthritis


5. Depression


6. CHD


7. Cancer


8. Atrial Fibrillation


9. CVD


10. Osteoporosis


Surgeries by most deprivation


1. William Fisher


2. Dengie Medical Partnership


3. Burnham Surgery


4. Trinity Medical Practice


5. Wyncroft


6. Greenwood


7. Kingsway


Clubs for 


young 


parents


Abuse/ 


demand for 


women’s 


refuge


Improve access to 


different services 


in PCN


Mind map and commentary


Few more points: 


∙ Between 2018 and 2021 there was a 9% decrease in healthy and well population and 7.5% increase in LTC. 


∙ Most used services in the last 12 months: Pharmacy and routine GP appointments followed by Urgent GP appointments, NHS dental services, Specialist services, and Tests and investigation services. 


Main points for discussion:


• PCN Profile Analysis:


- DSWF primarily comprises older individuals with generally good health and lower deprivation levels.


- Pockets of deprivation exist, particularly in areas served by specific medical centres, including 


∙ William Fisher Medical Centre 


∙ Dengie Medical Partnership 


∙ The Burnham Surgery


∙ Trinity Medical Practice.


- Reflects broader healthcare inequalities in the region, impacting access to care and health outcomes.


-Age Distribution of Respondents:


- Age distribution aligns with the population's demographics.


- Access to mental health services is a significant concern.


∙ Most of them did not receive a diagnosis for mental health disorder (82.35%)


∙ Of the total respondents, 54 individuals expressed confidence in receiving non-material help (e.g., someone to talk to) from their relatives, friends, neighbours, or acquaintances.


∙ Most of the respondents did not know whom to contact in case of mental health crisis (in and outside of office hours).


- Many respondents are unaware of local mental health resources and face extended waiting times.


∙ Isolation and loneliness for new individuals moving to D&SWF. 


∙ Loss of playgrounds and play units, lonely young parents. 


∙ Several forms of abuse and demand for Women’s Refuge support


Impact of COVID-19:


- COVID-19 had a less severe impact than expected.


Rising cost of living affected participants' financial security.


Access to Appointments and Services:


- Chronic understaffing and poor staff retention in the NHS are central issues.


- Access problems extend beyond the DSWF and are a national problem.


- - Suggestions to address access issues include extended service hours, telehealth options, and transportation assistance.


5


6
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Mind map and commentary


∙ The inability to get a referral to specific hospital consultants within a reasonable time, even for those patients with potentially critical symptoms. 


∙ Lack of access to NHS tier two and three services.


∙ Another challenge that hinders access to services and emergency care is the lack of transportation. In South Woodham Ferrers, many healthcare services are situated in the outskirts, making it difficult 


for people living in the Town centre and opposite outskirts to reach them due to the irregular bus schedules. Like SWF, the Dengie area also experiences a challenge with bus services that only run 


every 1 to 2 hours.


∙ Geographical location for some services were not easily accessible (lack of access).


∙ Patients also find it challenging to attend their appointments due to infrequent bus schedules, strikes and a shortage of drivers. Moreover, the increased cost of living has made it harder for individuals 


to afford transportation


Communication Challenges:


- Insufficient communication between medical practices, Patient Participation Groups (PPGs), and patients is a significant issue.


- Effective PPGs can improve healthcare services but face challenges in the DSWF.


- Education and promotion of patient engagement, along with active participation from GPs and providers, are essential to address this gap.


∙ 2 out of 8 surgeries do not have PPGs


∙ 2 of the 5 practices with PPGs are depleted are do not have sufficient members


∙ insufficient communication between medical practices and the patients. Many participants felt that medical practices do not consider the suggestions from the PPGs, fail to address patient queries, and 


overlook their concerns about patients’ needs and wants. Additionally, there is a lack of communication regarding online booking systems. Although some practices and services offer online booking 


systems, many patients are unaware of their existence or do not know how to utilise them correctly – we can help as care coordinators to take patients through on how to use these, if they need 


help.


∙ to improve communication between the practices, the PPGs, and the patients.


Enhancements for the Report:


- Recommended conducting separate surveys for individual practices and communities within the D&SWF PCN.


- This approach allows for a more accurate assessment of accessibility and service quality.


- Distributing hard copies of surveys and extending the feedback collection period can enhance data collection and insights.


∙ Staff moving to private because of better benefits. 


∙ Patients also moving from NHS to private due to better care.


Conclusion: 


The primary issue in the D&SWF is the challenge of accessing appointments and services, even though the services provided generally exceed the average compared to other English areas.


The study underscores that each area has unique challenges that influence residents' health.


Key concerns


• Accessibility


• Transport


• More services


• Lack of appointments


• Improve transport
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SWF Virtual Consultation Meeting


Held on 5 March 2024 from 18:30 – 20:00


Consultation questions


1.  Intermediate Inpatient Care Services


Nearest or Best?


• 22 intermediate care beds at Cumberledge Intermediate Care Centre, Rochford, which is common to both 


Options A & B. 


• Billericay is still close to Brentwood
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Consultation questions


2.  Stroke Rehabilitation Inpatient Services


Nearest or best? 


• Opinions differ. 


• We always want best care and outcomes which come from maximising expertise and experience eg Major 


Trauma Centres & Cardiothoracic Centres. 


• Bringing together staff and specialists in 50-bed stroke rehab unit at Brentwood Community Hospital will 


deliver best outcomes. 


• But that must be matched by good transport, parking, accessibility and resources for family and friends to 


visit. Option A


Consultation questions


3. Freestanding Midwife-led birthing unit


Nearest or best? Is “about 6 births per month” a critical mass?


• Opinions differ. 


• We always want best care and outcomes which come from maximising expertise and experience eg Major 


Trauma Centres & Cardiothoracic Centres. 


• Bringing together staff and specialists at Braintree Community Hospital deliver best outcomes. 


• But that must be matched by good transport, parking, accessibility and resources for birthing partners. The 


distance between Maldon and Braintree is similar to distances to such units in many other parts of the 


country and bookings are for low-risk births, with suitable pre-planning.
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Consultation questions


4. Other Outpatient Services provided at St Peter’s Hospital, Maldon & Cherry Trees


• Must not stop any present such services until alternatives in Maldon and surrounds are up and running, 


providing at least the same numbers of appointments. 


• Central Maldon joins the Dengie & SWF in an Integrated Neighbourhood Team.


• Dengie & SWF have 45,000 population in a peninsular and are major users. 


• This is a one-off opportunity to bring all the locations of all these services up to today’s standards of 


compliance whilst maintaining the tremendous skill and care which has always been a huge part of the 


experience of all services at St Peter’s.


• This must be matched by good transport, parking, accessibility and patient and visitor facilities. 


Consultation questions


Several sites have been suggested as potential future locations for the provision of 


ambulatory/outpatient care services that are currently provided at St Peter’s 


Hospital in Maldon. 


The potential locations identified through the process so far include (in no particular order):


• District Council buildings, Princes Road, Maldon (would be subject to approval of Maldon District Council)


• 2nd Floor Carmelite House, White Horse Lane, Maldon (would be subject to approval of ECC)


• Blackwater Leisure Centre, Park Drive, Maldon (would be subject to approval of Maldon District Council)


• Retail premises – High Street, Maldon


• Existing Health Facilities, Wantz Chase, Maldon


• Existing Health Facilities, Tylers Ride, South Woodham Ferrers


• Braintree Community Hospital (for x-ray services)


• Burnham Clinic – 33 Crouch Road, Burnham-on-Crouch


The potential locations require further enquiries to determine if they are suitable to accommodate ambulatory/outpatient health services, this 


work is on-going and subject to commercial sensitivities. 


We are committed to working with service users and local people to develop our place and make sure key services remain local.


13


14







Annex 2b


South Woodham Ferrers


Presentation


Public Consultation Hearing


Maldon 19 March 2024


8


Consultation questions


4. Other Outpatient Services provided at St Peter’s Hospital, Maldon & Cherry Trees


• The potential locations above plus any more that come to consideration in Maldon and surrounds appear to 


be potentially suitable for delivery of the community services in question in the immediate future.


• Except x-ray services going to Braintree, which is already fully used. This is an opportunity to bring a modern 


x-ray and investigative centre, a new diagnostic and treatment centre, to Maldon. 


• MSE ICB has said there are bridging financial arrangements available between setting up new premises and 


receiving the sale proceeds of St Peter’s. Part of that should be used to deliver new x-ray and other scanning 


services in the Maldon area which will help to meet the present saturation of demand and waiting times. 


• All new locations for these services must be accompanied by good transport, parking, accessibility and 


facilities for patients and accompanying family, friends and carers. 


Consultation questions


4. Other Outpatient Services provided at St Peter’s Hospital, Maldon & Cherry Trees


Elephant in the room


• 25 YEARS OF CONSULTATIONS & PLANNING COMING TO NOTHING


• SWF on lots of task groups about replacement for St Peter’s but never finalized and delivered


• In context of today’s NHS & St Peter’s being unfit for purpose, past its sell by date and unsafe


• We stand by our above recommendations about in patient beds because their priority is best outcomes


• We stand by our above recommendations for outpatient services which don’t need specialist fixed equipment


• BUT we do plead for a new diagnostic and treatment centre to be planned and built immediately in Maldon or close 


by to meet today’s and forecast growth of demand in the Maldon existing catchment area and to serve South East 


Essex below the River Crouch. This is the least done to ameliorate all the past broken promises.
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swfhealthsocial @outlook.com


https://swfhealthsocial.co.uk/
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Press release
Community diagnostic
centres deliver more than 7
million checks


Patients benefit from tests and scans at
155 centres now open in England, with
AI scanners on the way to further
bolster diagnostic offer.


From:


Published


Department of Health and Social Care
(/government/organisations/department-of-health-
and-social-care) and The Rt Hon Andrew
Stephenson CBE MP (/government/people/andrew-
stephenson)


14 March 2024


Community diagnostic centre (CDC) programme
is backed by part of the £2.3 billion capital
investment in diagnostic transformation - the


 GOV.UK


Home Health and social care Public health Health conditions


5/19/24, 10:58 AM Community diagnostic centres deliver more than 7 million checks - GOV.UK
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“


largest cash investment in MRI and CT scanning
in the history of the NHS
CDCs have now delivered more than 7 million
tests, checks and scans across England
Centres play a vital role in speeding up diagnosis
and treatment, helping to further reduce pressure
on hospitals
Milestone comes after government delivers
record diagnostic tests for each month in 2023
and announces investment in new AI technology
There are now 155 open CDCs delivering tests,
checks and scans, including ultrasound, X-ray
and cancer checks


NHS patients have benefited from more than 7
million tests, checks and scans at CDCs across the
country, helping speed up diagnoses and
treatments.


CDCs, in settings like shopping centres and
university campuses, play a vital role in helping to
identify and treat illnesses in quicker time and
closer to home, further helping reduce pressure on
hospitals and allow for a speedier diagnosis so
patients receive potentially life-saving care sooner.


The milestone comes as figures show diagnostic
activity in every month in 2023 was the highest for
that month on record, with the government pledging
to deliver 17 million tests across CDCs and its other
investments in diagnostic capacity by March 2025.


Last week, Chancellor Jeremy Hunt announced
further investment in the sector, promising 100 new
AI-fitted MRI scanners that will help doctors deliver
results more quickly and accurately to 130,000
patients every year. These will be funded through
the landmark £4.2 billion Public Sector Productivity
Plan, under which the NHS will be given £3.4 billion
to double its investment in digital transformation,
including IT upgrades and AI investment.


Health Minister Andrew Stephenson said:


Diagnostic centres are playing a vital role in
helping to cut waiting lists by delivering
checks and scans to people who need them,
helping reduce pressures faced by hospitals


5/19/24, 10:58 AM Community diagnostic centres deliver more than 7 million checks - GOV.UK
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“


“


across the country. This is a key part of our
long term plan to make the NHS faster,
simpler and fairer for patients.


Placing these centres in easy-to-reach
locations, such as shopping centres and near
football stadiums, means that people can get
the support they need more quickly.


There are now 155 CDCs open across the
country, which play a crucial role in faster
diagnosis for illnesses such as cancer and
heart disease.”


The 7 million CDC tests, checks and scans have
been delivered by the CDC programme since its
inception in July 2021, which is backed by £2.3
billion, constituting the largest cash investment in
MRI and CT scanning capacity in the history of the


 One hundred and fifty-five centres areNHS.
currently open in England, with the government on
track to meet its target to open 160 by March 2025.


Patients can be referred to CDCs via their GP, or
acute consultant, and healthcare staff use CT
scanners, MRI scanners and other new diagnostic
equipment to diagnose a range of health conditions.
Early diagnosis and treatment are key in preventing
death and illness.


Published 14 March 2024


Explore the topic


National Health Service (/health-and-social-
care/national-health-service)


Health conditions (/health-and-social-care/health-
conditions)


Research and innovation in health and social
care (/health-and-social-care/research-and-
innovation-in-health-and-social-care)
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Making care closer  
to home a reality
Refocusing the system to  
primary and community care







Nothing is impossible. If we wanted to make it work, you’re not telling 
me that the combined expertise, drive, passion and enthusiasm and 
experience of folks in the public sector in the UK couldn’t solve this 
problem. Of course they could. 
Provider leader
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Key messages
 • Despite successive governments repeating a vision of health and care services 


focused on communities rather than hospitals, that vision is very far from 
being achieved.


 • The failure to grow and invest in primary and community health and care 
services ranks as one of the most significant and long-running failures of policy 
and implementation in the NHS and social care for more than 30 years.


 • Evidence shows that financial and workforce growth is not aligned to the 
vision, with larger growth in acute hospital sectors than in primary and 
community sectors.


 • There are a range of reasons why the vision has not been implemented 
consistently to date:
 ◦ a lack of agreement about the purpose underpinning the vision, and  


in particular the financial impact it will have in the short term
 ◦ a ‘cycle of invisibility’ for primary and community health and care services, 


where they are hard to quantify and easy to overlook
 ◦ hierarchies of care, with urgent problems taking priority over  


longer-term issues
 ◦ misconceptions that the public prioritise hospital services over and above 


primary and community health and care services
 ◦ a financial architecture for health and care that does not support a focus 


on primary and community health and care
 ◦ short-term approaches to return on investment
 ◦ a health and care system that is not set up to deal with the complexity  


of people’s needs
 ◦ policies and strategies that are not aligned to the vision. 


 • Just as the system is complex, so are the solutions. Although in this report we  
identify some specific actions that are required – for example, changes to 
training or to financial and incentive systems – it is not sufficient to selectively 
implement a few changes; the shift that is required is wholesale, which helps  
to explain why it has not been achieved thus far. 
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 • This report is not about the closure of hospitals or just about moving existing 
services from one location to another, although it may sometimes be 
appropriate to move services. Rather, it is about changing the focus of the 
health and care system towards primary and community health and care across 
the domains of leadership, culture and implementation, so that each sector is 
freed up to provide the care that it is best equipped to deliver.


 • There needs to be more alignment between policy and vision so that 
funding, regulation, workforce and performance policies match the intention 
of changing the focus of the health and care system towards primary and 
community health and care services.


 • National leaders need to prioritise primary and community health and care 
services, including having more national and system leaders with experience in 
these sectors.


 • It is not viable to consider reducing funding for acute hospital services; rather, 
future growth in funding and staffing needs to be directed proportionately more 
to primary and community health and care services rather than to acute hospitals. 


 • National bodies should give integrated care boards (ICBs) more trust and 
devolved decision-making, with ICBs in turn focusing on greater engagement 
with staff and wider sector partners, and providers focusing on greater 
engagement with people and communities.


 • There should be a greater focus on operational integration at service level 
rather than organisational integration, and a greater focus on local-level 
development and priorities.


Specific enablers


Addressing the failure to achieve the long-held vison will require a wholesale shift 
of focus from political and other national leaders towards primary and community 
health and care services, maintaining that focus and aligning subsequent policy and 
strategy. Individual policies, levers or initiatives will not miraculously unlock change. 
In our work we identified some actions and areas for policy development that will 
be important to explore further and have highlighted these in our report. They 
include the following.
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Workforce


 • NHS England should ensure that leaders are encouraged to work in community 
settings and develop experience across a range of sectors. 


 • Professional bodies and professional regulators need to review training and 
continuing professional development so that practitioners have the skills 
needed to work in multidisciplinary teams. 


 • Training providers need to explore how to increase meaningful experience of 
primary and community care, for example through compulsory placements for 
both clinical and managerial staff.


 • NHS England, training providers and professional regulators need to work 
towards creating clear career paths that can provide high-status roles in 
primary and community settings and that reflect the skills needed for working 
in primary and community settings.


Planning, contracting and delivery


 • ICBs and providers of health and care services should put much greater focus 
on active, meaningful engagement with people and communities, and also with 
staff and wider sector partners. 


 • Government should explore how it can enable integrated care systems (ICSs), 
and local authorities in particular, to plan for more than a single financial year 
in order to support a greater shift to preventive care and interventions with 
longer-term impact. 


 • NHS England and the Department of Health and Social Care should consider 
changes to the current national contract approaches for primary care, creating 
more flexibility for local commissioners to drive change based on local need. 


 • Rather than focusing performance management on the hospital and 
emergency care system, NHS England should focus on holding ICBs to account 
for their achievements in growing primary and community health and  
care services. 


 • To better understand the progress of delivery of integrated and community-
based care, ICSs should develop patient experience data and data about whole 
pathways of care rather than data for individual organisations. 
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Capital and estates 


 • The Department of Health and Social Care and NHS England need to prioritise 
capital and revenue investment in technology and estates for primary and 
community health and care services.


 • ICSs need to ensure that the estate available to primary and community 
services is planned and developed to facilitate teamworking at neighbourhood 
and place levels.


 • Local public services should be able to use their facilities and estates to support 
joined-up, integrated working locally between partners, and government 
departments should review relevant contracts and rules to better allow and 
support this. 


There will be many other changes needed and areas to explore further, but our 
work is clear that a total change in focus is needed to finally realise the vision.
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1  What’s the problem?


Since at least 1974, and arguably earlier (see annex 2), successive governments 
have aimed to make the health and care system less hospital-focused and more 
focused on primary and community care. This goal has been shared by health 
and care systems across the world. The World Health Organization has argued 
that this approach is the most inclusive, effective and efficient way to enhance 
people’s physical and mental health and wellbeing. It will help to provide integrated 
services that meet people’s health needs throughout their life, address the broader 
determinants of health, and empower individuals, families and communities to 
take charge of their own health (World Health Organization 2019). This is not – or 
certainly should not be – an anti-hospital agenda. It is about improving both the 
experience and the quality of care that people receive, while boosting prevention 
or, at the very least, reducing the speed of onset of disease. It is also about meeting 
people’s needs and making sure each part of the health and care system is freed up 
to provide the care it is best placed to offer. The aim – in more recent jargon – has 
been to ‘bend the curve’ on predicted trends (NHS England et al 2014), which imply 
an ever-greater reliance on high-cost, reactive and hospital-based care rather than 
preventive, proactive care delivered closer to people’s homes. 


However, it is clear that despite this oft-repeated vision, there has been a 
consistent failure to deliver or put in place the longer-term strategies needed to  
create the workforce and services required to deliver it. There are, of course, 
pockets of good practice, and the recently published long-term workforce plan 
(NHS England 2023b) aims to increase the primary and community health services 
workforce, but overall the health and care system in England is centred on hospitals 
and emergency care. This must rank as one of the most significant failures of policy, 
leadership and implementation in the recent history of the NHS and social care.


As Simon Stevens, then Chief Executive of NHS England, put it starkly in 2016: 


If anyone ten years ago had said: ‘Here’s what the NHS should now do – cut the 
share of funding for primary care and grow the number of hospital specialists three 
times faster than GPs’, they’d have been laughed out of court. But looking back over 
a decade, that’s exactly what’s happened. 
NHS England et al 2016, p 4



https://iris.who.int/handle/10665/328123

http://www.england.nhs.uk/five-year-forward-view/

http://www.england.nhs.uk/publication/nhs-long-term-workforce-plan

http://www.england.nhs.uk/gp/gpfv





What’s the problem? 7


Making care closer to home a reality


 1  2  3


In subsequent years, not much has changed. In this report we explore the 
underlying factors that have prevented change, and what might need to be done if 
the vision is finally to be achieved. To do this, we took several different approaches 
to engage with perspectives across health and care. These included: people 
who use health and care services; a literature review exploring existing research 
and evidence on these topics; analysis of national datasets; and interviews with 
stakeholders across diverse roles relating to health and care. We also engaged 
with stakeholders, including practitioners, patient representatives, managers and 
policy-makers, throughout the process, holding workshops to test and refine initial 
findings. Full details of the methodology can be found in annex 1. Below we share 
our insights from this research.


Definitions


There is no one phrase that can capture the complexity involved in the shift in 
focus that is needed. What is important is to be clear what we mean when we use a 
particular term. 


‘Shifting services out of hospital’, ‘shifting the balance of care’, ‘care closer to home’ 
and ‘moving to community services’ are just a few of the ways that this topic has 
been described in recent years. Different stakeholders have different associations 
with these terms, and may have strong views about them:


I never, ever want to hear anybody talk about ‘out of hospital’, I don’t live out of 
hospital remarkably, I live in this place called a community. 
Provider leader


Others have pointed out that hospitals are part of their local communities, or that 
the term ‘community services’ is not well understood and does not capture the 
range of primary, social care and voluntary services that are also delivered ‘out of 
hospital’. It is also the case that acute care can be provided in settings other than 
a hospital. 


In this report we use the term ‘primary and community health and care services’ 
to refer to health and social care provided to people in their own home or in other 
settings outside a hospital environment. This includes a broad range of services, 
from the first point of contact for people seeking health care, to care at the end of 
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life. It covers multiple services provided by many different organisations, including 
NHS bodies, local authorities, for-profit and not-for-profit providers. 


For the purposes of this report, ‘health and care’ includes social care. We think 
this makes sense in a report that is about shifting the focus of the health and care 
system from acute hospital care to primary and community care, given that social 
care has an important role to play in this shift. 


However, we do also recognise the risk of talking about health and social care 
as one system when, in many ways, social care is a system in its own right. We 
recognise that the social care ‘system’ differs from health care in many ways. The 
most obvious distinction is that social care is means-tested whereas health care 
(via the NHS) is largely free at the point of need. And unlike health care, public 
social care is commissioned by local authorities and (typically) delivered by private 
providers. The underpinning purpose of social care is much broader than improving 
physical and mental health; it encompasses issues such as maintaining personal 
dignity, participation in society, and control over everyday life. Put more simply, 
social care aims to help people to achieve the outcomes that matter to them in 
their life. This focus on ‘what matters to people’ is often contrasted with a more 
health-based approach that focuses on ‘what’s the matter’ with people. 


This distinction matters greatly to people who commission, provide and draw on 
social care services. They are, understandably, wary about bundling social care 
together with health care as one ‘thing’, with a single ethos. They are particularly 
wary of policies and practices that assume social care exists simply to support 
the NHS to deliver on its objectives or the tendency to add ‘and social care’ 
to documents and policies without in fact addressing its particular purpose 
and structure. 


We have tried hard in this report not to make this mistake but rather to 
acknowledge – and even celebrate – the role of social care in helping people live 
their lives as comfortably and independently as possible (Think Local Act Personal 
undated). We believe this is a key part of ‘refocusing’ the health and care system 
in England. 


Throughout this research we were continually reminded to think about the whole 
health and care system, not simply acute hospital, primary and community health 



http://www.thinklocalactpersonal.org.uk/Browse/Informationandadvice/CareandSupportJargonBuster/#Social%20care

http://www.thinklocalactpersonal.org.uk/Browse/Informationandadvice/CareandSupportJargonBuster/#Social%20care





What’s the problem? 9


Making care closer to home a reality


 1  2  3


and care contexts. Although the report mostly focuses on physical health care 
because of the continued difficulty in shifting the balance in this context, it is 
important to acknowledge that access to quality mental health care needs to be 
an integral part of planning to deliver more services ‘closer to home’. We do not 
explicitly cover specialist mental health services in this paper. 


In this context, the term ‘patients’ does not adequately encompass everyone with 
care and support needs. We use the term ‘people who use health and care services’ 
as a general descriptor in this report, except where describing specific data or 
quoting other research. 


Finally, the terms used to describe geographic areas vary between the NHS,  
local authorities and individuals. For the purposes of this report, we use the term  
‘neighbourhood’ to refer to a natural community such as a village, town or ward,  
‘place’ to refer to an area of around 250,000 to 500,000 people (or a local 
authority), and ‘system’ to the area covered by an integrated care partnership 
(usually around 1 million people). 


The evidence that there’s a problem 


Although we started with the question of ‘why hasn’t the vision been achieved’, 
there have been shifts of focus in some geographical or clinical areas. Examples 
include the sweeping changes in mental health services that came with the closure 
of asylums from the 1980s, and the investment in chronic disease management 
in primary care in the 2000s. It is also possible that the focus could have been 
even more skewed towards hospital care had there not been increased numbers 
of appointments in general practice, more medicines dispensed in community 
pharmacies, and investment in social prescribing and community link workers, 
among other initiatives. 


But these shifts have not been wholesale. The system focus overall has still prioritised 
hospital and emergency care, and inputs have not matched the policy intent. The 
majority of health and care activity happens within community settings, with activity 
increasing both in terms of the number of people seen and the complexity of care 
provided. The proportion of spending on primary and community health and care has 
seen slower growth compared with the acute and emergency care sector in recent 
years. The public health grant has been cut by over a quarter since 2015/16, and 
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despite the commitment in the NHS Long Term Plan, the NHS Five Year Forward View 
and the General Practice Forward View to ensure that the proportion of spending for 
primary and community care would grow, this has not been the case. 


Like other services, acute hospitals are currently under intense pressure, but unlike  
other services, this has led to a larger increase in the proportion of NHS money 
allocated to them. Despite the stated policy intention, the response to stretched 
services across the whole system has been to boost the supply of acute hospital 
services, rather than seeking to manage demand by bolstering primary and 
community services.


In health care, the majority of NHS activity takes place in settings other than acute 
hospitals (see Figure 1).


Sources: NHS Digital 2023b; NHS England 2023c


Does not include all NHS activity, eg, equivalent data is not available for dentistry, community pharmacy 
and optometry.


Figure 1 The majority of daily NHS activity happens in general practice  
and the community
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http://www.digital.nhs.uk/data

http://www.england.nhs.uk/statistics/
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Acute trusts have also seen the largest increases in expenditure over the past five 
years (Figure 3) compared to other types of NHS trusts.


However, the largest proportion of spend (Figure 2) is with acute trusts (noting that 
some of these trusts also provide community-based services).


Sources: Department of Health and Social Care 2023; NHS Digital 2023b; NHS England 2023a


Only includes local authority spending on public health and adult social care. This is only a sample of the 
Department of Health and Social Care expenditure in 2021/22.


Figure 2 A large proportion of expenditure on health and social care  
goes towards acute trusts


Source: NHS England 2023a


Adjusted to 2021/22 prices. Spending split by trust type only – some providers may provide more than one 
type of patient care, eg, acute and community care. Does not include spending on non-NHS providers of care.


Figure 3 Acute trusts have seen the largest increases in expenditure  
over the past five years
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http://www.gov.uk/government/publications/dhsc-annual-report-and-accounts-2021-to-2022

http://www.digital.nhs.uk/data

http://www.gov.uk/government/publications/consolidated-nhs-provider-accounts-annual-report-and-accounts-2021-to-2022

http://www.gov.uk/government/publications/consolidated-nhs-provider-accounts-annual-report-and-accounts-2021-to-2022





What’s the problem? 12


Making care closer to home a reality


 1  2  3


Although local authorities have been spending more on social care, fewer people 
are receiving support (Figure 4). 


There have been widespread staff shortages in services across the health and care 
system. Although the overall number of staff has increased in recent years, most of 
that growth has been in the hospital sector, far more so than in primary, community 
health and social care.


The consultant workforce has grown more quickly than the GP workforce. 
Differences between sector pay, especially between health and social care (even for 
similar roles), pension differences, and the overall level of pay have been some of 
the reasons for a loss of workforce. 


The NHS Long Term Workforce Plan (NHS England 2023b) has identified the need  
to grow the primary and community health and care workforce faster than the 
acute workforce (2.7%, 3.9% and 2.1% annual growth respectively over the next 
15 years). Based on projections, community nurse and GP staff will need to grow 
faster over the next 10 years than they have during previous decades. This is 
equivalent to 3,000 more GPs and 9,000 more community nurses by 2026/27 (see 
Figures 5 and 6).


Sources: Bottery and Mallorie 2023; NHS Digital 2023b


Expenditure adjusted to 2022 prices. Includes people receiving short- and long-term care support.


Figure 4 Compared to 2015/16, local authorities are spending more on  
social care, but fewer people are receiving support
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Sources: NHS Digital 2023b; NHS England 2023b


Full-time equivalent workforce. Past growth based on average total workforce numbers each financial year. 
Next ten years based on planned total workforce numbers in 2031/32 in the NHS Long Term Workforce Plan.


Figure 6 Growth in the number of NHS nurses in the past 10 years compared  
with the next 10 years
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Sources: NHS Digital 2023b; NHS England 2023b


Full-time equivalent workforce, including both fully qualified GPs and GPs in training. Past growth based on  
average total workforce numbers each financial year. Next five years based on planned total workforce 
numbers in 2026/27 in the NHS Long Term Workforce Plan.


Figure 5 Growth in the number of NHS doctors in the past five years  
compared with the next five years
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The picture for the social care workforce is also challenging, as there are high 
vacancy rates (see Figure 7).


Source: Skills for Care 2022


Reproduced from Skills for Care analysis. Social care vacancy data are for the independent and local authority 
sectors only.


Figure 7 The social care vacancy rate is rising while the overall unemployment  
rate in England is falling 


Pay for social care workers has increased in real terms since 2012, but pay in other 
sectors has been increasing more quickly. In 2012/13, care workers were paid more 
than retail sales assistants, but by 2019/20 this situation was reversed, such that 
many care workers would earn more in entry-level posts in supermarkets (Bottery 
2022). The NHS Long Term Workforce Plan does not cover social work or social care, 
which will require an estimated 480,000 additional staff by 2035 (Bottery 2023). 
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http://www.skillsforcare.org.uk/Adult-Social-Care-Workforce-Data/Workforce-intelligence/documents/State-of-the-adult-social-care-sector/The-state-of-the-adult-social-care-sector-and-workforce-2022.pdf

http://www.kingsfund.org.uk/blog/2022/08/how-social-care-struggles-compete-supermarkets-pay

http://www.kingsfund.org.uk/blog/2022/08/how-social-care-struggles-compete-supermarkets-pay

http://www.kingsfund.org.uk/blog/2023/07/vacancies-falling-but-social-care-still-needs-long-term-workforce-plan





What’s the problem? 15


Making care closer to home a reality


 1  2  3


Why has this happened?


In this section we explore the reasons behind the lack of wholesale change towards 
a health and care system that is more oriented to primary and community care. 
These reasons can be summarised as follows.


 • A lack of agreement about the purpose underpinning the vision, and  
in particular the financial impact it will have in the short term.


 • A ‘cycle of invisibility’ for primary and community health and care services, 
where they are hard to quantify and easy to overlook.


 • Hierarchies of care, with urgent problems taking priority over longer-term issues.


 • Misconceptions that the public prioritise hospital services over and above 
primary and community health and care services.


 • A financial architecture for health and care that does not support a focus on 
primary and community health and care.


 • Short-term approaches to return on investment.


 • A health and care system that is not set up to deal with the complexity  
of people’s needs.


 • Policies and strategies that are not aligned to the vision.


A lack of agreement about what the vision is and why it is needed 


There is a lack of agreement about the purpose underpinning the vision for the  
health and care system. In practice, it conceals several different sets of 
assumptions, aims and asks. These include: 


 • cost savings 


 • reducing demand on hospitals (waiting lists, emergency admissions) 


 • better experiences and outcomes for people who use health and care services


 • improved service alignment or integration 


 • developing population health and prevention at scale, including wellbeing,  
and tackling inequalities. 
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This means that often, different people use ‘care closer to home’ as a shorthand for 
achieving particular outcomes, without aligning these with the aims or objectives of 
other people and organisations they are working with. 


Where the desired outcome is short-term cost saving, our research found particular 
disjunct, and this is clearly evidenced in the literature (Bramwell et al 2023; Imison 
et al 2017; Lewis 2006; O’Cathain et al 1999). The direct costs of providing care in 
community services may not be very different from the direct costs of providing 
care in hospitals; rather, it is the capital and other overheads that makes the 
difference and so the only way to release savings is to be able to close hospital 
estate. In a health system that already has fewer hospital beds per capita than 
other similar systems (Anandaciva 2023), this is not likely to be achieved. Whereas 
in the longer term a system that requires more hospitals to be built to manage 
acute needs will be more expensive, savings in new service models can be expected 
in a very short timescale. When these do not materialise as anticipated, new 
models are abandoned. The implementation of new service models often requires 
double-running costs for significant periods, which is rarely funded.


The changes in mental health services were frequently mentioned during our 
research, both because of the lessons that might be drawn from the huge shift 
achieved in moving people out of hospitals into the community from the 1980s to 
the 2000s but also the ensuing challenges around lack of inpatient beds (Gilburt et al 
2014) and insufficient community services to meet demand (Care Quality Commission 
2021). Double-running was highlighted as important in ensuring a successful 
transition, but the (well-founded) concerns of some professionals about the 
reduction in numbers of mental health hospital beds were not properly considered 
(Gilburt et al 2014).


Given that more broadly, England already has a low hospital bed base compared to 
other comparable countries (Anandaciva 2023), a reduction in beds does not seem a 
likely solution in delivering care ‘closer to home’. 


Care that better meets people’s needs often unlocks ‘hidden’ unmet demand, and 
so reducing demand is not straightforward. Moving activity from hospital to the 
community is possible, and longer-term evaluations of new care model initiatives 
undertaken in the 2010s began to show some changes in activity, but this was 
often some years later, and not always in expected ways (Clarke et al 2020).



http://www.nuffieldtrust.org.uk/research/shifting-the-balance-of-care-great-expectations

http://www.nuffieldtrust.org.uk/research/shifting-the-balance-of-care-great-expectations

http://www.kingsfund.org.uk/publications/nhs-compare-health-care-systems-other-countries

http://www.kingsfund.org.uk/publications/service-transformation

http://www.kingsfund.org.uk/publications/service-transformation

http://www.cqc.org.uk/publication/state-care-202021

http://www.cqc.org.uk/publication/state-care-202021

http://www.kingsfund.org.uk/publications/service-transformation

http://www.kingsfund.org.uk/publications/nhs-compare-health-care-systems-other-countries

http://www.health.org.uk/publications/reports/the-long-term-impacts-of-new-care-models-on-hospital-use-midnotts
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Better experiences and outcomes for people who use health and care services are  
a clearer aim for the change of focus from hospital to care delivered closer to home  
(Charles et al 2018; NHS Providers 2015; Robertson et al 2014; Salisbury et al 2010; 
Wistow et al 2009; Harvey and McMahon 2008), and are often cited as potential 
benefits of the change alongside cost savings and demand reductions. Although 
there is more evidence for improvements in people’s experiences of care and care 
outcomes, this is also not something that is easily measured. Even when such 
improvements are a stated aim, the processes for developing business cases within 
the public sector often lead to an overemphasis on financial savings – by default 
narrowing the interpretation of what the aim should be.


This difficulty in evidencing qualitative rather than quantitative outcomes can also 
lead to a focus on hospitals as the main beneficiaries of any changes – for example, 
statistics on avoiding hospital admissions – as hospital activity more readily lends 
itself to the measurement of quantitative outcomes.


Prevention and population health goals inevitably take a much longer time to 
materialise and, again, can be hard to evidence in the short term, which means it is 
hard to sustain the focus if change is not quickly evident (Buck et al 2018). 


A cycle of invisibility reinforces inaction


One of the reasons for a lack of agreement about how or why to change services is 
the ‘cycle of invisibility’ of primary and community health and care services. This is 
notable in terms of data, whereby a lack of political and leadership focus on primary 
care (and particularly community services) has led to a lack of incentive to collect 
data. Several participants in our research, during interviews and in challenge groups, 
reflected that despite recent improvements, data is still not comprehensive and still 
lacks quality. This means that system leaders do not have the data they need to 
make fully informed decisions, so investment in community services is overlooked, 
and then the cycle continues: 


So ambulance queues, people in pain – it’s all much more visible than the impact  
of something preventive that may not be obvious at all. In fact, you may never know 
what would have happened if you didn’t put the preventive service in.
National leader



http://www.kingsfund.org.uk/publications/community-services-assets

https://nhsproviders.org/resources/reports/community-health-services-a-way-of-life

http://www.kingsfund.org.uk/publications/specialists-out-hospital-settings

http://www.bristol.ac.uk/media-library/sites/primaryhealthcare/migrated/documents/salisburyreport11.pdf

http://www.adass.org.uk/older-people/key-documents

http://www.kingsfund.org.uk/publications/shifting-balance-health-care-local-settings

http://www.kingsfund.org.uk/publications/vision-population-health
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The data that does exist is mainly limited to the number of contacts with services; 
there is relatively little data on demand, patient and staff experience, patient 
outcomes and quality of care. As a result, commissioners can be led to use hospital 
sector data as a proxy for measuring the impact of community services, such as 
the number of delayed discharges or number of readmissions. This lack of data 
translates into a very limited number of national targets for care ‘closer to home’ 
such as the 2-hour urgent community response, whereas there are numerous 
targets for hospital and acute care. Targets often create focus, visibility and 
accountability, although evidence from participants and the literature suggested 
that targets were not necessarily the answer for community care, unless they were 
focused on people and on patient outcomes. 


As with the data, there is a cycle of invisibility of community services in senior NHS 
leadership. Many of those we interviewed felt that the most senior leaders in the 
NHS mainly had career backgrounds working in hospitals, partly because of the 
perceived high status of working in large teaching hospitals. Limited experience 
of primary and community health and care services, and limited data on those 
services, means that leaders’ understanding of the issues and how to address them 
will be necessarily partial, leading to at best partial solutions.


The language of ‘out of hospital’ implicitly reinforces the hospital as the default and 
centre of health services, as does the fact that the majority of commissioner spend 
is on acute hospitals. This means that leaders of integrated care systems (ICSs) 
spend more of their time thinking about acute hospitals than about primary or 
community health and care services:


I probably spend a lot more time… dealing with the hospitals, because the hospitals 
absorb all the money, and unless I can control the money, I can’t do anything. But I 
think it’s the money that sucks me more into the hospital side. 
System leader


Research into sustainability and transformation partnerships (STPs), the forerunners 
of ICSs, also found they were focused on demand and on reconfiguration of 
hospital services, rather than planning to strengthen and expand primary and 
community services (NHS Providers 2018).



http://www.nhsproviders.org/state-of-the-provider-sector-05-18
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Hierarchies of care that prioritise crisis over long-term care


It is hard not to prioritise immediate life-saving treatment over prevention. It was 
clear from our research that the financing of hospital services takes priority for 
politicians and system leaders over financing for prevention or care services. For 
example, interviewees told us there were always more pressing issues or areas 
of the system to fund, and they also described how it was not really a ‘fair fight’ 
between critical care and wellbeing services. 


Another example we heard about is the difference in value reflected in the overall 
level of pay for staff working in primary and community health and care services 
compared with staff working in acute hospital roles. Staff working in GP practices, 
community pharmacies and voluntary, community and social enterprise (VCSE) 
sector organisations are not covered by the Agenda for Change pay scales that 
are generally more attractive, and so equivalent roles in those sectors may be less 
attractive. We also heard a particular issue about the way in which homecare is 
commissioned, which results in pay being less attractive than for similar roles in 
hospital settings: 


In homecare everything is measured in minutes, so if you imagine in a hospital, if 
a nurse was only paid for the minutes that they’ve spent by a patient’s bed, and 
they’re not paid when they walk from one patient’s bed to another, they’re not paid 
when they walk to another ward, they’re not paid when they’re training, they’re 
not paid when they’re supervised, and nobody actually asks them, ‘what happened 
to your patient, did your patient live or did your patient die? Oh, I don’t know but 
I spent four minutes by their bed’, there’d be an absolute outcry. But that’s what 
happens in homecare every day. 
Provider leader


Concern among leaders and politicians about public perception of services


Electoral politics can make it difficult to contemplate what politicians believe may  
be unpopular decisions. Although the authors argue in this paper that a change of  
focus of the health and care system does not mean closure of hospitals, that is not 
how investment in primary and community services may be perceived by others. 
Participants in our research suggested that politicians particularly felt that the public 
‘don’t understand’ or ‘don’t see’ social care and community care, have a very basic 
understanding of the NHS (centred around hospitals), do not understand the safety 
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issues of being in hospital, and prioritise hospitals above other care. Participants 
gave examples where local hospital closures were cited as the reason for poor 
election results. A lack of understanding of how social care in England works has, 
however, been found in other research (Scobie and Kumpunen 2023; Bottery et al 
2018), and we heard that letters politicians receive tend to talk more about the NHS 
than social care. 


However, despite politicians’ assumptions about public opinion, and media 
representations of health and care services that are often focused on hospitals 
and emergency settings (Fanning 2019), this view of the public lacks nuance about 
the diversity of views, or indeed how those views can change. Evidence from 
Healthwatch England, for example, found that primary care services is far and away 
the biggest issue that the public contact them with concerns about, and that they 
do not want to go to a hospital unless absolutely necessary (Healthwatch England 
2023). Evidence also shows that patient and public views are not static, and that 
meaningful engagement – for example, through deliberative consultation – often 
surfaces more nuanced views (Bottery et al 2018; Burkitt et al 2018).


The financial architecture of health and care does not support a focus on  
primary and community health and care services


Commissioners may be concerned that shifting funds to prioritise primary and 
community health and care services will destabilise hospitals. This also means that 
when money is needed in the system to balance overspends or to meet efficiency 
targets, it is often easier for commissioners to take it out of smaller local contracts 
with primary and community care providers, or to withhold discretionary spend 
with these providers. 


Hospitals know they’ll get growth money: [the commissioner] would say, ‘right, 
we’re going to give our hospital a budget that means they can afford a 2% growth 
in demand, and we’re going to invest the rest of the money in these wonderful 
community services, which is going to prevent hospital admissions’. The hospital… 
knows that there won’t be 2% demand, there’ll be 4% growth in demand, or whatever, 
and they know that the commissioner will end up paying them for that care. 
National leader


Although moving services from hospitals to other settings may occasionally be the 
result of a changed focus of care, interviewees highlighted that the way in which 



http://www.nuffieldtrust.org.uk/resource/the-state-of-community-health-services-in-england-0-0

http://www.kingsfund.org.uk/publications/fork-road-social-care-funding-reform

http://www.kingsfund.org.uk/publications/fork-road-social-care-funding-reform

http://www.qni.org.uk/resources/outstanding-models-of-district-nursing-report

http://www.healthwatch.co.uk/public-perspective-report

http://www.healthwatch.co.uk/public-perspective-report

http://www.kingsfund.org.uk/publications/fork-road-social-care-funding-reform

http://www.kingsfund.org.uk/publications/public-and-nhs-whats-the-deal
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acute trust finances are structured, the high fixed-cost base, and the reliance on 
cross-subsidisation and inter-dependencies between services within hospitals all 
make it hard to disentangle hospital finances. They indicated that if one service is  
reduced or changed, this may have significant adverse effects on the rest of 
the hospital:


There is so much fear that if the money follows the patient, which you feel it should, 
then the hospital services will be destabilised to such an extent that they’ll fall over. 
National leader


Financial policies and strategies have also failed to support a shift of focus towards 
primary and community provision of health and care services. 


The impact of the original financing model for NHS foundation trusts, which 
required maximisation of income and margins, remains. Payment by Results was 
designed to drive additional activity in hospitals, and was therefore a barrier to  
shifting towards community provision (Ham and Smith 2010). The way in which 
competition law was applied in the NHS during the 2010s also resulted in 
disruption and uncertainty for community services, and disincentivised investment. 
Community services were often broken off into individual tenders, and went 
through frequent re-tendering, which was destabilising (NHS Providers 2018). This 
was echoed by several interviewees:


For a number of contracts, we’ve been able to persuade commissioners to 
commission for three to five years, just to give us some certainty, otherwise people 
are constantly on short-term contracts, which is not ideal for them, and it just 
causes a lot of churn within the services. 
Provider leader


Competitive tendering has been applied to social care services for an even longer 
period, often with the same concerns (Drinkwater 2011). Despite changes made by 
the Health and Care Act 2022 to soften the competition requirements within health 
care, our interviewees perceived that the legacy remains. 


The financing models within the NHS are also largely unable to support care that 
crosses pathways or organisations. Rather, they are focused on episodes of care 
and activity provided by specific organisations. 



http://www.nuffieldtrust.org.uk/research/removing-the-policy-barriers-to-integrated-care-in-england

http://www.nhsproviders.org/state-of-the-provider-sector-05-18

http://www.communitycare.co.uk/2011/11/17/the-impact-of-competitive-tendering-on-social-services-and-service-users
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The NHS often uses a vernacular of treatment and patients, each of which is a 
wholly contained specific intervention to deal with a problem. While this language 
is often useful and accurate for those types of situations, it is constraining for care 
and support provided outside of institutions and as part of long-term relationships.
NHS Providers 2015


A move towards blended payments may help to address this issue but it was 
still raised as a barrier by those who participated in our research. The fact that 
primary care providers are predominantly funded on a capitation basis, community 
providers on block contracts, and acute hospital services on activity-based 
contracts, has proved challenging when aligning services:


How do you reconcile this sort of dilemma in all health care systems where 
predominantly community and primary care services are funded on a capitation 
basis, and hospital services are funded on a per case basis? Those two things rub 
against each other and it’s very hard… where is risk held there? 
National leader


We don’t have contractual mechanisms where we can integrate specialist care 
into primary care. So that’s a big barrier. As I say, people have done it, you know, 
by breaking the rules… and [the service] hasn’t been sustained in the same way, 
because the contractual models don’t enable it. 
Practitioner leader


In particular, the financing model for primary care (general practice and community 
pharmacy through mainly national contracts) does not allow easy flexibility or 
change, or larger-scale local investment, as commissioners have less ability to direct 
funds to meet local need (House of Lords Integration of Primary and Community Care 
Committee 2023).


Large-scale integrated contracts – which have been used in other health systems 
(Addicott 2014) and which could address some of the issues of funding across 
services – were trialled in the 2010s. They were largely unsuccessful, often because 
of an underestimation of the funding that would be required (House of Commons 
Committee of Public Accounts 2016). 



https://nhsproviders.org/resources/reports/community-health-services-a-way-of-life

https://committees.parliament.uk/committee/649/integration-of-primary-and-community-care-committee/publications

https://committees.parliament.uk/committee/649/integration-of-primary-and-community-care-committee/publications

http://www.kingsfund.org.uk/publications/commissioning-contracting-integrated-care

http://www.publications.parliament.uk/pa/cm201617/cmselect/cmpubacc/633/633.pdf

http://www.publications.parliament.uk/pa/cm201617/cmselect/cmpubacc/633/633.pdf
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Short-term approaches to return on investment


There are always challenges inherent in prioritising approaches that will take a 
longer time to reveal benefit. Election cycles, budget constraints, annual financing 
and unexpected crises all lead to short-term approaches to financing and planning 
of new services.


Effective planning is extremely difficult with short-term funding. I go to a lot of 
meetings where they are like, ‘oh guys, we’ve got this money, everyone gives their 
ideas but we’ve got to get it out by March’. They don’t actually care, nobody cares 
about the longevity of the service, what is going to happen, they just need to get 
the money out of the council pot into this other organisation by 31 March.
Provider leader


Recent research into the use of extra winter funding found that it came with 
insufficient advance notice for effective planning, sometimes having to be spent 
on residential care that was available at short notice rather than developing more 
services to support people at home. In addition, the money could not be spent 
on services that would prevent admission, only on helping with discharge from 
hospital (Baylis et al 2023). 


Community health services and voluntary sector contracts seem to be particularly 
insecure, which means that it is also hard to retain staff or grow services for the 
longer term:


A number of our contracts are run on an annual basis, so for our staff… they don’t 
know whether in April they will have a job. It does affect retention. 
Provider leader


If we try and continue to do it in the way that I describe, where the health secretary, 
or senior political figures might say, ‘let’s try a pilot here, a pilot there’, it works, but 
then it’s never rolled out, because there’s no specific ring-fenced funding for the 
transformation of community services nationally. It’s never going to happen. 
Practitioner leader


This short-term approach also disrupts consistency of leadership and purpose:


Consistency of leadership is important. I do worry that in terms of national policy, 
the desire to create new policy means that sometimes we don’t learn from what we 



http://www.kingsfund.org.uk/publications/hospital-discharge-funds
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had before, or we partly implement something and then we move on to having to 
create a new policy. 
National leader


The health and care system is not set up to deal with complexity of people’s needs


It was clear from our research that system complexity was one of the prime reasons 
why the shift in focus towards primary and community health and care services 
had not happened; and that system complexity mirrored the complexity of people’s 
experiences and conditions. 


If you went out of your way to try and create a system that was designed to prevent 
people collaborating with each other, you probably couldn’t do much better than 
the system we’ve created.
National leader


The health and care system that was developed in the twentieth century is 
hospital-centric, with increasing specialism and subspecialism of health and care 
and investment in hospitals.


When illness was experienced as a random catastrophe, and medical discoveries 
focussed on rescue, insurance for unanticipated, episodic needs was what we 
needed. Hospitals and heroic interventions got the large investments… 
Gawande 2017


Now, almost 25 years into the twenty-first century, health and care is more 
complex. Older people rarely live with only one health condition, and the evidence 
for one health condition to impact another (eg, depression and diabetes) is clear. 
Some common themes in our interviews were the issues of comorbidity and 
complexity, and the need to provide for the biopsychosocial needs of people who 
use health and care services. We heard that staff do not always understand the 
concept of supporting people’s holistic needs, and there can be contractual barriers 
to working in this way. Community services have often mirrored the growth of 
specialists in hospital, with increasing numbers of specialist teams or specialist 
nurses being commissioned to provide services to people in their own homes 
contrasted with more generalist district nursing (Drennan 2019).



http://www.newyorker.com/magazine/2017/01/23/the-heroism-of-incremental-care
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Many interviewees talked about hospital pathways being organised around a single 
disease, and yet most people who use health and care services in community and 
primary care settings have multimorbidity. Evidence shows that people over the age 
of 85 have on average 5.2 long-term conditions each (Watt et al 2023). The health 
and care system relies on people to navigate their way through appointments, and 
rarely looks at their preferences in the round. People using health and care services 
experience being ‘bounced’ around the system. We were told that people need 
‘practitioners who can solve their problem, not having to go to six people to solve 
different problems’ (provider leader). Another interviewee described this dilemma:


If you’ve got a patient with a cardiac problem and COPD [chronic obstructive 
pulmonary disease], for example, where do you send them in the community? 
Which service do you send them to? You either send them to both, and it becomes 
incredibly inefficient, or you pick the worst problem and send them there. So, that 
condition-specific silo underpins a lot of this, I think, because it does limit the way 
that people move through services.
Practitioner leader


Data for community services is not set up to capture this system complexity. The 
Community Services Data Set (CSDS) predominantly measures contacts, and while 
individual GP practice information systems capture detail about a person’s whole 
care journey, this is usually not available to the wider system.


Since the advent of commissioning in the 1990s there has been an imbalance 
of power between commissioners and large acute hospitals. Many large acute 
hospitals have multiple small commissioners, amplifying this imbalance and making 
it difficult for commissioners to challenge the traditional pattern of spending (Ham 
and Smith 2010). In 2023/24, ICSs have been required to make 30% cost savings 
in their running costs, which will undoubtedly affect the capacity of ICS leaders to 
focus on the complex structural and cultural changes that will be needed.


So what we had with integrated care, now we’ve got all of the new structural 
changes, then everyone’s got to make 30% [cuts]. So if you’ve got to make 
30% when you’ve only recently formed, it consumes a lot of your time, doesn’t it?  
So how much time have you actually got to spend out doing what the day job is? 
National leader



http://www.health.org.uk/publications/health-in-2040

http://www.nuffieldtrust.org.uk/research/removing-the-policy-barriers-to-integrated-care-in-england

http://www.nuffieldtrust.org.uk/research/removing-the-policy-barriers-to-integrated-care-in-england
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Policies and strategies are not aligned to the vision


Many of the policies and strategies of recent years have not supported the stated 
objective of shifting the focus to primary and community health and care services, 
causing a lack of coherence and contributing to the failure to deliver the overall 
objectives. This includes competition policies and approaches to performance 
management (Charles et al 2018).


Have we got a coherent set of policies which speak to the system and 
improvements in the integrated support of people outside of hospital, and is that 
backed by discipline when it comes to implementation through the processes of 
planning and delivery? The answer to both of those questions is no. We don’t have 
a coherent set of policies, and we’re not incentivising the things that we want to 
incentivise in the system. 
System leader


This situation has been exacerbated by the Covid-19 pandemic, which has resulted 
in a focus on reducing the elective care backlog in hospitals rather than similar 
efforts to prioritise backlogs in community services (NHS Confederation 2022).


Participants working in health and care highlighted the need for ‘headroom’ 
and stability of policy to focus on longer-term issues, alongside the immediate 
challenges they have to tackle, such as winter pressures. Specifically, ensuring that 
national policy and accountability is not just focused on short-term crises would 
help facilitate this headroom and show that there are wider priorities than simply 
waiting times and urgent and emergency care, which currently reinforce a focus on 
hospitals and diagnostics rather than rebalancing investment toward primary and 
community health and care services. As one national leader commented, ‘we’ve 
never created the headroom to be able to do this’.


The experience of mental health services has also seen a mismatch of vision and 
policy. Although the Mental Health Act 1959 first signalled the intention to expand 
community services and run down psychiatric hospitals, and policies in the 1960s 
and 1970s supported this change, financial constraints meant that few community 
services were developed. Significant changes, including large-scale closures of 
asylums, did not take place until the late 1980s when new funding arrangements 
supported this shift, transferring resources from hospitals to local authorities as 
beds were closed (Gilburt et al 2014).



http://www.kingsfund.org.uk/publications/community-services-assets

http://www.nhsconfed.org/publications/hidden-waits-lasting-impact-pandemic-childrens-community-services

http://www.kingsfund.org.uk/publications/service-transformation
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2  What’s the solution?  
A refocusing of the health  
and care system


This is not something we can do in a sudden burst… you need to be quite patient, 
and steadily build the headroom. 
National leader


Just as the health and care system is complex, so are the solutions to its challenges. 
The work to deliver solutions is also complex, with interrelated rather than 
immediate targeted solutions to single issues. 


Our findings indicate that the focus needs to be on creating the environments 
necessary for primary and community health and care services to flourish rather 
than specific integration proposals or pathways. The changes required are multiple, 
interconnected, layered and difficult; they will take time and require a willingness to 
implement (Kozlowska et al 2018). It will not be sufficient to selectively implement 
a few changes; the shift required is wholesale, which helps to explain why it has not 
been achieved thus far. 


This report does not call for the closure of hospitals and the shift of hospital-based 
services into the community; the NHS in England already has low inpatient bed 
numbers (Anandaciva 2023). It is also not just about moving existing services from 
one location to another. Rather, we see the solution as rebalancing the focus of the 
health and care system towards primary and community care, through a focus on 
leadership for change, on culture and on implementation, which we explore in more 
detail below.



http://www.kingsfund.org.uk/publications/nhs-compare-health-care-systems-other-countries
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A focus on leadership for change


The first area highlighted by our research was a rebalancing of the leadership of the 
health and care system towards one that is focused on primary and community care 
services and allows these types of services to flourish.


More leadership focus on primary and community health and care services,  
less on acute hospital services 


The importance of leadership in facilitating (or blocking) change is well established 
(Naylor and Charles 2018; Pearson et al 2015; Singh 2006; O’Cathain et al 1999) and 
can be seen in successful international examples of more community-based care. 
But our research participants spoke about the qualities of system and place-based 
leaders who could facilitate this kind of work. These leaders may have clinical or 
non-clinical backgrounds; what matters is that they value and actively seek other 
perspectives (particularly those outside their own experience) and that they have a 
good understanding of different roles in the system. This leadership is proactive and 
embraces change, including changing power relationships, and puts the people who 
use health and care services first. 


You understand the whole pathway, and where people need to go to and from,  
and that’s a real advantage… having people that work across both sectors is an 
absolute enabler.
Practitioner leader


Many interviewees were positive about the potential of integrated care boards 
(ICBs) to enable the required shift in care, bringing together different parts of the 
sector and devolving responsibilities to place level. However, it was clear that this 
requires a great deal of time and investment. As yet, ICBs have not been able to 
focus on this agenda, because elective recovery has taken priority. Consistency of 
purpose requires senior leaders and decision-makers from across sectors, rather 
than senior leadership that is dominated by hospital experience. NHS England and 
the NHS Management Training Scheme should ensure that leaders are encouraged 
to work in community settings, and develop experience across a range of sectors. 



http://www.kingsfund.org.uk/publications/developing-new-models-care-pacs-vanguards

http://web.archive.org/web/20070205223824/http://www.institute.nhs.uk/NR/rdonlyres/9E52D07D-A45A-4AB4-900F-945C4EC225FB/0/Makingtheshiftfactors.pdf
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More alignment, less mismatch between vision and policy


Addressing the issue of what one of our participants named ‘process discipline’, 
whereby the stated vision is aligned with subsequent policy interventions, is key. 
We heard from several interviewees that the legal establishment of integrated 
care systems (ICSs) gave them reason for optimism and had potential to catalyse 
change. But there was a risk that they become simply talking shops or that worse, 
they revert to a focus on the hospital sector and on performance management. 
This again speaks to the importance of a change in leadership approach, not just  
a structural change (Irani et al 2007). Rather than focusing performance 
management on the hospital and emergency care system, NHS England should 
focus on holding ICBs to account for their achievements in growing primary and 
community health and care services.


Reiterating a clear vision of what a renewed focus on primary and community 
health and care services would look like, and a clear, agreed and realistic 
understanding about the reasons for that vision, is absolutely fundamental. 
And once the vision is clear, subsequent policies – whether funding, workforce, 
structural or regulatory – need to support the achievement of that vision. This will 
require an ongoing conversation with people who use health and care services and 
the public, so that views and goals are aligned.


More long-term strategy, less short-term reactivity


It was striking how frequently participants highlighted prevention and longer-term 
outcomes as areas that needed greater focus. This includes primary, secondary and 
tertiary prevention, ensuring early access to diagnosis, and keeping people with 
existing conditions as healthy as possible. They also emphasised the important 
role that primary and community health and care services (including social care, 
community pharmacy and the voluntary, community and social enterprise (VCSE) 
sector) play in this, but currently have limited headspace to do so while dealing 
with short-term demands. Those services also have limited incentive to take risks 
where the impact may be uncertain or the rewards longer term. Government should 
explore how it can enable ICSs, and local authorities in particular, to plan for more 
than a single financial year in order to support a greater shift to preventive care and 
interventions with longer-term impact.
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Several participants talked about the need to ensure that NHS England and health 
policy more generally is separate from the electoral cycle and short-term political 
influence. Given the significant proportion of taxpayer money (around 20% of 
public expenditure) spent on health and care, political influence is inevitable and 
appropriate, and there will always be a need for clear accountability for how money 
is spent. However, particularly where a longer-term approach to implementation 
and investment is needed, greater cross-party consensus on issues such as social 
care funding reform and prevention would be beneficial. Given the recent history of 
discussion on adult social care reform, this consensus may seem hard or impossible 
to attain, but there are recent examples of where it can be done – for example, the 
NHS Long Term Workforce Plan, published by the Conservative government and 
backed by Labour in opposition.


Far from being a one-off transformation, what the current state of mental health 
care (Gilburt and Mallorie forthcoming) indicates is that transformation is an ongoing 
process – with a need for a consistent vision and dedicated investment that 
matches demand. 


More focus on growth in primary and community health and care services,  
less on growth in the acute hospital sector


A health and care system that is refocused on primary and community services will 
not allow money to be released from hospitals in the short term – not least in a 
system that already has a very low bed base and faces growing demand. However, 
failing to rebalance by investing in primary and community health and care services 
will mean in the long term that more and more expensive hospitals have to be built, 
which will simply not be sustainable. 


The solution is likely to be achieving differential growth for each part of the system 
as the NHS Long Term Plan intended, and there will be a need for a longer-term 
strategy for investing growth monies into primary and community health and care 
services over a sustained period. As one interviewee put it: 


A shared commitment that this year, we are going to, rather than growing our acute 
base by 4%, we’re going to grow it by 2%, and the balance of the resource we’re 
going to put into these services, and we expect that to have this impact. 
National leader



http://www.kingsfund.org.uk/insight-and-analysis/long-reads/mental-health-360
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The major transformations achieved in mental health services were also accompanied 
by financial models that supported change (Gilburt et al 2014) through significant 
investment in community services. 


In order to avoid destabilising services in the short term, the attention should 
be on differential growth to allow for a careful and balanced restructuring of the 
financial architecture of the NHS so that it aligns with the stated policy intentions. 
This might mean that NHS England and the Department of Health and Social 
Care should consider changes to the current national contract approaches for 
primary care, with more flexiblity for local commissioners to drive change based 
on local need. 


The Department of Health and Social Care and NHS England need to prioritise 
capital and revenue investment in technology and estates for primary and 
community health and care services. Although participants recognised the potential 
of innovative technologies such as remote monitoring, artificial intelligence (AI) and 
even robotics, the state of technology in primary and community health and care 
services is often very underdeveloped, reflecting a lack of investment in hardware 
and software (Community Network 2021). For many interviewees, investment – to at 
least have basic infrastructure in place – was a priority:


It’s slightly depressing hearing about district nurses with laptops they can’t turn 
on, where they’ve got to drive 20 miles back to base to be able to log on to get any 
notes uploaded. We’re not talking advanced digital here.
National leader


We’re a very long way from the digital tools and connectivity that a modern health 
care system absolutely depends on.
National leader


It is important to note too that while people are generally positive about digital 
approaches to care, the system still needs to provide channels for those who are 
not able to use these methods.


Estates was another area where investment is needed, particularly to accommodate 
multidisciplinary team working. In recent years, there has been a trend towards 
centralising community teams into a central base, often covering very large areas. 



http://www.kingsfund.org.uk/publications/service-transformation

http://www.nhsconfed.org/publications/digital-transformation-community-health-services
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A growing recognition of the need for teams to be integrated at neighbourhood 
level means that a different approach may be needed from NHS trusts providing 
community services, which recognises that integrated neighbourhood teams may  
require multiple smaller sites (Fuller 2022). Significant growth in new roles in  
primary care services, and more broadly the estates needs of the NHS Long Term  
Workforce Plan, will also require adequate estate to accommodate these 
new teams.


During our research, we heard that the financial rules for different sectors and 
organisations often hamper collaborative use of public sector estate. For example, 
GP rent reimbursement rules have restricted the ability of GP practices to host 
community or secondary care services. Local authorities have also faced challenges 
in balancing their remit to maximise revenue from estate with providing affordable 
access to estate for VCSE sector services (Collins 2020; NHS England and NHS 
Improvement 2019). Local public services should be able to use their facilities and 
estates to support joined-up, integrated working locally between partners, and 
government departments should review relevant contracts and rules to better allow 
and support this.


A focus on culture change


A primary- and community-focused health and care system will require a change 
in culture, particularly in the approach to care delivery and how the workforce is 
trained and equipped for this change in focus. 


More focus on people and outcomes as a whole, less on processes and outputs  
for single conditions


The increasing complexity of people’s health and care needs requires an integrated, 
holistic response, rather than a ‘body part’ or single condition response. There 
needs to be more of a focus on people and outcomes, rather than processes and 
outputs, both in how care is delivered and how it is measured and commissioned. 


You’re more than the sum of your disease… In the same way, the care and support 
you need is more than the sum of just individual transactions, it needs to be seen 
in the context of helping you as a person… So there needs to be a match between 



http://www.england.nhs.uk/publication/next-steps-for-integrating-primary-care-fuller-stocktake-report

https://www.property.nhs.uk/media/2890/the-kings-fund-report-social-prescribing-and-nhs-facilities.pdf

http://www.england.nhs.uk/publication/general-practice-premises-policy-review

http://www.england.nhs.uk/publication/general-practice-premises-policy-review
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seeing you as a whole person and then the services and support that you need to 
reflect that and be holistic and relational as well as transactional. 
Patient leader


The care needed to support people in local settings over many years and with 
varying needs will require practitioners to be both adaptable and co-ordinated to 
deal with this complexity. Staff will need to have generalist skills but also understand 
how to call upon others when required as part of a multidisciplinary team, and 
co-ordinate the care required (NHS England 2023b). Working in an integrated way 
requires different working practices and a change in organisational culture. The skills, 
knowledge and behaviours needed for a multidisciplinary environment to flourish 
will need to be taught and maintained (Hussain and Dornhorst 2017). This will need 
sustained effort from leaders, to persuade practitioners to step out of the comfort 
zones of individual professions and approaches.


The aim is not for completely generic community workers; rather, it is for professionals 
that are trained in how to work in multidisciplinary teams. The NHS Long Term 
Workforce Plan acknowledges the need for staff to work in multidisciplinary teams 
but does not address the need to train professionals to work in this way (NHS England 
2023b). Professional bodies and professional regulators need to review training and 
continuing professional development so that practitioners have the skills needed 
to work in multidisciplinary teams. For many people who use health and social care 
services, the issues they face are about the lack of co-ordination of services around 
their needs (National Voices 2021). If multidisciplinary teams are to be effective, there 
will need to be a focus on better communication and navigation between services, 
facilitated by professional care navigators who can help individuals manage the 
complexity of appointments, medications and processes.


Despite numerous strategies that refer to the importance of personalisation and 
holistic care, the NHS as a whole often uses a biomedical approach. This does not 
take into account the importance of what matters to people, which may not be the 
same as what matters to the health and care professionals who deal with them.


At the minute, my GP surgery are obsessed with my blood pressure. And I’m just 
like, frankly, I couldn’t care less about my blood pressure at the moment. Yes, I don’t 
want to have a stroke and a heart attack in 30 years’ time but actually right now, 



http://www.england.nhs.uk/publication/nhs-long-term-workforce-plan

http://www.rcplondon.ac.uk/projects/outputs/review-integrated-care

http://www.england.nhs.uk/publication/nhs-long-term-workforce-plan

http://www.england.nhs.uk/publication/nhs-long-term-workforce-plan
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there’s about five other things that impact my quality of life on a day-to-day basis I 
care about that you never contact me about, but all you nag me about is sending in 
my blood pressure readings. 
Patient leader


Too often, data drawn from the experiences of people who use health and care 
services is not given as much importance as other operational data such as 
admissions to accident and emergency (A&E) or waiting times (Thorstensen-Woll 
et al 2021). Research into quality of district nursing found that national mechanisms 
of quality assurance and accountability were largely designed to assess hospital 
care and poorly suited to measuring quality of primary care services (Maybin et al 
2016). Placing people’s voices on an equal footing with other key operational data 
demonstrates both its importance and how it can add understanding and meaning 
to other data and information collected, rather than being treated separately 
(Wellings and Thorstensen-Woll 2022).


More focus on holding risk rather than avoiding risk


We heard in our research that the ability to hold risk is key to primary and community 
health and care services but requires agreement between sectors about how risk is 
held and managed to avoid misunderstandings and apportioning of blame.


When risk is appropriately held and managed, care meets an individual’s needs but 
often reduces the amount of care required, which in turn has a huge bearing on 
the use of resources for organisations and the system as a whole. If the risk from 
complexity is managed with multiple referrals, pathways and care inputs, costs can 
increase, as opposed to supporting practitioners who are able to hold risk with a 
focus on outcomes and person-centred care. 


The level of risk involved in working in the community is significant:


It is far riskier working in the community, and I mean that in the sense of risk to  
the individual, and risks in terms of the support around you.
Practitioner leader



http://www.kingsfund.org.uk/publications/understanding-integration-listen-people-communities

http://www.kingsfund.org.uk/publications/understanding-integration-listen-people-communities

http://www.kingsfund.org.uk/publications/quality-district-nursing

http://www.kingsfund.org.uk/publications/quality-district-nursing
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The skillset required for working in the community is different from that required 
for a hospital setting (NHS Providers 2015). It includes being able to deal with 
uncertainty, and without the immediacy of other colleagues (Drennan et al 2005) 
or support, both technical and emotional (Haycock-Stuart et al 2010). This is not 
just the case for frontline staff; interviewees who had worked in various settings 
described how leadership positions in the community are also more difficult than 
those in hospital settings. Again, the ability to work in effective multidisciplinary 
teams, and to work easily across boundaries, will be important to managing risk.


More focus on raising the status of working in primary and community health  
and care services, less on working in acute hospital services


We heard frequently that working in primary and community health and care 
settings was often seen as lower status than working in the acute hospital sector – 
a perception that often began during training: 


Acute was sexy, community was for failed clinicians, or females who wanted to go 
part-time to have children. 
Practitioner leader


Another commented: 


There is a view, which I often hear, which is ‘I don’t want to go to community to 
retire, you know, doss around having cups of tea’. It’s so offensive. It’s usually from 
people who don’t understand what it’s really like. 
System leader


Other interviewees indicated that the reverse was true for previous generations:


It was the complete reverse 40 years ago. If you moved to the community it was  
high status, you got paid more and you were recognised by your colleagues as  
having moved up in the world, in nursing, in your career, because you were 
autonomous as a practitioner, taking a risk out there… Sometimes I cannot believe 
how much that has changed in 40 years. 
Practitioner leader



https://nhsproviders.org/resources/reports/community-health-services-a-way-of-life

http://www.nursingleadership.org.uk/publications/community_matron.pdf
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Training providers need to explore how to increase meaningful experience of 
primary and community care, for example through compulsory placements for both 
clinical and managerial staff.


As our research highlighted, there can be a difference in pay in primary and 
community health and care services, resulting from the way in which services are 
structured and commissioned. Recognising the complexity and the skills needed to 
hold significant levels of risk in the community is one way in which the status might 
be raised so that the skills required are ‘understood, planned for, promoted and 
rewarded’ (NHS Providers 2015). NHS England, training providers and professional 
regulators need to work towards creating clear career paths that can provide 
high-status roles in primary and community settings and that reflect the skills 
needed for working in primary and community settings. A better-paid workforce 
would increase both the quality and availability of care (Gentry et al 2023).


More trust and devolved decision-making from national bodies, less top-down 
direction and control 


As one participant pointed out, it is a lot easier for national bodies to conceptualise 
and engage with a few hundred acute trusts than to try to understand the 
complexities of primary and community health and care services. That same 
participant also highlighted the potential for ICBs to engage differently and the 
need for them to be empowered to do so. 


I don’t think you can sit down and design a new payment system on paper. And 
because increasingly I think nothing should be designed by way of policy or process 
at the centre without ICS… and I mean ICS key people being really, really involved 
in a genuine co-production process. 
National leader


NHS England often does set the organisational culture, but this is not always 
experienced positively. Despite evidence of the need to engage with those doing 
the work in place, participants also told us that currently, NHS England still 
approaches design from the ‘top down’. One participant told us about a task force 
‘not working with providers on the ground… they’re coming up with this national 
framework… and then they’re basically going to say, “right, here you are, this is 



https://nhsproviders.org/resources/reports/community-health-services-a-way-of-life
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what you’ve all got to do”’ (provider leader). The implications of this are that the 
framework might not be appropriate or practically implementable, and that even if 
it is, the goodwill of providers may be lost due to a lack of buy-in to the framework. 


What have we done since? Well, we’re now in a position where we’re not trusted to 
do anything. You’ve created ICSs with very senior, highly paid, experienced people 
right across the country and you’re treating them like kids. Trust chief executives on 
boards get treated the same. 
System leader


Some quite distinct language was used to describe the way chief executives were 
held to account – variously ‘poked in the ribs’ (provider leader), ‘hauled over the 
coals’ (national leader), and ‘rung by the [Secretary of State] or their officials, 
screaming blue murder’ (system leader). We heard from a participant about a ‘bullying 
culture’ (national leader) at the national level, which these kinds of descriptions also 
reflect. It can be difficult to talk about such negative behaviours, often because 
individuals generally want to think the best of people. But treating staff in this way 
will undermine efforts to develop a more collaborative way of working and  
autonomy for leaders to make the best decisions for their local populations.


Additionally, leaders cannot do this work in a vacuum; working in a pressured 
system means they often do not have the ‘headspace’ for thinking about 
longer-term goals. And they need the right levels of support and autonomy to make 
the decisions that are right for their local context. Several interviewees highlighted 
the change in managerial approach at the height of the pandemic, and the hospital 
discharge support fund that supported people out of hospital with packages of 
care in the community, as an exemplar of what might happen with a more devolved 
system of decision-making. 


I would say during the pandemic people said, ‘oh, it was command and control’. Well 
I said, no, it wasn’t, we had a huge amount of freedom to do the right thing, and 
we were trusted to get on and do the right thing without filling in any assurance 
templates. But we had to have the right governance arrangements in place and be 
held accountable, which is fine. 
System leader
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More engagement with staff and wider sector organisations, less  
NHS system direction 


Ongoing engagement of staff in service transformation is fundamental to achieving 
this work, and a consistent feature of successful examples (NHS Confederation 2021; 
Kozlowska et al 2018; Mulla et al 2018; Hussain and Dornhorst 2017; Ham and Smith 
2010; Ham et al 2008; Parker 2006; Singh 2006). Engaging with frontline staff and 
building a shared vision is the most effective way to deliver change (Baird et al 2022; 
Kozlowska et al 2018). The importance of enabling staff to take risks and shape 
services themselves, giving them a sense of control, was highlighted by several 
participants and in the literature (Parker 2006). One participant described how this 
trust and permission more generally for staff to ‘do the right thing’ was seen during 
the Covid-19 pandemic, but had not been sustained. 


Participants also highlighted the benefits of engaging staff – for example, 
co-production that gives people a sense of control and enables them to contribute 
to solving the problem too. Bringing ‘care closer to home’ into discussions about 
place is another way to bring people together around a shared objective (Wistow 
et al 2009). We heard about the importance of involving staff at the start of service 
changes – in designing those changes as well as to share learning. 


Which is why, when we subsequently were introducing quality improvement 
and a different way of doing, it ignited something in the organisation because 
suddenly people had a bit of permission to just get on with stuff that they saw 
in front of them that they wanted to change. And it started to unlock and get 
some movement. 
National leader


Whenever staff are not consulted on major changes to services, this damages 
relationships and interdisciplinary working. One participant gave a local example 
where staff were not consulted on a major structural change in the early 2010s, 
when district nurses and health visitors were taken out of GP practices and 
moved to a central location, damaging local relationships. Research into the 
changes in mental health services found that the initial ‘change champions’ were 
unsympathetic to professional resistance rather than trying to understand its 
sources and work with them. Only later did it become apparent that some of 
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this resistance – particularly concerns about a reduction in acute hospital bed 
numbers – may have been well-founded (Gilburt et al 2014). 


Engagement at provider level is also vital but not happening enough. Participants 
shared examples of acute hospital providers failing to engage with primary and 
community health and care service providers. One participant highlighted how, in 
a successful merger of acute hospital and community services, a lot of work was 
done with staff to understand the value of it so they could also articulate this. In 
particular, we heard that acute hospital buy-in is crucial for any change. We heard 
mixed views about whether this change should be led by hospitals or come from 
primary and community health and care – reflecting the different backgrounds 
of participants. We also heard about the need to engage more with pharmacies, 
because of their accessibility to the public and potential to work on prevention. 


Several participants also highlighted the need for providers of health care to work 
with local authorities, citing the benefits when this happened – for example, being 
able to link a musculoskeletal (MSK) service and local leisure centres to provide 
more holistic and preventive care. But more often, they talked about how the 
‘hollowing out’ of local government – the loss of funding from reduction of central 
government grants since 2010 and subsequent loss of experienced staff – meant 
it was harder for local authorities to be ‘active players’ in their local systems or 
respond before people hit crisis point.


One participant talked about a culture of expecting local authorities and VCSE 
sector services to support the NHS, rather than thinking about ‘what can we do to 
help’ (national leader). They highlighted the importance of framing conversations in 
terms of the benefits for all involved, rather than just talking about the benefit to 
local NHS services. Part of this is also about understanding that the NHS cannot 
solve everything by itself and needs to work in partnership. We also heard that 
local government was better at understanding and being accountable to local 
communities, and the NHS could learn from this if local government was valued 
and received more support from national stakeholders. 


There’s a real desire, enthusiasm and expertise out there that we don’t always  
tap into. 
Provider leader



http://www.kingsfund.org.uk/publications/service-transformation
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Several participants highlighted the need for health services to engage more with 
the VCSE sector – and to recognise it as a valuable contributor to improving local 
people’s health, in particular its strengths in terms of person-centred support. And 
often, VCSE organisations want to work with health and care services too. But as 
one participant pointed out, VCSE organisations also need to be clearer about what 
is on offer; it is very difficult for large statutory organisations to keep track of what 
is often a lot of small and sometimes temporary organisations. VCSE sector leaders 
can address this by building their relationships with people in relevant statutory 
roles to mutually develop understanding of how the different organisations work. 


More engagement with people and communities, less service-driven approaches


When it is done well – that is, going beyond one-way broadcasting  of information 
and instead moving towards authentic involvement – engagement can promote 
buy-in and support for change across the health and care system. However, there 
are complexities involved in engaging with such a wide range of stakeholders. 


There was consistent evidence of the importance of meaningful and effective 
public engagement both from our participants and the literature (Simpson et al 2022; 
Hussain and Dornhorst 2017; Monitor 2015; Edwards 2014). Evidence shows that as 
the context of care changes, public opinion may shift. If more people experience 
challenges with caring for loved ones, this will increase exposure to the issues and 
understanding of what might need to change to improve that care. For example, 
research by Bottery et al (2018) pointed to an increased understanding of social care 
compared with the previous decade. 


Research shows that the public mostly do want to receive care closer to home, 
except in emergencies; they do understand end-of-life care; they do want resources 
focused on prevention (Buzelli et al 2022); and they do have increasing expectations 
of the quality of care they receive (Tallack 2023). The Netherlands was cited as 
a good example of where public engagement had been carried out before any 
changes were made to existing health and care systems to enable people to 
understand what was happening and why. 


The Netherlands did a lot of work with the public to understand why hospitals were 
bad places, they would save your life, but you ought to get out of there as quickly as 
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you could… [They] did a very good piece of work really working with the public to 
understand, this wasn’t about saving money.
Provider leader


We also heard that NHS communications teams can play a key role in terms of 
influencing the public narrative – that is, helping people to understand the issues 
and what changes might mean for them. However, a few participants also shared 
examples where national NHS communications had focused on acute hospital 
stories and opportunities to the exclusion of those in other settings – for example, 
an article promoting roles in nursing that did not mention primary care. 


Deliberative work – where people learn about and discuss a topic together before 
being asked for their views on it – also shows that public opinion need not be 
static. Bottery et al (2018) highlighted the ability of members of the public to 
engage in deliberation about social care reform. Similarly, we heard about how 
a deliberative event discussing care closer to home ended with a majority in 
favour of this, even if it meant local hospital reconfiguration. Virtual wards were 
another important example of how framing and supporting people to understand 
service change was showing positive impacts. In particular, we heard that when 
described as ‘monitoring your own health in your home using technology, rather 
than going to hospital’ (patient leader), people were much more likely to view it as 
a positive thing. Wellings and Thorstensen-Woll (2022) developed a guide for ICSs 
and partners to listen and learn from people and communities, setting out some 
practical suggestions for how to go about this.


Engaging with people about their own care is also key to changing the focus of the 
health and care system. We heard from leaders of patient representative groups 
and people who use health and care services involved in this project about the 
importance of an asset-based model rather than a deficit model (supporting a person 
with what they can do, not just focusing on what they cannot do, and what the 
health and care system needs to do). Whereas from the health and care perspective 
the system is very visible, from an individual’s perspective it might be a very small 
interaction among a much wider context of informal social and individual resources 
(Hughes et al 2022). The interviews we conducted and the literature both reinforced 
the fact that people feel they have more of an equal partnership with staff when 
being cared for at home compared with in hospital (see also Drennan et al 2005). 



http://www.kingsfund.org.uk/publications/fork-road-social-care-funding-reform
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It is also important to remember that ‘home’ does not have the same meaning for 
everyone (Pearson et al 2015). In the current economic climate, increasing numbers 
of people are living in poor-quality accommodation (Halliday 2023) and unable to 
heat their homes or power basic appliances (Butler 2023). In this context, home may 
not be the most appropriate place to receive care. While this speaks to the need for 
a much wider approach than we can address in this piece of work, at a basic level 
it is important for health and care professionals to understand what an appropriate 
care environment would be for a particular individual, and to do this in conjunction 
with the people using their health and care services, rather than simply making 
assumptions (Pearson et al 2015).


A clear focus on implementation


A coherent approach to implementation will be absolutely critical if the rebalancing 
of services towards primary and community health and care is to be achieved. 


More focus on operational integration, less on organisational integration


Often, the response to improving integration is to create bigger single organisations. 
There was almost total agreement across the participants in our research that a 
restructuring of the current system was not necessary. A 2009 report found that 
care closer to home was not necessarily better developed in areas where there was 
formal integration, but rather if there was operational integration – for example, 
good teamworking and information-sharing (Wistow et al 2009).


The experience of the Covid-19 pandemic – for example, in the roll-out of the 
vaccination programme – showed that at local level, organisations could come 
together and work together without structural reorganisation (Timmins and Baird 
2022). More broadly, we heard that where local systems had made strides forward, 
this was often a case of leaders coming together without boundaries and then 
working out funding and structures later:


I’ve always been a big advocate of try and sort the problem out that you’ve got  
and focus on that together, then worry about the structures later. Because if you 
start with the structures you’ll have a fight about who’s in charge… We’ve gone 
miles because of that approach.
National leader
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Organisational stability is important in supporting the development of relationships, 
and there is clear evidence that frequent changes to organisations hinder service 
improvements and create ‘bureaucratic paralysis’ (Parker 2006). 


Rather than structural change, the answer lies in promoting better operational 
integration at team level, focusing on multidisciplinary teams working together. One 
innovation that providers should consider is the creation of dedicated integration 
roles at local level that are able to navigate across boundaries. Integrator roles 
have been shown to improve interdisciplinary working (Kozlowska et al 2018), 
relationships (Irani et al 2007) and care design (Parker 2006). These roles facilitate 
not only multidisciplinary teamworking but also inter-organisational dynamics, 
ensuring that organisational budgets and contracts do not prevent staff from 
meeting the holistic needs of people using health and care services.


The system feels like people are just really keen to palm you off and say ‘this isn’t 
our role’, like, ‘this is that role, this is that role, oh, that’s their department, that’s 
their budget’.
Patient leader


Differing thresholds for accessing and providing care between different sectors  
and organisations add to the barriers to collaboration. It is no wonder that it can  
be difficult to build neighbourhood teams, as one interviewee commented: ‘it was  
hard, people were from multiple employers with different incentives, brought 
together as a team’ (practitioner leader). 


Allowing staff to use resources across organisational boundaries will mean that 
financial and clinical risk can be managed based on what is best for the person, 
rather than based on organisational  boundaries. This entails delegation of budgets 
well below place level. Trusting the local workforce to provide care based around 
the person–practitioner relationship rather than rigid organisational protocols will 
lead to more effective and efficient use of resources. 


This increasing focus on working fluidly across boundaries will also require 
continued change in the regulatory regime to assess the performance of local 
systems of care rather than individual organisations. The Care Quality Commission 
(CQC) is developing guidance on how to measure and assess integrated care, 
and this will also need to be supported by ICSs developing patient experience 
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data about whole pathways of care rather than for individual organisations, as is 
currently the case (Wellings 2019).


The tendency towards large scale in organisations, particularly community health 
services, can make it more difficult to manage local complexity, and to reflect 
the needs of natural geographies and communities. When one trust provides 
community NHS services for 50 or more primary care networks (PCNs), work to 
develop integrated neighbourhood teams around PCN footprints may be much 
more difficult.


More focus on local, less on system and national


Implementing this shift in focus to primary and community health and care services 
will need to be rooted in neighbourhoods and communities:


As care closer to home has been increasingly understood to include wellbeing 
and inequalities in health and place, it should be dealt with as a cross cutting and 
cross sectoral issue rather than the exclusive province of social care and health. 
The implementation of care closer to home could be reinforced if it is seen as a 
key component of the local ‘story of place’ and, therefore, a shared objective for 
all partners including politicians and the public. 
Wistow et al 2009, p 9


The current tendency towards scale, among health care providers in particular, 
also risks losing focus on neighbourhoods and communities. Managing complex 
needs when many agencies are involved is easier in small geographies where 
relationships can be developed within the combined workforce. This facilitates 
building from the bottom up (Bramwell et al 2014) by valuing local community depth 
rather than organisational width. It is also important for these local geographies 
to be recognised by local people (Edwards 2014). People’s understanding of 
neighbourhoods is often quite different from the health and care system’s view, 
seeing neighbourhoods as just a few streets. In ICS terms, this is likely to be at the 
larger neighbourhood and smaller place level, or for local authorities, more akin 
to the district and borough where there are examples of successful co-location of 
integrated care teams (Tiratelli and Naylor 2023).
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3  Conclusion


The failure to grow and invest in primary and community health and care services 
despite the often-avowed intention to do so must rank as one of the most 
significant and long-running failures of policy and implementation in the NHS 
and social care over the past 30 years. There have been failures at multiple levels, 
particularly due to factors rooted in institutional and organisational culture, which 
have combined to frustrate progress. People are now paying the price for this in 
terms of gaps in services for patients and the public, with failures all-too-evident 
in severe staff shortages and queues of ambulances outside hospitals. It is still 
not clear that the lessons have been learnt from these failures, or that the policy, 
leadership and focus of the NHS is any more ready to make the promised shifts in 
care than they have been over the past 30 years. 


The changes required to shift the focus to primary and community health and 
care services are multiple, interconnected, layered and difficult; they will take time 
and require a willingness to implement (Kozlowska et al 2018). Although we have 
identified some specific actions in our research – for example, changes to training 
or to financial and incentive systems – these will not be enough on their own. It is 
not sufficient to selectively implement a few changes; the shift that is required is 
wholesale, which helps to explain why it has not been achieved thus far. 


If governments, health and care system leaders and practitioners are serious 
about moving to a system that is centred on the community rather than hospitals, 
then there needs to be a renewed shift in focus across leadership, organisational 
culture and implementation. Although this may seem like an impossible task, as one 
provider leader commented:


Nothing is impossible. If we wanted to make it work, you’re not telling me that the 
combined expertise, drive, passion and enthusiasm and experience of folks in the 
public sector in the UK couldn’t solve this problem. Of course they could.
Provider leader
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Annex 1: Methods
This research was conducted between May and December 2023. We took a  
broad approach, aiming to gather an overview of what had happened over the  
past three decades and ideas on solutions or ‘ways forward’ based on our main 
research question: 


There is a long-held, often-stated vision of services that provide proactive, 
co-ordinated, personalised and responsive care closer to where people live,  
moving care away from hospitals and with an increasing focus on individual  
and local community assets:


 • Why, despite this shared vision, has it not been achieved? 


 • What are the structural, political, financial, cultural and other barriers  
that have prevented it?


 • How might these be overcome?


We used several research methods, engaging widely with people from across 
the health and care system. The perspectives of people who use health and care 
services were a key part of this work, and we ensured that they were included in 
the advisory group, interviews and workshops. However, because of the small 
sample size (see below), when using illustrative quotes in the text, we have not 
distinguished between health and care professionals and people who use health 
and care services. 


Literature review


We conducted a review of available literature related to debates and attempts to 
move care ‘closer to home’. The research team identified a series of questions to 
help focus the literature search, exploring the structural, political, financial and 
cultural barriers that have prevented that vision being achieved.


Various electronic databases were used, including The King’s Fund databases, 
Emcare and Social Policy and Practice, using search terms derived from our list 
of questions. Our search covered the period from 1995 to the present day, and 
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was primarily focused on the United Kingdom (with an exception made for any 
international examples relating to moving care closer to home, as well as studies  
of how England performs in comparison with other countries).


The search returned 195 results, which the research team then reviewed by 
abstract and ranked by priority, to select papers to read in full. A total of 84 items 
ranked ‘high priority’ or ‘very high priority’ were included for full review, and key 
findings and themes that related to the research questions were summarised to 
contextualise and enhance the research. 


Stakeholder interviews


We completed 24 semi-structured interviews with 26 individuals in our 
three-month fieldwork period, from June to August 2023. The purpose of these 
interviews was to understand in more detail why the vision of care closer to home 
had not been achieved, and what might make the difference in future. 


We undertook purposive sampling aiming to target a diverse range of stakeholder 
perspectives from different roles in the health and care system. We created a list 
of 10 roles, and aimed to interview a maximum of three people in each category 
(30 interviews in total) who had worked in health and/or care over the past three 
decades, and those with lived experience of using health and care services:


 • politicians


 • civil servants


 • clinicians


 • finance and regulation


 • international perspective


 • national bodies


 • lived experience of using health and care services 


 • private sector (social care and pharmacy)


 • system leaders


 • voluntary sector. 
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For the purposes of the report, and to preserve anonymity, we identify quotes as 
being from system leaders, national leaders (including civil servants, politicians, and 
those from other national arm’s length bodies), provider leaders (including NHS, 
private sector, social care and voluntary, community and social enterprise (VCSE) 
sector providers), practitioner leaders (including medical, nursing, therapy and social 
work professionals) and patient leaders. 


We recruited stakeholders through our existing networks and also snowballing from 
successful contacts.  Although we did not manage to interview everyone on our list 
during the fieldwork, we did begin to achieve data saturation towards the end, with 
no new themes or topics emerging in latter interviews.


We developed our interview topic guide based on our overarching research 
question. The open-ended questions enabled broad discussions at the start of 
the interviews, with prompt questions and in-depth discussions as the interviews 
progressed. The interviews were recorded and transcribed. A descriptive approach 
was used to analyse the transcripts using MAXQDA software. The research team 
identified key points highlighted by the interviewees and these were summarised 
and grouped wherever the same or related points came up.


Online workshops


We undertook online workshops with around 40 stakeholders (from within and 
beyond The King’s Fund, including members of our advisory group) to explore and 
test initial findings under four themes. We chose themes that we felt would be 
of most use to explore further: finance, workforce, data, and public and patient 
opinion. For each workshop, we prepared a short briefing with our initial findings 
and some emerging questions, and asked participants to help us answer these and 
challenge any assumptions or inaccuracies. These workshops helped to refine our 
thinking and focus on these four topics. 


Quantitative data analysis


The quantitative data analysis draws on a range of publicly available datasets, 
mainly from NHS England. Data on finances and funding has been sourced 
from publicly available accounts, including the Department of Health and Social 
Care annual accounts (Department of Health and Social Care 2023), NHS provider 



http://www.gov.uk/government/publications/dhsc-annual-report-and-accounts-2021-to-2022
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accounts (NHS England 2023a and 2022b) and NHS cost collection data (NHS England 
2022a). Workforce data has mainly been sourced from NHS workforce datasets 
(NHS Digital 2024b) and vacancy datasets (NHS Digital 2023c). Analysis of activity has 
a range of data sources, including the Community Services Data Set (CSDS) (NHS 
Digital 2023a) and the community services waiting list dataset (NHS Digital 2024a). 


Most of the datasets available have a limited time series, and therefore trends over 
time are often only based on 5–10-year timeframes. Where possible, comparisons 
have been made to the most recent data available. In some cases, particularly in the 
financial accounting data, the most recent data available is only up to the 2021/22 
financial year. 


In most cases, the additional non-recurrent funding that was allocated to the 
Covid-19 pandemic has been excluded from figures. This is so that long-term trends 
are not skewed by the additional funding allocated in 2020/21 and 2021/22. Where 
prices have been adjusted to real terms, they have been adjusted to 2021/22 prices 
using the HM Treasury GDP deflator from March 2023 (HM Treasury 2024). 


Validation


We used two main routes to review our work and validate our findings – an 
external advisory group and The King’s Fund General Advisory Council. 


We used The King’s Fund General Advisory Council as part of our scoping work 
(as a group with cross-sector membership, they were able to advise and challenge 
us through a variety of different lenses). We also presented initial findings to 
the General Advisory Council, and their rigorous feedback informed how we 
approached developing our findings.


We convened an external advisory group, using a similar framework to that of our 
interview sample and including several people with lived experience of using health 
and care services, to advise on our approach to the work. Some group members 
also attended our online workshops to provide support and challenge. We also 
met with them online on two occasions: first, in the scoping stage, to guide our 
approach to the research; and second, with our overall draft findings, to help us 
decide how to frame our messages and disseminate the work. 
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http://www.england.nhs.uk/financial-accounting-and-reporting/nhs-providers-tac-data-publications

http://www.england.nhs.uk/costing-in-the-nhs/national-cost-collection

http://www.england.nhs.uk/costing-in-the-nhs/national-cost-collection

https://digital.nhs.uk/data-and-information/publications/statistical/nhs-workforce-statistics

https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-survey

https://digital.nhs.uk/data-and-information/data-collections-and-data-sets/data-sets/community-services-data-set

https://digital.nhs.uk/data-and-information/data-collections-and-data-sets/data-sets/community-services-data-set

https://www.england.nhs.uk/statistics/statistical-work-areas/community-health-services-waiting-lists/

http://www.gov.uk/government/collections/gdp-deflators-at-market-prices-and-money-gdp
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Annex 2: Policy history
The ambition to deliver more and better health services in the community, closer to 
home, is not new. In this section, we highlight some of the policies that have aimed 
to achieve this, building on previous work (Charles et al 2018). 


1948  Community health services are the responsibility of the public health arm of 
local authorities.


1962  The Hospital Plan emphasises the need to expand services in the community.


1963  Health and welfare: the development of community care highlights wide 
variation in local authority community services provision.


1963  The Gillie report (The field of work of the family doctor) emphasises the 
importance of GPs being supported by a wider primary care team and the 
need for closer integration between GPs and other services.


1965  The report of the Seebohm Committee calls for better co-ordination 
between social care and other health and welfare services in the community. 


1968  The Health Services and Public Health Act enables local authorities to 
expand adult social care provision and allows them to commission voluntary 
organisations to provide social care for older people.


1974  Responsibility for community health services is transferred to the NHS 
to tackle poor co-ordination between community and hospital services. 
Area health authorities are created, and joint planning and consultative 
committees are formed with local authorities. 


1977  Joint finance – earmarked health services money intended to be spent on 
joint projects with the local authority – was introduced, alongside joint care 
planning teams.



http://www.kingsfund.org.uk/publications/community-services-assets
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1987  The Promoting better health White Paper proposes the development of 
primary care teams, with GPs working alongside health visitors, community 
nurses and other professionals.


1988/89 The Griffiths report and the White Paper Caring for people: community care 
in the next decade and beyond highlight fragmentation of community services 
and emphasise the need for collaboration between the NHS and local 
government. They set out proposals for local authorities to plan and manage 
social care, but not necessarily to be direct providers. This leads to significant 
growth in independent sector provision. 


1989  Following the publication of the White Paper Working for patients, 
community services increasingly establish themselves as standalone  
NHS community trusts.


1990  The NHS and Community Care Act gives responsibility for organising 
community care to local authorities, emphasising support for people in their 
own home where possible.


1997  The White Paper The new NHS: modern, dependable describes the aim to 
deliver more integrated health and social care services in the community. 
Primary care trusts (PCTs) are established and most community health 
services are effectively merged into PCTs. 


2000  The NHS plan: a plan for investment, a plan for reform proposes redesigning 
primary and community services, creating 500 new ‘one-stop’ primary care 
centres, and investment in intermediate care. The option to form care trusts 
is introduced, but relatively few are set up. 


2006  Our health, our care, our say: a new direction for community services sets out  
a wide-reaching strategy to shift care out of hospitals and expand community 
provision, including by shifting resources. A variety of measures are introduced 
to promote integration, improve access and strengthen prevention. 
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2008  High quality care for all: NHS next stage review recommends the separation of 
PCT commissioner and provider functions, and PCTs are directed to consider 
a range of organisational models for community services.


2008  NHS next stage review: our vision for primary and community care encourages 
greater pooling of resources by PCTs and local authorities, and the development 
of new tariffs to encourage more provision of health care in the community.


2009  Transforming community services: enabling new patterns of provision requires 
PCTs to come up with a strategy for community services and to identify future 
organisational models separating their commissioning and provider functions. 


2012  The Health and Social Care Act transfers responsibility for commissioning 
community health services from PCTs to newly formed clinical commissioning 
groups (CCGs). Some services – for example, public health and health 
visiting – are transferred to local authorities.


2014  The NHS five year forward view sets out a vision of how NHS services need 
to change to meet the future needs of the population, arguing for greater 
emphasis on prevention, integration, and putting patients and communities 
in control of their health. It calls for a shift in investment from acute 
hospital care to primary and community services, and outlines several 
‘new care models’.


2015  NHS organisations are directed to come together with local partners to 
develop sustainability and transformation plans (STPs) – five-year plans for 
health and care services in their area.


2016  The 44 STPs are published. All include proposals to redesign primary care 
and community services, and it is often expected that this will reduce 
demand for hospital care.







Annex 2: Policy history 53


Making care closer to home a reality


 1  2  3


2019  The NHS Long Term Plan sets the vision for integrated, place-based care 
and commits to each strategic transformation partnership becoming an 
integrated care system (ICS) to support greater collaboration across the NHS 
and local authorities.


2021  The White Paper People at the heart of care: adult social care sets out a 
10-year vision for adult social care to improve the level of care and support 
in communities.


2022  The Health and Care Act creates two new statutory bodies: the integrated 
care board (ICB) and the integrated care partnership (ICP), with responsibility 
for developing a health and care strategy for the ICS.
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Annex 3a 
Steve Rogers Handout 


Steve Rogers Evidence 


 


My questions will be founded on the following points and evidence. (Evidence in 
italics are attached.) 
  
The conclusion of the Maldon Community Hospital Strategic Outline Case 
2009 outlines the necessity of a Community Hospital in Maldon. There where 3 
options outlined and ‘Do minimum’. None of these have been pursued. In fact the 
‘Do minimum’ of an investment of £9m was ignored with zero investment in St 
Peter’s for well in excess of 14 years. Further developments for a new Hospital were 
reviewed in Community Hospital Development Brief St Peter’s Hospital April 2012. 
These were also ignored. 
  
So why does the NHS want to close St Peter’s? 
  
Is a Hospital in Maldon necessary? This has been proven in Strategic Outline Case 
2009 and is only strengthened by the increased residential development in Maldon, 
Burnham, Southminster etc. 
  
Is the closure required to improved quality of care in ‘specialist’ Hospitals as 
suggested at the Public meeting Feb 9th ? The Royal College of Physicians 
Report details that the quality of care often falls when consolidating into larger 
hospitals. 
  
Is it to save money? The Royal College of Physicians Report details that cost 
savings when consolidating into larger hospitals cannot be proven and is often  false 
economy. 
  
Is it because the building is falling down and no longer suitable without investment? 
This is a direct result of the NHS lack of investment. But the Government investment 
of £20B for Hospital build before 2030 shows there is money to repair or build a new 
Hospital for Maldon. 
  
Is the Public Consultation going to find the answer? The Consultation Summary 
Document is not following the Government Consultation Principles 2018 sections B. 
and C. 
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Are medical services necessary in Maldon?


• Maldon Community Hospital Strategic Out Line Case 2009.
• Services needed in Maldon:


• GP Services


• Outpatients Services


• Tissue Viability Service


• Therapies


• Rapid Assessment Unit


• X-Ray


• Ultrasound


• Phlebotomy


• It was decided a new hospital was needed and the best / cheapest 
option was to redevelop the existing site.


• Despite this 1/3 of the above services have recently been, or are being, removed from 
Maldon District already.


• Inpatients – 24 Rehabilitation beds
• Maternity Unit (Midwife-led)
• Minor Surgery
• Adult Mental Health
• Community Café
• Dispensary


Stephen Rogers 19/3/2024 1


Continued….


• Braintree Community Hospital was completed in 2010. During the planning 
stage for Braintree Maldon was next. Plans were drawn and still being review 
in 2012 with the NHS Development Brief St Peter’s Hospital April 2012.


• The population of the Maldon district is now well in excess of the 62,500 
quoted in 2009. The HNS themselves tell us there are 300 appointments per 
day, 80,000 a year at St Peter’s.


• Further this report points out that by 2029 there will be 2 people aged 15-64 
years for every person 65+. There will be less carers and the carers will be 
older. Sending some people home for community care will not be possible as 
NHS ICB wishes to do. There is now and will be in the future and need for 
community bed-based Rehab / intermediate care.
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Continued….


• In the SOC report 2009 under the ‘Local Context’ were 11 Pledges and 10 
service commitments of NHS East of England:


• Two pledges
• To ensure healthcare is available to marginalised groups… 
• Working with partners, to reduce the difference in life expectancy between the poorest 20% 


of the communities and the average…


• Two Commitments
• Deliver more services locally that meet the needs of local people.
• Improve access to health and well-being services for all


• St Peter’s is strategically placed to enable access for Maldon and the rural 
Dengy Peninsula. Without St Peter’s drive times are impossibly long and 
virtually no public transport. Some assets in the NHS are strategic, some 
tactical. St Peter’s in strategic and needs to remain a Hosptial.
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Engagement Report: Improving Community bed-based care in 
Mid and South Essex: Mid and South Essex Health and Care Partnership April 2022. 


• Community bed-based rehab is needed from St Peter’s


• “One thing that comes out strongly when people speak about community bed-based rehab is the 
difference it provides compared to being in an acute hospital setting. People start to get their sense 
of self back through a more personalised level of care”. 


• “People are angry if they can’t reach their loved ones, and for the stroke survivor themselves…to 
not have that connection with family (or to have it limited by public transport costs or barriers), it’s a 
determinant of health to have that connection with your family, it’s part of your rehab journey and if 
you feel disconnected this won't aid your rehab”. 


• The process from hospital to home was traumatic for me, failed discharge after failed discharge. We 
were at a loss…[they said] come to collect your loved one and then get on with it. The emotional 
distress to the patient and the carers is immense. The transition could be a lot smoother, a link from 
inpatient to the outside would make a huge difference."


• One stakeholder working in an acute hospital described how they felt the constant need to make 
pragmatic decisions to free up beds……… in community bed-based care, there is more time to 
support people through rehabilitation and enablement to meet their personal outcomes. 
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Why are NHS Mid and South Essex determined to reduce medical 
services in Maldon?


• Reasons given by Mid and South Essex.
• To improve the quality of care in specialist units.


• In the report from the London Royal College of Physicians 2020 there are many questions as to the 
advantages in both quality of care and finances when closing small community hospitals. There are 
clear cases where fatalities increase purely due to the extended travel, both in terms of the travel 
time, and the direct disincentive to go to hospital appointments if it will take more than 2 hours on 
public transport. 


• Quote.. Propper's study of the closure of 112 hospitals in the period 1997–2006 in the UK concluded that 
mergers had no impact across a broad range of outcomes, including financial performance, productivity, 
waiting times and clinical quality. In fact, there was little evidence of any type of gain and the result was, 
instead, a reduction in clinical capacity and an increase in financial deficits. 20


• To help recruit more staff.
• Staff shortages in the NHS and Community Care are complex and cannot be laid at the feet of the 


Community Hospital. The Royal College of Physicians explains this and suggest some solutions. 


• St Peter’s in not in a state to accommodate the services any longer
• This is a direct result of a complete lack of investment for 32+ years.


Stephen Rogers 19/3/2024 5


Continued….


• It would cost £18m to rectify the St Peter’s building and there is no money.
• Money is not a valid reason.


• The Government has allocated £20B for new hospitals before 2030. In a population of ~70M 
this represents £285 per person. In the Maldon district we have ~70,000+ people. This means 
we should have £20m minimum allocated to Maldon district.


• Further if St Peter’s is to be sold for re-development then the funds generated should come to 
support the medical services in the Maldon district ( est £6m ). For over 32 years Maldon has 
been plundered by the NHS spending the money which should have been spent on St Peter’s 
on other hospitals like Broomfield, Basildon and Southend.


• Further the reduction in services in St Peter’s and the adoption of the NHS Plan B would 
generate savings of £14.1M over 11 years. This money should be allocated to medical services 
in Maldon to invest in facilities for the future.
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Continued….


• Nothing in the consultation considers the St Peter’s site other than complete closure.
• The site was given to the people of Maldon before being transferred to the NHS. It is in prime 


location and good access. It currently is approximately 8000 sq m. A community hospital or 
NHS Hub could be supported on 2000-4000 sq m. The cost of building a hospital facility is 
~£4k per sq m.  A new building could be built for typically £10-£16m on half the site with the 
other halve offered for redevelopment? 


• If Maldon agreed to option B for 11 years this would raise £14.1m. There are options. For 
example:


• Option 1 – Sell the St Peter’s site. Start Phase 1 of a new hospital with the £6M from the 
sale. Do Phase 2 and 3 as the savings are realised £14m. 


• Option 2 – Sell half the site. Use the funds with the £14m saved to develop a small 
Community Hospital / NHS Hub on the St Peter’s site.


• These options are long term. But Maldon has been waiting 32 years. The options above would 
require commitments from both the NHS and the Government and underwritten.


• Option 1 or 2 could provide a small increase in the number of beds (~12) for 
intermediate community bed-based care. With the increasing demographic age these 
will be necessary in the future hence leaving Maldon, albeit in 11 years, some local beds.
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Why will the consultation not leave services in Maldon?


• The Government has published Public Consultation Guidelines (2018). NHS Mid and South 
Essex ICB have not followed these guidelines in a number of areas.


• Section B. ‘Consult about policies or implementation plans when the development of the policies or 
plans is at a formative stage. Do not ask questions about issues on which you already have a final 
view’


• There is no consideration other than closing St Peter’s. A decision which has been made.


• The stroke unit has already been closed and the Options available are Option A: Brentwood and Rochford, 
or Option B: Brentwood and Rochford. The decision has already been made.


• The birthing unit we are told ‘ We are consulting on one option..’. The decision is already made.


• Other patient services. We are told we need to suggest where these can be put. But we are now told that 
X-ray ( and hence Orthopaedic and Rheumatology ) will be in Braintree Community Hospital.


• Further NHS ICB have slipped in 5 possible sites in Maldon for these services. For example: Council 
Buildings: These currently have Council, Police, two busy Doctor Surgeries near by, Citizans Advice. 
Retail Premises: Parking is already tight in the town. Wantz Chase: This is a single lane dead end 
road. There are about 4 parking spots for NHS staff and a school opposite which means access is 
extremely difficult. Other options are outside of Maldon!


• I asked NHS ICB to give me an example of a town where medical services have been distributed in 
many buildings and it is working successfully. They have not responded. I have talked to GPs and 
medical staff and they believe this distributed model would not work. We need a single NHS Hub.
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Continued….
• Section C. ‘Give enough information to ensure that those consulted understand the issues 


and can give informed responses. Include validated impact assessments of the cost and 
benefits of the options being considered’.


• Nothing has been provided about what money will be available, what workspace area is 
required, how many staff, what parking requirements for the medical services to remain in 
Maldon. How can we suggest alternative sites without this information?


• Nothing has been provided about the options for the St Peter’s site. We have been told St 
Peter’s is not suitable for beds but it has been offering all the other services we need! The site 
of St Peter’s is providing these medical services with easy access and plenty of parking.


• Residents have not been informed of the impact of extended, almost impossible, public 
transport access to Brentwood, Rochford or Braintree. There has been no offers of support for 
transportation which will make access of National Health Services available only to the 
privileged.


• Section E. ‘Consultaton should last for a proportionate amount of time.
• The consultation started on the 25th Jan. The first main public meeting was on 9th Feb. If you 


want to present evidence today you needed to submit before 4th March. So although the NHS 
will claim an 8 week consultation if you want to provide evidence after the initial meeting it is 
just 4 weeks. Bradwell Power Station consulted for 12 weeks and provided literature to every 
home!


• Section B: ‘Take consultation responses into account when taking policy forward’!!
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Finally..


• Beds. I have asked for NHS ICB to provide details explaining why Option A costs £200k over 11 
years and Option B saves £14.1m over 11 years. They have not provided this information. I believe 
the reason they have not provided this is that Option A requires investment in Brentwood to 
create the additional 25 beds. Probably in excess of £14m. This money could be spent on Maldon. 


• While doing this report ( Sunday afternoon ) I used a travel planner to check how long it would 
take to get from Maldon ( not Bradwell or Southminster ) to various hospitals by public transport.


• Rochford: Bus 332, 7 = 189 minutes (3hour 9 mins)
• Brentwood: Bus 332, Train , Walk = 139 minutes (2 hours 19 mins)
• Braintree: Bus 332, 170, 370 = 141 minutes (2 hours 21 mins)
• Billericay: Bus 332 , 300 = 124 minutes (2 hours 4 mins)
• Halstead: Bus 75, X20, 370 = 222 minutes (3 hours 42 mins)
• Grays: Bus 332, 300, train C2C = 212 minutes (3 hours 32 mins)


• Apart from the devastating impact on Maldon District residents when they are in need, having 
extraordinary long journeys to hospital, where it is likely loved ones cannot visit, the 
environmental impact / carbon footprint of this decision if 80% of people drive has not been 
considered.
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Conclusion…


• I believe I have demonstrated on the evidence provided that there has always 
been and is now a requirement for strategic medical services in Maldon e.g a 
Hospital or NHS Hub. Further there is money available if the NHS choose to use it 
to provided medical services for Maldon. 


• The NHS is not consulting correctly, and this should be stopped. 
• The NHS must stop making decisions with no consideration or care for the needs 


of the Maldon district. St Peter’s is a strategically important Hospital for the 
community in the Dengy Peninsula.


• Community Hospitals are still being built in the UK. NHS Mid and South Essex just 
do not want to build one in Maldon where there is clearly a need now and in the 
future.


• Over 32 years is long enough to wait to get what clearly is needed. The £6m site 
money and the £14m saving from closing St Peters beds should be ringfenced and 
allocated for future medical services in Maldon.
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February 2024 St Peter’s Hospital Estate Briefing


• Potential new health hub for Maldon


• The need to develop sustainable, fit for purpose health care facilities in Maldon has been 
recognised by the NHS for several years. There have been previous attempts to identify options 
for a site to develop a Maldon Health Hub, which would provide the Maldon District with modern, 
and appropriate premises where health and wellbeing services are provided on an 
integrated, multi-agency basis, delivering collaboration between GP services, the acute 
trust, Maldon District Council, health care provider organisations, Social Care and the 
voluntary sectors. The last options appraisal took place in 2022 and the Wycke Hill development 
was identified as the most appropriate site for a Maldon Health Hub.


• The development was always planned to be delivered in phases. This would allow the development 
and delivery of different aspects of the service to be completed in line with need. The first phase 
would be to deliver a new Primary Care facility to replace Blackwater surgery and facilities for 
locally facing services, such as outpatient services and diagnostics. There is the option for a 
second phase for inpatient care and specialist services. A Programme Business Case (PBC) 
has been in development. 
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2.0  Contents of Brief


2.1


2.2


2.3


The adoption of this Brief as Supplementary Guidance followed a public consultation exercise held 
between 27 March 2012 and 2 April 2012.


The consultation exercise was undertaken by NHS Mid Essex and their appointed consultants and was 
carried out in accordance with Town and Country Planning (Local Development) (England) Regulations 
2004, as amended. 


Representations made during the public consultation period were reported to the relevant committees 
of Maldon District Council. The Brief was adopted by the Full Council as Supplementary Guidance in 
May 2012. Planning applications for a new community hospital on the St Peter’s site will be considered 
against the Development Plan and any other relevant material consideration including the Supplementary 
Guidance.


1.0  Purpose of Brief
1.1


1.2


1.3


1.4


1.5


1.6


1.7


This Development Brief has been prepared by NHS Mid Essex and adopted by Maldon District Council 
as Supplementary Guidance. 


It has been prepared in order to propose parameters for the potential development of a new community 
hospital at the existing St Peter’s Hospital site on Spital Road in Maldon.  The site has been identified by 
NHS Mid Essex as a potential location for a new hospital having regard to its current hospital use and 
the brownfield nature of the site within the urban fabric of Maldon. 


The preparation of this Brief will enable all interested parties to consider the Trust’s aspirations for the 
development of a new community hospital on the site and provide an element of planning certainty for 
the NHS and its programming for securing new 21st Century healthcare facilities for the area. 


In preparing this Brief we have followed advice provided by the Commission for Architecture and the Built 
Environment (CABE), now merged with the Design Council. 


“Development Briefs are used by local authorities to provide guidance on resolving design and planning 
issues for a site of particular significance or sensitivity.  However they can also be used more broadly 
to communicate to developers the acceptable quality and quantity of development, including the spatial 
distribution of uses on a particular site.”


The advice of CABE is for Development Briefs to promote:


• A background and context for the existing site. 
• An overview of market demand. 
• An explanation of the planning policy context.
• An approach of the site and local area, including land use. 
• Proposed design responses, incorporating key diagrams and design principles.
 
The preparation of this Brief acknowledges that competing greenfield locations around the edge of 
Maldon are being promoted by private interests for a new community hospital. The preparation and 
adoption of the Brief does not preclude other sites being promoted for a new community hospital.
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3.6


3.7


3.8


The National Planning Policy Framework notes that local planning authorities should identify and 
assess the particular significance of any heritage asset that may be affected by a proposal (including 
by development affecting the setting of a heritage asset) taking account of the available evidence and 
necessary expertise.


Policy S1 of the Local Plan directs new development to within the defined settlement boundaries, such 
as Maldon. 


Policy BE1 concerning the design of new development and landscaping provides a general policy context 
for new development. 


“Development proposals will be permitted if:


(i) they are compatible with their surroundings, and/or improve the surrounding location in terms of:


layout and site coverage
architectural style
scale/bulk/height
external material 
visual impact
effect on the safety and/or amenity of neighbouring properties or the occupiers therein
relationship to mature trees
relationship to important landscape or open spaces
traffic impact and access arrangements


(ii) within defined development boundaries they harmonise with the general character of the area in 
which they are set;
(iii) outside defined development boundaries they make a positive contribution to the landscape and 
open countryside;
(iv) measures to protect important nearby features such as trees, historic buildings during the construction 
process are included;
(v) landscape is included as an integral part of the overall design;
(vi) amenity space is provided appropriate to the type of development.”


3.0  Planning policy context
3.1


3.2


3.3


3.4


3.5


The site falls within the administrative boundary of Maldon District Council. Any planning application for 
development on the site should be determined in accordance with the statutory development plan which 
is likely to comprise the ‘Maldon District Replacement Local Plan 2005 (Saved Policies) and any other 
material considerations which include the National Planning Policy Framework published in March 2012. 
The East of England Plan is to be revoked by legislation in 2012.


The Maldon District Replacement Local Plan 2005 (Saved Policies) was adopted in 2005 and sets out a 
vision in paragraph 1.19 of that document to ensure that sustainable development of the District will:


“protect, maintain and approve upon the quality of the district’s natural and built environment;• 
improve the overall standards of health and well being throughout the community;• 
provide and develop important opportunities for the whole community to participate in leisure • 
activities;
encourage private and public housing which meets local needs in terms of cost (building and • 
affordability);
protect and consolidate the district’s traditional and emerging industries;• 
secure private sector investment and the provision of facilities to develop the district’s reputation as • 
a premier leisure and business centre.”


The saved policies of this Plan will be superseded by the Local Development Plan which is currently 
being produced. 


The site lies within the built up area of Maldon and is regarded as previously developed land as defined 
within Annex 2 of the National Planning Policy Framework.  The southern part of the site falls within 
a designated conservation area and, whilst there are no listed buildings within the site, there are a 
number of important heritage assets including locally-listed buildings that have been identified in line with 
policy guidance.  The National Planning Policy Framework supersedes PPS 5 “Planning for the Historic 
Environment’ under whose aegis a Significance Assessment was prepared to support the Development 
Brief.


The National Planning Policy Framework defines a heritage asset within Annex 2 as “a building, monument, 
site, place, area or landscape identified as having a degree of significance meriting consideration in 
planning decisions, because of its heritage interest.  Heritage asset includes designated heritage assets 
and assets identified by the local planning authority (including local listing)”.
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3.13


3.14


3.15


3.16


The Maldon District Replacement Local Plan 2005 (Saved Policies) refers to a number of relevant health 
care matters.


Policy PU3 concerning the protection of health care facilities states:


“Planning permission will not be granted for the change of use of buildings or land currently in use for the 
provision of health services unless the application is accompanied by evidence demonstrating that the 
proposal will not cause harm to the provision of health care within the District.”


Policy PU4 ‘New health care facilities’ states:


“Proposals for new health care facilities located within the development boundaries of any settlement will 
only be permitted providing all of the following criteria are met:
A. The building does not cause undue overlooking or loss of light to adjoining buildings;
B. The site can accommodate the car parking required by the car parking standards applicable at the 
time of the application;
C. The highway specification allows access to the site without creating undue traffic hazards.”


Paragraphs 10.21 to 10.24 states the following (noting that the text has been overtaken by health 
reorganisation and the PCT is now NHS Mid Essex) 


“10.21 - Maldon District lies within the area covered by Maldon and South  Chelmsford Primary Care 
Trust (PCT).  The majority of Acute Hospital Services are provided to residents either at Broomfield 
(Chelmsford) or Basildon Hospitals.  


10.22 -  The Primary Care Trust is working with other stakeholders to ensure that services which do not 
require the level of clinical support offered by Acute Hospitals should be located as near to residents as 
possible. 


10.23 - The range of out-patient facilities provided at St Peter’s Hospital and local clinics will continue to 
be provided.  In-patient beds will remain part of St Peter’s Community Hospital providing a comprehensive 
rehabilitation service for older people. 


3.9


3.10


3.11


3.12


Policy BE3 refers to public and private amenity spaces having regard to the importance of both buildings 
and open space in urban design terms.  


“Planning applications, which involve the creation of public and private open spaces, will need to satisfy 
the following criteria:
(i) the size, proportions and surface treatment of the space relates to its functional requirements and 
defines public and private spaces;
(ii) the surface treatment of the space enhances its visual appearance;
(iii) the size and proportions of the space relate to the height and bulk of the buildings enclosing the 
space; and,
(iv) appropriate provision is made for street furniture and signage to and from the open circulation 
space.”


Policy BE13 refers to new development within Conservation Areas and states that:


“Development including extensions to existing buildings in such designations must meet all the following 
criteria:
(i) the design is of a high standard incorporating scale, form, materials, and detailing that respects the 
characteristics of buildings in the area;
(ii) open space is important to the character or historic value of the area protected;
(iii) important views into and out of the area protected;
(iv) trees and other landscape features contributing to the character or appearance of the area are 
protected.”


In addition to the above policies, it will need to be demonstrated that any proposal for the new community 
hospital has regard to the National Planning Policy Framework.  This document sets out guidance for 
pursuing sustainable development in terms of seeking positive improvements in the quality of the built, 
natural and historic environment as well as people’s own quality of life.  It also sets out guidance in 
respect of conserving and enhancing the historic environment.


We would confirm that a separate Significance Assessment was prepared in accordance with PPS 5 
guidance, now superseded by the National Planning Policy Framework.  It should be read in conjunction 
with this Development Brief.
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3.15


10.24 - The in-patient, out-patient and community services provided at St Peter’s will continue to be 
developed.  The PCT is committed to ensuring that modern healthcare services are provided to local 
residents.  The PCT is working with other stakeholders to explore options for the future provision of 
healthcare facilities in the Maldon area, including the possibility of a new purpose built hospital to replace 
St Peter’s.  Options for the location of such a new facility are being developed by the PCT in consultation 
with the District Council and other stakeholders...”
 
The above policies and supporting text sets out the context whereby it is acknowledged that the site is 
currently used as a hospital site and thus its use is therefore clearly established in planning terms.
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4.6


4.7


4.1


4.2


4.3


4.4


4.5


“To provide a modern healthcare facility that delivers appropriate, accessible services in an 
appropriate setting and meets the current and future healthcare needs of the population of Maldon 
District and the surrounding area.”


The stimulus to provide improved community hospital facilities arises partly from the condition of the 
existing St Peter’s Hospital and its functional suitability to provide for modern healthcare services.  
Independent studies commissioned by the PCT concluded that the Estate was no longer meeting 
modern standards and did not provide a suitable environment for modern healthcare services.In 
addition, it does not offer the flexibility and range of accommodation needed for the PCT to achieve 
its strategic goals. 


Current Services at St Peter’s Hospital 


Maldon District residents are currently afforded the following health service provision.


1. Inpatient beds and rehabilitation – there are currently 26 in-patient beds at St Peter’s Hospital 
providing intermediate, palliative and stroke rehabilitation services, as well as sub-acute care to 
avoid inappropriate admission to acute care.  


2. Outpatients – there is a suite of 7 rooms, providing a wide range of services from Monday to 
Friday.  


3. Therapies – the following therapy services are currently provided on the St Peter’s site:
• Physiotherapy and Occupational Therapy for Outpatients, Inpatients and patients in the community 
(e.g. providing care in patients’ own homes)
• An integrated orthopaedic rehabilitation therapy service
• Speech and language therapy
• Podiatry
• Dietetics


4. Diagnostics – the diagnostic services available are x-ray, ultrasound 
and a walk-in phlebotomy service.


NHS Mid Essex is the Primary Care Trust (PCT) for the people that live in the districts of Braintree, 
Maldon and the Borough of Chelmsford.  They lead the local NHS and along with other local public 
services seek to:


• Improve the health and well being of the local population;
• Ensure that everyone has access to safe, high quality health services where needed;
• meet the national targets, put NHS policy into local practice and bring the best of modern healthcare to 
the residents of Mid Essex;
• make year on year improvements in health services;
• plan for the future;
• remain within financial balance. 


NHS Mid Essex is one of 14 PCTs in the East of England and is accountable to NHS Midlands and East, 
the Strategic Health Authority (SHA) that is accountable to the Department of Health, as well as to the 
local population.


To meet all of the above objectives, the PCT works in partnership with local providers, patient 
representatives, and other stakeholders to ensure the people of Mid Essex enjoy the best healthcare 
services provided in a local setting wherever possible. 


To meet local and national objectives, the PCT consulted widely on the health needs of the local population 
and identified the need for a wider range of local services to;


• prevent unnecessary admission to and attendance at an acute hospital1 ;
• provide integrated healthcare services; and,
• improve local access to healthcare services.


As part of its delivery of this strategic direction, the PCT has recognised the need to improve the facilities 
at St Peter’s hospital in Maldon, to provide an enhanced range of local healthcare services.  A key step 
in this investment was the submission and subsequent approval of their Strategic Outline Case (SOC) 
to the Strategic Health Authority in 2009, which demonstrated the PCT’s commitment to investment in 
health services in Maldon District.  This document, and the subsequent Outline Business Case (OBC), 
planned for submission in mid-2012, set out a clear and achievable vision against which the project 
proposals can be measured:


4.0  Existing heathcare services at St Peters Hospital


 1The phrase “acute” hospital refers to a main District General Hospital, such as that at Broomfield hospital, Chelmsford
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The need for change 


It has become clear that the existing St Peter’s Hospital in Maldon is not able to provide an adequate 
setting for delivering modern, flexible and accessible healthcare services.  


Since its conversion from a workhouse to hospital, it has grown incrementally over the decades with a 
variety of extensions, some of which were designed for a short lifespan.  This has resulted in an estate 
that is unable to support the next stage in the development of local healthcare delivery:


There are significant problems with the physical condition with a number of the buildings on the • 
site, particularly the buildings to the rear of the main workhouse.  The accommodation is of a poor 
standard and is not suitable for the delivery of modern services;


There are too many disjointed, separate buildings which prevent integrated service delivery and • 
make wayfinding difficult;


The numerous level changes throughout the site make physical access difficult, particularly for older • 
people or those with mobility difficulties, who make up a substantial proportion of the patients.  


In addition to these challenges, the health needs of the population of Maldon District are changing, as 
the population ages and the prevalence of long-term conditions such as diabetes and heart disease 
increases.  A different type of health facility is required to meet these emergent challenges, as the 
current facilities are not able to provide accommodation that is sufficiently flexible and large enough to 
accommodate these service needs.


5. Assessment and Rehabilitation Unit (ARU) – this is a predominantly nurse-led unit, aimed at 
preventing patients from having to be admitted to hospital.  Patients undergo a medical, nursing and 
therapy assessment with the intention of them being supported in the community and thereby avoiding 
an acute admission. 


6. GP services – a GP out of hours service operates a satellite service from the ARU facility in the 
evenings and weekends.  The service is by appointment only. 


7. Maternity – the unit is a 24 hour midwife led service that provides for low risk mothers.  It has 2 labour 
rooms and 6 post-natal beds.  In addition the service offers a day assessment service, daily midwife–run 
antenatal clinics and a consultant led clinic weekly.  Educational “parent craft” classes are also provided 
twice weekly. 


8. Mental Health services – The hospital site acts as a base for the Community Mental Health Team, 
which provides a community based service and offers services to community patients on the St Peter’s 
site.  In addition, there are Outpatient consultant-led clinics and Day Services, including individual as 
well as group therapy sessions such as psychotherapy and occupational therapy.  The final component 
is Child and Adolescent Mental Health Services (CAMHS).  


4.8.


4.9


4.10
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The proposed service range at St Peter’s 


The Clinical Strategy for Mid-Essex was developed by the PCT in consultation with key health and 
social care stakeholders, and identifies the need to meet future challenges in healthcare by a significant 
shift of services from hospital to community settings, focusing on admission prevention and long-term 
condition management.  


A key enabler in delivering this change is the redevelopment of St Peter’s Hospital.  Services within the 
reconfigured Hospital will include:


Outpatients: an expanded and more flexible outpatient suite, with access to adjacent outpatient • 
therapy accommodation (including gym facilities);


L• ong-Term Conditions Centre (LTCC): a new facility, offering services to patients with long-term 
conditions such as Diabetes, to help them manage their condition themselves, to avoid ‘crises’ and 
prevent them being admitted to hospital; 


R• apid Assessment Unit (RAU): this new unit will be focused on assessing patients to avoid the need 
for an acute admission, allowing them to be cared for in the community rather than in hospital;


M• odern diagnostic services: including digital imaging, and the facility to provide mobile MRI 
scanning;


M• inor procedures suite: a state-of-the-art facility, allowing local GPs to deliver minor surgical 
procedures (e.g. vasectomies, minor skin procedures) in a clinically safe facility;


Inp• atients and Maternity services: the existing inpatient and maternity services will continue to 
be delivered, although the reconfiguration of other services will allow the PCT the opportunity to 
consider how best to configure these services to meet local needs.  Note that in agreement with 
the Mental Health Trust, the current range of Mental Health services will be relocated to more 
appropriate facilities.


The redevelopment of St Peter’s Hospital has the support of local NHS stakeholders, the Council, local 
politicians and patient/public representatives.


High level objectives 


The over-arching objectives of the redevelopment are: 


1. To provide a purpose built modern healthcare facility that is fit for purpose, enabling the latest 
models of care to be delivered, whilst provides flexibility to meet the changing healthcare needs 
in the short, medium and long term of the local population


2. To embrace and promote sustainability during construction and operation through design


3. To provide additional capacity in areas where current health trends would indicate that demand 
will exceed capacity


4. To introduce innovative service provision that embraces technology and enables new ways of 
working that facilitate high quality accessible services


5. To provide a true community service: in essence, the improved facilities at the St Peter’s site 
will be a community facility in every sense so that it can be appreciated and valued by residents 
as a community asset even if they are not users of health care services


6. To provide clinically appropriate service that can be safely and economically delivered in a 
primary/community setting


7. To design and orientate the building on the site so that it can respond to any future expansion 
requirements, optimise daylight and sunlight and realise a relationship with the site setting that 
benefits patients, visitors and staff in the hospital whilst offering benefits to the users of the 
adjoining services.
 


4.144.11


4.12


4.13
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4.20


4.21


4.22


4.23


4.24


It is important that the layout should provide pleasant and simple routes that aid orientation and 
way-finding.  A variety of spaces need to be included at differing scales that are appropriate to a variety 
of purposes - whilst a double-height civic entrance area provides the public face of a building, more 
discreet controlled-access exits allow distressed or upset individuals to exit the building when they may 
feel uncomfortable passing through a public area.  Sub-waiting areas provide smaller scale spaces, 
generally with views into external landscaped areas, for people to wait nearer to their appointment time 
and interview rooms allow patients to have private conversations.  Sub-waiting areas can also be used 
by escorts, so they are close at hand when the patient’s consultation is complete.


The design and construction must provide for good standards of space (area, height, form and scale) 
which are operationally and energy efficient and economical and which have the capacity to be flexible for 
future changes in service provision. The design must also consider the aesthetics, durability, cleanability 
and sustainability of all materials used in the construction, finishes and furnishing.


Circulation Spaces need to be designed to be non-institutional.  This is achieved by reducing the length 
of corridors as much as possible, avoiding dead-ends, introducing passing places and waiting spaces 
and by incorporating natural light and views, both external and internal, to aid orientation.


Accessibility and Transport
New buildings should be designed to be fully accessible to all. To that end, the design must not only 
consider the needs of wheelchair users, but also those of children and their parents, those with poor 
mobility, particularly the elderly and those who are sensorially impaired.  The simple and logical layout of 
buildings promotes easy way-finding for all.  This will be complemented by appropriate signage and use 
of colour.  The centralisation of a main entrance shortens travel distances from the front door to each 
different area, aiding those with mobility difficulties.  


Therefore there must be adequate parking provision for staff, patients and visitors, particularly accessible 
spaces. The parking provision should relate to the PCT Green Travel Plan and the St Peter’s Travel 
Plan for staff, with possible opportunities including shared use with other adjacent facilities and/or 
time-managed schemes for sharing parking with other users, mechanisms for managing and reducing 
the parking need for (and environmental impact of) staff movements between St Peter’s and other local 
healthcare facilities, and consideration of space provision for future parking needs and public transport 
options. 


 


4.15


4.16


4.17


4.18


4.19


The above High Level Objectives are further assisted by a number of Key Performance Indicators and it 
is against these that the project proposals are measured.  


1. To provide a purpose built modern healthcare facility that is fit for purpose, enables new models 
of care and provides flexibility to meet the changing healthcare needs in the short, medium and 
long term of the local population.


The PCT has undertaken a comprehensive review of the services to be delivered from the site. These 
consist of services currently provided from St Peter’s Hospital combined with others, new to the site, 
to ensure maximum benefit is derived from the co-location and the sharing of appropriate facilities, in a 
more flexible delivery model. 


Design and Layout
The design of any community hospital has to be generated by two key design drivers.  Firstly, the 
layouts reflect the clinical functionality required by the brief in order to meet the healthcare objectives in 
an effective, flexible and efficient manner.  Secondly, the layout has been designed to ensure that the 
patient and visitor experience is of the highest possible quality.  There will be a wide range of both old 
and new users of St Peter’s, and it is critical that the hospital is accessible to all, is easy to navigate and 
provides an uplifting and reassuring environment.  A large number of consultees have been involved in 
the design of the internal layouts including:


• NHS Mid Essex clinical staff
• NHS Mid Essex estates and facilities management advisors
• NHS Mid Essex Patient Board


A number of other groups have been consulted regarding the building proposals. These include:


• Trust fire officer   • Local authority
• Control of infection advisors  • Public and Patient Involvement
• GP advisors    • Friends of St Peter’s Hospital
• Health planners


Regular reference has been made to a panel with clinical and hospital expertise from within NHS Mid 
Essex. 
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4.31


4.32


4.33


4.34


4.35


4.36


The PCT recognises that proposed works at St Peter’s provides a unique opportunity to adopt the 
sustainability agenda allowing all the three key aspects to be taken into account: social, economic and 
environmental.


Many of the sustainability objectives, particularly the social and economic ones, are covered in other 
performance indicators above and below. This section therefore focuses on the environmental aspects 
of sustainability. 


BREEAM is the leading and most widely used environmental assessment method for buildings. BREEAM 
(or equivalent) is advocated at Government level as a robust means of setting standards and assessing 
the sustainability of the Government estate, including the estate of the public sector bodies. 


BREEAM sets the standard for best practice in sustainable design and has been widely acknowledged 
as the measure to describe a building’s environmental performance. 


In addition to a general requirement for the Landlord to adopt the sustainability agenda, and to work 
with the PCT to deliver benefits against that agenda, the PCT requires that the design, construction and 
operation of the Facilities is evaluated using the BREEAM for Health assessment toolkit. It is an absolute 
that an “excellent” accreditation is achieved as a minimum standard with the new build proposals and 
a combination of both ‘’exellent’’ and “very good” accreditation with the refurbishment and extension 
solution.  These requirements are included in the core objectives for the project, as outlined in the 
Outline Business Case for the investment, which is currently in development. 


With regard to energy, the aim will be to investigate the possibility of achieving an 80% reduction in CO2 
emissions (compared to 1990 levels) for the final proposals and/or how the PCT will be able to reduce 
carbon emissions from the building to this level in the future. The options to achieve this, particularly 
passive solutions and/or the possibility of generating renewable energy on site, will be examined in terms 
of cost, effectiveness of CO2 reductions, and technical feasibility.


4.25


4.26


4.27


4.28


4.29


4.30


Car parking needs to be designed to accommodate the maximum number of users as identified within 
the Essex car parking standards. It is vital that there is clarity on parking when approaching the site 
and there should be a clear and protected pedestrian route from the car park to the main entrance.  A 
dedicated drop off to any main entrance needs to be provided, coupled with local disabled and drop off 
and pick up bays. Landscaping softens the presence of the parking area and car parking proposals must 
address the significant problems experienced currently. 


In addition, the approach to the site was considered and the junction on to the site reviewed and enhanced 
whilst retaining the character. The iron railing and dwarf walls are to be re-built further in to the site, 
enhancing pedestrian access and vehicular site lines.


Flexibility
The aim is to provide a flexible solution that will be sustainable over the lifetime of the building by enabling 
short, medium and long term change, both in healthcare services and other community activities and 
services, including extended hours of use. This flexibility and adaptability will have access, security, 
services, storage and management implications.  


Flexible accommodation allows different activities to be accommodated in a given space without physical 
rearrangement of engineering services taking place. Adaptability therefore requires the installation of 
removable partitions and furniture that can be added to, subtracted from or rearranged as required. 
The need for a layout that incorporates these elements of adaptability and flexibility has been carefully 
considered during the design process, as it increases the longevity of the building and makes it more 
sustainable. 


Clinical rooms are sized appropriately so that they can accommodate a wide range of clinical activity. 
These also allow for the specialisation of room equipment but ensure that rooms can revert back to generic 
rooms in the future. The intention is to provide a minimum number of room sizes and configurations, in 
order to avoid bespoke solutions that cater to only a single clinical service.


Sustainability objectives
2. Sustainability: To embrace and promote sustainability during construction and operation 
through design. 


The NHS is committed to “development that meets the needs of the present without compromising the 
ability of future generations to meet their own needs”. 
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4.37


4.38


4.39


4.40


4.41


Sustainability objectives
There are a number of steps that can be taken by the design team to achieve the levels of sustainability 
sought by NHS Mid Essex. The BREEAM rating measures the general and wide ranging sustainability 
of a project. The building design will be assessed using the Building Research Establishments 
Environmental Assessment Methodology (BREEAM) to ensure that the approach to sustainability has 
been fully considered.


BREEAM Healthcare is a direct response to ensuring that NHS buildings respond to a changing 
construction industry and public agenda whilst driving higher standards of sustainable design.  The 
attainment of a BREEAM Excellent standard for the new build element of the proposed St Peter’s 
Hospital Project is a mandatory requirement with Very Good standard where works are undertaken 
within the existing buildings. 


Transport
A comprehensive travel plan is being produced. A variety of options are being considered in order to 
minimise the parking need. From a building design perspective this includes safe area for cycle storage, 
adequate changing facilities and external areas landscaped to give preference to pedestrians over 
vehicles to ensure pedestrian safety.


3. Capacity: To provide additional capacity in areas where current health trends would indicate 
that demand will exceed capacity


The PCT has undertaken various scenario modelling exercises in order to assure itself of the need for 
the services that have been identified for inclusion at St Peter’s Hospital.  Given the increased demand 
for healthcare from an ageing population, the shift towards providing care in a community rather than 
acute hospital setting and the changes in the model for delivery of healthcare services, the PCT is aiming 
to provide a design that demonstrates an ability to respond to any changes in capacity requirements that 
may occur during its life. In particular, and when considering the flexibility /adaptability of the building, 
the PCT is seeking a solution that will offer future capacity for expansion.


Capacity and Future expansion
Whilst there are no current plans to immediately expand the service range and capacity above that 
already identified for St Peter’s, it is an important criterion of the Department of Health to future-proof 
new healthcare facilities by demonstrating that they are able to expand physically.


4.42


4.43


4.44


4.45


4.46


4.47


4.48


4. Innovation - To introduce innovative service provision that embraces technology and enables 
new ways of working that facilitate high quality accessible services.


The PCT expects to see evidence of the incorporation of evidence-based design solutions in the provision 
and configuration of space, especially where they provide a response to the patient safety agenda. 


Technology 
The use of new and proven technology in the design of the building should be applied to the benefit of 
the functionality and sustainability of the overall product.


The key to providing a low-energy, sustainable building is to reduce its energy demand through design. 
The main influencing factors are building orientation and passive solar design. The building fabric itself 
will also contribute to energy efficiency through its thermal mass (concrete structure with exposed soffits) 
and a high level of insulation so that the building is heated and cooled effectively.  


In order to maintain comfort within the internal environment in an energy efficient way, U-values that 
exceed the current Building Regulations and high levels of air tightness ensure that heat is not lost 
through the external walls and roof of a building.  High performance glazing also minimises heat loss in 
the winter and solar gain in the summer.


5. To provide a true community service: in essence, the new facilities at the St Peter’s site will be 
a community facility in every sense and will be designed so that it can be appreciated and valued 
by residents as a community asset even if they are not users of health care services


It is essential that the building, both externally and internally, is designed to provide a positive healthcare 
experience that promotes the wellbeing of all building users, is not intimidating and does not cause 
anxiety. This involves consideration of the physical, psychological, emotional and therapeutic effects 
of the building environment. Natural light, and the penetration and integration of green spaces into the 
building, visually and physically, will be significant issues in achieving this. 


The massing and façade treatments should highlight the civic impact required by an important local 
building within the context of the surrounding buildings and environment, while providing a human scale 
that ensures that it is an accessible, approachable and welcoming community facility. 


The building and/or site should retain a clear link to the historical memorial association of the hospital. 
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4.49


4.50


4.51


4.52


4.53


4.54


4.55


The design and layout of the waiting area(s) should provide a human, non-institutional scale with a 
secure, reassuring, calming environment. It/they should accommodate a variety of functions and facilities, 
including quiet area(s), private spaces/rooms, children’s space, information point, community services 
(CAB, social services), use for out-of-hours public activities. They should be visually pleasing (natural 
light, natural materials, reduction of glare, sensitive and appropriate texture and colour selection), 
acoustically comfortable (reduction of echo and unwanted sound intrusion) and should be visually and 
directly linked to external open space. Finishes should be durable and easily cleaned so that they 
maintain their original appearance. 


Clarity of way-finding is critical to reducing the anxiety of patients and visitors. The building layout 
should respond to this need by providing a design that enhances intuitive way-finding, shortens travel 
distances, and allows green spaces (some of which should be usable all the year round) to penetrate and 
be integrated into the internal spaces visually and physically. This should be supported by high quality 
interior design that incorporates the use of colour, symbols and artwork as a means of guiding people 
through the building, as well as consistent and appropriate signage. 


Specific facilities within the hospital, such as the café or physiotherapy, should be located to enable open 
space to be directly accessible and integrated. 


Direct access to outside space for inpatients, designed for their specific needs and to view green space are 
both issues that will improve the sense of well-being and connectivity to the non-hospital environment. 


External spaces, both for car parking and open space generally, should complement the design of 
the building, bringing both elements together into an integrated health campus. They should have a 
pedestrian scale and feel, with pedestrian (and cycle) routes taking precedence as far as possible over 
vehicular routes, and be accessible to all including people with physically and sensory disabilities. 


ASPECT (A Staff and Patient Environment Calibration Tool) provides guidance and a method of assessment 
for social wellbeing, and will be used by the PCT as an informal tool to inform their assessment of the 
design. 


It is essential that the building, both externally and internally, is designed to provide a positive healthcare 
experience that promotes the wellbeing of all building users.  This involves consideration of the physical, 
psychological, emotional and therapeutic effects of the building environment.  Some of the key design 
principles used to generate a building that reflects a positive and optimistic healthcare vision are noted 
below.


4.56


4.57


4.58


4.59


Patient-centred Design - The design should consider the variety of patient pathways through the building 
as explored at the user group and stakeholder meetings to allow the patient to feel that the healthcare 
services are focussed around the individual.  


Stimulating and Therapeutic Environment - Proposals should provide well-lit, soothing areas that maximise 
therapeutic stress-free qualities and will be safe, visually pleasing and acoustically comfortable.


Privacy and Dignity - Building layout must respect the dignity, comfort and privacy of all users. Issues 
regarding visual and auditory privacy inform the location and design of changing areas, toilets, 
showers, reception desks and clinical rooms. In general, the spaces must be non-institutional and 
non-intimidating.


Access and External Visual Link - New design and layout must maximise the provision of natural daylight 
into buildings.


It is intended that the hospital acts as a key community resource, with flexible spaces that can be used 
to promote a broader health agenda beyond simply treating illness – allowing, for example, education 
services to enable patients to care for their own condition.  These spaces include the public areas of the 
building together with additional areas that will be available on a bookable basis. 


Some of the internal areas should be available for shared community use. These include:


Public areas, such as the café, generally with open access to the public. Security arrangements will • 
be in place for out-of-hours access.
Group rooms will be available on a bookable basis for community use with access available to an • 
adjoining area.
Main waiting areas will be predominantly configured to support the hospital waiting requirements.  It • 
would be possible, when convenient, to reconfigure these areas to create large public spaces on an 
intermittent basis.
Meeting & Training areas within the staff-controlled area may become • 
available for use by wider health-related voluntary and community 
groups.
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Conclusions
Considering the existing healthcare services at St Peters Hospital, the emerging proposals for the 
improved and reconfigured facilities and services have been developed through a process of continual, 
wide stakeholder engagement and have generated the frame work and associated accomodation for 
clinical delivery. On going discussions continue as to how best to provide these necessary, modern, 
21st century healthcare facilities on the St Peter’s hospital site whilst respecting and responding to 
conservation and heritage issues.


4.60


4.61


4.62


4.63


6. Safety:  To provide clinically appropriate service that can be safely delivered in a primary/
community setting.


Issues of safety are wide ranging and there is a requirement for an n integrated, controlled approach to 
health and safety on the St Peter’s Hospital project, not only during the design and construction phases, 
but also with regard to the completed buildings end use and ongoing maintenance.


At the same time, the PCT is mindful of its responsibility to provide services and facilities that offer 
class-leading value for money; therefore the solution must offer clinically appropriate service facilities 
that enable the required services to be economically delivered in a primary/community setting.


7. Context: To design and orientate the building on the site so that it can respond to any future 
expansion requirements, optimise daylight and sunlight and realise a relationship with the site 
setting that benefits patients, visitors and staff in the hospital whilst offering benefits to the users 
of the adjoining services.


Building Orientation 
Generally the buildings are of shallow plan in order to maximise the potential for natural lighting and 
ventilation. Where the day-patient area of the building is focused around a double-height waiting space, 
there is a large courtyard adjacent and roof lighting together with air vents to allow air circulation. 


Restrictors on windows are a NHS requirement but can compromise the degree of natural ventilation 
possible in healthcare buildings. We hope to explore ways of providing windows that can provide 
adequate natural ventilation, through the use of side louvre panels or perforated panels, that provide a 
large open area without compromising safety. Whilst there are strict guidelines governing ventilation to 
clinical areas, the building is still able to achieve a high level of natural ventilation (approximately 60% of 
the internal spaces). Other areas are mechanically ventilated to meet sanitary and clinical requirements. 
Where mechanical ventilation is provided, a proportion of the waste heat will be recovered via heat 
recovery sections in the air handling plant.


4.64
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SP04
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5.7


5.8


5.9


In more recent times there have been few changes to the existing layout or buildings although the largest 
addition to the site has been the construction of the care home in the eastern corner of the site. 


The current site therefore contains a mix of building styles and forms and on a site that has a history 
of significant parking and manoeuvring problems – the incremental growth of the site as a hospital is 
reflected in the rather haphazard form of many of its buildings and their relationships to both one another 
and the space around them.  


Accordingly, the provision of modern healthcare facilities and demands placed upon them has meant that 
such uses have had to adapt to the imposed physical, legal and economic restrictions because of the 
nature and character of those buildings.


5.1


5.2


5.3


5.4


5.5


5.6


St Peter’s Hospital lies to the south west of Maldon town centre on the northern side of Spital Road which 
forms a main vehicular, cycling and pedestrian link to the centre from the west.  


The site is identified on the accompanying plan and the area within the red line boundary is measured 
as 2.42 hectares (5.98 acres).  The site extends from the vehicular access point onto Spital Road up to 
the rear of the well treed boundaries of the residential properties on Highlands Drive.  Further residential 
properties form its southern edge including the more recent sheltered housing scheme on the former car 
dealership on Spital Road. 


Spital Road forms the south eastern boundary with rear gardens of residential properties together with 
those houses along Wellington Road forming a northern edge.  All boundaries are well defined.  The 
local character is predominantly residential although more commercial properties are evident towards 
the town centre. 


Turning to the site itself, the original building designed by Fredrick Peck was constructed as a workhouse 
in 1873 to 1874 with a capacity for 450 inmates.  At that time, the site was on the periphery of the town, 
flanked by fields and composed in red brick in the Tudor style whilst incorporating more colourful brick 
banding and gables with partial crow-stepping.  The site was laid out on three parallel ranges (work 
house, services and infirmary) which in turn had been divided between males and females. 


Following the integration of work houses within the wider provision of the National Health Service, St 
Peter’s was adapted for hospital use and a number of alterations followed to provide an improvement to 
existing accommodation and to update services.  Much of the original building remained as existing, but 
the ancillary service areas were extended in places to allow for example, modern heating systems.  A 
large H-plan was built to the rear of the site to provide additional bed space although the majority of the 
ward has been replaced with one section remaining alongside the rear car park. 


In the early 1970’s, further improvements were made to the Hospital including the construction of the 
large power house and chimney.  In addition, stand alone residential buildings were constructed at the 
rear of the site set in generous spaces. 


5.0  Site & surroundings
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5.1  Land uses


Land Use Key
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5.1.1


5.1.2


5.1.3


The adjoining diagram shows how the land uses are dispersed within the area around the hospital site.


The cluster of health uses is shown as an ‘island’ at the centre of the diagram surrounded by residential 
uses. All Saints CE Primary School and St Francis Catholic Primary School are shown in Highlands Drive 
and London Road respectively. 


Alternative uses are shown as a cluster at the west end of High Street, with occasional retail along Spital 
Road providing local services for the residential areas to each side.


Land use plan
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Building Heights Key


1 storey


2 storey


3 storey


Building Heights Key


1 storey


2 storey


3 storey


5.2.1


5.2.2


5.2.3


Building heights in the local area vary between single-storey, two storeys and three storeys, reflecting 
the relatively limited range of building types and the predominance of residential use around the hospital 
site.


Single storey heights relate principally to bungalows from the 1970s which typify streets such as 
Highlands Drive and Cherry Garden Road. Two storey heights are common within High Street, London 
Road, Wellington Road and Spital Road, although there are considerable variations in the scale of the 
buildings depending on the age and type of construction. 


Three storey heights are more limited, and are restricted to some of the major elements within the 
streetscene (either as tall 2.5 storey height or high floor-to-ceiling levels. The main hospital building 
(with its tower), Cooper Court retirement flats and the cluster of buildings at the junction of Spital Road, 
London Road and High Street are the most prominent of these.


Building heights plan
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5.3  Greenspace
Open Space 


Key


Private green space 


Public green space 


School grounds


Open Space 


Key


Private green space 


Public green space 


School grounds


5.3.1


5.3.2


5.3.3


The disposition of greenspace, be it private, semi-private or public, is shown on the adjoining diagram.


In response to the disposition of the residential uses, the pattern of private gardens is a predominant 
character in most areas around the existing hospital. The hospital site itself contains a limited area 
of greenspace which is accessible or provides amenity for these public areas, although it cannot be 
described as representing ‘public open space’ as such.


Both public and private area of space contain mature landscaping and trees which contribute to local 
townscape character but also skyline interest. The individual trees and tree groups are identified within 
this document on page 25.


Greenspace plan
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      5.4  Local views


5.4.1


5.4.2


5.4.3


As a number of the preceding diagrams have illustrated, the existing hospital site is something of an 
island within the surrounding land use, all of which is residential. This is a consequence of the original 
edge-of-town workhouse being subsumed into the suburbia of Maldon. The main connection between 
the hospital use and the town is via the formal approach from Spital Road, although there is also a 
secondary link into Wellington Road. Aside from these connections, the site is viewed via occasional 
views between the residential development which now surrounds the site or longer-distance views within 
the town or on the skyline. The latter are considered within the Significance Assessment and relate 
principally to the main hospital tower and the chimney.


Locally, there are very few views into the site which could be considered to hold a significant value as 
existing. In fact, many of them highlight the rather poor quality of the buildings at the rear of the site. 


Identifying these views on the adjoining plan will, however, form an important part of any design evolution 
for re-development on the site, ensuring that views are enhanced wherever possible.


Local views plan
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5.5 Townscape appraisal


5.5.1


5.5.2


A townscape appraisal looks at the way in which the physical characteristics of a site impact on the local 
context. Townscape value can be made up of many factors, including buildings, views, boundary treatments, 
landscaping and landmarks. There can also be factors that detract from townscape, including buildings of a 
poor design or built quality, poor views or under-used space.


The appraisal for the hospital site highlights a number of important factors, in particular:


1) the importance of the frontage to Spital Road in defining the entrance to the site and enhancing a significant 
section of Spital Road;


2) the landmark role of the main hospital building and the chapel;


3) the strong, formal grouping of main hospital building, chapel, administration block and the associated 
landscaping and trees at the front (south) of the site;


4) the lower townscape value and visibility of buildings to the rear of the main hospital frontage, and some of 
the poor quality edges resulting;


5) glimpsed views into the site from surrounding areas, offering limited views towards some of the buildings 
behind the main hospital block;


6) the contribution of existing trees both on-site and off-site to the quality of the environment, principally 
around the perimeter of the site;


G


VS


V


Key:


Vista-stop


Glimpsed view


Poor edge


Landmark


Defined space


Active frontage


Pinchpoint


View


Serial view


TPO trees


Important on-site trees


Important tree groups


Important off-site trees


Buildings of lower visibility


APPENDIX 1







  // DEVELOPMENT BRIEF


CAUD 229632 23


MALDON


Townscape appraisal diagram
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Key:


Conservation Area


Locally-listed building


5.5.3


5.5.4


5.5.5


Conservation Area & locally-listed building/s
The site lies partially within the designated Maldon Conservation Area which was first designated in 1969.  
The boundary truncates the site along the edge of the wards closest to the main building.  Essex County 
Council and Maldon District Council have prepared a “Conservation Area Review and Management Plan” 
for the Conservation Area in 2006 and specifically referred to the St Peter’s Hospital site as follows:


“Set well back from the road, but nevertheless with an overpowering presence, is St Peter’s Hospital.  
Originally the Maldon Union Workhouse, it was built in 1873 to plans by F.Peck (Garratt 1998).  Built 
of red brick in a loose Tudor style, it comprises a main north-south 3 storey block with a central clock 
and water tower, to the rear of which are lower service buildings.  In front of it, with a rather uneasy 
relationship to the main building, is the Chapel, a small attractive stock brick building in the Lancet style 
(fig.18). The former administration building on the street frontage at the entrance is now the Cherry 
Tree’s Resource Centre.  Its Therapeutic Garden Project won a District Conservation and Design Award 
in 2005.  It is unfortunate that the adjacent area around the Hospital entrance is neglected and in need of 
landscaping.  Parking is a major problem in the hospital grounds and adversely affects the appearance 
of the site.  Original cast iron railings survive on the street frontage; they are in need of painting (black 
rather than existing cream).”


It should be noted that English Heritage undertook the former listing investigations in 2003 with regard 
to the site and concluded that the buildings did not have sufficient special interest in a national context 
to meet the criteria for listing.


The buildings which are included within the local listing of the Hospital are shown on the adjoining plan.  
Although local listing confers no statutory protection, local listing is defined as a “heritage asset” within 
Annex 2 of the National Planning Framework.


Heritage constraints plan
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Key:


Conservation Area
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5.5.6


5.5.7


5.5.8


5.5.9


Existing trees 
There are a number of important individual and groups of trees within and on the edge of the site. A 
number of individual trees are subject to Tree Preservation Orders (TPOs) and works to such trees is 
prohibited without the consent of the District Council.


The TPO trees are located on the eastern side of the access road when approaching the main building 
and comprise pines, yews and a horse chestnut.


In addition to the TPO trees, there are a number of important trees identified within the site by the 
Council as being important and these are identified in the diagram. Those trees which lie within the 
designated Conservation Area are subject to controls which enable the Council to protect the character 
of those trees. 


The trees identified on the diagram are listed as follows:


T1 and T2  Oak (lg)
T3, T4 and T5  Oak (sm)
T6   Oak (med)
T8   Horse Chestnut (offsite lg)
T9   Oak (lg)
T10    Oak (sm)
T11    Sycamore (extensive decay in base)
G1   Sycamore and Conifer
G2   6 x Purple Leaf Plum (1 dead)
G3   Several young Sycamore and 1 Ash
T12 and T13  Blue Atlantic Cedar
T14   Willow Leafed Pear
T15 and T16  2 Sequoia
T17    Yew
T18   Sycamore (o/s)
T19, T20 and T21 Robinia (o/s)
T22   Robinia
T23   Sycamore
G4   2 Yew 1 Holly
G5   2 Birch, Sycamore, 2 Swedish Whitebeam, Cedar
T24 and T25  Horse Chestnut (lg)
T26 and T27  Yew (lg)
T28   Pear
T29   Willow Leafed Pear
G6   6 Cherries (1 dead)
T30   Pine (offsite med)
T31   Sycamore (offsite lg)


Indicative tree plan
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T1  Pine
T2  Yew
T3  Yew
T4  Pine
T5  Yew
T7  Horse chestnut
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5.6  Maldon Conservation Area
The Maldon Conservation Area was first designated in 1969. In 1988 there were three separate Areas: firstly, 
Market Hill, Fullbridge and the western part of the High Street; secondly, the Hythe; and thirdly St. Peter’s 
Hospital, Spital Road and Mount Pleasant. These Conservation Area were further revised, extended and 
conjoined in 1998 to form the single Maldon Conservation Area. The hospital site straddles the boundary 
along its west edge.


The Conservation Area has evolved to reflect an increasing depth of understanding of the town’s merit and 
conservation value, reflecting its settlement from a late Saxon burh occupying a hilltop close to the estuary 
of the Blackwater to the subsequent centuries of development, including the growth of maritime industries 
and the rising popularity of the market town in the 19th and 20th centuries.


There are about 185 buildings listed as being of special architectural and historic interest. These range from 
early examples of vernacular timber-framed structures to provincial variations of fashionable architecture 
through the 17th, 18th and 19th centuries.


As with all Conservation Areas, designation is not intended to prevent change but to ensure that necessary 
change does not damage the essential character which designation was intended to preserve. 


In terms of helping to identify ‘character’, the District Council has produced a Character Appraisal for the 
Maldon Conservation Area. This document highlights St Peter’s Hospital as falling within a ‘subzone’ of the 
Conservation Area referred to as:


“residential development on the west side of the town in the area of the burh, including Spital Road, Mount 
Pleasant and Fambridge Road. Spital Road is a busy approach to the town and St. Peter’s Hospital is a 
major landmark in this area.”


5.6.1


5.6.2


5.6.3


5.6.4


5.6.5


Extract from Maldon District Council’s Character Appraisal for Maldon Conservation Area, showing the defined 
sub-zones
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Aerial photograph, indicating the Conservation Area boundary (white) and the St Peter’s Hospital site (red)
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In order to help define the character of the site and its surroundings on more detail, we have undertaken 
a further analysis of the local area and have defined additional sub-zones in terms of townscape 
character. These are shown on the adjoining map and reflect the physical characteristics of areas 
adjoining the hospital site as well as the date of their settlement.


The character zones are as follows:


A - High Street/town centre
This character zone reflects the pattern of the early settlement of the ‘burh’ and the dense and enclosed 
nature of the built form.


B - London Road/Wellington Road
These streets form part of the Victorian ‘suburb’ due west of the town centre and are characterised by 
formal houses in large plots.


C - Spital Road
Spital Road is one of the main vehicular arteries into the town centre, and it provides the frontage and 
approach to the hospital. It comprises a range of built form, but predominantly 19th century towards 
the north-east and post-war to the south-east of the hospital.


D - Highlands Drive/1970s suburbia
This is a discreet area of speculative housing which adopts a typical, generous layout.


E - St Peter’s Hospital
The hospital site is something of an ‘island’ within these character zones, built as an entity and con-
fined by its boundaries. 


Defining these character areas will help to ensure that the townscape and settlement context of the 
hospital site is understood and can be used to inform the proposals as they develop.


5.7.1


5.7.2


5.7.3


5.7 Character zones


Townscape character zones adjacent to the St Peter’s Hospital site
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Zone A - town centre


The town centre zone is characterised by a tighter street pattern which reflects the original burgage plots 
of the medieval settlement. The frontage development tends to be continuous, with a range of narrow 
and wide frontage plots and varying heights from 1.5 to 2.5 storeys.


The scale of the buildings also varies from modest, vernacular to larger scale Georgian and Victorian 
facades, producing a wide range and variety of interest within frontages and at roof level. The levels of 
enclosure within the principal streets are high, and the active frontages help to ensure a high degree of 
animation, typical of traditional streets.


External materials are equally varied, ranging from render in a variety of colours to buff and red brick. 
Roofs are finished in red/brown plain tile or slate.


The end result of the density of settlement and the range of building form, finishes and detail is highly 
visually stimulating. 


5.7.4


5.7.5


5.7.6


5.7.7
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Zone B - London Road/Wellington Road


London Road is a wide, straight alignment of properties lining what was originally the principal 
thoroughfare into the town from the hinterland. Although it is lined with buildings of varying date (from 
the 15th century onwards), its formal appearance is emphasised by the predominant neo-classical villas 
from the 19th century.


The street is almost entirely residential in character, with the exception of the community hall and the 
school at the north-west end. 


The plots tend to be spacious in character, with properties located at or close behind the frontage. This 
gives a good level of enclosure without feeling cramped. External materials range from the red brick 
of the 18th century townhouses to buff brick and render. Slate and clay tile are the predominant roof 
finishes.


Wellington Road has a similar, residential atmosphere, softened by mature trees. Properties here are of 
19th century date, again with a quiet and spacious character.


5.7.8


5.7.9


5.7.10


5.7.11
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Zone C - Spital Road


Spital Road reflects the incremental development of the town along its primary accesses. Its north-east 
end links into High Street and the urban form has a strong character which reflects the tighter settlement 
in this area. Further west, the sweep of the road provides good serial views, although the quality of the 
townscape is interrupted by poorer quality infill. 


Beyond the town centre area, the scale of development reflects the predominant residential use with 
most buildings being two storeys in height and set in spacious plots. External materials in the eastern 
sections maintain the local palette although this weakens to the west.


St Peter’s Hospital is the major feature along Spital Road, announced by the trees, railings and gatepiers, 
with the impressive main block sitting on the higher ground beyond. The consistency of the materials 
palette increases the impact of the site.


West of the hospital, the quality of the townscape reduces to become less coherent in terms of enclosure, 
design and materials.


5.7.12


5.7.13


5.7.14


5.7.15
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Zone D - 1960s/70s suburbia (Highlands Drive)


Highlands Drive was mainly developed in the late 1960s and early 1970s, on land previously open 
fields to the north-west of the hospital and accessed from Spital Road past the retained Highlands 
Farmhouse.


As is typical of development of this period, the new residential area was laid out in generous fashion, with 
large footprint, single-storey dwellings set in large plots and along regular alignments. Most buildings 
are set back behind large front gardens, resulting in a low level of enclosure within the street.


The design and detailing of the units is plain, and the external materials are a repetitious use of brick, 
render, boarding and concrete tile. 


Although spaciously laid out, the effect in townscape and character terms has a low level of local 
distinctiveness and identity.


5.7.19


5.7.20


5.7.21


5.7.22
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Zone E - Workhouse/hospital site


The original workhouse development was effectively a ‘campus’ constructed on the edge of the town 
centre, containing the activities within its perimeter. As the town has developed around it, and the use 
has changed, the hospital has become more closely associated physically with the land uses around it 
though it remains something of an island within the settlement pattern.


The site is characterised by the dominating presence of the main hospital building, the chapel and 
the approach from Spital Road past the gatepiers and Administration block. Thereafter, a continuity is 
provided by the consistency of materials palette amongst the ancillary buildings of the 19th century. This 
becomes less pronounced towards the rear of the site where the Victorian building become subsumed 
by the modern structures of temporary construction.


The hierarchy of the architecture responds to the use of the site, with the main hospital building, chapel 
and administration block being the ‘public face’ of the site, and the wards and other functional areas 
sitting behind. 


5.7.23


5.7.24


5.7.25
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5.8  Significance Assessment


5.8.1


5.8.2


5.8.3


5.8.4


Heritage asset significance


A Significance Assessment was prepared to support the Development Brief in line with the guidance 
within PPS 5 ‘Planning for the Historic Environment’.  PPS 5 is now superseded by guidance within the 
National Planning Policy Framework which still requires an establishment of a “baseline” recognition of 
the architectural and historic value of the existing buildings on the site.


The assessment identified 21 individual structures on the site. These have been assessed individually  
in terms of relative values against English Heritage guidance, as follows:


Evidential value – derives from the potential of a place to yield evidence about past human activity. • 
Historical value – derives from the ways in which past people, events and aspects of life can be • 
connected through to a place to the present. 
Aesthetic value – derives from the ways in which people draw sensory and intellectual stimulation • 
from a place. 
Communal value – derives from the meanings of a place for the people who relate to it, or for whom • 
it figures in their collective experience or memory. 


In order to provide a summary of the assessment, the results have also been presented in a visual form 
and summarised in the categories as:


None• 
Low• 
Moderate• 
Good• 
High• 


The inventory within the Significance Assessment also highlights the categorisation of the properties in 
terms of planning constraints such as locally listed buildings, Conservation Area status, or unlisted. 
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5.8.5


5.8.6


5.8.7


The plans on the following pages provide a summary of the relative significance of the buildings 
on the hospital site in terms of their ‘heritage value’.


As the diagrams show, although the original phase of buildings relating to the workhouse share 
a common historical significance as a result of being constructed as a functional ‘entity’, the 
main hospital building, the chapel and the administration building are those which provide the 
most evident and prominent architectural and townscape significance, based on their design 
quality, scale and location on the site. 


In our opinion, despite being of the same build phase and original concept, the rear portions of 
the hospital are not so architecturally significant and are more utilitarian in quality.  The lesser 
wings and rear wards are of further reduced quality and architectural interest, being standardised 
and typical building types. In addition, the elements of built form behind the frontage are of 
much reduced townscape value and, where they are visible in glimpsed views, their contribution 
to the character and appearance of the Conservation Area is low.
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Historical 
significance plan


Historical significance


As the original complex was designed and built as a single operational entity, it follows that the nineteenth-
century buildings have a generally consistent level of historical significance. They provide historical 
evidence of the original settlement of the workhouse in this location and the conversion to hospital use, 
although this is to a greater or lesser degree depending on the extent of alteration. Also, although all 
the original elements form part of an overall hierarchy of how the original workhouse functioned, some 
of the evidence provided by individual buildings is not so strongly resonant of the use or heritage value 
than others. This requires further detailed analysis but, for the purposes of a baseline assessment, the 
original elements of the workhouse are shown as having a moderate significance throughout.


The majority of the original workhouse buildings have a significance within the history of Maldon and 
its role within a phase of late nineteenth century development. They have a GOOD level of historical 
value. 


This assessment of historical value is a separate consideration from the assessment of the individual 
elements in terms of their individual or townscape value, but it does consider the assessment recently 
undertaken by English Heritage which concluded that the buildings do not warrant inclusion on the 
Statutory List of Architectural or Historic Interest.


5.8.8


5.8.9


5.8.10
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Key:


High significance


Good significance


Moderate significance


Low significance


No significance


Conservation Area


Aesthetic 
significance plan


Aesthetic significance


The plan alongside summarises the relative significance of the buildings on the hospital site in terms of 
their individual aesthetic value.


As the plan shows, the main hospital building’s frontage, the chapel and the administration building are 
those which provide the most evident and prominent aesthetic significance, based on their design quality 
and fulfilment of architectural purpose. 


In our opinion, despite being of the same build phase and original concept, the rear portions of the 
hospital are not so aesthetically significant and are less architecturally refined in quality.  The side 
wings and rear wards are of further reduced quality and architectural interest, being standardised and 
typical building types. As a result, the dining-hall, kitchens, workshops, Infirmary and Smallpox Ward are 
therefore of moderate aesthetic value, with other modern parts being at a low level, or of no aesthetic 
significance.


5.8.11


5.8.12


5.8.13 
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Townscape
significance plan


Townscape significance plan


The plan of townscape significance reflects our analysis of the site and buildings in their wider 
Conservation Area context. 


In our opinion, it is the main hospital frontage, the chapel, the Administration Block and the gates/
railings which make the most significant contribution to the townscape character of the local area.  The 
Council identifies only the chapel as being a positive landmark building, but we consider that the main 
hospital block fulfils a similar role (especially with the main tower). 


There are locations around the site where partial or glimpse views of parts of the hospital complex 
behind the frontage. These are generally of low significance and are highlighted as such mainly due 
to their scale and the use of consistent materials.  One particular view into the site is the vista-stop 
formed looking southwards along Wellington Road towards the north flank of the dining-hall. In our 
opinion, although the existing building’s presence forms a physical stop to that view, the character of 
the street is not dependent upon it and its significance is moderate. The Council’s character appraisal 
in the section relating to Wellington Road does not refer to this view. It is perhaps more relevant here 
to consider the identified view in terms of the townscape appraisal and acknowledging the potential 
for enhancement in the future.


The remainder of the buildings on the site are either low in terms of their contribution to the local 
townscape character or they provide no positive significance.


5.8.14
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5.8.16


5.8.17
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5.8.18


5.8.19


5.8.20


Our assessment of the significance of the existing site in townscape terms generally reflects that 
undertaken by the Council in the preparation of the Character Appraisal of the Conservation Area.


The plan alongside is an extract from that document and illustrates how the Council shares the positive 
assessment of the Chapel, Administration Building and hospital frontage. 


The criteria used by the Council for assessing the buildings for this plan is as follows:


1. Negative, buildings of no architectural quality detrimental to the character of the area, either by reason 
of mass, design, materials or siting.
2. Negative, buildings of indifferent design or detailing, or unsuited to the character of the conservation 
area.
3. Buildings which have a neutral presence in the conservation area, fitting satisfactorily into it.
4. Positive contribution through design, age, materials or detailing.
5. Positive, listed buildings or landmark buildings.


Key:


5 Positive (landmark)


4 Positive


3 Neutral


2 Negative


1 Negative (no value)


Extract from Character Appraisal: 
Contribution of Individual Buildings and 
Spaces plan
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5.9  Options for the existing buildings
5.9.1


5.9.2


As part of the assessment of potential re-use of the existing site and buildings, the scope for the retention 
and conversion of the historic parts of the former workhouse has been carefully analysed. The policy 
context for assessing this potential is set out in the Practice Guide accompanying PPS5 paragraphs 
88-90:


“88. Proposals for the development of a heritage asset will ideally be for its optimum viable use. By 
their nature, some heritage assets have limited or even no economic end use. A scheduled monument 
in a rural area may preclude any use of the land other than as pasture, whereas a listed building may 
potentially have a variety of alternative uses such as residential, commercial or leisure.


89. It is important that any use is viable, not just for the owner but also for the future conservation of the 
asset. Viable uses will fund future maintenance. It is obviously desirable to avoid successive harmful 
changes carried out in the interests of successive speculative and failed uses. If there are a range of 
alternative ways in which an asset could viably be used, the optimum use is the one that causes the 
least harm to the significance of the asset, not just through necessary initial changes but also as a result 
of subsequent wear and tear and likely future changes. The optimum viable use is not necessarily the 
most profitable one. It might be the original use, but that may no longer be economically viable or even 
the most compatible with the long-term conservation of the asset.


90. Harmful development may sometimes be justified in the interests of realising the optimum viable use 
of an asset, notwithstanding the loss of significance caused, provided that the harm is minimised.”


As set out in section 4 of this Brief, there are set requirements for the delivery of modern health-care 
services which require a large degree of bespoke design to accommodate them. Some of the existing 
workhouse buildings can be adapted to meet part of the requirements but others are limited either by 
scale, form or design. In the terms of the above guidance, therefore, and in the context of the delivery of 
a considerable public benefit for the community, a long term view must be taken in terms of the viability 
of the heritage asset within the project as a whole, and therefore to what extent decisions may be made 
regarding potential harm to the asset in the context of this public benefit.


5.9.3


5.9.4


5.9.5


The issue of public benefit is further explained in paragraphs 91 to 95 of the Practice Guide. It sets out 
the following advice:


“91. Where substantial harm to, or total loss of, the asset’s significance is proposed a case can be made 
on the grounds that it is necessary to allow a proposal that offers substantial public benefits. For the loss 
to be necessary there will be no other reasonable means of delivering similar public benefits, for example 
through different design or development of an appropriate alternative site.


92. Alternatively a case can be made for such serious harm or loss on the grounds that the designated 
heritage asset is genuinely redundant itself and it is preventing all reasonable uses of the site in which 
it sits. Even where the asset is genuinely redundant, it will often be the case that it can be worked round 
or incorporated into new development so that the wider site can remain in active use.


93. Keeping land in active use is a public benefit. It will be very rare that a decision has to be made 
between keeping a designated heritage asset and returning the site to active use but in such cases a 
balance still has to be struck between the loss to society of the significance of the designated asset 
and the benefits of returning the site to use. Loss of the highest graded assets will only be on wholly 
exceptional grounds.”


In the detailed consideration of the Trust’s requirements, the adaptability of the existing buildings, and 
their relative significance, we have produced a series of development principles which balance the 
public benefit of delivering the healthcare services on this town centre site with the relative merits of 
the heritage assets involved. These principles have also evolved in response to the wider townscape 
constraints and opportunities presented earlier in the document.


In summary, as a result of the significance assessment work, townscape appraisal and the development 
of the requirements for the site by the Trust, the development principles in the next section focus on the 
retention, conversion and re-use of the Administration block, the Chapel and the main hospital building. 
These are the principal heritage assets on the site in terms of their scale, townscape role, quality and 
local distinctiveness. It is considered imperative in the terms of the above guidance that they remain and 
are re-used.
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5.9.6


5.9.7


5.9.8


As part of any future planning submission, any proposal involving the demolition of existing 
buildings within the Conservation Area would need to be accompanied by a statement in 
accordance with the National Planning Policy Framework.  This would need to set out the 
case for demolition and explain the significance of the existing buildings and the impact on 
that significance resulting from the proposals.


A major part of the justification for any required removal of heritage assets will be the public 
benefit accruing from the re-use of the existing town centre site, the conversion and re-use 
of the principal heritage assets and the delivery of accessible healthcare provision for the 
community. Using a previously-developed site within the town’s built up area and currently 
used as a hospital and which is to be the focus for 21st century healthcare facilities is 
consistent with national planning policies


The delivery of the public benefit to Maldon and the surrounding area of much needed 
modern healthcare services in our improved and enhanced site satisfies current planning 
policies and outweighs the harm caused to the relative heritage value of the existing 
buildings affected by the development proposals.
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6.0  Development principles


6.1


6.2


6.3


6.4


6.5


6.6


Buildings with potential for removal
The Significance Assessment has identified the relative merit of the existing buildings on the site. Our 
interpretation of the results is that there is an evident and very significant grouping of buildings at 
the Spital Road (east) end of the site. This has considerable merit in townscape terms and also as a 
‘set-piece’ within the site. The axial relationship of the main hospital building and the chapel, and oblique 
viewpoint towards both through the main gates is a high quality piece of townscape. Also, to the east of 
the main hospital building, the quality of the spatial arrangement is very good.


To the rear (west) of the main building, the quality of the spatial relationships is less, and the quality 
of the structures and their relationship to those spaces is also of a lesser townscape quality. The 
character of the area becomes much more utilitarian and the quality of the buildings (as the Significance 
Assessment has shown) is reduced, albeit that a number share a similar historic significance from the 
original workhouse development.


The National Planning Policy Framework at paragraphs 126 to 141 acknowledges that a hierarchy 
of value exists within heritage assets and that applicants putting forward development proposals will 
need to describe the significance of such assets.  The recognition of a hierarchy of value leads to an 
assessment of the nature, level and extent of significance.  It is established in current guidance that local 
planning authorities should identify and assess the particular assessment of any heritage asset that may 
be affected by a proposal (including by development affecting the setting of a heritage asset) taking 
account of the available evidence and necessary expertise.


Following our analysis of the site and its buildings, it is our view that the most significant heritage values 
on the site could be protected through the retention of the principal hospital block, the chapel, the 
administration block and the railings and gatepiers. The quality of these structures, their prominence and 
their spatial relationship are of great significance in themselves and in the local context. 


Aside from these structures, it is our view that a number of buildings to the rear of the main block 
could be considered for removal. Although the areas shown in red in the plan alongside include some 
of the original 1873-4 buildings, their limited quality in the context of the site as a whole is not of a 
high significance and their removal would not be harmful to those important elements of heritage value 
manifested in the other, retained buildings.


In the context of delivering modern healthcare services on this site as a “public benefit” and in achieving 
the long term re-use of the principal heritage assets, this assessment is considered to accord with the 
National Planning Policy Framework.


Key:


Buildings for retention


Potential demolition


Potential retention/removal
plan
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6.7


6.8


6.9


Development principles
In the context of a potential re-development of the site, there are a number of principles which 
should be responded to in order to retain the character of the site and protect its significant 
architectural and townscape qualities.


These are as follows:


1) the approach to the site along Spital Road provides an impressive edge to this townscape 
and also a sense of intrigue as to what lies behind the railings, gates and administration block. 
The railings are therefore an important streetscene element and should be retained within any 
reconfigured access.


2) the set-piece arrangement of administration block, chapel and main hospital building is a formal 
composition which utilises the topography and relationship with Spital Road very successfully. 
The resultant composition, although currently littered with cars and signage, is of a good quality 
and contributes positively to this part of the town.


3) the main hospital building is a local landmark in itself and defines the formal space on its east 
side.


4) the areas of greenspace and trees within the eastern part of the site are of great importance 
to its existing character and should be retained and improved wherever possible. 


5) to the rear/west of the main hospital building, the quality of the site and buildings reduces 
significantly. The formal arrangement of buildings is much less pronounced, although there are 
glimpsed views into the site from some locations which should be taken into account in new 
layout and design.


6)  subject to agreement to the removal of buildings to the rear of the main block, the potential 
exists to achieve a form of development which achieves a good quality and efficient use of the 
site, with  positive relationships to the neighbouring boundaries.


The application of the above principles will enable the greatest heritage  
value of the site to be retained, alongside a viable and sustainable 
re-use of the remainder.


Key:


Buildings for retention


Retained green edge


Potential landscaping improvement


           Identified trees/groups


Frontage protection zone


Potential re-development area


Potential storey height


Vista-stop potential


3


2


Development principles plan
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7.0  Masterplan considerations


7.1


7.2


7.3


7.4


7.5


Having considered the planning context for the hospital site, including the assessment of the existing 
buildings and the access to the site, it is appropriate to consider the potential form that a new community 
hospital could take in the light of the clinical requirements that are needing to come forward.


Those clinical requirements are absolutely essential and critical elements of a new community hospital 
and it is these issues that will be a significant determining factor in the scale, size and layout of the new 
development.


The size and type of the requirements are such that a 2-phase programme of provision is identified. The 
first phase of provision will require the following:


Reception area     Imagining
Waiting area    Facilities management and catering
Cafe     Genetic treatment
LTC hub (Long Term Care)  Tissue viability
Outpatients    Surgical procedures
Rapid Assessment Unit   Outpatient Therapies


The second phase will require the provision of:


In-patient Therapies
Maternity
24 bed inpatients


In bringing forward such facilities, a number of options were considered and within the submitted and 
approved Strategic Outline Case, two options were put forward. One of the options was for a total new 
build of the new Community Hospital on the rear of the St Peter’s Hospital site leaving the majority of the 
existing hospital buildings intact although the outpatients’ ward, family planning, H-plan and the villas 
would be demolished. Whilst such a new build option could be designed to physically accommodate all 
of the required clinical and community requirements, there are significant other factors which mitigates 
against such an option. These include the difficulty of creating a satisfactory relationship between any 
new hospital building and the need to protect the amenities of people living immediately beside the 
site.


Furthermore, the new build option would mean the retention of the majority of the existing hospital 
buildings which would need to come forward for an alternative use. Setting aside viability concerns, the
retention of these buildings in addition to a new community hospital would place significant pressure 
on the need to provide adequate vehicle parking, circulation and servicing having regard to the need 
to provide the optimum environment for both the hospital site and the surrounding properties.  Decked 
parking would be required for such an option which in our view raises particular concerns about 
protecting the amenities of nearby residents as well as concerns about the overall development of the 
site. Furthermore, general concern is raised about the relationship between a possible new hospital 
located at the back of the site and to the rear of a current unidentified use within the existing buildings. 
Such an arrangement in our view is unsatisfactory given the importance of the community hospital to the 
town and the surrounding area. 


Rejecting the new build option has now focused upon making the best use of suitable and appropriate 
hospital buildings alongside an element of new build – the refurbishment and extension option thus looks 
at the retention of the main building and the removal of the rest of the buildings and structures to the rear 
to allow for a new build element to come forward. This proposal reflects the analysis undertaken with 
regard to heritage issues within the Brief and in the accompanying Significance Assessment. 


The opportunity to retain the main building and to create new build on the rear then leaves the opportunity 
to secure an appropriately designed car park and landscaping area to the rear – as noted in the Brief, 
the current parking and circulation areas at the existing hospital site are totally unsatisfactory and the 
development proposal as put forward within the Brief now allows for a proper reassessment and the 
opportunity to secure a well thought out layout as part of the redevelopment of the site. The masterplan 
shows provision for 150 car parking spaces but this will need to be the subject of detailed consideration 
at the planning application stage.  In the event that more parking is needed then land shown within the 
masterplan as surplus may be appropriate for this purpose.  For anymore surplus land that is identified 
within the site (most likely to the rear of the site) then consideration will be given to other appropriate 
health related uses to reflect the development of the site as a healthcare campus.


The front of the site will alter as a result of the reconfiguration of the access as referred to earlier but with 
the retention of the Chapel and trees protected by Tree Preservation Orders, it is considered that the 
general character of the building and its environs will remain when viewed from Spital Road. 


7.6


7.7


7.8


7.9
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7.10


7.11


7.12


Refurbishment and Extension proposals


This Brief has considered the future use of the existing St. Peters complex of buildings and how best 
to use these buildings for the provision of 21st Century health care requirements. Clearly within such 
a context, there is a need to assess the ability of the existing buildings to meet clinical requirements 
whilst considering the interests of retaining the building from conservation perspective. The Significance 
Assessment accompanying this Development Brief has looked at each of the buildings individually and 
has determined that the most important buildings are the main hospital building, the Chapel and the 
administration block (Cherry Trees Resource Centre). 


Given the nature of the clinical requirements and their relationships, it is critical to ensure the optimum 
internal arrangement comes forward and consequently this brings forward proposals which require the 
demolition of those hospital buildings to the rear of the main hospital block including the dining hall, OPD 
block, laundry and workshop buildings. Their removal means that a Phase 1 structure of the ground floor 
and first floor element can be built  onto the existing main hospital building at the rear, thereby physically 
connecting into the existing hospital function. 


A second phase would see the refurbishment of the part ground, first and second floors of the main 
hospital building. In addition, a compliant means of escape would need to be added to the retained 
building.
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Site plan - refurbishment and extension proposals


(indicative)Area of surplus land, 
possibly to be used for 
additional car parking 


or other uses to be 
determined. 
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3D model - refurbishment and extension proposals
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8.0  Highways and access


8.1


8.2


8.3


8.4


8.5


Highways consultants have been appointed by Mid Essex PCT to review options and constraints for 
access to St. Peter’s Hospital in Maldon, in relation to proposals to redevelop the site through regeneration 
of the existing buildings, comprehensive rebuild or a combination of the two. At this stage, the work 
has been focussed upon the identification of background traffic conditions, likely future demands and 
possible physical constraints.


In terms of the hospital catchment, it is expected that Maldon District best reflects the area served. 
This is supported by the geographic distribution of the newly formulated Practice Based Commissioning 
Groups, which are centred on Maldon. Hence, an estimate of the maximum distance a patient would 
have to travel to St. Peter’s results in up to 18 miles by main road for residents who live in the coastal 
parts of the District. The built up areas account for the majority of the population, for whom shorter travel 
distances apply.


As noted earlier within this Brief, the Maldon District Local Plan does not designate the St Peter’s 
Hospital site for any particular use, although part of the site does fall within the designated Conservation 
Area, including the highway frontage and main workhouse block.


Traffic counts
Data collection at this stage in the process has been focussed upon  key access points and other main 
junctions within the vicinity of the site.


Data has been collected at four locations, being:
Site 1 – St. Peter’s Hospital main entrance on Spital Road, including movements into and out of 
Wentworth meadows, opposite.
Site 2 – Junction of London Road and Wellington Road, forming the secondary access point into SPH 
via the second gate.
Site 3 – Gate counts at the second gate on Wellington Road.
Site 4 – Compound junction of London Road, Gate Street, High Street, Fambridge Road and Spital 
Road.


Each of the above observations was carried out on Tuesday 14th June 2011 over a twelve hour period 
between 0700 and 1900hrs.


In addition, automatic traffic counts were carried out using duplex pneumatic tubes at a location about 
50m west of the main entrance on Spital Road to determine the daily variation in main road traffic flow 
levels and collect speed data to assist in determination of the most appropriate visibility splays at the 
revised main gate.


Each of the junction observations referred to above were carried out using static video recording 
equipment.  Turning count data was extracted from the video recordings for sites 1 to 3 for the period 
between 0730 and 0930 and 1630 and 1830, collated in 15 minute intervals.


Main access on to Spital Road
A primary issue relating to the main access is that of available width between the gateposts. Figure 1 
below shows the existing arrangement with a clearance of approximately 4.0m between gate pillars, a 
width barely able to support the passage of two vehicles.


Figure 1 : Main Gate looking to Spital Road
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Figure 3 : Main Gate Access looking East


8.10


8.11


8.12


Observation in the evening peak, particularly, demonstrated the difficulty experienced exiting and 
accessing the site in busy periods, where vehicles queuing to exit impeded vehicles on Spital Road, 
seeking to gain access to the hospital.  This meant that queues formed on the main carriageway in turn 
impeding vehicles trying to exit.


Existing visibility onto Spital Road from the main gate is partially impeded by the presence of low walls 
and iron railings meaning that vehicles have to edge out into the main carriageway before achieving 
enough forward visibility to permit safe egress.


Figure 2 and Figure 3, below illustrate the existing situation and show the proximity and configuration of 
the hospital peripheral walls.


Figure 2 : Main Gate Access looking West
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8.13


8.14


Secondary access on to Wellington Road
Wellington Road, which provides access to the rear gate of St Peter’s Hospital is relatively narrow and 
has frequent on-street parking.  Observations of traffic movements, show that demand for the rear 
access is quite low.


Figure 4 : Looking north on Wellington Road from SPH rear gate


Figure 4, above shows the view from the hospital looking through the rear gate along Wellington Road, 
showing frequent parked cars and the limited residual width.


There exists a turning hammerhead at the southern end of Wellington Road to enable turnaround for 
those vehicles not entering the hospital grounds.  Figure 5 shows this arrangement.


It is possible to travel between the main and rear gates within the hospital grounds but the routes are 
often narrow with acute corners and minimal visibility.


Figure 5 : Wellington Road


8.15
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Figure 6 : Preliminary Visibility Assessment


8.20


8.21


8.22


8.23


8.24


8.25


Using traffic speed data, appropriate visibility standards have been referenced and applicable safe 
stopping sight distances (SSD) calculated for a revised main access to service a regenerated hospital 
complex.


Using calculated SSD, visibility splays have been determined and preliminary proposals put forward 
for compliant access on to Spital Road, incorporating a significantly improved access route into the 
hospital.


Conclusion
Traffic count data collected at the main gate on Spital Road, has shown that the traditional AM and PM 
peak hour periods lie between 0815 and 0915 and 1630 and 1730, respectively. The site demonstrates a 
very high peak to daily flow ratio of 11% on normal weekdays.  This means that 11% of total daily traffic 
into Maldon (on Spital Road) enters in the morning hour.


Of the 653 vehicles (average Monday  to Thursday) approaching the hospital in the AM peak hour, 
approximately 26% enter the hospital via the main gate, with a further 6% leaving. In the PM peak hour, 
of the 560 vehicles approaching the hospital, some 7% enter the hospital and 13% depart. Overall, in 
the AM peak hour more than 99% of traffic entering the site (out of a total of 174) do so through the main 
gate, whilst in the PM peak hour 86% depart through the main gates out of a total of 85 vehicles.


Traffic speeds passing the main gate have been observed to average less than 30mph in each direction, 
based on the data collected via the automatic traffic counter.  These vehicle speeds, when analysed 
in accordance with TA 22/81, result in an average 85th percentile wet-weather speed of 28.6mph, 
westbound and 26.6mph, eastbound.  Appropriate safe stopping sight distances have been calculated 
using Manual for Streets and appropriate visibility splays developed to support the development of 
preliminary proposals for a safe reconfigured  access into the hospital on Spital Road.


This reconfigured access seeks to retain as far as possible the character of the existing entrance in 
terms of gate piers and railings whilst acknowledging it is imperative to improve upon visibility splays 
along Spital Road. The requirement to meet the new splays requires the setting back of existing features 
as well as the loss of a number of trees and vegetation - such trees are not covered by Tree Preservation 
Orders but are within the Conservation Area.


8.17


8.18


8.19


Overview
Analysis of the  access has investigated the options and constraints relating to the existing and potential 
improved access to St Peters hospital in  Spital Road, Maldon , Essex .  Traffic flow data is contained 
within an appendix to this Brief. This access analysis has investigated the options and constraints relating 
to the existing and potential improved access to St. Peter’s Hospital in Spital Road, Maldon, Essex.


The work has been supported and informed through site visits and observations and a comprehensive 
array of local traffic surveys of main access points and prominent junctions in the vicinity.


The traffic surveys have been analysed to demonstrate the current scale of traffic movement at the main 
and secondary access and the range of prevailing traffic speeds passing the main gate.


The graphs demonstrate the predominance of inbound flows to Maldon in the AM peak period with a very 
sharp rise between 0800 and 0900, quickly dissipating into the AM off-peak period.  11% of the entire 
traffic inflow on Spital Road into Maldon is recorded within this one hour.


The PM peak is less marked with a more gradual increase and decrease in traffic flows westbound from 
Maldon over the PM period.
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9.0  Conclusions
9.1


9.2


9.3


9.4


The provision of a new community hospital for Maldon is critical. The existing St Peter’s Hospital site lies 
within the built-up area of Maldon and is currently in hospital use. It is the responsibility of the NHS Mid 
Essex Trust to ensure that the people of Maldon and its environs receive 21st century healthcare from 
appropriate facilities and it is their desire to achieve this on the existing hospital site.


The existing hospital falls well below current hospital standards. Having regard to the need to provide 
21st century healthcare uses, it is important that proposals that do come forward are viable and do not 
compromise the operational requirements of the use. The heritage and conservation analysis undertaken 
has identified the significance of certain buildings which has informed the proposals put forward within 
this Brief.


It is considered that a refurbishment of the main building and an extension to its rear is the most 
appropriate way forward for securing a new community hospital on the site. The consolidation of new 
and old hospital buildings on the site will allow for appropriate healthcare provision for both visitor and 
staff, and in a form that seeks to minimise impact on its surroundings both now and in the future.


This Brief has been adopted as Supplementary Guidance by Maldon District Council as the local planning 
authority and will be used when assessing any planning application submissions for a new community 
hospital on the site.
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A1


A2


A3


Traffic Flow Data


Peak hour analysis
Data has been extracted from the video observations for the main peak hour periods of 0730 and 0930 
(AM Peak) and 1630 and 1830 (PM Peak) .  Traffic flow passing the main entrance on Spital Road has 
been used, at this stage, to determine the peak hour within this 90 minute period.  The following graphs 
illustrate this variation in traffic flow:


From the  information gleamed from traffic counts it can be deduced that the AM peak hour falls between 
0815 and 0915 and the PM peak hour falls between 1630 and 1730, when both eastbound and westbound 
traffic flows are considered together.


The traffic counts also provided information on vehicle composition using a standardised categorisation 
of Car, LGV, OGV1, OGV2, PSV and Motor Cycles. This data shows a predominance of cars in the 
vehicle population averaging 85% in the through movement.  Light goods vehicles (LGV) account for 9%, 
whilst other goods vehicles (>1.5t), buses and motor cycles account for a further 2% each
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A4


A5


A6


A7


A8


Daily Variation
The automatic traffic counter on Spital Road provided a continuous record of vehicle flows eastbound and 
westbound between Friday 10th June and Friday 24th June, 2011, collated into one hourly periods.  


The counters also summarised vehicles according to their speed and length.


Considering traffic volumes, the following graphs show the hourly variation by day type passing the count 
site, in each direction.


The graphs demonstrate the predominance of inbound flows to Maldon in the AM peak period with a very 
sharp rise between 0800 and 0900, quickly dissipating into the AM off-peak period.  11% of the entire 
traffic inflow on Spital Road into Maldon is recorded within this one hour.


The PM peak is less marked with a more gradual increase and decrease in traffic flows westbound from 
Maldon over the PM period.
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St. Peter’s Hospital traffic
St. Peter’s Hospital traffic comprises all traffic entering and leaving the site within the peak periods 
identified above, via both the main and secondary entrances on Spital Road and Wellington Road, 
respectively.  


Inbound to St Peter’s Hospital


Site: Movement Description AM Peak PM Peak


Site 1 – L Spital Rd W to St Peter’s Hospital 130 23
Site 1 – D Spital Rd E to St Peter’s Hospital 39 15
Site 2 – A London Rd N to Wellington Rd 2 1
Site 2 – D London Rd S to Wellington Rd 10 9
Site 3 – A Wellington Rd Gate 5 0


Outbound from SPA


Site: Movement Description AM Peak PM Peak


Site 1 – A St Peter’s Hospital  to Spital Rd W 19 56
Site 1 – C St Peter’s Hospital  to Spital Rd E 22 17
Site 2 – F Wellington Rd to London Rd N 1 5
Site 2 – E Wellington Rd to London Rd S 6 13
Site 3 – B Wellington Rd Gate 5 12


Total traffic inbound to St Peter’s Hospital in the AM peak totals 169 at the main gate and an additional 
5 at the second gate on Wellington Rd.  


The majority of movements accessing St Peter’s Hospital on Spital Road originate to the west (77%).  
Also, based on the turning movements at site 2, the majority of the Wellington Rd gate movements 
approach from Maldon (say 80%).  Departures in the same period are 41 and 6 respectively with similar, 
yet less pronounced, directional splits.


Departures in the PM peak are 73 at the main gate and 12 at the rear gate.  Again, the majority of 
movements at the main gate proceed towards the west (77%) with the majority of Wellington Rd gate 
exits proceeding on to London Rd, south (approx. 72%).  Arrivals in the PM peak are 38 at the main gate 
with none recorded at the rear gate.


A9


A10


A11


A12


Traffic speeds and stopping sight distance


The assessment of traffic speeds at the main gate approaches is critical to the determination of the most 
appropriate visibility standard for any new or modified access at this point.  It is considered that the most 
appropriate standard to be applied is that within Manual for Streets (MfS), a standard considered more 
appropriate for urban streets than the alternative Department for Transport (DfT) Design Manual for 
Roads and Bridgeworks (DMRB) standard more suited to higher speed rural roads.


Data from the Automatic Traffic Count shows the westbound average speed to be 28.6mph, whilst the 
eastbound average speed is 26.6mph.  It is assumed that these speeds represent the wet weather 
speed.  


Using the formula in Manual for Streets at paragraph 7.5.3, the resultant stopping sight distance is thus 
calculated to be 40.1m and 36.3m westbound and eastbound, respectively.


Figure 6, below, illustrates the relationship between the calculated visibility splays and a proposed 
preliminary arrangement for access off Spital Road.  The visibility splays (shown dashed-blue) are 
measured from a point 2.4m back from the give-way line to the nearest kerbline of each approach.


The diagram assumes a 7.0m wide access and relocated gate posts and perimeter walls and which clearly 
has an impact upon the existing access and the character of the street scene along Spital Road.


The minimum setback location (shown dashed-red) assumes a 0.5m clearance between the imaginary 
visibility splay and the front face of the wall.  The maximum setback location (shown solid-red) assumes 
the perimeter walls are reconstructed to align with the building line established between the two adjacent 
structures.


Kerb radii of 10m have been assumed to accommodate heavy goods vehicle movements into and out 
of the main gate.
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VINEFIELDS MASTERPLAN
East Close, Bury St Edmunds
Delivering a New Sustainble, High Quality Residential Development for Bury St Edmunds    Masterplan Document January 2011


Hopkins Homes Limited,  The Lady Karen Jean Fisher & Mairi Jean Johnston
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News story
Five major hospitals to be
rebuilt as part of over £20
billion new hospital
infrastructure investment


Five hospitals constructed mostly
using reinforced autoclaved aerated
concrete (RAAC) will be rebuilt by
2030 as part of the New Hospital
Programme.


From:


Published


Department of Health and Social Care (/


government/organisations/department-of-health-


and-social-care) and The Rt Hon Steve Barclay
MP (/government/people/stephen-barclay)


25 May 2023


Government remains committed to building 40
new hospitals by 2030


GOV.UK


Home Health and social care National Health Service
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Government confirms for the first time the New
Hospital Programme is now expected to be
backed by over £20 billion of investment in
hospital infrastructure


Patients and staff will benefit from safe, state-of-
the-art new facilities and improved care as the
government announced its commitment today
(Thursday 25 May) to rebuild 5 major hospitals by
2030, as part of the New Hospital Programme.
For the first time, the government has confirmed a
record investment of over £20 billion is expected
to be spent on new hospital infrastructure.


The 5 hospitals are Airedale in West Yorkshire,
Queen Elizabeth King’s Lynn in Norfolk,
Hinchingbrooke in Cambridgeshire, Mid Cheshire
Leighton in Cheshire and Frimley Park in
Surrey. These hospitals all have significant
amounts of reinforced autoclaved aerated
concrete (RAAC) – a lightweight type of concrete
used to construct parts of the NHS estate in the
past but which has a limited lifespan, after which it
deteriorates significantly.


The NHS has asked the government to prioritise
the rebuilding of these hospitals given the risks
they pose to patients and staff – the full extent of
which has come to light since the New Hospital
Programme was first announced in 2020.


Two of the worst affected hospitals – West Suffolk
Hospital in Bury St Edmunds and James Paget
Hospital in Norfolk – have already been
announced as part of the New Hospital
Programme and the construction of these major
new hospitals will be prioritised to ensure patient
and staff safety.


As a result of this reprioritisation, as well as the
rising cost of construction materials, up to 8
schemes that were originally due to be
constructed towards the end of the decade will
now be completed past 2030.


The government remains committed to delivering
all hospitals within the programme as soon as
possible – the biggest in a generation – and will
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ensure all schemes have adequate funding.


It is on track to deliver the manifesto commitment
to build 40 new hospitals in England by 2030,
because in addition to the 5 RAAC hospitals, 3
mental health hospitals will also be delivered
through wider capital funding by 2030 – as part of
a commitment to eradicate dormitory
accommodation from mental health facilities
across the country and put mental health on an
equal footing to physical health.


Two hospitals in the New Hospital Programme are
already complete and 5 in construction. By the
end of next year more than 20 will be underway or
complete.


The government will keep the situation under
review and do everything it can to accelerate the
completion timeline of the hospitals impacted, if
circumstances allow. The New Hospital
Programme will continue to work closely with new
and existing schemes on their plans to ensure
they deliver for patients, staff and communities.


Health and Social Care Secretary, Steve Barclay,
said:


These 5 hospitals are in pressing need of
repair and are being prioritised so patients
and staff can benefit from major new
hospital buildings, equipped with the latest
technology.


On top of this I’m strengthening our New
Hospital Programme by today confirming
that it is expected to represent more than
£20 billion of new investment in hospital
infrastructure.


As we approach the 75th anniversary of our
fantastic NHS, this extra investment will
ensure it can care for patients for decades
to come and help cut waiting lists so they
get the treatment they need quicker.”


Going forward, new schemes will be considered
through a rolling programme of capital investment
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in hospital infrastructure to secure the building of
new hospitals beyond 2030.


It will mean further future investment to upgrade
NHS facilities across the country, with details to
be agreed periodically to provide greater future
certainty, and will allow more than 40 new
hospitals to be built in the longer term.


By developing a national approach to delivering
new hospitals, they can be built more quickly and
at a reduced cost, providing value for taxpayers.
Patients and staff will benefit from modern
hospital design making use of the latest
technology, digital innovation and sustainability to
improve overall patient experience and provide a
better working environment for staff.


This is in addition to substantial wider capital
investment which is delivering vital improvements
across the NHS, including major upgrades.


The government remains committed to
eradicating RAAC from the wider NHS estate by
2035 and has already allocated £685 million in
immediate support to affected trusts to help keep
patients and staff safe.


Health Minister, Lord Markham, said:


We are investing in new NHS facilities
across the country giving patients the
certainty they can access world-leading
care in state-of-the-art hospitals, both now
and in the years to come.


In the immediate term, we’re focussing on
quickly and safely rebuilding hospitals in
areas which need it most – specifically
those affected by this specific type of
concrete, which poses a significant risk to
patients and staff if not rebuilt by 2030 –
with over £20 billion expected to be
invested in new hospital infrastructure.


In the long term, our new standardised
design means we can rapidly replicate new
hospitals across the country, helping speed


Five major hospitals to be rebuilt as part of over £20 billion new hospit... https://www.gov.uk/government/news/five-major-hospitals-to-be-rebui...


4 of 7 14/03/2024, 16:43







“


“


“


up construction and improving services for
patients faster.”


Senior Responsible Owner of the New Hospital
Programme, Natalie Forrest, said:


This is a significant milestone for the New
Hospital Programme, as we continue to
progress with delivering facilities for staff
and patients at the cutting edge of modern
technology with the experience of those
who will use these hospitals at the heart
of our focus.


We’re continuing to build healthcare
infrastructure that improves patient care –
including modern designs, creating single
rooms ensuring maximum natural light and
access to outdoor spaces. This new design
will reduce the workload of NHS staff
through digital solutions, well designed flow
and designated areas for staff recuperation.


I look forward to continuing to work with all
trusts already in the programme and
welcoming the new ones into the New
Hospital Programme.”


Background


Final funding will be subject to future spending
reviews.


The New Hospital Programme will continue to
work closely with new and existing schemes on
their plans to ensure they deliver for patients, staff
and communities. In total, 7 hospitals with
significant amounts of RAAC will now be part of
the New Hospital Programme.


More details on current schemes that will be
completed past 2030 and the rolling programme
will be set out in due course. This will include any
opportunities for trusts who applied to the
previous ‘Next 8’ process.


Two hospitals are now open to patients:
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Northern Centre for Cancer Care – North
Cumbria Integrated Care NHS Foundation Trust


Royal Liverpool Hospital – Liverpool University
Hospitals NHS Foundation Trust


Five further hospitals are under construction,
including:


Midland Metropolitan Hospital – Sandwell and
West Birmingham Hospitals NHS Trust


Northgate Hospital – Cumbria, Northumberland,
Tyne and Wear NHS Foundation Trust


Greater Manchester Major Trauma Hospital –
Northern Care Alliance NHS Foundation Trust


3Ts Hospital – Brighton & Sussex University
Hospitals NHS Trust


Bath Cancer Hospital - Royal United Hospital
Bath NHS Foundation Trust


In addition, at least £179.7 million will build 3 new
mental health hospitals in Surrey, Derbyshire and
Mersey as part of wider plans to eradicate mental
health dormitories and improve care for mental
health inpatients. This is alongside £5.9 billion of
funding for elective recovery, diagnostics, and
technology, and £1.7 billion for over 70 significant
hospital upgrades.


Explore the topic


National Health Service (/health-and-social-care/


national-health-service)
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1. Executive Summary 
 


1.1 Purpose of the Business Case 
NHS Mid Essex is committed to providing the residents of Maldon district and its 
surrounding area with a range of high quality healthcare and prevention services in a local 
community setting. These services will help to achieve the NHS’s aim of treating patients 
outside an acute secondary care setting and improving local access for local people. 
 
This Strategic Outline Case (SOC) examines the need for a community hospital in Maldon 
that fulfils the commitment outlined above. The existing St. Peter’s Hospital in Maldon fails 
to meet the needs of the community both in terms of the model of service delivery and in 
terms of the quality of the facilities. 


 


1.2 Background 
The primary purpose of NHS Mid Essex is to improve the health and well-being of people 
who live in the districts of Maldon and Braintree and the Borough of Chelmsford. To 
demonstrate its commitment, the PCT has identified a clear  project vision, against which 
the project proposals can be measured: 
 
“To provide a modern healthcare facility that delivers appropriate, accessible services in 
an appropriate setting and meets the current and future healthcare needs of the 
population of the Maldon district and surrounding areas.” 


   
 


1.3 National Context 
A description of all the main policy drivers impacting on the PCT agenda is set out in the 
Strategic Service Development Plan (SSDP). Those that have the greatest relevance to 
the current agenda for investment and reform in primary care services are: 


-


 ‘Our Health, Our Care, Our Say’ 
 ‘Our NHS, Our Future’ 


 


1.4 Local Context 


1.4.1 NHS East of England 
In 2007, NHS East of England undertook a consultation on its pledges to deliver their 
vision for healthcare in the east of England: to provide the best health service in England 
and to add to the quality and length of life of local people. The “Improving Lives; Saving 
Lives” consultation resulted in 11 pledges, split into 3 broad headings: 


 Delivering a better experience for patients 
 Improving people’s health 
 Reducing unfairness in health 
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These pledges are embedded in NHS Mid Essex’s 2008–2011 Operational Plan and the 
Maldon Community Hospital will play a significant part in fulfilling them. 


1.4.2 NHS Mid Essex 
The PCT, together with its partners, is committed to delivering person-centred care, by 
redesign and relocation where necessary. This commitment is supported by the view that 
care should be locally accessible and responsive to promote well-being, support self care 
and increase the choice patients have around their care.  


1.4.3 World Class Commissioning (WCC) 
The vision for NHS Mid Essex is to become a truly world-class commissioner of health 
services in terms of processes, governance, people and systems. NHS Mid Essex aims to 
increase competition in the market to supply and procure services that are efficiently 
delivered and of high quality; while at the same time ensuring that resources are 
appropriately targeted to best help the needs of the local population. 


1.4.4 Transforming Community Services 
On 13 January 2009, the Department of Health published the Transforming Community 
Services (TCS) guidance, which requires the restructuring of primary and community 
services. The document outlines the process and timescales for achieving the separation 
of the PCT provider functions from its commissioning functions, and gives consideration to 
the future organisational form for community provider organisations. 


 


1.5 St. Peter’s Hospital Estates Profile 
 


The site is currently in the ownership of Mid Essex Hospitals NHS Trust.  The PCT plan to   
purchase the site from the Trust in 2010/11 subject to receiving adequate Capital 
Resource Limit approval. 
 
A detailed survey of the site was undertaken in 1999, which concluded that the estate was 
in a less than satisfactory condition from which to provide health care services. This 
conclusion is even more applicable now, as the estate has continued to deteriorate since 
that time. 
 
A more recent site survey from January 2008 came to a similar conclusion, categorising 
the vast majority of areas surveyed as Condition C or D, with the ventilation, electrical, 
heating and water systems frequently being categorised as condition D.  
 
In terms of functional suitability, the 1999 survey concluded that the site buildings also 
score very poorly in this respect. 
 
In summary, the site buildings are in a very poor state; they do not meet modern fire 
safety, DDA or health and safety requirements and they need to be modernised to 
improve functional suitability.  Furthermore, the current working conditions are having a 
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detrimental effect on staff morale, which in turn affects the recruitment and retention of 
high quality staff. 
 


1.6 Proposed Service Delivery Model 
NHS Mid Essex’s Integrated Model for Community Services lays out the strategic aim for 
future service provision. Commissioned services should focus on effective health 
promotion, prevention and self-care approaches, with an emphasis on shared decision 
making with the patient. Services must be flexible and responsive to a patient’s changing 
needs. 


 


1.7 Proposed Solution 


1.7.1 Service Provision 
In order to achieve the project vision in accordance with the service delivery model, the 
proposed solution would provide the following services: 


 GP Services 
 Outpatient Services 
 Tissue Viability Service 
 Therapies 
 Rapid Assessment Unity (RAU) 
 X-ray 
 Ultrasound 
 Phlebotomy 
 Inpatients, including a stroke rehabilitation unit 
 Maternity Unit (Midwife-led) 
 Minor Surgery 
 Adult Mental Health 
 Community café 
 Dispensary 


 


1.7.2 Outpatient Services 
A full range of Outpatient services will be delivered for a range of clinical specialties, and 
the service will build upon the services already provided at St. Peter’s in order to provide 
locally accessible facilities for Maldon and the surrounding areas. An initial assessment of 
recent outpatient activity has been carried out, based on the following assumptions: 


 
Outpatient Capacity Planning Assumptions 


Growth (to 2015) 3.79% 


Minutes per Patient appointment 20 


Hours per session 3.5 
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Sessions per week 16 


Working Weeks per Year 48 
 


The analysis found that the OPD would need to accommodate 8 consultation rooms in 
order to serve the requirements of all patients currently at St Peter’s, plus all Maldon 
District resident patients at Broomfield and St John’s Hospitals (Appendix 1). A summary 
of how this compares with the current service provision is provided in the table below: 
 


Current Service Provision Service Provision in New Facility 


Outpatients 


A suite of 7 rooms operating two 
sessions per day, Monday to 
Friday. 


8 consultation rooms operating a total of 16 sessions per week. 
This capacity will be sufficient to serve the all patients currently 
at St Peter’s, plus all Maldon District resident patients at 
Broomfield Hospital and St John’s Hospital. 


   


1.7.3 Inpatient Services 
The inpatient community beds will meet a range of patient needs as part of an integrated 
model of care, which promotes independent living in the community. An initial capacity 
analysis (Appendix 2) indicates a requirement for no fewer than 22 beds, which would 
translate in real terms as a 24-bed ward. This level of capacity would provide for the 
current activity at St. Peter’s as well as re-provide activity currently undertaken at 
Broomfield for Maldon residents. A summary of how this compares with the current 
service provision is provided in the table below: 
 


Current Service Provision Service Provision in New Facility 


Inpatient beds 


26 inpatient beds catering for a mixture of 
palliative and intermediate care patients, as 
well as to avoid admission to acute care. 
 
There are 6 designated stroke rehabilitation 
beds and 5 beds that are kept closed and 
used only in the event of extreme bed 
pressures. 


24-bed ward to provide for the current activity at St. 
Peter’s as well as re-provide activity currently 
undertaken at Broomfield for Maldon residents. 
 
These numbers have also been balanced by the 
percentage of patients currently at St Peter’s who 
have been deemed suitable to be discharged home 
with supporting community care. 
 
The 24 beds will be made up of 16 single rooms and 
2 x 4-bed bays. 


 


1.8 Long List of Options 
At SOC stage, the long list presented below, reflecting the full range of potential options, 
has been developed by the Project Team. Each option was assessed against the Project 
Vision and any that did not achieve the vision were rejected. 
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Long List Option Shortlist? Rationale 


Do Nothing No It would not be possible to do nothing as the current 
estate would very quickly fall into a state of disrepair, 
resulting in a breakdown of service provision. 


Do Minimum (statutory 
compliance and backlog 
maintenance) 


Yes This would include works to achieve statutory 
compliance, address ongoing backlog maintenance 
and provide some enhanced service space. This is 
in effect the current strategy and so is included for 
the purposes of providing a baseline comparator. 


Refurbish existing St. 
Peter’s site (full 
refurbishment to 
accommodate new 
functional content) 


No The level of refurbishment required to achieve the 
levels of service envisaged within the PCT’s plans is 
such that this option would be very expensive in 
terms of capital expenditure. Furthermore, the result 
would only be a temporary solution. The overall 
benefit that might be achieved would therefore be 
proportionately considerably lower than any of the 
new build options and would not achieve the longer 
term project objective. 


Refurbish other site No No alternative site can be identified. 


New build on St. Peter’s 
site 


Yes Achieves project objectives. 


New build on new site Yes Achieves project objectives. 
 


1.9 Recommended Short List 
A stakeholder workshop was held to recommend a short list of options, which would then 
be further appraised for their financial and non-financial benefits at OBC stage in order to 
determine a preferred option for development. 
 
The option for a New Build on the St Peter’s site has been further developed into three 
sub options with varying site layouts. The resulting short list of options has therefore been 
agreed as follows: 


 Do minimum 
 St Peter’s Site Option 1 
 St Peter’s Site Option 2 
 St Peter’s Site Option 3 
 New build on new site 


 
1.10 Economic Case (Value for Money) 


An initial economic assessment has been carried out for each of the shortlisted options. 
This will be further developed at the OBC stage to determine which offers the best Value 
for Money (VFM). 
 
The net present cost for each of the shortlisted options is set out in the table below: 
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Option 30 year NPC 


(£000) 


Do Minimum 9,563 


St Peter’s, site option 1 30,313 


St Peter’s, site option 2 34,570 


St Peter’s, site option 3 35,952 


New Build on a new site 33,471 
 


1.11 Available Procurement options 
As there is no LIFT vehicle in Mid Essex, the following procurement options could be used 
to deliver the scheme: 


 PFI 
 ProCure 21 (P21) 
 Traditional Tender  
 Design and Build 
 Express LIFT 
 Third Party Development. 


 
The preferred procurement strategy will be identified at OBC stage. 


 


1.12 Financial Case (Affordability) 
As part of the OBC, a full analysis will be carried out in respect of the preferred option to 
test its affordability. At this early stage it is appropriate to look at the likely revenue 
implications of the range of options in the short list to highlight the likely affordability of the 
final scheme.  This highlights an additional fixed cost of £1.6m against the current fixed 
site cost of £600k.  The PCT will be working with PBC Commissioners in the production of 
the OBC to identify clinical service redesign initiatives that will release efficiencies to fund 
this additional cost 
 
The table below highlights the likely range of affordability in 2014/15: 
 


Option Net Expenditure 2014/15 


(£000) 


Difference to Do Minimum 


(£000) 


Do Minimum 908 - 


St Peter’s, site option 1 2,414 1,506 


St Peter’s, site option 2 2,619 1,711 


St Peter’s, site option 3 2,223 1,315 


New Build on a new site 2,475 1,567 
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This implies that, in terms of capital related expenditure, all of the options represent an 
increase compared to the Do Minimum. Of the new build options, St. Peter’s site option 3 
is the most affordable.   
 


In addition to the increased annual revenue costs, there will be a one-off impairment 
charge to the PCT's Income and Expenditure Account in the year that the old buildings are 
demolished  for all options other than Do Minimum.  The impairment charge will range 
from £3.6m to £6.4m for the 'develop on existing site' options.  It is also likely that the 
majority of the existing buildings will need to be impaired (total value £6.5m) if the whole 
site is sold under the Greenfield site option. 
 


1.13 Project Programme 
The timetable for delivery will be influenced by the prioritisation of this scheme in the 
context of the PCT’s overall programme for capital investment and available funds. An 
indicative  timetable is provided below: 


 
Milestone Completion Date 


SOC approval by SHA June 2009 


OBC approval by SHA March 2010 


Procurement & FBC Production including 
approvals 


September 2011 


Start on site October 2011 


Project completion September 2013 


 


1.14 Patient and Public Involvement 
This SOC is built on the key principle of keeping the NHS Local, and the commitment of 
NHS Mid Essex to engage patients, the public and their representatives in key decisions 
on their local health services. 
 
NHS Mid Essex will be undertaking a major public engagement process on the service 
changes proposed in this document, once approval has been confirmed. This process will 
include appraising the different development options within this SOC and considering the 
merits of the new model of care. The feedback from this engagement will play a crucial 
part in determining the preferred option at OBC stage and in developing that option into 
reality at FBC. 


 


1.15 Risk Management 
NHS Mid Essex will develop a detailed risk assessment matrix at OBC stage and identify 
the risks to be recorded within the Risk Register. As risks are identified, strategies for the 
mitigation of risks will also be considered so that any preventative measures or monitoring 
processes can be put in place with the intention of avoiding the occurrence of risk events. 
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1.16 Conclusion 
This SOC has set out the key dynamics which support the argument that the health 
community in Mid Essex requires a re-alignment of community and hospital services, 
which would lead to significant benefits for patients in terms of access to appropriate and 
high quality of healthcare services.  The case for change is based on the need to develop 
more modern care pathways, which could be sustained with the current configuration of 
facilities. A community hospital in Maldon has been identified as being a major contributor 
to this necessary reconfiguration.   
 
The preliminary assessment of the options suggests that there are a number of viable  
options to be taken forward to OBC stage for detailed appraisal involving key stakeholders 
and members of the public. 


 


1.17 Recommendations 
The NHS Mid Essex Board is asked to approve this SOC to develop a community hospital 
in Maldon that satisfies the demands of a modern healthcare system for the current and 
future residents of Maldon and the surrounding areas. 
 
Following Board approval, the SOC will be submitted to the East of England Strategic 
Health Authority for approval to proceed to Outline Business Case and on through the 
procurement route to Full Business Case. 
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2. Strategic Case 
 


2.1 Purpose of the Business Case 
NHS Mid Essex is committed to providing the residents of Maldon district and its 
surrounding area with a range of high quality healthcare and prevention services in a local 
community setting. These services will help to achieve the NHS’s aim of treating patients 
outside an acute secondary care setting and improving local access for local people. 
 
This Strategic Outline Case (SOC) examines the need for a community hospital in Maldon 
that fulfils the commitment outlined above. The existing St. Peter’s Hospital in Maldon fails 
to meet the needs of the community both in terms of the model of service delivery and in 
terms of the quality of the facilities. This SOC takes into account the current situation and 
makes recommendations for future service and facility development by reference to 
current and projected activity levels, an appraisal of development options, the 
accommodation required to provide that demand, and the capital and revenue costs of the 
options. The SOC also sets out the context behind the PCT’s proposals for change in the 
provision of services for Maldon district and its surrounding area. 


 


2.2 Background 
The primary purpose of NHS Mid Essex is to improve the health and well-being of people 
who live in the districts of Maldon and Braintree and the Borough of Chelmsford. To do 
this the PCT works in partnership with local providers, patient representatives and other 
stakeholders to ensure that the people of Mid Essex enjoy the best healthcare services 
provided in a local setting wherever possible. 
To meet local and national objectives, the PCT 
consulted widely on the health needs of the local 
population and identified the need for a wider 
range of local services to: 


The Area Served by NHS Mid Essex


 Prevent admission to hospital 
 Provide integrated healthcare services 
 Improve local access to healthcare 


services. 
 


The PCT has recognised the need to deliver these 
objectives and this SOC represents the first stage 
in that process. To demonstrate its commitment, 
the PCT has identified a clear and achievable 
project vision, against which the project proposals 
can be measured: 
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“To provide a modern healthcare facility that delivers appropriate, accessible services in 
an appropriate setting and meets the current and future healthcare needs of the 
population of the Maldon district and surrounding areas.” 


 


2.3 National Context 
A description of all the main policy drivers impacting on the PCT agenda is set out in the 
Strategic Service Development Plan (SSDP), and further detail is available from the 
Department of Health’s web-site http://www.dh.gov.uk. Those that have the greatest 
relevance to the current agenda for investment and reform in primary care services are 
summarised below.   


-


 


2.3.1  ‘Our Health, Our Care, Our Say’ 
The White Paper ‘Our Health, Our Care, Our Say’ was published in January 2006; it set 
out proposals for improving health and social care through achieving the following key 
goals: 


 Better prevention and early intervention for improved health, independence and 
well-being 


 Increased self care and condition management among service users 
 More choice and a stronger voice for individuals and communities 
 Tackling inequalities and improving access to services 
 More services being provided in the community 
 An improved range of services for urgent care. 


 
The underlying philosophy behind the proposals in this White Paper is that providing more 
health and social care in the community improves health and well-being and delivers 
greater value for money. 
 
The White Paper expects local NHS organisations to show how they will move as many 
services as possible from the hospital (acute) setting into the community where they can 
be provided close to where people live. Because of changes in clinical skills and 
technology it has become clear that many services can increasingly be delivered at a local 
level. Any services which do not require the high levels of intervention that the acute 
hospital provides should be delivered in the community, although it is important to note 
that services that are best provided in a hospital environment will continue to be provided 
there, as well as in specialist centres of excellence when necessary.   
 
The White Paper also states that local organisations need to ensure better integration of 
services, particularly across health and social care. This includes coordination and 
integration of voluntary sector and private sector agencies (e.g. nursing and residential 
homes), as well as social services and health services.   
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The White Paper, along with other documents such as Choosing Health and Our Health, 
Our Care, Our Community (2006), is being used as the basis for the service model 
proposed by NHS Mid Essex in this SOC and reinforces its vision and principles for 
development. 
 


2.3.2 ‘Our NHS, Our Future’ 
The Government has commissioned an ‘NHS Next Stage Review’, entitled ‘Our NHS, Our 
Future’, led by Lord Darzi, Under Secretary of State for Health. The interim report outlined 
a vision of an NHS that is fair, personalised, effective and safe; the second stage of the 
review focuses on how the vision should best be achieved across eight ‘areas of care’, i.e. 
maternity & newborn care, children’s health, planned care, mental health, staying healthy, 
long-term conditions, acute care and end-of-life care. The immediate steps that are 
recommended in the interim report include measures that will influence the direction of 
travel for services and estates in Mid Essex. 


 


As part of the local response to ‘Our NHS, Our Future – Equitable Access to Primary 
Care’ PCTs are required to procure and commission a new health centre during 2008/09 
that includes access to a GP from 8am to 8pm. 
 


2.4 Local Context 


2.4.1 NHS East of England 
In 2007, NHS East of England undertook a consultation on its pledges to deliver their 
vision for healthcare in the east of England: to provide the best health service in England 
and to add to the quality and length of life of local people. The “Improving Lives; Saving 
Lives” consultation resulted in 11 pledges, split into 3 broad headings: 
 
Delivering a better experience for patients: 


 To deliver year on year improvements in patient experience 
 To extend access guarantees to more services 
 To ensure that GP practices improve access and become more responsive to 


the needs of all patients 
 To ensure that NHS primary dental services are available locally to all who need 


them 
 
Improving people’s health: 


 To ensure fewer people suffer from, or die prematurely from, heart disease, 
stroke and cancer 


 To make the health service the safest in England 
 To improve the lives of those with long term conditions 


 


 12







Maldon Community Hospital Strategic Outline Case 


Reducing unfairness in health: 
 Working with partners, to reduce the difference in life expectancy between the 


poorest 20% of the communities and the average in each PCT 
 To ensure healthcare is as available to marginalised groups and looked after 


children as it is to the rest of us 
 To cut the number of smokers by 140,000 
 To halt the rise in obesity in children, and then seek to reduce it 


 
These pledges are embedded in NHS Mid Essex’s 2008–2011 Operational Plan and the 
Maldon Community Hospital will play a significant part in fulfilling them.  
 
In 2008/09 NHS Mid Essex is performing well against most of the pledges, although the 
number of people stopping smoking still needs further improvement. 
 
Exceptional performance, however, can be seen in areas such as: 


 Cancer waits; 
 Ensuring a low occurrence of hospital acquired infections, and  
 Meeting the 18 week Consultant Led access target. 


 
In 2009/10 NHS Mid Essex will strive to improve the access target and extend guarantees 
to all services including non-consultant led Community Services. The of Maldon 
Community Hospital development supports the delivery of the pledges and in particular 
the access to services, the improved environment and fit for purpose premises will provide 
better access and experience for all. 
 


2.4.2 NHS Mid Essex 
The PCT, together with its partners, is committed to delivering person-centred care, by 
redesign and relocation where necessary. This commitment is supported by the view that 
care should be locally accessible and responsive to promote well-being, support self care 
and increase the choice patients have around their care.  
 
The way in which the PCT will use its resources over the next 10 years has been 
developed and was included in the consultation document ‘Safeguarding and Improving 
Health and Well-being’1. Through the consultation exercise, these objectives evolved into 
10 service commitments, which underpin more precise commissioning intentions. These 
are summarised as follows: 
 


1:  Deliver more services locally that meet the needs of local people 
2:  Improve access to health and well-being services for all 


                                                 
1 Details of the consultation exercise and the PCT response can be found on the web-site www.midessex.nhs.uk
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3:  Support people in living healthy lifestyles 
4:  Improve the health of the poorest in our communities and marginalised groups 
5:  Improve support to unpaid carers 
6:  Improve the mental health and well-being of people in our communities 
7:  Everyone has a positive experience of health and well-being services 
8:  Improve and maintain patient safety 
9:  Improve the lives of people with long term conditions 
10:  Ensure that people are well informed about local services. 


 
2.4.3 World Class Commissioning (WCC) 


The vision for NHS Mid Essex is to become a truly world-class commissioner of health 
services in terms of processes, governance, people and systems. NHS Mid Essex aims to 
increase competition in the market to supply and procure services that are efficiently 
delivered and of high quality; while at the same time ensuring that resources are 
appropriately targeted to best help the needs of the local population.   
 
The overall mission at Mid Essex is to get the best for local people. This means 
developing beneficial competition and this is what the “system management” agenda aims 
to deliver.  
 
In order to achieve the benefits of competition, patients should have a choice of provider 
and NHS Mid Essex should ensure it obtains value for money and quality services. NHS 
Mid Essex will take forward developments as long as they satisfy these requirements.  
 
NHS Mid Essex has set out its WCC strategy, and this commercial plan sets out how it will 
develop and deliver beneficial competition to deliver that strategy’s priorities. The current 
provider position is generally monopolistic, so there needs to be development of markets, 
as well as competition in those markets. The aim is to have competition in each of the 
main service areas (primary, community, acute, mental health), so that patients can 
choose and NHS Mid Essex can reap the benefits of competition for its patient population. 
 
NHS Mid Essex will prioritise to develop these markets in a sensible fashion, i.e. 
prioritising actions according to a number of criteria: 


 Start in areas where it is not satisfied with current provision 
 take account of the provider landscape 
 work synergistically with others to create markets 
 take work forward in a way that is manageable given the overall agenda.  


 It will use tighter specifications and more robust contract management to ensure 
it gets more from current providers and from new contracts. 
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NHS Mid Essex will ensure there are the necessary structures in place to encourage well 
functioning competition: it will be transparent, fair and will ensure all are abiding by the 
Principles and Rules for Cooperation and Competition and that there is a Dispute 
Resolution Procedure to deal with transgressions. 
 
NHS Mid Essex will also actively support choice by patients by 


 Enhancing communications with them and with GPs 
 Supporting them through the provision of meaningful information 
 Implementing other mechanisms such as navigation services as required.  


 
Towards fulfilling our vision for WCC, NHS Mid Essex is currently in the process of 
procuring all of the clinical services that will be provided from the new Braintree 
Community Hospital, due to open early in 2010.  It is expected that this model for service 
provision would also be followed for the new Maldon Community Hospital. 
 


2.4.4 Transforming Community Services 
The NHS Operating Framework 2008/9 requires PCTs to “create an internal separation of 
their operational provider services”. On 13 January 2009, the Department of Health 
published the Transforming Community Services (TCS) guidance, which accelerates the 
pace of this organisational change and requires the restructuring of primary and 
community services and realising the vision, as set out in the NHS Next Stage Review 
(Section 2.3.2) and the development of World Class Commissioning (Section 2.4.3). The 
document outlines the process and timescales for achieving the separation of the PCT 
provider functions from its commissioning functions, and gives consideration to the future 
organisational form for community provider organisations.  
 
TCS signals profound changes in the organisational structures for delivering community 
services. Decisions about these changes will be driven by the guiding principles outlined 
in TCS, which are: 


 Benefits for patients and carers through support for quality and time to care 
 Understanding the needs of the local population 
 Strengthening staff skills and leadership 
 Providing a framework to support local decision-making 
 Continuity and preservation of assets 
 Options for new organisational forms 


 
The TCS programme also includes a number of initiatives which have been designed to 
help staff provide high quality evidence-based care, and achieve positive outcomes for the 
community they serve.  
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2.5 Population Profile 
Maldon District is a rural area with a population of approximately 62,500 people in coastal 
Essex. In a recent survey, ‘Quality of Life in the 21st century’ the Maldon District was 
ranked in the top 15% of Local Authority areas for their quality of life. However, the very 
characteristics that make the District so attractive (its isolation, the attractive small towns 
and villages and the lack of large scale industry) can lead to health inequalities and the 
marginalisation of some groups. 


 
There has been above average population growth over the last 20 years, which is 
expected to continue over the next 20. One in 5 people are children and 1 in 5 is over the 
age of 65. Furthermore, it is estimated that by 2016, 53% of the population will be over 65. 
The numbers of people over 80 are likely to increase still further as incomers bring their 
elderly parents into the district to be near them in line with a trend that has already been 
observed. 
 
The demands of the older population for care facilities, services and carers will be made 
more expensive and more difficult to deliver by the isolated nature of some of the rural 
communities in some parts of Maldon. The network of country lanes combined with limited 
public transport can make it difficult for those without their own transport to access 
services, including health facilities. 
 
In addition to the growth in the numbers of older people, Maldon District will experience a 
large change in the dependency ratio. There will be almost a 50% drop in the ratio of 
working age people to older people. This equates to just over 2 people aged 15-64 years 
for every person aged 65+ by 2029 compared to around 4 in 2004. This will mean that 
fewer of the younger age group will be in a position to act as carers, and that more carers 
will themselves be older. 
 
Other health related data show that estimated smoking rates are below average although 
more than 1 in 5 adults still smoke. Deaths from smoking are also below average although 
smoking still accounts for 1 in 6 of all deaths. There are low rates of benefit claimants for 
severe mental illness and low hospital admission rates for alcohol related conditions. 
Rates of diabetes are recorded as low. 
 


2.6 St. Peter’s Hospital Profile 


2.6.1 Overview 
St. Peter’s Hospital is situated to the south west of Maldon town centre.  Access to the site 
is via a narrow entranceway on Spital Road with car parking extremely limited. To the 
front of the site is an old chapel that is now used as a recreation hall. To the immediate 
left is ‘Cherry Trees House’, a mental health day hospital owned by the Mental Health 
Partnership Trust. To the immediate right is a private elderly mentally ill nursing home with 
access rights through the St Peter’s site. 
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The main hospital building is a former Union Workhouse erected in 1873, a long 
symmetrical block of three storeys.  At the rear of the site is a range of structures that 
have been incrementally developed in the late 1800s and 1900s. These include three 
villa-type buildings built in the late 1960s and other single storey buildings originating from 
the 1940s. 
 
The map below shows the local Community and Acute hospitals and compares the 
straight-line distance between each (GP surgeries are shown as small red dots). The 
shaded area covers the area that is nearer to St Peter’s than any other hospital.  
 
The estimated maximum distance a patient would have to travel to St. Peter’s is 
approximately 12 miles as the crow flies, or up to 18 miles by main road. The longer 
distances, however, only apply to residents who live out on the coast. The built up areas, 
which have the vast majority of the population, all have shorter travel distances. 
 
This map shows a  mathematical function of distance it doesn't take into account factors 
such as road distance. It does, however, provide a reasonable estimation of the St. 
Peter’s catchment area. 
 


 


2.6.2 Estate Condition & Functional Suitability 
A detailed survey of the site was undertaken in 1999, which concluded that the estate was 
in a less than satisfactory condition from which to provide health care services. This 


 17







Maldon Community Hospital Strategic Outline Case 


conclusion is even more applicable now, as the estate has continued to deteriorate since 
that time. 
 
NHS Estates categorise building conditions as: 


 


Category Condition 


A Good/Excellent 


B Functional – of good standard 


C Moderate 


C/D Poor – required major capital expenditure within 10 years 


D Very poor – beyond functional life 
 
The total area of the hospital buildings is 8,208m2 and the survey concluded that the 
overall condition of this is poor to very poor: 
 


Condition Area (m2) Percentage % 


C: Moderate – Requiring major capital investment within the next 10 years 517 6 


C/D: Poor – Requiring major capital investment 4,395 70 


D: Very Poor – Beyond functional life 3,345 24 


Patient occupied not in Statutory Health & Safety compliance 4,104 50 
 
A more recent site survey was commissioned in January 2008. Although a percentage 
breakdown of the areas per condition category was not carried out as part of that report, 
the overall conclusion was largely the same. The report categorises the vast majority of 
areas surveyed as C or D, with the ventilation, electrical, heating and water systems 
frequently being categorised as condition D.  
 
In terms of functional suitability, the 1999 survey concluded that the site buildings also 
score very poorly in this respect: 
 


Condition Area (m2) Percentage % 


C: The building is below an acceptable standard of functional suitability 4773 57.8 


D: The building is very unsuitable in terms of functional suitability 3484 42.2 
 
In summary, the site buildings are in a very poor state; they do not meet modern fire 
safety, DDA or health and safety requirements and they need to be modernised to 
improve functional suitability.  Furthermore, the current working conditions are having a 
detrimental effect on staff morale, which in turn affects the recruitment and retention of 
high quality staff. 
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2.7 St. Peter’s Site Analysis 


2.7.1 Planning Context 
In planning terms, the existing St Peter’s site is ‘previously developed’ and is located 
within the urban area of Maldon. It is regarded as a brown field site.  
 
The general principle of new development occurring on this site is therefore considered 
appropriate having regard to the policies and proposals within the development plan, in 
this case the saved policies within the Maldon District Replacement Local Plan Adopted 
November 2005. Policy S1 of the Plan directs new developments to sites within identified 
development boundaries and with the site clearly falling within the Maldon boundary, the 
principle of development in this location is supported.  
 
Under Section 38 (6) of the Planning and Compulsory Purchase Act 2004, decisions on 
applications for development should be taken in accordance with the development plan 
unless material considerations dictate otherwise. The saved policies within the Adopted 
Local Plan are thus very important in this context. It should be noted that the new local 
development framework system introduced by the 2004 Act will mean that the Adopted 
Local Plan will be eventually superseded. However planning policy officers at Maldon 
District Council do not anticipate the adoption of a Core Strategy document until late 2010 
with development control policies and site specifics issues being addressed after this 
date. The planning context is therefore currently provided by the Local Plan policies which 
are unlikely to change significantly in any subsequent review. 
 
The Local Plan does not designate the St Peter’s Hospital site for any particular use, 
although part of the site does fall within the designated Conservation Area – the boundary 
cuts the site into two parts, with the older buildings around the former workhouse and 
chapel at the Spital Road frontage falling within the Conservation Area. There are no other 
Local Plan designations for the site.  
 
With the larger proportion of the site falling within the Conservation Area, there are a 
number of relevant conservation policies within the Local Plan that will affect development 
proposals including Policy BE13 relating to new development within such a designation. 
This policy does not prevent demolition nor does it prevent new development, but sets out 
criteria against which development proposals will be tested.   
 
Other policies which are relevant to any new development on the site are those relating to 
design and the impact upon the built environment; again these are criteria based policies 
against which applications will be assessed. Such development plan policies are 
supported by guidance in the form of Government Circulars and Planning Policy Guidance 
Notes (PPGs) and Planning Policy Statements (PPSs).   
 
It has been within this general planning context that the development options detailed in 
Section 2.12 have been considered. 
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Initial dialogue with planning officers has confirmed such a context and highlighted the 
conservation aspects of the site. The main workhouse building at St Peter’s is located 
within the Conservation Area and was the subject of consideration for listing by English 
Heritage in 2003. Reporting to the Department for Culture, Media and Sport, English 
Heritage advised that St Peter’s should not be listed since it is not of sufficient 
architectural or historic interested. The District Council acknowledge that St Peter’s 
Hospital is a major landmark in the area and within their ‘Maldon Conservation Area 
Review and Management Plan’ suggest that the building warrants listing. To date the 
building remains unlisted.  
 
Informal discussions with planning officers at the Council have been positive in the context 
of an acceptance that 21st Century healthcare facilities are needed and that those should 
be focused upon the existing site in the first instance – green field options are sequentially 
inferior and would be tied up to a lengthy review timetable for the Development Plan.  
 
With the general agreement of principle that the facilities should come forward on the St 
Peter’s site, the informal views held by the conservation officer are that development 
proposals should seek to retain the workhouse building including the canteen area to the 
rear. Such views are not necessarily endorsed by the planning officer who takes a more 
balanced view on the relative importance of providing modern healthcare facilities.  
 


2.7.2 Movement and Access 
The extent of input required from a transport and access point of view depends largely on 
which of the options in Section 2.12 below is selected as the preferred option for 
development and the characteristics of the new development in terms of its capacity for 
generating traffic movements. 
 
In its current use, the hospital will generate a finite quantity of trips and these trips can be 
taken account of in any future assessment of trip generation of the proposed 
redevelopment. This will, or at least may, reduce the extent of any measures that are 
required to sustain the travel demands arising from the site. 
 
Notwithstanding the above, the determining authorities will, almost certainly, expect to see 
a comprehensive assessment of predicted movements associated with the site, founded 
on a solid evidence base. In common with most new development proposals, this 
assessment will have its emphasis on sustainable travel and the reduction in car 
dependency, wherever possible. 
 
In general terms there are two aspects to any transport assessment. First, there are 
practical considerations relating to the safe and efficient operation of the site and the 
management of internal movements and parking demands. This is critical in this case as it 
will be an imperative that emergency vehicles and other traffic do not conflict with each 
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other. Second, there will be a need for a formal transport assessment (in all probability) to 
satisfy the determining authorities that travel demands are being managed properly and 
that the residual impact on the external transport network is acceptable, or that measures 
are promoted that cater for any increase that causes the current network undue stress. 
 
Some of these issues are inter-related. For example on-site parking needs to be of 
sufficient capacity to provide for normal demands but not so extensive that car use is 
encouraged in favour of other more sustainable means of access. 
 
A full assessment would, therefore, need to address: 


 Normal operation demands by purpose (i.e. the likely level of generated traffic) 
 The need for and utilisation of on-site parking 
 An accessibility review of options for non-car access by foot, cycle and public 


transport 
 An assessment of demands for staff and non-staff uses 
 The development of framework travel plans for staff access 
 A review of likely level of off-site travel demands and identification of any 


mitigation measures to cater for over-capacity. 
 


2.8 Current Services 
Maldon district residents are currently afforded the following health service provision: 
 


2.8.1 Inpatient beds & Rehabilitation 
There are currently 26 inpatient beds at St. Peter’s hospital that cater for a mixture of 
palliative and intermediate care patients, as well as to avoid admission to acute care. In 
addition there are 6 designated stroke rehabilitation beds and 5 beds that are kept closed 
and used only in the event of extreme bed pressures. 
 
At present access to the beds is through a wide range of professional groups including 
GPs, Secondary Care, Primary Care Assessment units and Community Matrons. Care in 
the hospital is predominately nurse and therapy led but with the overview of a small team 
of Hospital Practitioners who both visit daily and provide an on call service. 
 
The length of stay on average at present is between 12 and 14 days with stroke patients 
staying for considerably longer (average 6 weeks). 
 


2.8.2 Outpatients 
The current outpatient department at St. Peter’s Hospital is a small but busy unit, with a 
suite of 7 rooms operating two sessions per day, Monday to Friday. The clinics are 
predominately Consultant led and cross a number of specialities. 
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The principle of ‘one stop’ clinics has been adopted wherever possible although 
restrictions on space currently make this difficult to schedule in all areas. Following a 
review of the Secondary care provision it is likely that although there may be some 
changes of need between the specialities there is an increasing rather than declining need 
for this type of outpatient facility. 
 


2.8.3 Therapies 
There is a large therapy department at St. Peter’s Hospital, which reflects the nature of 
both the inpatient wards and the rural location. The following therapy services are 
currently provided from the St. Peter’s site: 


 Outpatient Physiotherapy and Occupational therapy 
 Inpatient Physiotherapy and Occupational therapy 
 Community Physiotherapy and Occupational therapy 
 An integrated Orthopaedic service 
 Speech and Language Therapy service both inpatients and outpatients 
 Podiatry 
 Dietetics (as part of secondary care provision) 
 Mental health therapist. 


 
The services are all 8.00am – 5.00pm Monday to Friday with no out of hours provision. 
 


2.8.4 Diagnostics 
At present the diagnostic services available at St. Peter’s Hospital are x-ray, ultrasound 
and phlebotomy. 
 
The x-ray service is provided by secondary care as part of an integrated service and 
offers a Monday to Friday 9.00 - 4.30 service for plain x-ray. In addition on three days a 
week it provides an ultrasound service with one session for general ultrasound and two 
sessions for antenatal. 
 
A ‘walk in’ phlebotomy is provided at St. Peter’s Hospital every weekday between 9.00am 
and 3.45pm.  
  


2.8.5 Assessment & Rehabilitation Unit (ARU) 
The ARU is a rapid access assessment service for the elderly that is one part of the 
unscheduled care strategy. The unit is predominately nurse led but with daily Care of the 
Elderly Consultant input. Access to the unit is through a range of professionals including, 
GPs Community Matrons and Therapists. 
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Patients undergo a medical, nursing and therapy assessment with the intention of them 
being supported within the community and thereby avoiding a secondary care admission. 
In addition there is a therapy led falls service that operates from the unit and the provision 
of day treatments such as infusions and transfusions for patients with chronic blood 
disorders and neurological conditions. 
 
Alongside the assessment service the unit provides, on three days per week, a large 
anticoagulation service that accommodates up to 40 patients per day.  
 


2.8.6 GP Out of Hours Service 
The GP ‘Out of Hours’ service (Prime Care) operates a satellite service from the ARU 
facility in the evenings and at weekends. The service is by appointment only. 
 


2.8.7 Minor Surgery  
There is provision for a range of general minor surgical procedures at St. Peter’s. The 
service is a GP with Special Interest (GPwSi) service and operates 1 session per week. 
  


2.8.8 Maternity 
St. Peter’s Maternity Unit is one part of the secondary care led maternity service. The unit 
is a 24-hour midwife led service that provides for low risk mothers. 
 
It has two labour rooms and 6 postnatal beds. In addition the service offers a day 
assessment service for pregnant women who require closer monitoring and assessment 
of complications. 
 
Alongside the assessment service there are daily midwife run antenatal clinics with a 
consultant led clinic weekly. Parent craft classes are also provided twice weekly. 
 


2.8.9 Adult Mental Health 
Adult Mental Health services can be categorised as three types as currently provided. The 
Community Mental Health Team (CMHT) is a community based service managed by 
approximately 18 staff plus some sessional practitioners. The CMHT also undertake 
sessions on site at St. Peter’s, utilising small and large non-clinical group rooms. 
 
Alongside CMHT at St. Peter’s, there are a number of outpatient Mental Health 
consultant-led clinics operating from within the adult services department. 
 
The third category of service is the Day Service, which is run from Cherry Trees House, at 
the front of the St. Peter’s site. This service includes individual as well as group therapy 
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sessions such as psychotherapy and occupational therapy. There is also a dedicated arts 
and crafts room as part of the therapy resources. 
 


2.9 Proposed Service Delivery Model 
NHS Mid Essex’s Integrated Model for Community Services lays out the strategic aim for 
future service provision, and is summarised as follows: 
 


 To embed into the local health and social care community an effective, 
systematic approach to chronic disease management and to those patients who 
are identified as being vulnerable or most at risk from inappropriate hospital 
admission. 


 
 To reduce the reliance on acute secondary care services, and increase the 


provision of care in a primary, community or home environment. 
 


 To ensure that patients with either routine, complex and/or chronic conditions 
have high-quality care personalised to meet their individual requirements. 


 
 To build and support a system that enables self-care approaches particularly in 


disadvantaged groups and areas, and to make healthier choices about diet, 
physical activity and lifestyle such as links to the Expert Patient Programme, stop 
smoking and healthy living teams.  


 
Commissioned services should focus on effective health promotion, prevention and self-
care approaches, with an emphasis on shared decision making with the patient. Services 
must be flexible and responsive to a patient’s changing needs.  
 
The implication for provider services will be to further develop the workforce to meet the 
needs of individuals at the level of care they require and that movement between levels is 
facilitated seamlessly for the individual. Service re-design should promote integrated 
service solutions that reduce the number of fragmented episodes of care that people 
encounter. 
 
The model for the provision of community services should therefore be based on a whole 
systems approach founded on the following core services: 
 


 Integrated Community Teams based on the Virtual Ward model serving groups 
of practices working cohesively to manage patients in a community setting.  
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 Primary care assessment and treatment (Rapid Assessment Unit) and access to 
community based diagnostics – delivering community based assessment to 
support the local management of the population. 


 
 Intermediate care in-patient beds - new models of intermediate care that 


facilitate efficient and effective care for: 
 Patients being admitted directly from the community setting  
 Patients being discharged from acute hospitals 


 


2.10 Proposed Solution 
In order to achieve the project vision in accordance with the service delivery model, the 
proposed solution would provide the following services: 


 Planned Care 
 GP Services 
 Outpatient Services 
 Tissue Viability Service 
 Therapies 


 Rapid Assessment Unity (RAU) 
 Diagnostics 


 X-ray 
 Ultrasound 
 Phlebotomy 


 Wards 
 Inpatients, including a stroke rehabilitation unit 
 Maternity Unit (Midwife-led) 


 Minor Surgery 
 Adult Mental Health 
 Community café 
 Dispensary 


 


2.10.1 Planned Care 
The facility will house an existing local GP surgery, serving a list size of approximately 
10,000 patients and providing a range of GMS plus enhanced services. 
 
A full range of Outpatient services will be delivered for a range of clinical specialties, as 
well as therapy and rehabilitation services. The service will build upon the services 
already provided at St. Peter’s in order to provide locally accessible facilities for Maldon 
and the surrounding areas. The service development will mean that local residents will no 
longer have to travel to Broomfield Hospital for their outpatient consultation or therapy. 
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Although a more detailed capacity analysis will be undertaken at OBC stage, an initial 
assessment of recent outpatient activity has been carried out, based on the following 
assumptions: 
 


Outpatient Capacity Planning Assumptions 


Growth (to 2015) 3.79% 


Minutes per Patient appointment 20 


Hours per session 3.5 


Sessions per week 16 


Working Weeks per Year 48 
 
Demand was modelled based on 12 months of data to March 2008, and was then 
projected forward to 2015 based on ONS National Census data. Based on modelling a 
range of potential scenarios, the analysis found that the OPD would need to 
accommodate 8 consultation rooms in order to serve the requirements of all patients 
currently at St Peter’s, plus all Maldon District resident patients at Broomfield and St. 
John’s Hospitals (Appendix 1). 
 


2.10.2 Urgent Care – Avoiding Acute Hospital Admission 
The Rapid Assessment Unit (RAU) will allow quick assessments for ward patients and 
also allows staff to be utilized more efficiently.  This integrated model of urgent care will 
include assessment, diagnosis, treatment (where appropriate) and rehabilitation. The 
purpose of the integrated model is to: 


 Help people to stay living healthily in their own homes 
 Respond quickly and provide assessment, care and support if someone 


becomes ill 
 Provide effective rehabilitation to help people return to live independently in their 


communities. 
 


2.10.3 Diagnostics 
This will include x-ray and ultrasound diagnostic facilities as well as the provision of 
external space for mobile facilities to be brought on site (such as mobile MRI) as required 
in future.  In addition a phlebotomy service will also be provided. 
 


2.10.4 Wards 
Inpatient community beds are a core component of the integrated care model. The beds 
will meet a range of patient needs as part of an integrated model of care, which promotes 
independent living in the community. An initial capacity analysis (Appendix 2) indicates a 
requirement for no fewer than 22 beds, which would translate in real terms as a 24-bed 
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ward: clinical research demonstrates that the optimum inpatient nursing ratio is 8 beds to 
every nurse team, with no fewer than 2 nurses per team. 
 
This level of capacity would provide for the current activity at St. Peter’s as well as re-
provide activity currently undertaken at Broomfield for Maldon residents. 
 
These numbers have been balanced by two further factors: 


 Incorporating a RAU into the facility, thus reducing the number of direct 
admissions, and 


 Taking into account the percentage of patients currently at St Peter’s who have 
been deemed suitable to be discharged home with supporting community care. 


 
It should be noted that this analysis, therefore, is predicated on NHS Mid Essex having 
the appropriate procedures in place (i.e. accurately identifying clinically inappropriate 
acute hospital admissions) and achieving its objectives around community care (i.e. 
putting community nursing teams into operation) by 2013. 
 
Of the 24 beds proposed, 16 will be in single rooms (67%) and patients will be receiving a 
range of services including: care as an alternative to hospital admission, rehabilitation 
post-discharge and end-of-life care. 
 
The midwife-led Maternity Unit will re-provide the existing service provision within a more 
modern and fit for purpose environment. This will not only enhance the patient experience, 
but will also serve to attract and retain high quality clinical staff. 
 


2.10.5 Minor surgery 
A facility for minor procedures will be included, such as minor plastics, in-growing toenail 
removal and vasectomies.  The new facility will allow the PCT to expand the current 
service provision and repatriate services both from Broomfield Hospital and from primary 
care GP surgeries, which may find it difficult to conform to infection control requirements. 
 


2.10.6 Adult Mental Health 
This service will re-provide the existing consultant-led clinics, CMHT and Day Service 
provision within a more modern and fit for purpose environment. 
 


2.10.7 Community Café 
The proposed facility will be staffed and equipped to prepare and cook food on-site both 
as an amenity for visitors and staff and to provide food for inpatients. This service will be 
provided through a “Community Café” and will provide healthy food alongside information 
about healthy living advice and services and other community information.  
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2.11 Comparison of Service Provision 
The table below summarises the detailed information provided in the preceding sections 
by comparing the current level of service provision against what is being proposed for the 
new facility. 
 


Current Service Provision Service Provision in New Facility 


Inpatient beds 


26 inpatient beds catering for a mixture of palliative 
and intermediate care patients, as well as to avoid 
admission to acute care. 
 
There are 6 designated stroke rehabilitation beds and 
5 beds that are kept closed and used only in the 
event of extreme bed pressures. 


24-bed ward to provide for the current activity at St. 
Peter’s as well as re-provide activity currently 
undertaken at Broomfield for Maldon residents. 
 
These numbers have also been balanced by the 
percentage of patients currently at St Peter’s who 
have been deemed suitable to be discharged home 
with supporting community care. 
 
The 24 beds will be made up of 16 single rooms and 
2 x 4-bed bays. 


Outpatients 


A suite of 7 rooms operating two sessions per day, 
Monday to Friday. 


8 consultation rooms operating a total of 16 sessions 
per week. This capacity will be sufficient to serve all 
patients currently at St Peter’s, plus all Maldon 
District resident patients at Broomfield Hospital and 
St John’s Hospital. 


Therapies 


The following therapy services are currently provided 
from the St. Peter’s site: 
 Outpatient Physiotherapy and Occupational 


therapy 
 Inpatient Physiotherapy and Occupational 


therapy 
 Community Physiotherapy and Occupational 


therapy 
 An integrated Orthopaedic service 
 Speech and Language Therapy  
 Podiatry 
 Dietetics  
 Mental health therapist. 


The services are all 8.00am – 5.00pm Monday to 
Friday with no out of hours provision. 


The new facility will re-provide the existing Therapies 
provision for both inpatients and outpatients. This will 
include a Tissue Viability service providing leg ulcer, 
lymphoedema and varicose vein clinics. 
 
The services will operate from a suite of Treatment 
rooms, Treatment cubicles, Group rooms and a 
dedicated ADL room. 


Diagnostics 
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Current Service Provision Service Provision in New Facility 


The diagnostic services available are x-ray, 
ultrasound and a walk-in phlebotomy service.  


This will include x-ray and ultrasound diagnostic 
facilities as well as the provision of external space for 
mobile facilities to be brought on site (such as mobile 
MRI) as required in future. A 4-place phlebotomy 
service will also be provided. 


Assessment & Rehabilitation Unit (ARU) Rapid Assessment Unit (RAU) 


The ARU is part of the unscheduled care strategy. 
The unit is predominately nurse led with patients 
undergoing a medical, nursing and therapy 
assessment with the intention of them being 
supported within the community and thereby avoiding 
a secondary care admission. 
 
There is also a therapy-led falls service and day 
treatments such as infusions and blood transfusions. 
 
The unit also provides a large anticoagulation service 
3 days per week.  


The RAU will allow quick assessments for ward 
patients and will include assessment, diagnosis, 
treatment (where appropriate) and rehabilitation. The 
unit will: 
 Help people to stay living healthily in their own 


homes 
 Respond quickly and provide assessment, care 


and support if someone becomes ill 
 Provide effective rehabilitation to help people 


return to live independently in their communities. 
The service will operate from 4 dedicated Treatment 
rooms. 


GP Services 


A GP ‘Out of Hours’ service (Prime Care) operates a 
satellite service from the ARU facility in the evenings 
and at weekends. The service is by appointment only. 


The new facility will house an existing local GP 
surgery, serving a list size of approximately 10,000 
patients and providing a range of GMS plus 
enhanced services. 


Minor Surgery 


The minor surgery provision is a GP with Special 
Interest (GpwSi) led service operating 1 day per 
week.  


The new facility will allow for an expanded service 
provision, repatriating services both from Broomfield 
Hospital and from local GP surgeries. 


Maternity 


The unit is a 24-hour midwife led service that 
provides for low risk mothers. 
It has two labour rooms and 6 postnatal beds. In 
addition the service offers a day assessment service, 
daily midwife-run antenatal clinics and a consultant 
led clinic weekly. Parent craft classes are also 
provided twice weekly. 


The midwife-led Maternity Unit will re-provide the 
existing service provision within a more modern and 
fit for purpose environment. The accommodation will 
comprise of 6 birthing rooms (1 with a birthing pool), 
a day assessment facility, access to consultation 
rooms and to group therapy rooms. 


Adult Mental Health 


The Adult Mental Health service has 3 components. 
The Community Mental Health Team (CMHT) is a 
community based service whose staff also undertake 
sessions on site at St. Peter’s, utilising small and 
large non-clinical group rooms. 
Outpatient Mental Health consultant-led clinics 
operating from within the adult services department. 
The Day Service, which includes individual as well as 
group therapy sessions such as psychotherapy and 
occupational therapy. 


This service will re-provide the existing CMHT, 
consultant-led clinics and Day Service provision 
within a more modern and fit for purpose 
environment.  Further work is to be undertaken with 
Specialist Commissioners for the CAMHS as it is felt 
that reprovison would be more appropriate off-site. 
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2.12 Long List of Options 
This section sets out some of the advantages and disadvantages of the available options, 
with a formal option appraisal to follow at OBC stage. The criteria to be applied in the 
option appraisal will be agreed by the Project Team in conjunction with the stakeholders. 
 
At SOC stage, the long list, reflecting the full range of potential options, has been 
developed by the Project Team. The long list is presented in the table below. Each option 
was assessed against the Project Vision (Section 2.2 above) and any that did not achieve 
the vision were rejected. This exercise was undertaken in a workshop held on 12 
February 2009 involving both the Project Team and the Maldon Health Services Steering 
Group. 
 


Long List Option Shortlist? Rationale 


Do Nothing No It would not be possible to do nothing as the current 
estate would very quickly fall into a state of disrepair, 
resulting in a breakdown of service provision. 


Do Minimum (statutory 
compliance and backlog 
maintenance) 


Yes This would include works to achieve statutory 
compliance, address ongoing backlog maintenance 
and provide some enhanced service space. This is 
in effect the current strategy and so is included for 
the purposes of providing a baseline comparator. 


Refurbish existing St. Peter’s 
site (full refurbishment to 
accommodate new functional 
content) 


No The level of refurbishment required to achieve the 
levels of service envisaged within the PCT’s plans is 
such that this option would be very expensive in 
terms of capital expenditure. Furthermore, the result 
would only be a temporary solution. The overall 
benefit that might be achieved would therefore be 
proportionately considerably lower than any of the 
new build options and would not achieve the longer 
term project objective. 


Refurbish other site No No alternative site can be identified. 


New build on St. Peter’s site Yes Achieves project objectives. 


New build on new site Yes Achieves project objectives. 
 
 


2.13 Recommended Short List 
The outcome of the workshop was to recommend a short list of options, which would then 
be further appraised for their financial and non-financial benefits at OBC stage in order to 
determine a preferred option for development. 
 
The option for a New Build on the St Peter’s site has been further developed into three 
sub options with varying site layouts. The resulting short list of options has therefore been 
agreed as follows: 
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2.13.1 Do Minimum 
This option would include works to achieve statutory compliance, address ongoing 
backlog maintenance and provide some enhanced service space. This is in effect the 
current strategy and so is included for the purposes of providing a baseline comparator. 


2.13.2 St Peter’s Site Option 1 
This option would make use of the existing building at the front of the site (the old work 
house) with an extensive new build attached to the rear (see Appendix 3). As with all of 
the new build options on this site, it is proposed that there would be some re-modelling of 
the site entrance, although the chapel would be retained. 


2.13.3 St Peter’s Site Option 2 
In this option, the old work house part of the hospital would remain. Everything to the rear 
would be demolished and a new detached build would be constructed to the rear of the 
site (see Appendix 4). The ownership and use of the retained building would have to be 
agreed. 


2.13.4 St Peter’s Site Option 3 
With this option, the whole of the current building stock (excluding the chapel) is 
demolished and replaced with a wholly new build on the south side of the site (see 
Appendix 5). 


2.13.5 New build on a new site 
Although no new site has been identified per se, for the purposes of the workshop, a site 
near to the supermarket at the roundabout junction of the A414 and B1018 to the south 
west of Maldon was assumed to be the most likely. As this would be a green field site, 
assuming planning permission would be granted, this option would be able to be designed 
to fulfil the project objective. 
 


2.14 Design Development 
A draft Schedule of Accommodation (SoA) has been developed (Appendix 6), which 
details how the proposed facility would be sized on a room by room basis. The SoA has 
been used to determine the size of the facility for planning purposes and as a basis for 
evaluating the costs, as per Section 3 below. 
 
As part of the SOC process, all of the site options for the existing St. Peter’s site have 
given due consideration to the possible decanting arrangements and phasing processes 
required. Although this will inevitably be further elaborated at OBC, it is important for these 
considerations to be developed from an early stage in the thought process. To articulate 
this early thinking, an existing Site Plan, a preliminary Development Control Plan and a 
description of the phasing process have been appended to this document as Appendices 
7, 8 and 9 respectively.  
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3. Economic Case (Value for Money) 
 


3.1 Introduction 
An initial economic assessment has been carried out for each of the shortlisted options. 
This will be further developed at the OBC stage to determine which offers the best Value 
for Money (VFM). 
 
The purpose of completing an economic evaluation at this stage is to assess the whole life 
costs of the range of options taking into account the future value of money by using an 
appropriate discount factor. This will give an indication of the likely project costs in relation 
to the ‘do nothing’ or ‘do minimum’ option. It should not be viewed as a full financial 
options appraisal at this time as only the significant costs identified at this early stage 
have been considered. 
 
In order to complete this assessment, the project costs have been analysed using a 
discounted cash-flow model over both a 30 year  period. 
 
In any one year the discount factor to be applied is given by the following formula: 
 
DFn = 1/(1+r)


n 


 
where: 


 DFn is the Discount Factor for year n 
 r is the appropriate discount rate 
 n is the year 


 
The discount rate used (r) is 3.5% for the first 30 years. 
The discounted cost of the option in each year is then summed to give a net present cost 
(NPC) for each option. 
Both the methodology of this assessment and the discount factor are as set out in the HM 
Treasury Green Book. 
 


3.2 Capital Costs 
Five options have been shortlisted and NHS Mid Essex’s appointed Quantity Surveyors 
have produced OB Cost Forms for each. These are included at Appendix 10. 
 


3.3 Land Sales 
Two of the shortlisted options involve a change in use of land. St. Peter’s site option 2 
frees up the old workhouse for a potential alternative use (e.g. sale for redevelopment as 
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affordable housing) and the new build on a new site option requires NHS Mid Essex to 
purchase a new site and enables it to dispose of the whole of the current St Peter’s site. In 
order to accurately reflect the financial implications of these options, a full evaluation of 
the associated costs will need to be carried out before the completion of the OBC. 
 
For the purposes of this early assessment, it has been assumed that, for the new build on 
a new site option, the cost of purchasing land will be approximately equivalent to the 
capital receipt for the sale of St Peter’s. 
 


3.4 Lifecycle 
NHS Mid Essex’s appointed Quantity Surveyors have produced estimated lifecycle costs 
for each of the shortlisted options. These are included at Appendix 11. 
 


3.5 Net Present Cost 
The full net present cost calculations are included at Appendix 12. The resulting net 
present cost for each of the shortlisted options is set out in the table below: 
 


Option 30 year NPC 


(£000) 


Do Minimum 9,563 


St Peter’s, site option 1 30,313 


St Peter’s, site option 2 34,570 


St Peter’s, site option 3 35,952 


New Build on a new site 33,471 
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4. Commercial Case 
 
4.1 Introduction 


The procurement strategy should identify the best way of delivering the objectives of a 
project and value for money taking into account any risks and constraints. NHS Mid Essex 
has carried out a preliminary assessment of the procurement options available in order to 
support the delivery of this scheme in the wider context of a number of other schemes 
identified within the SSDP. A full evaluation will take place at OBC stage once the 
preferred option has been identified, and a summary of the key points of such an 
evaluation relevant to Maldon is summarised below. 
 


4.2 Factors influencing the choice of procurement strategy 
A number of factors will influence the range of procurement strategy options that NHS Mid 
Essex may need to consider: 


 Project leadership and resources: having the right level of resource with the 
appropriate skills to manage the project on a day to day basis ensures that the 
project is not delayed. Problems are dealt with in a timely manner as they arise. 


 Defined project objectives: It is imperative that the key project objectives are 
clearly defined and agreed by the stakeholders to the project. The objectives 
should be regularly reviewed and the progress of the project measured against 
the delivery of the objectives. 


 Funding arrangements: The availability of funding will dictate timescales and so 
the source of funds must be decided upon early in the process. 


 Level of risk transfer: Key risks that NHS Mid Essex may wish to look to transfer 
would fall in to the categories of Design, Construction, Programme and 
Performance. 


 Speed of delivery: NHS Mid Essex’s aspirations over timescale will be critical to 
the procurement strategy, and the quicker the procurement process, the lower 
the risk of price increases or programme slippage.  


 Complexity: NHS Mid Essex needs to consider how complex the scheme is as 
this will affect the costs and risks associated with the construction or 
procurement. 


 
4.3 Available Procurement options 


As there is no LIFT vehicle in Mid Essex, this has been discounted from the procurement 
options available. The following procurement options could still, however, be used to 
deliver the scheme: 


 PFI 
 ProCure 21 (P21) 
 Traditional Tender  
 Design and Build 
 Express LIFT 
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 Third Party Development. 
 


The preferred procurement strategy will need to take into account the PCT’s requirements 
for schemes on an individual basis, as well as the major investment programme as a whole, 
and the most appropriate strategy will be identified at OBC stage. 
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5. Financial Case 
 
As part of the OBC, a full analysis will be carried out in respect of the preferred option to 
test its affordability. At this early stage it is appropriate to look at the likely revenue 
implications of the range of options in the short list to highlight the likely affordability of the 
final scheme. 


 


5.1 Revenue Expenditure 
It has been assumed that there will be no change to the  levels of expenditure associated 
with running of the new facilities. However, a new facility does provide the opportunity to 
introduce reduction in facilities management (FM) costs such as energy bills, cleaning and 
security through the provision of a more modern building. In the interest of prudence, no 
assumptions have been made at this early stage for any reduction in FM costs that may 
accrue through this redevelopment. 
 
A full set of calculations for each of the shortlisted options is given in Appendix 13. The 
table below highlights the likely range of affordability in 2014/15: 
 


Option Net Expenditure 2014/15 


(£000) 


Difference to Do Minimum 


(£000) 


Do Minimum 908 - 


St Peter’s, site option 1 2,414 1,506 


St Peter’s, site option 2 2,619 1,711 


St Peter’s, site option 3 2,223 1,315 


New Build on a new site 2,475 1,567 
A full set of assumptions is included at Appendix 14. 
 
This implies that, in terms of capital related expenditure, all of the options represent an 
increase compared to the Do Minimum. Of the new build options, St. Peter’s site option 3 
is the most affordable.  This highlights an additional fixed cost of £1.6m against the 
current fixed site cost of £600k.  The PCT will be working with PBC Commissioners in the 
production of the OBC to identify clinical service redesign initiatives that will release 
efficiencies to fund this additional cost. 
 
Specific areas to be reviewed include the following: 
 


• Unbundling of national tariff for stroke care 
• Repatriation of outpatient activity from acute sector, making full use of the capacity 


at the new facility through extended access 
• Extended use of admission avoidance initiatives 
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5.2 Impairment 


In addition to the increased annual revenue costs, there will be a one-off impairment charge 
to the PCT's Income and Expenditure Account in the year that the old buildings are 
demolished  for all options other than Do Minimum.  The impairment charge will range from 
£3.6m to £6.4m for the 'develop on existing site' options.  It is also likely that the majority of 
the existing buildings will need to be impaired (total value £6.5m) if the whole site is sold 
under the Greenfield site option. 


 


5.3 Depreciation and Cost of Capital 
Depreciation has been calculated on a straight line, based upon the asset lives assumed 
within the lifecycle cost analysis. Capital charges have been calculated at 3.5% of 
average net book value of the assets. 
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6. Management Case 
 


6.1 Project Management Plan 


6.1.1 Structure 
A five-tier project management structure will be used to ensure clear accountability for the 
delivery of each aspect of the project. This structure is summarised below: 


 PCT Board 
 PCT Executive Board 
 Estates, IT and Capital Planning Committee and Strategic Services 


Development Plan Steering group 
 Maldon Health Services Steering Group 
 Maldon Community Hospital Project Team 


 
With the exception of the Board, all of these groups meet on a monthly basis and have 
actively steered the development of this SOC.  As can be seen from their memberships, 
detailed in Appendices 15 and 16 respectively, both the Maldon Health Services Steering 
Group and the Maldon Community Hospital Project Team have a balanced representation 
from both PCT and external stakeholders. 


 


6.1.2 Project Programme 
The timetable for delivery will be influenced by the prioritisation of this scheme in the 
context of the PCT’s overall programme for capital investment and available funds. An 
indicative “worst case scenario” timetable is provided below: 
 


Milestone Completion Date 


SOC approval by SHA June 2009 


OBC approval by SHA March 2010 


Procurement & FBC Production September 2011 


FBC approval by SHA September 2011 


Start on site October 2011 


Project completion September 2013 
 


6.2 Patient and Public Involvement 
This SOC is built on the key principle of keeping the NHS Local, and the commitment of 
NHS Mid Essex to engage patients, the public and their representatives in key decisions 
on their local health services. As mentioned in Section 2.4.3 above, NHS Mid Essex has 
already undertaken a major public consultation process (‘Safeguarding and Improving 
Health and Well-being’) order to develop its service commitments. 
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Significant stakeholder engagement has taken place to date in the development of this 
SOC, including a public workshop and Practice Based Commissioning events to consider 
models of care.  A number of presentations and discussion events have also taken place 
with community groups. 
 
The Essex Health Overview Scrutiny Committee will receive a briefing on developments 
with Maldon Community Hospital. This will take place at their next meeting scheduled to 
take place on DATE. 
 
At OBC stage it will be necessary to take forward further engagement with respect to the 
specific question of services to the residents of Maldon and the surrounding areas. NHS 
Mid Essex has a duty to ensure that local people get the highest possible quality of 
healthcare over the long term. Clinicians and service delivery managers alike no longer 
believe that this can be achieved through concentrating so many services in the acute 
sector. It is therefore essential gauge local public opinion when considering the various 
development options set out in this SOC. 
 
NHS Mid Essex will therefore be undertaking a major public engagement process on the 
service changes proposed in this document, once approval has been confirmed. This 
process will include appraising the different development options within this SOC and 
considering the merits of the new model of care. 
 
The feedback from this engagement will play a crucial part in determining the preferred 
option at OBC stage and in developing that option into reality at FBC. 
 


6.3 Risk Management Strategy 


6.3.1 Risk Management 
Risk management is an essential part of the development of any project. The PCT 
strategy is to manage risk proactively through identification and mitigation of risks 
associated with each stage of the project. To this end, the PCT and its advisors will 
develop a detailed risk assessment matrix at OBC stage and identify the risks to be 
recorded within the Risk Register. As risks are identified, strategies for the mitigation of 
risks will also be considered so that any preventative measures or monitoring processes 
can be put in place with the intention of avoiding the occurrence of risk events.  
 


6.3.2 Risk Potential Assessment 
NHS Mid Essex has carried out a Gateway Risk Potential Assessment (RPA) for the 
scheme, which resulted in an overall risk score of 29. The scheme is therefore 
categorised a Low Risk according to this assessment. A copy of the RPA is attached as 
Appendix 17. 
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6.4 Benefits Realisation Plan 
The justification for project investment is based on a need, and the ability to realise the 
agreed benefits on project completion. As part of the justification, therefore, it is necessary 
to identify the benefits and to set out how these can be realised in support of the PCT’s 
over-riding objectives. 
 
For each benefit, therefore, it is necessary to articulate: 


 What the benefit consists of 
 The action required to support benefit realisation 
 The lead person for the realisation of benefit 
 Performance metrics to determine the extent to which benefits are being realised. 


 
A detailed Benefits Realisation Plan articulating the points above will be developed as part 
of the OBC. 
 


6.5 Post Project Evaluation (PPE) Plan 
PPE is essentially a learning tool to ensure that the PCT and other stakeholders apply this 
knowledge to future projects and that the NHS can test the effectiveness of the policies 
and procedures used in the procurement. The PCT is committed to ensuring that a robust 
PPE is undertaken to assess how well the scheme has met its objectives and realised the 
project benefits. The DH published PPE guidance identifies the following key evaluation 
stages:  
 


 
Evaluation reports will be completed within six months of the completion of the data 
collection for each stage. They will be circulated to all stage participants and, following 
board approval, to DH for further dissemination. 
 
The Project Team will manage the PPE process, supported by an independent review 
body. 
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7. Conclusion & Recommendations 
 
 
7.1 Conclusion 


This SOC has set out the key dynamics which support the argument that the health 
community in Mid Essex requires a re-alignment of community and hospital services, 
which would lead to significant benefits for patients in terms of access to appropriate and 
high quality of healthcare services.  The case for change is based on the need to develop 
more modern care pathways, which could be sustained with the current configuration of 
facilities. A community hospital in Maldon has been identified as being a major contributor 
to this necessary reconfiguration.   
 
The preliminary assessment of the options suggests that there are a number of viable and 
affordable options to be taken forward to OBC stage for detailed appraisal involving key 
stakeholders and members of the public. 
 


7.2 Recommendations 
The NHS Mid Essex Board is asked to approve this SOC to develop a community hospital 
in Maldon that satisfies the demands of a modern healthcare system for the current and 
future residents of Maldon and the surrounding areas. 
 
Following Board approval, the SOC will be submitted to the East of England Strategic 
Health Authority for approval to proceed to Outline Business Case and on through the 
procurement route to Full Business Case. 







 


Contact: 
Alison Manton 
Assistant Commercial Director 
NHS Mid Essex  
Tel:  01245 459352 
Mobile: 07960507767 
Email: alison.manton@midessexpct.nhs.uk
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                        POLICY    The problems of smaller, rural and remote hospitals: 
Separating facts from fiction  


                Smaller hospitals internationally are under threat. The 
narratives around the closure of smaller hospitals, regardless 
of size and location, are all constructed around three common 
problems – cost, quality and workforce. The literature is 
reviewed, demonstrating that there is little hard evidence 
to support the contention that hospital merger/closure 
solves these problems. The disbenefits of mergers and 
closures, including loss of resources, increased pressure on 
neighbouring organisations, shifting risk from the healthcare 
system to patients and their families, and the threat hospital 
closure represents to communities, are explored. Alternative 
structures, policies and funding mechanisms, based on the 
evidence, are urgently needed to support smaller hospitals in 
the UK and elsewhere.   


 KEYWORDS:     Rural hospital economics  ,   rural hospital organisation  , 


  mergers  ,   health services research      


  Introduction 


 Smaller hospitals are internationally under threat. Over the 


past decade, attempts to rationalise care have seen services, 


particularly obstetrics and surgery, stripped out of organisations 


in very rural locations in Australia, USA and Canada.  1–4   The pace 


and scale of change has been accelerating over the last few 


years, spreading to include provincial hospitals in more densely 


populated countries. In the last 12 months, a national report has 


called for the closure of half of all hospitals in Germany, while 


doctors and nurses in France have staged months of protests 


over the demise of emergency and community services in smaller 


towns and rural areas.  5,6   A quarter of all smaller hospitals in the 


USA are now thought to be on the brink of closure.  7   Although 


 The NHS Long Term Plan  for England pledged support for smaller 


hospitals, many sustainability and transformation partnerships 


(STPs) are predicated on major reconfigurations of services that 


would result in either the substantial downgrading or closure of 


smaller acute sites.  8–10   


 This would all suggest that smaller hospitals matter little in the 


delivery of healthcare at national level, with larger organisations 


providing the dominant share of secondary and tertiary care. In 


fact, large hospitals with a comprehensive range of services are 
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the exception rather than the norm, with most hospitals in Europe, 


North America and the Antipodes having only 100–250 beds.  11   


In the UK, nearly half the population is served by organisations 


deemed to be ‘smaller’.  12   Moreover, smaller hospitals tend to 


be located in more rural and remote locations with higher levels 


of deprivation and where the local populations are older, more 


vulnerable and have more complex, comorbid disease. 


 It is critical to note in any discussion looking internationally 


at smaller hospitals, that what constitutes ‘smaller’, ‘rural’ and 


‘remote’ is highly contingent on context. Critical access hospitals 


in the USA, for example, are defined as having no more than 25 


beds, an average length of stay of under 96 hours and located 


more than 35 miles from the next closest hospital.  13   By contrast, 


smaller hospitals in England are defined as having an annual 


operating revenue of less than £300 million, which results in that 


the average smaller hospital has 480 beds, with one 800-bedded 


hospital fitting this definition.  12   This means that what is regarded 


as ‘small’ in the UK would be considered as a medium or even 


large hospital elsewhere in the world. Some jurisdictions have 


specific legislation and/or policies to support rural healthcare, as 


well as differential models of funding predicated on hospital size 


and/or location.  14   This used to be the case in England, with the 


Bonham-Carter report focusing on the establishment of district 


general hospitals (DGHs) to meet the needs of local populations.  15   


The distinction, however, between DGHs and tertiary hospitals was 


effectively erased with the Health and Social Care Act of 2003, 


which made foundation status the defining criteria for funding and 


policy purposes.  16   


 The narratives constructed around the closure of smaller 


hospitals, regardless of their size and location, all share common 


features. Firstly, they are almost universally framed around three 


themes – cost, quality and workforce. Moreover, they all imply 


that their larger, urban and more specialist counterparts should 


effectively take over the work of smaller hospitals. In this article, 


we will explore the evidence for each of narratives. Where possible, 


the evidence relevant to NHS will be given the most weight. Where 


such local evidence is lacking, we will turn to the international 


literature.  


  The problem of cost 


 The potential for cost saving and improvements in efficiency of 


healthcare delivery is, perhaps, the most common reason cited 


for the closure of smaller hospitals or their vertical or horizontal 


integration into other organisations. The underlying rationale is 


that there are certain fixed costs attached to ‘keeping the lights 
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on’ in any hospital, making the cost per patient in lower volume 


organisations inherently more expensive.  17   Conversely, larger 


hospitals are able to achieve economies of scale and are more 


competitive in systems where payment is funded by results. This 


has led to a commonly held notion that there is a minimum viable 


hospital size.  18   


 These were the chief reasons underpinning the introduction of 


competition on the supply side in the NHS in 1990 and the later 


mergers of poorly performing organisation with their neighbours 


under the Blair government. Both sets of policies sought to create 


economies of scale, thereby bringing about cost savings and major 


efficiency gains.  19,20   


 Explorations of the closure and merger of organisations 


internationally and the impact on cost have since concluded that 


they rarely result in lower costs and fewer, if any efficiencies.  21   


Studies of vertical and horizontal integration have similarly failed 


to find any genuine, sustained benefits and there is strong signal 


that integration may, in fact, reduce the quality of care provided 


to patients.  22,23   Propper's study of the closure of 112 hospitals 


in the period 1997–2006 in the UK concluded that mergers had 


no impact across a broad range of outcomes, including financial 


performance, productivity, waiting times and clinical quality. In 


fact, there was little evidence of any type of gain and the result 


was, instead, a reduction in clinical capacity and an increase in 


financial deficits.  20   


 Parallel to this, international researchers looking at optimum 


hospital size have come to the conclusion that diseconomies of scale 


for hospitals exist below 200 beds and above 600 beds.  21   ,   24–26   


 It had been suggested that closure of hospitals may result in 


cost savings at system level by forcing populations impacted by 


closure to seek alternative, cheaper sources of healthcare. While 


there was some signal for this in Propper's work, a more recent 


study by Knowles of the closure of five emergency departments 


between 2009 and 2011 found that there was no overall change 


in the usage of emergency hospital services – patients simply 


travelled further to the next hospital.  20,27   Although no economic 


analysis was performed, the increased usage of ambulances for 


conveyance implies that the closures likely increased, rather than 


reduced, system level costs. 


 While it may be broadly true that the ‘fixed costs’ dominate 


the economics of hospital care, the financial viability of smaller 


organisations appears to be determined by a broader range of 


factors, including the capital costs of replacing poor infrastructure, 


the servicing of related debt, the alignment of physicians to 


the priorities of the hospital, the quality of leadership and 


management, and the reputation of the organisation.  28,29   More 


importantly, it has been found that payment systems based on 


fee-for-service do tend to systematically disadvantage smaller 


hospitals, especially so in markets with a single dominant payer. 


This, however, has less to do with lack of cost effectiveness of 


care, but rather is a by-product of payment systems.  29,30   This 


effect is exaggerated in the NHS, where funding structures tilt 


payments towards urban areas, based on historical precedence 


and somewhat arbitrary judgements.  31   


 The only area where costs are consistently higher for smaller 


hospitals are expenses related to the medical and nursing 


workforce. Most smaller hospitals suffer from chronic workforce 


shortages (see below), making them reliant on expensive locums, 


thereby driving up the staff costs. Successive attempts to cap 


locum spend, although they have reduced the total bill for services, 


have still not succeeded, with record amounts being spent to cover 


critical gaps in service.  32    


  The problem of quality 


 The prevailing perception is that the quality of care at smaller 


hospitals is substantially less good than that provided in 


larger organisations. This stems from investigations into three 


overlapping areas that are effectively synonymous with care in 


bigger institutions – specialisation, centralisation and volume. 


There is undeniably a corpus of literature which has identified 


substantial benefits from each of these aspects of care. 


The evidence is clear that care by specialists is substantially 


better for a range of complex surgical interventions, such as 


cardiovascular procedures and cancer resection, and for specific 


medical conditions such as myocardial infarction, HIV, complex 


musculoskeletal and infectious diseases, variously reducing 


mortality, morbidity and costs in comparison with generalist 


care.  33–37   Similarly, there is evidence that centralisation and higher 


volumes (at both clinician and organisational levels) for the care 


of conditions that require either time-sensitive care and/or highly 


technical skills can lead to better outcomes.  38–41   


 However, there is no evidence that care at smaller hospitals is, 


per se, any poorer overall than care in larger ones. Monitor's study 


of England’s 75 smaller hospitals concluded that there was no 


evidence to support the contention that their care, as a group, 


was any worse than that delivered in hospitals with more than 


700 beds.  12   Studies of specific critical services in England, such 


as emergency general surgery, intensive care and emergency 


medicine, have also failed to find associations between hospital 


size and outcomes.  42–45   


 More generally, the research on the benefits of specialisation, 


centralisation and high volumes is fraught with methodological 


problems. Systematic reviews of specialist versus generalist care 


found that studies favouring specialist care tended to fail to 


consider key confounding factors and that there was insufficient 


evidence to conclude which type of care was better.  46,47   Further, 


they warned of the perils of interpreting the more rapid of 


adoption of knowledge and interventions into practice as evidence 


of ‘better care’, when specialist care was frequently associated 


with more interventions, higher costs and little evidence of better 


outcomes.  48   More importantly, variations in quality of care 


between individual generalists and between individual specialists 


were often found to be larger than the variations between 


generalists and specialists as groups.  46   


 Relationships between the experience of individual providers, 


provider volume and hospital volume have proven difficult to 


unpick, with the suggestion that the characteristics of individual 


providers (volume and experience) may be more important than 


the nature of the hospital in which they work.  49,50   Nally’s national 


study of outcomes for emergency abdominal surgery in Ireland, 


for example, found that although high-volume teams in high-


volume hospitals performed best on all metrics, high-volume 


teams in low-volume hospitals outperformed all other teams 


on almost all metrics. The worst outcomes were for low-volume 


teams in high-volume hospitals.  51   It also appears that the type 


of intervention is also important, with a strong suggestion that 


volume is more important for complex interventions, while less 


challenging surgery and obstetric interventions can be safely 


provided by generalists in lower-volume settings.  52–54   
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 Studies on volume effects from the USA also need to be 


interpreted with caution, as the patient numbers per clinician 


are substantially lower, making translation into the UK context 


problematic. A large recent study, for example, exploring 


the relationship between physician age, patient volume and 


outcomes for unselected patients aged over 65 years with medical 


conditions found that younger clinicians were associated with 


lower patient mortality than their older colleagues, a distinction 


that disappeared among high-volume clinicians.  55   ‘High volume’, 


however, was defined as >201 cases per year. As the average 


clinician participating in the unselected take in the UK sees 25–35 


patient per on-call shift, this makes virtually all acute and general 


physicians in the UK ‘high volume’, rendering the study results 


inapplicable universally. 


 Recent efforts in England to realise the potential benefits of 


centralising and increasing the volume of services have produced 


mixed results. Although the formation of the stroke network in 


London resulted in significant improvements in mortality and 


length of stay, similar outcomes have been slow to materialise 


elsewhere.  56   Similarly, although the development of the English 


trauma network has led to improvements in processes of care and 


case-mix adjusted mortality, there has been an increased burden 


on receiving hospitals with no evidence of impact on adjusted 


mortality or uniform benefit for all patient groups.  57,58   


 It is also important to note that the work evidenced to be better 


done by a specialist constitutes a sliver of the total work of a hospital. 


Myocardial infarction, stroke and trauma represent 1% of the total 


presentations to emergency departments, while the 1.3 million 


general surgical procedures dwarfs the ~50,000 vascular interventions 


performed annually in England.  59–61   Recent work by the Nuffield Trust 


found that up to 85% of all medical admissions to smaller hospitals 


could be considered be to amenable to generalist care.  11   


 Overall, this suggests that while certain highly technical services 


should and ought to be provided in larger, specialist centres, 


the majority of patients can be safely cared for in smaller 


organisations.  


  The problem of workforce 


 Smaller hospitals are challenged world-wide by problems with 


workforce. Not only do smaller organisations have difficulties in 


attracting suitably qualified professionals, with many rural and 


costal locations being in decline and/or socially deprived, but they 


have more difficulties with retention.  62   Recent work by the Nuffield 


Trust found that 90% of smaller hospitals had problematic gaps 


in their middle grade rosters and that the majority were reliant 


on consultant locums to support their acute and emergency 


services.  11   This reliance on locums drives up financial costs and 


contributes to perceptions around lack of safety and quality. 


 Superficially, larger metropolitan hospitals appear to offer 


prestige, financial benefits including private practice, shorter 


working hours, and cultural and social opportunities, set against 


the longer working hours, lower incomes, and the professional and 


social isolation of the jobbing consultant in a smaller hospital.  63,64   


This, combined with the major workforce crisis in the UK when 


~50% of advertised jobs in acute specialties are going unfilled, 


makes the workforce problems seem intractable and further 


hospital closures and mergers inevitable.  65,66   


 Any sensible discussion on the problems of workforce needs to 


acknowledge that models of staffing are driven predominantly by 


historical precedent and contractual obligations, rather than by 


either patient need or a nuanced reading of the literature on the 


relationships between staffing and outcomes.  11   This is particularly 


problematic in the UK, where guidelines for safe medical staffing 


have been developed for each individual specialty, leading to 


the insistence on a ‘minimum of one of each at all times’ model 


of staffing hospitals. While this may be entirely appropriate 


for larger, busier organisations, this may not be uniformly 


necessary. Moreover, this way of staffing, when combined with 


the restrictions of the European Working Time Directive, means 


that departments which in other jurisdictions could be maintained 


with two to five consultants require a minimum of nine in the UK, 


thereby creating artificial workforce shortages.  11,66   Guidelines that 


were constructed as being aspirational have been interpreted 


as mandatory, not only by hospitals themselves, but by external 


bodies, meaning that these artificial shortfalls in staffing are 


viewed as threats to patient safety, despite organisations 


otherwise demonstrating good outcomes.  67   It is telling that the 


Faculty of Intensive Care Medicine has recently stepped back from 


its original guidance on staffing and acknowledged that while all 


patients should receive uniformly excellent care, its prior insistence 


on 24/7 intensivist-only staffing had left units in difficulty.  68   


 The evidence suggests that workforce solutions require a three-


pronged approach.  69–71   The first and most immediate of these is 


for individual hospitals struggling with shortages to pay attention 


to their offer. ‘Hygiene’ factors play a critical role in the morale 


of staff and their retention. At their most basic level, attention 


to hygiene factors means giving staff the basic tools to their job 


effectively, such as functional computers and other IT systems, 


office space and other facilities, such as car parking. Beyond this, 


improvements in cultural and social factors, such as fostering 


good relationships within teams and managers, equitable and 


transparent distribution of work, and access to educational and 


professional opportunities are highly valued by doctors. Although 


doctors are less motivated by financial considerations, local 


solutions to the current pensions crisis are likely to contribute to 


retention. Many of these solutions do require expenditure and are 


superficially unattractive in times of fiscal constraint. However, 


the literature suggests that investment in hygiene factors tends to 


produce quick returns and substantial longer-term savings. 


 Smaller hospitals also need to rethink their service models and 


shift from traditional models arranged around ‘departmental’ 


blocks and professional boundaries.  11,69   A deeper and more 


nuanced understanding of exactly what are the needs of the 


local community would allow the development of interdisciplinary 


and multiprofessional teams based around skills, expertise and 


experience. Upskilling of existing staff and enabling them operate 


at the ‘top of their licence’ makes better use of resources and 


creates jobs that are more interesting and attractive.  72   Smaller 


hospitals will also need to be better integrated into networks of 


specialist care, so that the management of the sickest patients 


becomes frictionless in terms of accessing appropriate advice and 


arranging transfer where necessary. 


 Such a reconsideration of better matching staffing with patient 


need is most urgently needed in the out-of-hours context. 


Pressures at night are predominantly caused by insufficient staff to 


meet the evening peak of demand, which subsequently increases 


the staff needed at night.  73,74   Ensuring that patterns of staffing 


match demand would mean that hospitals could shift to the use 


of single, unified hospital at night teams to cover all areas. The 
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arrangements for consultant on call for interventional specialties, 


such as gastroenterology and surgery, and as well as any other 


high-frequency / low-intensity on-call services should also be 


scrutinised, with a consideration of whether alternative funding 


mechanisms (such as locally negotiated payments for call out) or 


networked ‘treat-and-transfer’ models are viable alternatives. 


 The discussion so far has rested on retention and better use of 


existing staff. Longer-term solutions stem from understanding 


what underpins the choice of place to practice. Choices of location 


of practice are complex and determined by constellations of 


factors, including coming from a rural background, exposure to 


non-metropolitan settings during medical school and higher 


training, the availability of financial incentives, and support for 


families.  75,76   Internationally, many of these issues have been 


addressed through preferential selection to medical school, 


changes to undergraduate and postgraduate training, the 


founding of rural medical schools, the creation of rural generalist 


colleges, and local and federal bursary and relocation schemes, 


with evidence of sustained benefit.  77–79   


 The UK has lagged behind other countries in creating structures 


to underpin the non-urban workforce, but this is beginning to 


change. While not explicitly tagged as ‘rural’, the five new medical 


schools being created as part of the major expansion in workforce 


are all in non-metropolitan areas and are expected to have a 


more generalist focus.  80   Part of the remit of the newly launched 


Medical Education Reform Programme is to review the distribution 


of trainees across England and to ensure a better geographical 


balance of trainees in the future and boosting the middle 


grade workforce in smaller hospitals.  81   The Targeted Enhanced 


Recruitment Scheme has been highly successful in increasing the 


number of general practitioner trainees moving to under-doctored 


locations in return for a one-off ‘golden handshake’.  82   


 This suggests that closing hospitals on the pretext of inadequate 


staffing is a short-term, nihilistic solution to a problem that, 


although urgent, is not without alternative solutions.  


  The unrecognised problems of closure 


 There is a natural assumption on the part of policy and decision 


makers that the promise of better care elsewhere, such as larger 


hospitals or in alternative community settings, will override any 


dismay that communities might feel about the closure of their local 


hospital. In truth, communities invariably resist hospital closures, 


often successfully.  83   Moreover, while doctors and managers frame 


arguments about services in terms of quality, safety, cost and 


efficiency, patients and other community stakeholders have entirely 


different sets of concerns.  83,84   Instead, they view local access to 


hospital services as a ‘self-evident good’, and consider that most 


problems could be solved with appropriate resources. They are clear 


about the burdens imposed by increased travel time and isolation 


from friends and family. The role of the hospital in the community is 


also critical – not only were hospitals frequently the largest employer 


in the area, but they were imbued with substantial political and 


symbolic power of the importance of the area in the wider context. 


These and other arguments about the disbenefits of hospital closure 


are rarely discussed in the medical context and we shall touch on the 


evidence regarding them here. 


 There have been methodological difficulties in quantifying 


the impact of smaller hospitals at population level. Early studies 


had suggested that the longer-term impacts of closure were 


negligible.  85,86   By contrast, more recent studies have found that 


hospital closures or mergers are rarely accompanied by increases 


in capacity at neighbouring organisations. This, in turn, leads to 


overcrowding and stretched services, with worsening of patient 


outcomes, for resource-intensive services such as emergency medicine 


and obstetrics.  87,88   Two Harvard studies found that closure of rural 


hospitals resulted in a 3% rise in 30-day mortality for patients overall 


and a 5% rise in 1-year mortality for time-sensitive conditions; there 


was no evidence of any cost savings from closures.  89,90   These findings 


were mirrored in a study of hospital closures in California, which found 


an increase in overall mortality, with changes in mortality differing by 


diagnostic condition.  91   Mirroring these findings in England, Knowles 


found that hospital closures produced a trend towards an increase in 


mortality at population level, with evidence of increased pressure on 


neighbouring organisations.  27   


 Merger and closure of hospitals is often portrayed as the solution 


to the organisational and cultural problems of under-performing 


organisations.  92   Instead, the literature suggests that the ‘system 


shock’, that is the instability and uncertainty created even by 


the discussion of major reorganisation change, can inhibit other 


processes within hospitals, often resulting in organisational 


paralysis, and failure of other improvement processes.  93,94   Post-


merger integration is rarely successful, with leaders lacking ‘the 


necessary understanding and appreciation of the differences in 


cultures, values and goals of the existing facilities’.  95,96   As noted 


by Collins, as merger is usually ‘a last ditch response to failure’, 


making it hardly surprising that reconfiguration itself is a major risk 


factor for ongoing poor performance.  97   


 The costs attached to the process of reconfiguration are 


also substantially underestimated and are rarely included in 


any preliminary financial analysis. An estimated £2 billion was 


allocated to 12 mergers occurring between 2010 and 2015. Most 


of this funding, however, was not related to achieving the mergers, 


but rather to writing down historic debts and deficits and capital 


spend to improve existing facilities.  97   More recently, the planned 


changes to north-west London were eventually shelved after 


9 years and an estimated spend of £80 million.  98   


 The public’s concerns about the increased isolation of patients 


being cared for at a distance from home are real. Rural and remote 


areas frequently suffer from poor public transport, making it 


difficult, if not impossible, for relatives and friends to visit and 


provide support.  99   As in the UK transfer to a larger organisation 


often means crossing into territory belonging to another local 


authority or clinical commissioning group, this can make discharge 


more complex to facilitate and lead to delayed transfers of care. 


Certain rural areas also have profound problems in recruiting staff 


to provide social care, further impeding discharge from hospital.  100   


Networks of care can pose particular issues, with patients 


bypassing the nearest hospital to go to specialist centres even 


further away. Stroke presents genuine challenges, as 30–50% 


of patients transferred to a stroke centre will not actually have a 


stroke, but rather a stroke mimic, leaving patients who could be 


cared for closer to home stranded some distance away.  101   


 The research suggests then, that rather than the closure of 


smaller hospitals resulting in better care at population level, it can 


result in overcrowding in remaining organisations, with evidence 


of increases in mortality and cost, and significant disbenefit to 


patients. This has led some to conclude that hospital or service 


closures do not remove risk, but rather transfer the risk from the 


healthcare system to patients and their families.  102,103   The process 
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of merger and/or closure destabilises organisations and rather 


than driving improvement, can inhibit or even worsen future 


performance.  


  Smaller hospitals and social justice 


 Communities in rural and remote places are almost invariably 


organised around a few key institutions and organisations – 


hospitals, educational organisations, public services and, much 


less so in the UK, the church. These have been conceptualised 


as ‘anchor institutions’, which point to the pivotal roles and 


responsibilities that these organisations have in the economic 


and social fabric of the communities in which they sit.  104   


 Of these, hospitals are frequently the most important. They 


are often the biggest local employers and support many other 


business and providers on a contractual basis. While in the UK, 


general practice is frequently constructed as the pivotal point for 


population health, the reality is that hospitals provide a ‘centre 


of gravity’ for health economies and frequently lead the local 


‘mission’ for the provision of care, if in less coordinated fashion 


than happens elsewhere.  105   


 Research into the closure of smaller hospitals, especially those 


in rural and remote areas, has found major impacts on local 


communities, with evidence of a cascade effect.  106–108   Hospital 


closure tends to trigger an exodus of local general practitioners, 


allied health and other community-based staff, following 


increases in the burden of work for those remaining. Low-skilled 


workers who lose their hospital jobs frequently have difficulty 


in finding alternatives, further stretching sparse local resources. 


Lack of health services makes it unlikely that people, especially 


those with younger families, will relocate to the town and will be 


a factor in others leaving, especially those with chronic health 


problems. Hospital closure can rapidly lead to whole towns 


becoming unviable, resulting in social isolation and deprivation 


for those who stay. 


 Hospitals also stand as symbols that communities matter in the 


wider political and social context. Closing hospitals is frequently 


interpreted by locals as a clear statement that their needs count 


for less than their urban counterparts and is met with increasing 


feelings of alienation from the political process.  84   Jurisdictions 


with policies that support smaller, rural and remote hospitals 


almost universally cite the importance of equity and social justice 


in the provision of healthcare to all citizens and acknowledge the 


harms created by its lack.  109    


  Conclusion 


 This brief overview of the literature demonstrates that there is 


little or no evidence to support the closure of smaller hospitals 


in the UK on the grounds of finances, quality or staffing. 


Moreover, there is substantial evidence that hospital closures 


cause direct harm to patients, increase the burdens on the 


system and contribute to deprivation and health inequalities. 


Rather than hospital mergers and closures being the solution 


to the problems within the NHS, we would instead contend 


that the previous rounds of mergers and closures have played 


a major role in creating the current healthcare landscape, 


one plagued by too few resources, financial constraint and 


organisational problems. ‘Smaller’ hospitals in the UK are 


not small by any international measure and there are few, if 


any, economies of scale to be gained. More of the same is not 


the answer. Facts, not fiction, need to underpin appropriate 


structures, policies and funding mechanisms that will genuinely 


allow high-quality care to be delivered to patients closer to their 


homes. ■      
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Heybridge Parish Council (Cllr Paula Spenceley)


Presentation


Public Consultation Hearing


Maldon 19 March 2024


1


Consultation 


Evidence on 


behalf of 


Heybridge 


Parish Council


March 19th formal meeting at 


Maldon Town Hall


Equality in 


accessibility to 


services


For the residents of Heybridge – as well as 
the residents of the district more widely – the 
range of proposals in this consultation would 


promote inequality of access. This 
presentation aims to examine some of the 


reasons why.


One of the key principles of the Integrated 
Care Board (ICB) is to help ensure equality in 


access to the services it provides.


1
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Heybridge, deprivation and age profile


► Data for Heybridge West shows that on one side of the ward there are 


indicators of high-level deprivation in a number of categories. 


► This data is taken from Indices of Deprivation 2015 and 2019 


(communities.gov.uk)


► It is split down into LSOAs. A Lower Layer Super Output Area (LSOA) is a 


GEOGRAPHICAL AREA designed to improve the reporting of small area 


statistics in England and Wales. 


Some Deprivation Data Headlines for 


Heybridge West Ward (right hand side)


Income deprivation: 
among the most 


deprived 20%


Employment 
deprivation: among 
the most deprived 


30%


Health deprivation 
and disability: 


among the most 
deprived 40%


Income deprivation 
affecting older 


people: among the 
most deprived 40%


Income deprivation 
affecting children: 
among the most 


deprived 20%


3


4



https://dclgapps.communities.gov.uk/imd/iod_index.html

https://dclgapps.communities.gov.uk/imd/iod_index.html
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One important deprivation statistic for 


Heybridge West (left hand side)


►BARRIERS TO ACCESSING 


SERVICES:


►Among the most 


deprived 20%


Heybridge and connectivity to services


► Heybridge, as with much of the Maldon district, suffers from poor public 


transport infrastructure


► On the left-hand side of Heybridge West there is just one regular bus service 


to Chelmsford (and not to Broomfield Hospital) – a two-hourly service


► The one-way fare for a taxi or cab to Broomfield is around £40. Braintree 


would be around £30 and Brentwood up to £50.


5
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Equality of Access to Services


► Both Mid and South Essex ICB and the Mid and South Essex Foundation Trust 


have key objectives focusing on equity for the population they serve.


ANY LOSS OF MEDICAL SERVICES TO MALDON DISTRICT WILL BE IN DIRECT 


OPPOSITION TO THESE KEY OBJECTIVES WITH REGARD TO HEYBRIDGE  -


INDEED, TO THE RESIDENTS OF MALDON DISTRICT.


‘Other’ Services currently offered at St 


Peter’s


► This part of the consultation is vague and, in fact, unacceptable


► The options to answer the question will undoubtedly lead to the possible 


misinterpretation of data


► The consultation has been inadequate in targeting the most affected groups, 


including people with disabilities


► The experience of HEYBRIDGE PARISH COUNCIL with regard to this 


consultation has been highly unsatisfactory


7
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New GP Facilities at Heybridge


► The planned new GP facility at Heybridge is no compensation at all to the 


harm of these proposals for the residents of the parish.


► I will now read a paragraph from a Maldon District Council 2010 report on the 


planned new ‘health hub’ to justify this statement. 


► Data shows clearly that in fact that access to primary care services for Maldon 


District (including Heybridge) have worsened since this time and compares 


badly to both the national and Essex picture.


A few words 


from Heybridge 


Parish Residents


9
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Sam, a Heybridge resident who had her 


second baby at St Peter’s


► “ When I had my first child it was in a big maternity 


unit at a main hospital and I felt scared and alone. 


► “My life isn’t easy for a lot of reasons and I suffer 


from a lot of anxiety and depression. When I went to 


St Peter’s to have my second baby, the whole 


experience was so different and it meant I left feeling 


positive and glad I live here. Having that local care 


meant a lot to me in my situation. Please don’t take 


it away from other mums here.”


Carol speaking on her father, aged 93


“I have to take my Dad, whose memory is fading fast, to have his hearing and 


eyesight checked regularly at St Peter’s. I am now 64 and still working full time, 


so have to have an hour off to take him to appointments. 


“If I had to go to Broomfield I would have to take a whole day off work each time 


because of the distance, as well as leaving up to an hour to park.”


11
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Nikki, a lifelong Heybridge resident and local 


care home worker, speaking about her father


► “After 12 weeks of stroke rehab at St Peter’s, my Dad was able to eat, talk 


and walk.


“Knowing I was going to be his sole carer I was able to visit him at the hospital 


daily and sit in on his physiotherapy and speech therapy sessions. This meant I 


could learn directly from the therapists what my Dad needed so I could continue 


their good work when he came home.”


Abbie (real name changed to protect her 


identity) direct and unchanged quote:


► “I have a son, aged 6, who has serious disabilities.


“I take my boy to St Peter’s a lot, for speech therapy and for a few other things. 


I find this hard to talk about but I have to say something because I’m scared. I’m 


so worried I can’t sleep.


“We can’t make ends meet as it is and I won’t be able to take him to Broomfield 


or the other hospitals. They’re too far away. I don’t have the money to run a car 


and it’s so hard with him on the bus because it takes so long. What will I do?”


13
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Sara, a Heybridge resident speaking 


about her travel costs for crucial scans


► “I recently needed to attend an appointment at 


Broomfield – for a DEXA (bone density) scan. The 


taxi cost me £36 each way from Heybridge.


► “This is quite a common scan for retirees like 


myself.”


A view from Penny, a Heybridge resident 


who is homebound


► "Where is the section of the ICB consultation specifically aimed at and about 
accessibility? Apart from a phone number to request an alternative versions of the 
survey.


“Where are the invitations to the disabled, chronic illness, neurodivergent and 
special/complex needs community and their carers, ensuring their many complex 
needs are considered and met? One person has said they are terrified another that 
they will not cope with the proposed changes to medical provision. 


“I have asked M&SEICS more than once about the focus groups they are inviting 
people to. They refuse to tell me if one is active in my locality or online. This, as a 
disabled person who has been homebound for 20 years, with compromised physical 
and cognitive capacity. My lived experience is of no interest to them. I find the process 
and attitude discriminatory and ableist.”


15
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Views of Heybridge Parish Councillors


► Moving any of the medical services provided at St Peter’s outside the town 


will have a significant, indeed very serious negative impact on our residents –


many of whom already suffer deprivation and/or have very poor access to 


services


► Public transport is not sufficient from Heybridge to enable easy accessibility 


to services if services are moved away and will worsen the current situation


► No services should be removed from St Peter’s until the long-promised health 


hub is built in the town


Views of Heybridge Parish Councillors


► We as a parish council believe that the proposals of this consultation are a 


total departure from the previous plans and promises made to our residents 


over the last 30 years


► We feel that the needs of our residents are being overlooked in these 


proposals


► We urge the Mid Essex Integrated Care Board to submit firm proposals that 


resolve the claimed issues at St Peter’s and retain all medical services 


provided there within Maldon


17
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Emma Stephens, Maldon District 


Councillor for Tollesbury 


MD Councillor for Tollesbury 


• For those who don’t know it, 


Tollesbury is a village on a 


peninsula in the Blackwater, to 


the east of Maldon town 


• Tollesbury residents are already 


ten miles and half an hour from St 


Peter’s hospital by car or bus 


• That’s before you take into 


account the distances from St 


Peter’s to Braintree or Brentwood 


• For much of what I am presenting 


today I will use Tollesbury as my 


example 


• But the facts apply to most of the 


villages in Maldon District 


• And it’s the District I speak for 


I’m going to cover 5 aspects of the 


proposals: 


1. OPD proposals 


2. Stroke rehab proposals 


3. Birthing unit proposals 


4. The consultation survey 


5. The ultimate cause of this 


situation and its solution 


 


1. OPD proposals 


• I’m broadly in favour of an OPD 


being located in any suitable 


single site 


• Provided it remains WITHIN 


Maldon TOWN 


• But the consultation refers to 


OPD services being relocated “in 


and around Maldon” 


• It doesn’t state if that’s Maldon 


town or Maldon district 


• Latest announcement says three 


of the sites being considered are 


SWF, Braintree and Burnham – 


none of those is “in or around 


Maldon”, never mind Maldon 


town 


• Braintree is suggested for Xray 


• Those needing Xray include those 


least able to make the journey 


from Tollesbury to Braintree by 


public transport, as that involves 


three buses and takes 2 hours 


• To SWF from Tollesbury is from 2 


hours to 3 hours 12 minutes each 


way 


• It involves either  


o a bus and three trains - or 


o three buses  


• Depending on the time you need 


to arrive 


• It costs £12 for the 3-bus option 
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• Or by rail it is £23.60 train + £4 


bus = £27.60 per appointment 


• Very few people are eligible for 


hospital transport 


• NHS policy states: 


“NHS-funded patient 


transportation is reserved for 


when it is considered essential … 


 


“If [the patient has] a medical 


need [eg they] require oxygen… 


have a communicable disease… 


[they are] immunocompromised… 


etc 


https://www.england.nhs.uk/wp-


content/uploads/2022/05/B1244-


nepts-eligibility-criteria.pdf  


• So hospital transport is rarely an 


option for most of us 


• The Community 360 charity 


provides transport to its members 


but their website states: 


“due to high demand we are 


currently unable to accept new 


members to the scheme”. 


• https://www.community360.org.


uk/what-we-do/community-


transport/ 


• If OPD clinics are scattered it will 


be far harder to manage staff 


• And probably require more 


reception and maintenance staff 


– or poorer reception and 


maintenance services 


• If OPD clinics were scattered all 


over town today, you’d want to 


build a new hospital to centralise 


them 


• So separating them feels like a 


backward step 


• Easier for NHS to quietly drop a 


single service than a whole 


hospital 


eg You have already quietly 


dropped the end of life care beds 


and the general rehab beds from 


St Peter’s with no consultation 


• So within 15 years, as leases on 


various sites expire, Maldon could 


have no OPD clinics left 


• Moving any OPD services out of 


Maldon town centre will 


discriminate against the elderly, 


those with disabilities, those 


living in rural locations 


• Yet the NHS Constitution for 


England states: 


“You have the right to expect your 


NHS to assess the health 


requirements of your community 


and to commission and put in 


place the services to meet those 


needs” 


 


And 


 


“You have the right not to be 


unlawfully discriminated against 



https://www.england.nhs.uk/wp-content/uploads/2022/05/B1244-nepts-eligibility-criteria.pdf

https://www.england.nhs.uk/wp-content/uploads/2022/05/B1244-nepts-eligibility-criteria.pdf

https://www.england.nhs.uk/wp-content/uploads/2022/05/B1244-nepts-eligibility-criteria.pdf

https://www.community360.org.uk/what-we-do/community-transport/

https://www.community360.org.uk/what-we-do/community-transport/

https://www.community360.org.uk/what-we-do/community-transport/
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in the provision of NHS services 


including on grounds of 


…disability, age, …” 


https://www.gov.uk/government/


publications/the-nhs-


constitution-for-england/the-nhs-


constitution-for-


england#patients-and-the-public-


your-rights-and-the-nhs-pledges-


to-you  


 


 


2. Stroke rehab 


• I am NOT in favour of moving 


stroke rehabilitation beds away 


from Maldon because of the 


distance and journey time 


• It’s 34 miles from Tollesbury to 


Brentwood – just 10 to Maldon 


• Starting with climate change, the 


NHS states: 


• “For emissions we can influence, 


we will reach net zero by 2045, 


with an ambition to reach an 80% 


reduction by 2036 to 2039.” 


https://www.england.nhs.uk/gree


nernhs/a-net-zero-nhs/  


• Tripling people’s journey times to 


hospital simply doesn’t match 


that statement. 


 


• Moving onto stroke rehab 


patients and their families, it’s 


likely that many people could not 


visit their loved-one in Brentwood 


every day from Tollesbury 


• Picture if you will, a man who has 


had a stroke and is now in rehab 


at Brentwood 


• His wife has never driven, or as 


she’s got older she’s stopped 


driving, or she now only drives 


local, familiar routes. She 


certainly doesn’t do the A12. 


• I know A LOT of women in 


Tollesbury who fit this profile – 


and this will be replicated across 


all the small villages in the District 


• So now our lady must travel to 


Brentwood by public transport to 


visit her husband 


• If she were travelling just to St 


Peter’s, it’s just one bus ride, 


which takes half an hour 


• To Brentwood will take her 1¼ 


hours each way 


• She must get the bus to Witham; 


a train to Shenfield; then a bus to 


Brentwood hospital 


• If this lady is a pensioner then the 


bus is free 


• But the off peak train fare is 


£16.80 a day 


• So almost exactly £100 a week 


• If the lady is not yet 66 then she 


must also pay bus fares 


• We all know it’s only £2 on the 


bus at the moment BUT 



https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.england.nhs.uk/greenernhs/a-net-zero-nhs/

https://www.england.nhs.uk/greenernhs/a-net-zero-nhs/
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A) That won’t last 


B) That’s £2 PER bus journey 


• Our lady’s journey uses 4 buses so 


that would be another £8 every 


day => £48 a week 


• So bus and train fares together 


total £24.80 per DAY, or £148.80 a 


week 


• Compare that with £24 pw to St 


Peter’s by bus – or free for a 


pensioner 


• The train is cheaper if you have a 


senior railcard but if my resident 


and her husband have a 2-


together card instead, then she 


can’t use that to travel alone 


• My resident also can’t visit her 


husband on Sundays at all as 


there are no buses 


• Of course that applies to getting 


to St Peter’s too, but most 


Tollesbury residents can probably 


get a lift to St Peter’s – that’s far 


less likely to Brentwood 


• There is no hospital transport for 


visitors 


• So, my lady can only afford to visit 


her husband twice a week 


• That won’t just impact her and 


your patient 


• The staff in a busy hospital ward 


rely on visitors to help patients to 


feed; to take patients outside for 


fresh air; to take laundry home 


• I’ve requested evidence from the 


NHS on the impacts on a stroke 


rehab patient of their spouse 


being unable to visit every day => 


no response 


• So we have adverse impacts on 


both the patient and their visitor 


– in terms of time, money, and 


probably recuperation 


• Moving the stroke rehab out of 


Maldon town centre 


discriminates against the elderly, 


those with disabilities, those 


living in rural locations 


• Yet the NHS Constitution for 


England states: 


“You have the right to expect your 


NHS to assess the health 


requirements of your community 


and to commission and put in 


place the services to meet those 


needs” 


 


And 


 


“You have the right not to be 


unlawfully discriminated against 


in the provision of NHS services 


including on grounds of 


…disability, age, …” 


https://www.gov.uk/government/


publications/the-nhs-


constitution-for-england/the-nhs-


constitution-for-



https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you
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england#patients-and-the-public-


your-rights-and-the-nhs-pledges-


to-you  


 


 


3. Birthing unit 


• I am NOT in favour of moving the 


standalone, midwife-led birthing 


unit away from Maldon town 


because of the distance and 


journey time 


• It’s 19 miles to WJC from 


Tollesbury - just 10 to St Peter’s 


• It is likely that most people travel 


by private transport when in 


labour 


• But it is only 30 minutes by bus 


from Tollesbury to St Peter’s 


• So given that the unit is for non-


complex births, going by bus 


might be OK for some women  


• But to WJC it is over 2 hours by 


bus 


• And it means using three buses! 


• So most people will have to travel 


by private car 


• Google says 35 to 60 mins by car 


– my experience is over 60 mins 


at busy times 


o (to St Peter’s is 20 to 30 


mins) 


• To be in labour within the 


confines of a car can be like 


torture 


• Yet the NHS is making this journey 


last twice as long for women in 


this District 


• I wanted to know if the E of 


England Ambulance Service will 


take women in labour to WJC? 


• Well, for weeks their website has 


been out of action for all but the 


most basic details 


• But three other ambulance 


service websites I looked at say: 


• Normal labour is not an 


emergency. Therefore, it is not 


appropriate to call an ambulance 


for transportation to the hospital. 


Should you call 999, you could be 


… told to make your own way to 


the hospital. 


• Will there be special 


arrangements by the ambulance 


service for women in labour the 


Maldon District?  


• At one of your presentations, you 


mentioned offering more home 


births: 


• Has that started?  


• It seems unlikely if there are so 


few midwives that Broomfield 


had to keep borrowing them from 


St Peter’s 


• Today is about evidence, so I’d 


like to know that 


• I’ve also requested evidence from 


the NHS about the impacts on a 



https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you
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safe birth of being in labour in a 


car for over an hour 


• Are the outcomes worsened by 


journey length? => No reply yet 


• Moving the birthing unit out of 


Maldon town centre 


discriminates against women who 


don’t want / need an 


obstetrician-led birth and against 


those living in rural locations 


• Yet the NHS Constitution for 


England states: 


“You have the right to expect your 


NHS to assess the health 


requirements of your community 


and to commission and put in 


place the services to meet those 


needs” 


 


And 


 


“You have the right not to be 


unlawfully discriminated against 


in the provision of NHS services 


including on grounds of … 


pregnancy and maternity …” 


https://www.gov.uk/government/


publications/the-nhs-


constitution-for-england/the-nhs-


constitution-for-


england#patients-and-the-public-


your-rights-and-the-nhs-pledges-


to-you  


 


 


4. The survey 


• Online: 


o The survey is hard to find 


unless you’re sent the link 


o It has risen in Google search 


results over the last month 


but at first it wasn’t on the 


first page of results 


o There is no link to it from 


the most obvious page to 


visit: 


https://www.nhs.uk/service


s/service-directory/st-peter-


s-hospital/N10866740  


o Even on the right page the 


consultation page is hard to 


find, as the page is so long 


and cluttered (3,800 


words): 


https://virtualviews.midand


southessex.ics.nhs.uk/chan


ges-to-services  


o This page says the survey 


closes 21st March even 


though extended to April 


[Update 20th March:  


The new end date is stated 


but so is the original date – 


unclear] 


• Paper surveys: 


o As a Councillor I find 


repeatedly that residents 


may have digital access… 



https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.gov.uk/government/publications/the-nhs-constitution-for-england/the-nhs-constitution-for-england#patients-and-the-public-your-rights-and-the-nhs-pledges-to-you

https://www.nhs.uk/services/service-directory/st-peter-s-hospital/N10866740

https://www.nhs.uk/services/service-directory/st-peter-s-hospital/N10866740

https://www.nhs.uk/services/service-directory/st-peter-s-hospital/N10866740

https://virtualviews.midandsouthessex.ics.nhs.uk/changes-to-services

https://virtualviews.midandsouthessex.ics.nhs.uk/changes-to-services

https://virtualviews.midandsouthessex.ics.nhs.uk/changes-to-services
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o …but they only use it if they 


absolutely must – if there’s 


no other option 


o Clearly filling in a survey is 


not mandatory so just it’s 


not something they’ll do 


o And of course some have 


no digital access: Ofcom 


figures show 6% of people 


are completely digitally 


excluded 


https://www.ofcom.org.uk/


__data/assets/pdf_file/002


2/234364/digital-exclusion-


review-2022.pdf  


o And that’s higher among 


older people… 


o …but it is older people who 


use hospitals more 


o Despite this, paper surveys 


were not provided 


automatically to GP 


surgeries 


o They were put in libraries 


but rural villages like 


Tollesbury don’t have 


libraries 


o Not put in cafes, village 


halls, etc 


o I’ve done that in Tollesbury 


o Other members may have 


done the same 


o But it will be patchy 


o Also no return address on 


the paper surveys so did 


you get them all back? 


o In all, how can you rely on 


the survey results? 


• The stroke rehab “choice”: 


o For stroke rehab you have 


given people two unwanted 


choices  


o If they pick the lesser of 


two evils it will allow you to 


say most people preferred 


option A or option B 


o But that’s only because you 


haven’t asked people what 


they would actually 


choose… 


o …which for Maldon District 


residents would certainly be 


“keep it in Maldon” 


• The birthing unit “choice”: 


o For the birthing unit you are 


only offering one option 


o So that’s not a consultation 


– it means you think it’s 


already in the bag 


 


5. The ultimate cause of this situation, 


and its solution 


• The prompt for all of this is an 


abject failure to maintain St 


Peter’s Hospital buildings 



https://www.ofcom.org.uk/__data/assets/pdf_file/0022/234364/digital-exclusion-review-2022.pdf

https://www.ofcom.org.uk/__data/assets/pdf_file/0022/234364/digital-exclusion-review-2022.pdf

https://www.ofcom.org.uk/__data/assets/pdf_file/0022/234364/digital-exclusion-review-2022.pdf

https://www.ofcom.org.uk/__data/assets/pdf_file/0022/234364/digital-exclusion-review-2022.pdf
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• The situation we are in has not 


been driven by any strategy or 


policy  


• It’s not because patients will 


benefit in the slightest from being 


treated in other towns 


• It’s just a desperate last-ditch 


reaction to old lifts, old sewers, 


and old floors 


• This situation has not suddenly 


arisen through some terrible 


unforeseeable disaster 


• It’s come about inevitably – 


entirely predictably - from always 


putting the needs of Maldon 


District residents last 


• That’s not good enough 


• I say you need to go back to the 


Department for Health 


• Have the courage to demand 


enough money to deliver 


appropriate healthcare in 


appropriate accommodation to 


Maldon District residents 
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St Peter’s MSE ICS 
Consultation


March 2024


,
Carers First is currently commissioned by Essex County 
Council to provide an information/advice/guidance service to 
unpaid carers aged 18+ across the county


From April 2024 , a new service has been commissioned , 
within which Carers First will continue to support adult carers 
across the Mid and South Essex localities.


Since April 2018 , we have worked with over 5500 carers 
within the MSE ICS footprint


A carer is anyone, including children and adults who looks after a family 
member, partner or friend who needs help because of their illness, frailty, 
disability, a mental health problem or an addiction and cannot cope without 
their support. The care they give is unpaid. (NHS)


1


2
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Public Health England March 2021 
The report ‘Caring as a Social Determinant of Health’ indicated that those with 
a caring role are twice as likely as non-carers within the general population to 
experience poor health outcomes , being a carer is in itself a health inequality


Currently , there are over 400,000 carers nationally aged 85+


By 2030 it is estimated that 1.8 million carers in the UK will be aged 65+


PHE acknowledged there were gaps in data on carer outcomes and more 
research was needed to fully understand how NHS decision making could 
better support unpaid carers


Carers UK 


Each year , Carers UK carries out a State of Caring survey amongst its individual members


From this it compiles a series of Impact Reports with the Impact on Health Report released in 
November 2023


Figures included;


82% felt their caring role had impacted on one or more aspects of their own health


44% had put off their own health appointments, treatments and procedures due to worry about 
their caring role


42% felt they needed more support from the NHS to sustain their caring role


3


4
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Local considerations for proposal from a carer viewpoint


Carers frequently report difficulties accessing public transport from rural areas such as Braintree 
and Maldon Districts(both of which have older than average populations , when measured against  
national and regional averages).The proposed IMC and Stroke Rehabilitation bed moves to 
Brentwood will make such journeys impossible in some cases, from both a financial and practical 
perspective.


Whilst visits might not be deemed to be clinically necessary , we know that many carers visit 
frequently for a variety of reasons including
Support with everyday tasks such as meal assistance
Re assurance and companionship for patients , often with cognitive/sensory impairments
Liaison with health/care staff , often with legal authority for decision making such as Lasting Power 
of Attorney for Health


Younger carers(under state pension age) in receipt of Carers Allowance have often reduced or 
given up work , making financial pressures particularly acute during a Cost of Living Crisis and 
impacting on their disposable income for increased travel costs


Local Considerations


We have already noted poorer health outcomes for carers who do not prioritise their own health 
needs above the care needs of the person(s) they are supporting


Moving the outpatients offer currently at St Peter’s to other locations, is likely to impede carer 
access to these services even more.
Current barriers include
Transport(though St Peter’s is more central than some potential options)
Rurality
Lack of respite options – carers are often understandably unwilling or unable to take the person 
they support to health environments and options for respite are severely limited by cost , market 
availability and the preference of respite providers for regular bookings


MSE ICS could look to mitigate any changes by committing to more carer friendly processes and 
ensuring NHS partners do likewise by utilizing national quality standards and recommendations 
around increased identification and support for unpaid carers in its localities


5
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St Peter’ Consultation 19th March 


1. The long history of proposals... press releases etc 


2. The moving away from the ‘relocation of Inpatient’ provision to closure of St 


Peters and relocation of ambulatory (outpatient) services 


3. Housing and Services deprivation as measured by the ONS on behalf of 


government 


4. Overall current provision of ‘Primary care’ in the District including growth 


risk rather than as presented by the NHS at a ‘constituency’ level 


5. The level of reported ‘still births’ vs comparative size Local Authorities, 


County and National averages 


6. Summary of a continual reported decline in access to services within the 


District and the proposed escalation of this position 
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Item 1 St Peters Closure History 


 Maldon Community Hospital Strategic Outline Case  NHS Mid Essex  May 2009  


This concluded that the preferred option was a new Health Hub / Community Hospital either on the 


existing site or a new site 


Option 30 year NPC (£000)  


Do Minimum 9,563  


Option 1 30,313  


Option 2 34,570  


Option 3 35,952  


New Build on a new site 33,471 


https://cmis.essex.gov.uk/essexcmis5/Document.ashx?czJKcaeAi5tUFL1DTL2UE4zNRBcoShgo=06wc9XjNvX


8qoeIZW0ynmWiVeJuFWfoQKM2Zq9KkezoZb5KXJng4Ng%3D%3D&rUzwRPf%2BZ3zd4E7Ikn8Lyw%3D%3D=


pwRE6AGJFLDNlh225F5QMaQWCtPHwdhUfCZ%2FLUQzgA2uL5jNRG4jdQ%3D%3D&mCTIbCubSFfXsDGW9I


Xnlg%3D%3D=hFflUdN3100%3D&kCx1AnS9%2FpWZQ40DXFvdEw%3D%3D=hFflUdN3100%3D&uJovDxwdj


MPoYv%2BAJvYtyA%3D%3D=ctNJFf55vVA%3D&FgPlIEJYlotS%2BYGoBi5olA%3D%3D=NHdURQburHA%3D&


d9Qjj0ag1Pd993jsyOJqFvmyB7X0CSQK=ctNJFf55vVA%3D&WGewmoAfeNR9xqBux0r1Q8Za60lavYmz=ctNJF


f55vVA%3D&WGewmoAfeNQ16B2MHuCpMRKZMwaG1PaO=ctNJFf55vVA%3D&fbclid=IwAR0zU2JL8LC3M


KQr1evhz_80aVLwOCKe4JIAnL9xqGiJ2MT_KpYxZSd-8OI 


 


Development Brief on behalf of NHS Mid Essex April 2012 


This proposed redevelopment of existing site 


https://democracy.maldon.gov.uk/Data/Planning%20and%20Licensing%20Committee/20120419/Agenda/


5%20St%20Peter's%20Community%20Hospital%20Development%20Brief%20-%20Appendix%201.pdf 


 


Land North And West Of Knowles Farm Wycke Hill Maldon Essex 15/01327/OUT 


Approved 1st December 2022 


 


https://publicaccess.maldon.gov.uk/online-


applications/applicationDetails.do?keyVal=NZR292KKLE500&activeTab=summary 


 







3.6 The outline application includes land for a healthcare facility, in lieu of any other healthcare 


contribution, should WHN prove to be the preferred site for a community hospital (or other community 


uses), following the Clinical Commissioning Group’s (CCG) review and decision.   


https://www.maldonandburnhamstandard.co.uk/news/14131593.final-south-maldon-garden-suburb-


application-which-could-bring-new-hospital-and-a414-relief-road-to-maldon-to-be-submitted-by-


dartmouth-park-estates/ 


 


 


COMMUNITY SERVICES COMMITTEE 23 MAY 2017 MALDON HEALTH HUB PROJECT 


This proposed redevelopment of existing site or Knowles Farm  


https://democracy.maldon.gov.uk/documents/s6061/14%20Maldon%20Health%20Hub%20Project.pdf 


 


 


 


LDP Inspectors Report 29 June 2017 


314. A submitted, among other things, Policy I2 supports proposals for the delivery of a new community 


hospital or other similar healthcare facility. The reason for this is explained in paragraph 8.27. It says that 


St Peter’s Hospital in Maldon in no longer able to provide an adequate setting for delivering modern, 


flexible and accessible healthcare provision. That may be so. However, it is apparent that no replacement 


for St Peter’s is imminent, and there are presently no firm proposals for its replacement in the plan period. 


As such, it seems to me that Policy I2 is rather more hopeful than it is justified. 


315. MM265, put forward by the Council, deletes this part of Policy I2. It sets out the Council’s 


commitment to working with the NHS and other delivery bodies to ensure that the healthcare needs of the 


district are fully met. It also resists the loss of existing healthcare facilities, including St Peter’s, unless 


appropriate new provision is made, and sets out a requirement for new developments to support 


healthcare provision. Moreover, and in my view crucially, it commits to a review of the Plan if NHS strategy 


development renders it necessary to do so. MM036 explains that the primary care strategy is currently 


being prepared by NHS England. These changes are necessary to ensure that Policy I2 is properly justified 


and effective. With them, considering the context here and the particularly unavoidable reliance on the 


progress of NHS England’s plans, the Plan does all one can reasonably expect to ensure that the district is 


provided with sufficient healthcare facilities 







 


https://www.maldon.gov.uk/info/7050/planning_policy/9712/approved_local_development_plan_21_july


_2017  


 


Knowles Farm was approved in the plan and expected to start in 2019/20 and complete by 2022/23 


This is where the ‘Maldon Health Hub’ was identified to be aka replacement of St Peters 


 


Maldon Health Hub suffers new delays in pandemic By The Editor 7th Sep 2021  


The first part of the plan to build the hub, originally described as "a new community hospital" for the area, 


will be to provide new "fit for purpose" premises for Blackwater Medical Centre. In 2016, the target date 


for the opening of the new facility was 2020. 


Now Mid Essex Clinical Commissioning Group (CCG), which funds health services in Maldon and is 


ultimately responsible for their provision on behalf of NHS England, said: "We cannot give a fixed timescale 


for the project due to the uncertainties around the pandemic and the South Maldon Relief Road but the 


current aim is to deliver the first phase of the project in 2024." 


The health hub has been promised to Maldon residents for well over 20 years and was originally planned to 


provide a mix of primary and secondary health care services. 


Primary health care services include GP practice, pharmacy, dental and eye care. Secondary services are 


usually based in a hospital or clinic and can include planned surgery, specialist clinics and rehabilitation. 


Two main sites have featured in the plans so far: St Peter's Hospital, Spital Road, which would require 


substantial redevelopment and an area of land close to Morrison's at Wycke Hill. 


 


https://maldon.nub.news/news/local-news/34long-overdue34-maldon-health-hub-suffers-new-delays-in-


pandemic  


 


John Whittingdale discusses future of Maldon healthcare 2nd February 2023  


There will also be a brand-new health hub, incorporating some services from the former St Peter’s hospital 


to be combined with one of the GP practices, likely to be Blackwater. 


https://www.maldonandburnhamstandard.co.uk/news/23285499.john-whittingdale-discusses-future-


maldon-healthcare/ 


 







Maldon relief road near thousands of new homes in doubt 23 February 2024 
 
Knowles Farm development is to provide a financial contribution to the SMRR and access to 
any new ‘Maldon Health Hub’   
 


https://www.bbc.co.uk/news/uk-england-essex-68379602 


 


The land Essex County Council wants to buy back so they can build 320 homes on it  


There is also an option for a ‘buy back’ by ECC now that permission has been granted for residential 


development making it much more valuable to them vs original sale price 


 


https://www.essexlive.news/news/essex-news/land-essex-county-council-want-6783832  


 


 


Current Position Conclusion 


We already know that the NHS had concerns about St Peters and it’s condition. 


It would appear that initially 2 options were considered as viable and strategically acceptable. 


1. On site 


2. On a new site 


It would appear that by 2017 that the preferred option was a new location at Knowles Farm. 


This was approved as a Strategic site and that it would provide contribution financially to the SMRR , access 


to a ‘Maldon Heath Hub’ and the land on which to build it. 


In the appraisal of 2009 one option for the NHS was to ‘do minimum’ as St Peters ...It was both the 


cheapest and perhaps only solution given that there needed to be either funding or funding and land 


available to do anything else. 


This indeed appears to be what has happened . In fairness to the NHS this is in part due to their 


expectation that Knowles Farm would be completed as originally indicated by 2022/23. 


It is now 2024 and it is not yet started . There is no date set as yet for it to do so which is possibly being 


delayed by ECC having an interest in the land. There does however need to be a ‘Reserved Matters’ 


application prior to Nov 2025. 


It would appear that as the NHS have done ‘minimum’ or perhaps less than.Hence the condition of St 


Peters given this strategy is even less viable to keep in service. 







There also is a move to consolidate the In-patient provision on a permanent basis because of the ‘do 


nothing’ option exercised on the premise of safety, quality  and cost. 


I would see this a collective failure by MDC,ECC and the NHS as if the land proposed for a new ‘Heath Hub’ 


is not available it cannot be provided.   


Regardless of argument and desire there does not appear to be any evidence that the NHS intended 


outcome was anything other than to relocate/close St Peters. They banked on this but alas time has run 


out for reasons not necessarily in their control.    


 


Consultation outcomes and risks 


I am discounting St Peters as an option of it being restored to be able to provide what it had been doing re 


Maternity and Stroke beds.  


1. Closure of St Peters and dispersion of out-patient services wherever they can be placed.  


2. St Peters remains open to provide out-patient services  


3. St Peters remains open to provide out-patient services until a New Heath Hub can be built. 


 


Option 1  The best and simplest outcome for the NHS . Hence they are exploring options especially with 


MDC. 


Whist there will be some financial benefits to MDC strategically for the District it will make justification of a 


‘Maldon Heath Hub’ extremely difficult if not impossible. 


There is also risk that pursuance of option 1 by using perhaps space at GP’ etc creates difficulties moving 


forward for increasing capacity at these practices. 


Option 2 precludes winning back ‘stroke’ or ‘maternity beds’ and is not really a way forward if the structure 


and design  the building is not conducive with modern day requirements. 


Option 3 would secure a better long term provision in the District and an opportunity for what has already 


been lost to be restored .. Clearly the preferred path. 


 


The most significant  questions are  how long can St Peters be kept open for and how long before Knowles 


Farm can be developed ... Without it moving forward there is no land. 


There then of course is the matter of desire by the NHS  and funding ,but again until KF is understood then 


it is also not possible to assess any other option than 1 


 







Item 2                       The NHS offer to Maldon District residents
St Peters Transport assessment study v6 - Traffic adjusted Public Study


Strokes and Birthing - arrive 10am


LSOA Start      St Peters journey time Braintree birthing journey time Brentwood stroke journey time Rochford stroke journey time
Car Public Car Car Public Public NHS Actual NHS Actual


Neighbourhood Point Distance Car Public NHS Actual NHS Actual NHS Actual NHS Actual Car Car Public Public 
Tolleshunt D'arcy CM9 8UB 7.1 20 29 40 45 89 139 40 55 80 105 45 70 120 153
Mayland CM3 6AD 8.3 20 48 40 65 89 149 40 60 80 117 45 60 120 171
Purleigh/Stow Maries CM3 6PB 4.8 16 19 40 50 89 124 40 40 80 88 45 45 120 124
Althorne CM3 6BY 9.4 24 30 40 60 89 143 40 55 80 89 45 50 120 111
Purleigh/Cold Norton CM3 6SL 6.9 18 25 40 55 89 145 40 45 80 116 45 40 120 114
Great Totham CM9 8NH 3.8 14 27 40 40 89 88 40 50 80 72 45 60 120 155
Wickham Bishop CM8 3JZ 4.3 14 39 40 55 89 82 40 45 80 71 45 60 120 149
Heybridge Basin CM9 4AL 1.5 8 23 40 45 89 86 40 50 80 75 45 60 120 153
Latchingdon CM3 6EU 5.2 16 20 40 55 89 130 40 50 80 107 45 50 120 90
Burnham on Crouch CM0 8EF 12.9 35 50 40 70 89 150 40 65 80 77 45 60 120 99
Southminster CM0 7AB 10.2 26 36 40 70 89 142 40 60 80 83 45 55 120 105
Tillingham CM0 7QJ 14.4 35 80 40 55 89 160 40 60 80 124 45 70 120 98


Average 7.4 21 36 40 55 89 128 40 53 80 94 45 57 120 127
% increase 0% 0% 100% 170% 151% 261% 100% 158% 125% 164% 120% 176% 238% 257%


Evidence Base


Actual car  https://www.google.com/maps 


Actual public https://www.traveline.info/


NHS car and public https://www.midandsouthessex.ics.nhs.uk/publications/nhs-mid-and-south-essex-integrated-care-board-meeting-paper-18-january-2024/







 Item 2a              The NHS offer to Maldon District residents - Distance change
St Peters Transport assessment study v5 - Traffic adjustedPublic Study


Strokes and Birthing - arrive 10am


LSOA Start St Peters Braintree birthing Brentwood stroke Rochford stroke
All Car Car Car Car Car Car 


Neighbourhood Point Distance NHS Actual NHS Actual NHS Actual
Tolleshunt D'arcy CM9 8UB 7.1 16.3 17.6 20.3 21.7 19.7 36.4
Mayland CM3 6AD 8.3 16.3 24.4 20.3 26.4 19.7 22.9
Purleigh/Stow Maries CM3 6PB 4.8 16.3 20.7 20.3 20.0 19.7 19.0
Althorne CM3 6BY 9.4 16.3 25.0 20.3 27.9 19.7 21.6
Purleigh/Cold Norton CM3 6SL 6.9 16.3 22.7 20.3 23.3 19.7 17.0
Great Totham CM9 8NH 3.8 16.3 12.8 20.3 24.8 19.7 29.7
Wickham Bishop CM8 3JZ 4.3 16.3 11.9 20.3 23.9 19.7 28.7
Heybridge Basin CM9 4AL 1.5 16.3 14.7 20.3 24.9 19.7 24.3
Latchingdon CM3 6EU 5.2 16.3 22.1 20.3 24.1 19.7 20.6
Burnham on Crouch CM0 8EF 12.9 16.3 28.4 20.3 31.3 19.7 25.0
Southminster CM0 7AB 10.2 16.3 27.1 20.3 31.4 19.7 25.0
Tillingham CM0 7QJ 14.4 16.3 31.3 20.3 33.3 19.7 29.8


Average 7.4 16.3 21.6 20.3 26.1 19.7 25.0
% increase 0% 120% 191% 174% 252% 166% 238%


Evidence Base


Actual car  https://www.google.com/maps 


Public transport https://www.traveline.info/


NHS car and public https://www.midandsouthessex.ics.nhs.uk/publications/nhs-mid-and-south-essex-integrated-care-board-meeting-paper-18-january-2024/


Overall Summary


St Peters Braintree birthing Brentwood stroke Rochford stroke
Distance NHS Actual NHS Actual NHS Actual


Distance Average 7.4 16.3 21.6 20.3 26.1 19.7 25.0
Time car average 21 40 45 40 53 45 57


Time public transport average 36 89 128 80 94 120 127







Item 3 St Peters Transport assessment study V5


English indices of Deprivation 2019 Barriers to Housing and Services Domain


https://opendatacommunities.org/resource?uri=http%3A%2F%2Fopendatacommunities.org%2Fdata%2Fsocietal-wellbeing%2Fimd2019%2Findices


https://dclgapps.communities.gov.uk/imd/iod_index.html# There are 32,944 LSOA's the lower the ranking the higher the Domain Deprivation


Start LSOA % of Nationally St Peters Braintree birthing Brentwood stroke Rochford stroke
LSOA Neighbourhood Point Ranking most deprived Car Public Car Public Car Public Car Public 


Maldon 001b Tolleshunt D'arcy CM9 8UB 354 1.07% 20 29 45 139 55 105 70 153
Maldon 006a Mayland CM3 6AD 397 1.21% 20 48 65 149 60 117 60 171
Maldon 007f Purleigh/Stow Maries CM3 6PB 784 2.38% 16 19 50 124 40 88 45 124
Maldon 007c Althorne CM3 6BY 1058 3.21% 24 30 60 143 55 89 50 111
Maldon 007g Purleigh/Cold Norton CM3 6SL 1749 5.31% 18 25 55 145 45 116 40 114
Maldon 002a Great Totham CM9 8NH 2017 6.12% 14 27 40 88 50 72 60 155
Maldon 002b Wickham Bishop CM8 3JZ 2620 7.95% 14 39 55 82 45 71 60 149
Maldon 001b Heybridge Basin CM9 4AL 2744 8.33% 8 23 45 86 50 75 60 153
Maldon 007b Latchingdon CM3 6EU 9173 27.84% 16 20 55 130 50 107 50 90
Maldon 006e Tillingham CM0 7QJ 12565 38.14% 35 80 55 160 60 124 70 98


Average 3346 10.16% 19 34 53 125 51 96 57 132
% increase  in travel time 0% 0% 184% 266% 176% 184% 205% 288%


Car/Private vehicle https://www.theaa.com/route-planner/route Increase between 176-205%


Public transport https://www.traveline.info/ Increase between 184-288%







Item 4 GP Study Maldon District - Best estimate with Growth in Maldon/Heybridge  :Feb 24 


  HIA 2022 & NHS Digital 02/24        LDP Evidence 2013


Maldon & Heybridge Patients GP's GP Ratio Capacity GP Short Patients GP's GP Ratio Capacity GP Short
Longfield Medical Centre 16,566 7 2367 -4316 -2.5 14,486 7.25 1998 -1,799 -1.0
Blackwater Medical Centre 12,083 5 2417 -3333 -1.9 14,532 6.7 2169 -2,807 -1.6


Combined 28,649 12 2387 -7649 -4.4 29,018 13.95 2080 -4,606 -2.6
5 yr of Planned Growth from 5YHLS 3,540 0 -3540 -2.0


Total Combined 32,189 12 2682 -11189 -6.4
Dengie only


Burnham Surgery 9,642 4.1 2352 -2467 -1.4 9,507 4.75 2001 -1195 -0.7
William Fisher Med.ctr. 6,089 1.1 5535 -4164 -2.4 5,921 3 1974 -671 -0.4
The Dengie Medical Partnership 5,509 2.1 2623 -1834 -1.0 4,427 2 2214 -927 -0.5
The Trinity Medical Practice 4,590 1 4590 -2840 -1.6 2,747 1 2747 -997 -0.6
5 yr of Planned Growth from 5YHLS 1,646 0 -1646 -0.9


Combined 27,476 8.3 3310 -12951.4 -7.4 22,602 10.75 2103 -3790 -2.1


District Combined 59,665 20.3 2939 -24140 -13.8 51,620 24.7 2090 -8395 -4.7
Worse than Mid Essex 2424 -10458 -4.3
Worse than National Average 2295 -13077 -5.7
Percentage worse than National Average             28.1% Decline since 2012 40.6%


Data Sources Growth 2.4 per Household GP to patient ratio 1:1750


https://digital.nhs.uk/data-and-information/publications/statistical/patients-registered-at-a-gp-practice/february-2024
https://commonslibrary.parliament.uk/constituency-data-gps-and-gp-practices/
HIA : 22/01174/OUTM
https://cdp.maldon.gov.uk/civica/Resource/Civica/Handler.ashx/Doc/pagestream?cd=inline&pdf=true&docno=2106135


HIA :  23/00648/FULM
https://cdp.maldon.gov.uk/civica/Resource/Civica/Handler.ashx/Doc/pagestream?cd=inline&pdf=true&docno=2033792







Item 5 Stillbirth Study


2022 ONS  for year 2021https://www.ons.gov.uk/peoplepopulationandcommunity/birthsdeathsandmarriages/livebirths/datasets/parentscountryofbirth


England 595,948 2,451 4.1
Essex 16,215 58 3.6


        Maldon Flyde    Copeland
2018 535 3 5.6 2018 603 4 6.6 2018 603 3 5.0
2019 510 1 2.0 2019 617 2 3.2 2019 575 3 5.2
2020 529 3 5.7 2020 546 4 7.3 2020 592 3 5.1
2021 591 6 10.2 2021 609 1 1.6 2021 591 2 3.4
2022 580 2 3.4 2022 595 0 0.0 2022 537 1 1.9
Total 2745 15 5.5 Total 2970 11 3.7 Total 2898 12 4.1
Mean 549 3 5.5 Mean 594 2.20 3.7 Mean 580 2.40 4.1


% risk above mean England 33.3% % risk above mean England -9.7% % risk above mean England 1.0%
% risk above mean Essex 51.8% % risk above mean Essex 2.9% % risk above mean Essex 15.0%


        Torridge
2018 565 0 0.0
2019 496 4 8.1
2020 523 2 3.8
2021 516 4 7.8
2022 512 1 2.0
Total 2612 11 4.2
Mean 522 2.20 4.2


% risk above mean England 2.7%
% risk above mean Essex 17.0%







Item 2  Table 2. Overall Health Index scores, 2015 to 2021 released June 23


Area Code Area Name 2015 2016 2017 2018 2019 2020 2021 Change
E92000001 ENGLAND 100.0 100.5 100.9 100.9 100.9 100.1 100.8 0.80%
E12000006 East of England 104.2 104.6 104.8 104.5 104.6 104.1 105.4 1.15%
E10000012 Essex 104.2 105.4 104.5 104.4 104.6 104.2 105.0 0.77%
E07000066 Basildon 100.0 100.3 97.1 96.9 100.3 97.8 100.6 0.60%
E07000067 Braintree 102.9 103.3 106.8 104.2 101.2 104.2 106.2 3.21%
E07000068 Brentwood 113.4 113.1 115.2 116.1 112.3 111.3 112.0 -1.23%
E07000069 Castle Point 111.5 108.5 111.5 110.1 109.3 112.0 110.4 -0.99%
E07000070 Chelmsford 109.3 112.9 106.8 108.2 110.2 109.9 109.4 0.09%
E07000071 Colchester 101.3 102.5 99.1 99.3 99.8 100.0 96.3 -4.94%
E07000072 Epping Forest 107.1 110.0 109.2 109.1 109.2 106.0 107.9 0.75%
E07000073 Harlow 91.8 92.3 92.5 92.7 88.5 87.8 90.2 -1.74%
E07000074 Maldon 112.1 114.1 108.2 109.7 110.0 107.7 106.8 -4.73%
E07000075 Rochford 114.0 111.9 115.5 117.4 118.7 115.6 122.0 7.02%
E07000076 Tendring 88.2 89.7 90.6 91.1 90.4 91.2 92.9 5.33%
E07000077 Uttlesford 114.3 119.8 120.1 118.7 121.5 121.3 122.4 7.09%


https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/datasets/healthindexscoresengland







Item 6a Table 3. Health Index for England, English regions, and Upper and Lower Tier Local Authorities, 2021


Area Name Healthy 
People 


Difficult
ies in
daily 
life


Disability Children 
mental 
health


Feelings 
of 
anxiety 


Happin
ess 


Life 
satisfac
tion 


Demen
tia 


Pupil 
absence


Young 
people in
education
, 


Overwei
ght 
children 


Access to
services


Distance 
to GP
services


Distance 
to 
pharmac
y


ENGLAND 97.7 98.8 90.4 94.6 91.0 98.7 95.1 101.8 100.6 98.2 94.5 100.3 99.4 100.0
North East 85.2 86.4 79.4 88.6 92.7 94.6 92.8 98.7 93.3 89.1 83.7 99.1 97.9 98.0
East of England 101.5 102.4 94.4 94.6 94.6 102.8 100.2 104.3 102.2 102.2 101.5 94.4 93.8 94.0
Essex 101.4 101.7 94.4 95.2 95.9 101.6 101.1 102.8 101.5 101.0 100.5 94.3 96.1 93.8
Basildon 106.3 108.6 105.1 101.1 105.9 118.3 100.9 123.2 88.4 101.0 93.8 100.2 104.3 98.1
Braintree 103.4 101.1 95.4 93.2 95.2 110.0 108.1 94.4 101.9 95.1 100.4 86.3 90.5 88.1
Brentwood 106.8 109.6 104.2 120.3 90.3 91.4 96.8 109.1 108.6 109.7 116.7 96.5 95.1 94.1
Castle Point 108.8 93.3 76.2 97.5 105.9 109.0 113.2 101.3 106.7 99.1 99.0 105.4 100.5 101.0
Chelmsford 106.5 110.8 103.5 101.3 91.4 107.9 102.5 99.3 109.7 107.2 105.0 95.8 97.7 93.0
Colchester 81.3 87.9 81.5 89.1 87.2 63.0 85.1 101.6 108.3 107.8 104.4 93.5 98.9 95.3
Epping Forest 109.9 112.8 106.6 98.7 88.9 95.5 104.5 103.3 102.1 102.0 102.6 92.8 95.2 93.3
Harlow 96.8 101.1 91.4 88.2 101.0 116.2 91.7 86.5 104.8 84.0 84.5 103.3 101.9 97.0
Maldon 92.1 76.9 50.7 86.4 82.0 86.2 89.2 96.0 96.1 92.0 94.8 86.9 83.6 87.3
Rochford 118.8 124.7 133.4 100.3 118.3 125.5 116.3 115.0 115.1 113.1 104.9 98.5 100.8 96.9
Tendring 86.2 83.8 70.2 77.8 94.8 102.3 99.4 94.4 74.1 83.0 85.3 93.3 98.6 96.0
Uttlesford 115.3 110.6 107.7 95.2 94.8 106.9 113.2 101.5 115.8 117.7 121.3 78.6 73.3 81.3


https://www.ons.gov.uk/peoplepopulationandcommunity/healthandsocialcare/healthandwellbeing/datasets/healthindexscoresengland








Housing Delivery Test: 2022 measurement


Local Planning Authorities Housing Delevey Test 2022 Published December 2023


2019-20 2020-21 2021-22


E07000067 Braintree 884 863 1064 2811 937 4685 9370
E07000068 Brentwood 395 168 453 1016 339 1693 3385
E07000070 Chelmsford 832 829 866 2527 842 4212 8423
E07000071 Colchester 785 956 1034 2775 925 4625 9249
E07000074 Maldon 475 425 322 1222 407 2036 4073


Yearly total 3450 17250 34500
Potential patient yield @ 2.4 8280 41401 82801


https://www.gov.uk/government/publications/housing-delivery-test-2022-measurement


10 Year expectationONS Code Area Name


Number of homes delivered Total 
number of 


homes 
delivered


Yearly average 5 year expectation 


https://www.gov.uk/government/publications/housing-delivery-test-2022-measurement


These Levels are requieed to be met to meet mandatory Government Housing Targets







NHS services in Essex set for "impacts” in face of spending cuts 19th Jan  
 
 
'Mid and South Essex ICS managers say the year-to-date position at Mid and South largely 
reflects the current shortfall in efficiency programme delivery which was set to mitigate the impact 
of rising risk.' 
 
“This is taxpayers money we are overspending and if we are overspending then that means 
someone else cannot spend as much they need for their population. 
 


https://www.essexlive.news/news/essex-news/nhs-services-essex-set-impacts-9045651 


 


The NHS workforce plan aims for a large expansion in health service 


staffing. We examine the potential implications for NHS funding. 


 


1. In June 2023, NHS England published its much-awaited long-term workforce plan, which was 
welcomed across the political spectrum. The plan aims to increase the number of staff employed 
by the English NHS from around 1.5 million in 2021–22 to between 2.3 and 2.4 million in 2036–37. 
This would be equivalent to average growth in the size of the NHS workforce of between 3.1% and 
3.4% per year. For context, we estimate that NHS staffing numbers grew by around 1.1% per year 
between 2009–10 and 2019–20.  
 
 
 
7.     By the NHS’s own estimates, the staffing increases contained in the plan will only be 
enough to meet NHS demand if productivity can be increased by between 1.5% and 2% per 
year: an extremely ambitious target well above what the NHS is estimated to have achieved in 
the past. The Office for National Statistics estimates that quality-adjusted productivity in the NHS 
increased by an average 0.8% per year between 1995–96 (when the data series starts) and 2019–
20, and 1.2% per year between 2009–10 and 2019–20. While not perfectly comparable to the 
measure of labour productivity used in the workforce plan, this gives a sense of the scale of the 
ambition – particularly as, since the onset of the pandemic, measured productivity performance in 
the NHS has been even weaker.  
 


https://ifs.org.uk/publications/implications-nhs-workforce-plan 


 





