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PART 1 
Introduction 

1. This document is the formal response by the Support the Princess Royal Hospital 
Campaign to the ‘Fit for the Future’ [FFF] public consultation initiated by the West 
Sussex Primary Care Trust [WSPCT] in June 2007. 

2. The campaign was formed in the autumn of 2006 in order to respond to, and 
comment upon, the then emerging proposals for reconfiguration of acute hospital 
services across West Sussex. It was (and is) a voluntary organisation funded by 
public donation.1 It is steered by four Members of Parliament, and supported by a 
campaign team drawn from members of the local community who bring particular 
strengths to the table. The campaign conducts its affairs on a non-party political 
basis, and seeks to operate in - and to reflect - the public interest. The campaign 
will continue in being after November 2007 in order to monitor the handling of the 
FFF process and the continuing delivery of services, both at the Princess Royal 
Hospital and across its host acute hospitals trust. 

3. One of the principal functions of the campaign is to gauge the level of public 
concern for the proposals which are now in the public arena for debate. The 
results of that gauging process are set out later. 

4. This response seeks to do two things: 
(a)  to advise the WSPCT, in a measured manner, of the campaign’s (and the 

wider public’s) reaction to the three reconfiguration options which are now 
being consulted upon, and 

(b)  to submit to the PCT that a fourth option - which it identifies -  should be 
given serious consideration. 

5. The response tackles this task in the following order. First, it seeks to set the 
context for the present reconfiguration exercise by reviewing the changes made 
previously to the delivery of services at the Princess Royal Hospital [PRH]. 
Secondly, it reviews the three consultation options, and seeks to evaluate the 
contribution they would make to the delivery of improved acute hospital services 
for the residents of central Sussex. Thirdly, it will set out the campaign’s view on 
how a fourth option (DGH-plus) might function. These are all issue of substance. 
Finally, it will make comment upon issues of process which attach to the present 
consultation and its manner of conduct. 

������������������������������������������������ �
1 The Campaign has received generous support from individual members of the public, from local 
businesses, and from a number of local councils. 
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6. In tackling the third stage, the response looks at work undertaken by the Brighton 
and Sussex University Hospitals Trust [BSUHT] in formulating a ‘local acute 
hospital’ model for the PRH, and seeks to evaluate the strengths and 
weaknesses of that model. The PRH is an integral part of the acute hospital 
operation delivered by the BSUHT, and works in conjunction with the Royal 
Sussex County Hospital [RSCH] in Brighton. In essence, the BSUHT delivers a 
comprehensive package of acute hospital services across two hospital sites. 

The campaign’s position summarised 

7. The three options (A) to (C) propose a substantial measure of downgrading for 
the PRH and the acute services which it delivers. The PRH is presently classified 
as a district general hospital [DGH].  Unlike the other two acute hospitals in West 
Sussex (Worthing and Chichester), both of which also have DGH status, the PRH 
loses that status under all three options.  

8. Option (B) downgrades the PRH to local general hospital status which removes 
from its range of services accident and emergency [A&E], intensive care, 
complex surgery and consultant-led obstetrics. A&E would be replaced by an 
‘urgent care centre’. 

9. Options (A) and (C) involve a further level of downgrading to community hospital 
status. That level of downgrade would involve the replacement of A&E with a 
‘minor injuries unit’, and would see the loss from the DGH of all elective surgery, 
a significant proportion of diagnostic facilities, and of all maternity. 

10. For the reasons set out in this response, the campaign believes that the three 
options are unacceptable, and run counter to the public interest. In essence those 
reasons are that the proposals would impact on the clinical safety of acute 
hospital services, and that they would render the PRH unsustainable as an 
operational unit. More particularly: 
·  loss of any of the services from the PRH would undermine the safety of acute 

healthcare provision for central Sussex and would give rise to significant 
difficulties relating to access.�  Services presently delivered by the PRH are 
safe, sustainable and accessible to its catchment population, and are capable 
of being consolidated and enhanced 

·  reconfiguration would have significant - and the campaign believes 
unaddressed - consequences for both the RSCH and the ambulance service 
in terms of capacity and resource, especially in relation to medical 
emergencies and births, and 

·  the proposals are premised on the basis of too many assumptions and 
unresolved issues (for example, as to travel times, delivery of acute medicine, 
and the distribution of financial resources). 

11. The campaign believes that a fourth option (D) - which would consolidate the 
functioning of the PRH as a district general hospital - is a viable alternative to the 
proposals now under consideration. That option would ensure that the PRH 

������������������������������������������������ �
� �See evidence of Mid Sussex PPI Locality Group (April 2007) based on its travel survey – annexed to 
the Joint HOSC agenda papers for 3 October 2007.  
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operates with a fully functioning A&E department, intensive care at level 3, and a 
consultant-led obstetric service (with a co-located midwife-led unit). This model is 
developed later in this paper.  

12. The option D services would be enhanced by two mechanisms. First, both acute 
medicine and obstetrics would seek to enhance their links with the RSCH so that 
the two hospitals (the PRH and the RSCH) truly operated as a single major acute 
hospital delivering services from two sites. By this route networking and 
communication would be improved, and there would be an increased opportunity 
for clinicians on both sites to share best practice derived from the trust’s teaching 
hospital status, and from external sources. Secondly, the PRH (through the 
BSUHT) would seek to create partnership links with other hospital providers 
(such as the foundation trust Queen Victoria Hospital at East Grinstead) so as to 
share more widely with the central Sussex population its particular skills, and to 
import specialist skills to the PRH to provide a wider and more accessible menu 
of services for local patients. 

13. The campaign sees the option D model as an exciting opportunity which should 
be seized now by the PCT and the SHA for the benefit of patients across central 
Sussex. It draws from, but supplements, the more limited vision for a ‘local acute 
hospital’ which has been modelled by the BSUHT. That model is discussed 
below. 

14. First, however, this paper needs to do, and does, several things: 
(a) It reviews the scope of the previous erosion of acute services from the 

PRH and seeks to place the present FFF reconfiguration exercise in its 
wider context;3 

(b) it provides a brief profile of the central Sussex area in terms of catchment 
population for the PRH, the demographics (and the challenges that 
poses), and the critical positioning of the sub-region in terms of economic 
prosperity and the social infrastructure which is required to sustain that 
prosperity; 

(c) it examines the clinical case for change, and the consequences which 
would flow from such change; and 

(d) it reviews the financial issues which are seen by the PCT as a primary 
hurdle, and the premise upon which the financial case is made. 

 

������������������������������������������������ �
� �This we call the ‘salami slice’ effect. This submission will demonstrate why removal of services in 
previous years, both patently and by stealth, has placed the PRH in a more vulnerable position when 
viewed as part of a county-wide reconfiguration, but why also those service reviews have 
strengthened the inter-reliance of the RSCH/PRH partnership in a way which has not yet been 
addressed in either Worthing or Chichester. In this regard, the inclusion of the PRH in FFF is (the 
campaign says) misconceived. 
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PART 2 
Profile of the Princess Royal Hospital 

 
15. The Princess Royal Hospital [PRH] in Haywards Heath opened in September 

1991 as a purpose-built and fully functioning district general hospital. It replaced 
two older acute hospitals, and embraced a comprehensive range of services, 
including full accident and emergency, maternity and elective surgery. It worked 
in tandem with the Hurstwood Park neurological centre (a leader in its field) co-
located within the acute hospital campus. 

16. In April 2002 the PRH was subsumed within the Brighton and Sussex University 
Hospitals Trust [BSUHT], and it became an integral part of a major acute hospital 
service operating within one trust across two sites (the Royal Sussex County 
Hospital [RSCH] and the PRH). 

17. Since 2000 the PRH has been the subject of service reconfiguration on at least 
four occasions, only two of which were prefaced by public consultation. In 
February of that year the PRH lost high-risk maternity services through the 
absence of on-site neonatal intensive care facilities.  This was the first salami 
slice. It was redressed in part by the later introduction of advanced neonatal 
nurse practitioners. 

18. The ‘Central Sussex Review’ in July 2001 promised an enhanced service at  the 
PRH: the introduction of a new breast care unit, improved A&E facilities operating 
across the RSCH and PRH sites, and retention of paediatric capability at the 
PRH. The second salami slice, however, was the withdrawal of emergency 
vascular surgery. The breast care unit failed to materialise. In February 2004 all 
paediatric medical emergencies were transferred to the Royal Alexandra Hospital 
in Brighton. 

19. ‘Best Care, Best Place’ emerged in November 2004. It led to the transfer of all 
emergency surgery away from the PRH, including orthopaedics, by March 2006, 
and the transfer of all paediatric surgery to the RSCH. The separation of elective 
and emergency surgery was justified on the ground, amongst others, that it would 
significantly contain MRSA infection rates. In 2006 - without public consultation - 
the new privately-financed independent sector treatment centre (also located 
within the PRH campus) for non-complex orthopaedic elective surgery came on 
stream.  

20. Notwithstanding these various changes, in geographic and operational terms the 
PRH remains an essential component in the delivery of accident and emergency 
services for central Sussex. It is situated in close proximity to a number of venues 
where serious (and unpredictable) incidents could occur and where the public 
could be affected in huge numbers: Gatwick Airport, the M23 (the only 
designated motorway in Sussex), the South of England showground (at Ardingly) 
and the Hickstead International Showjumping arena. In the event of a major 
incident at one or more of these locations – for whatever reason – the PRH would 
become a key player in delivering life-saving treatment. If its A&E facilities were 
not available, some patients would have to be ferried further and their recovery 
could be put in serious jeopardy.  
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PART 3 
The central Sussex profile 

20. This part of the response seeks to demonstrate that demographic and economic 
issues are, and should be, key ingredients in the evaluation of the need for acute 
hospital services which are local and accessible to the catchment population. 

21. It discusses four separate but inter-related issues: 
·  Catchment – its area and size 
·  Population demographics 
·  The expanding population (in terms of both housebuilding and fertility 

rates) 
·  Positioning in economic terms 

Catchment 

22. The two Acute Hospitals of the BSUHT serve the populations of Brighton & Hove 
(and Newhaven to Worthing along the coast) and central Sussex. The catchment  
population within the central Sussex area is estimated at 300,000. The Brighton & 
Hove city accounts for a further 250,000, and the coastal plain settlements 
feeding into the RSCH will account for at least another 20,000-30,000. In all, 
therefore, the Acute Hospitals Trust delivers services to nearly 600,000 persons, 
and that figure is swelled by special events and by summer tourism within the city 
conurbation. 

23. The PRH delivers services to approximately half of that 600,000. Although the 
PCT has estimated the catchment at between 150,000 and 250,000, the 
campaign believes that that is a significant underestimate. 
The campaign’s belief is based on two evidence bases. 

 
24. First, the Mid Sussex District Council has undertaken research to ascertain the 

extent of the probable central Sussex catchment. It estimates the catchment at 
306,214 based on 2001 census figures. That figure is made up from an 
aggregation of relevant ward population figures for the Mid Sussex district and 
parts of the local government districts which adjoin and abut Mid Sussex (see 

above).  

 

25. In essence, the catchment boundary for the PRH sweeps through Bramber, 
Henfield, Billingshurst and up to south Horsham in the west, rounding north  
through the southern wards of Crawley, and extending eastwards via East 

District                                   Populati on                                                                                             
Mid Sussex                             127,378  
Crawley                                     46,799  
Horsham                                   80,482   
Lewes                                       33,816  
Wealden                                   17,739  
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Grinstead, Forest  Row, Hartfield, Uckfield and parts of Lewes. Added to this (but 
not included in the calculation) are parts of northern Hove and Brighton from 
where it is known that patients travel for both A&E and maternity services. 

26. The second tranche of evidence is derived from the patient attendance figures for 
the PRH. The sources of patients for births at the PRH have been analysed by 
the BSUHT by postcode. The analysis shows that in 2006/07, for example, 
mothers came from as far afield as TN20 & 21 in East Sussex, RH14 in West 
Sussex, and BN1 (central Brighton).  Likewise for A&E, patients attended from as 
far afield as TN21 & 32, TN40, PO19 and SO41, and northwards well beyond 
Croydon, into parts of London. In other words, the potential catchment for 
patients is vastly larger than the figure suggested by the PCT.4  

Population demographics 

27. The campaign believes that the PCT has seriously underestimated the impact of 
its proposed reconfiguration of services on those members of the community who 
require access to acute services but, for reasons of age or disability or social and 
economic circumstances, do not have the ability to reach them. In a sense the 
failure to take account of these factors creates an artificial rationing mechanism. 
Many people – particularly the elderly – who find access to health services 
difficult for one reason or another will simply put up with the pain and suffer in 
silence. Long and complicated journeys by (expensive) public transport, with in-
built long waiting times, exacerbate the difficulties they already encounter in life. 

28. A simple analysis of demographic data for Mid Sussex paints the picture, and 
puts downgrade of the PRH (and the consequential need for additional travel) 
into a proper perspective. Annexed to this submission are maps showing a range 
of deprivation and illness indicators, based on the Indices of Multiple Deprivation 
produced by the Office for National Statistics for 2004. In broad terms they show 
the following: 

·  Health deprivation and disability – the principal clusters of high deprivation 
are in the northwest of the district, around Pease Pottage and Handcross, 
and in pockets in Burgess Hill, Haywards Heath and East Grinstead (This 
statistic is also reflected in the comparative illness and disability indicator) 

·  Years of potential life lost – high incidence pockets in East Grinstead, 
Haywards Heath and Burgess Hill 

·  Income deprivation affecting children – high pockets in parts of Burgess 
Hill and Haywards Heath, and significant deprivation in the south west 
around Sayers Common 

·  Income deprivation affecting older people – highest pockets are around 
Pease Pottage and Handcross, with some in Haywards Heath. 

29. These trends need to be read in conjunction with the statistics relating to 
emergency admission to hospital. There the mapping shows that the highest 

������������������������������������������������ �
� �The A&E attendance figures (analysed by postcode by the BSUHT) for the PRH in the years 
2005/06 and 2006/07 are annexed to this response. 
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levels of admissions come from the Pease Pottage and Handcross area, with 
admissions also sourced from East Grinstead, Haywards Heath and Burgess Hill. 

30. The deprivation and linked issues flowing from the north of the district are cause 
for particular concern. Those residents no longer have a full range of acute 
facilities available to them at Crawley Hospital. In the event that the PRH were 
downgraded they would be obliged to seek treatment from either Redhill or 
Brighton. Neither of these destinations is easily accessible from the area, 
particularly by public transport. 

Expanding population 

31. The population projections for Mid Sussex show, for the period 2006 to 2016, a 
5.4% increase (from 130,400 to 137,400).5 By 2016 some 20% of the district’s 
population will be aged over 65 (up from 16.6% in 2006). 

32. Housing is destined for exponential growth throughout the catchment area of the 
PRH. The Draft South East Plan figures to 2026 for new homes shows for West 
Sussex districts the following: 

·  Crawley              7,000 
·  Horsham          12,400 
·  Mid Sussex      14,100 

33. In Mid Sussex the figure becomes 14,955 because a backlog of 855 homes has 
to be rectified. On the basis of 2.53 persons per dwelling (the average in the 2001 
Mid Sussex census) the population is expected to rise by 37,836 over and above 
the ordinary projections. Similar levels of increase can be expected for the 
adjoining districts (in both East and West Sussex) which make up the PRH 
catchment area. 

34. The social infrastructure – hospitals in particular and healthcare in general – must 
be able to cope with this degree of expansion. That means that locally-based 
acute hospital facilities will be required more by 2016 than they are today. And 
yet today, as demonstrated elsewhere in this response, acute hospital facilities 
and ambulance services are already overstretched. Advances in medical science 
will have two effects. On the one hand, drug-based treatments, day care surgery, 
health preventative measures and the like will help reduce the impact on, and 
need for, fully serviced bed spaces; but, on the other hand, with rising public 
expectations and advances in medical techniques, more sophisticated surgical 
treatments will become available, and they will tilt the balance in terms of 
savings. 

35. In summary, the health economy will need to cater for the population and 
demographic changes which are in the wind. There is insufficient evidence that 
the PCT has factored-in the necessary resources. 

Local economy facets 

������������������������������������������������ �
� �See data extrapolated in Mid Sussex Profile 2007 (Mid Sussex District Council), table on p 4.  
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36. None of the reconfiguration options involve retention of district general hospital 
status or enhancement to major general hospital status, notwithstanding the 
strategic location of the PRH within the north-south belt stretching from the 
coastal city region to the Gatwick diamond. Not only does this belt encompass an 
area of major population growth (as described above), but it also embraces the 
powerful linear economic engine straddling East and West Sussex. 

37. The three main towns in Mid Sussex (East Grinstead, Haywards Heath and 
Burgess Hill) host a range of commercial businesses, some with significant 
financial turnover. Those businesses, and the public sector, form a vibrant local 
economy which are interdependent and which are catalysts for wider investment 
from beyond the sub-region. In all, across Mid Sussex, there are some 5,400 
VAT-registered businesses They are also significant employers. Mid Sussex has 
an unemployment rate of only 2.6% compared to the national average of 4.9% 
(2006 figures). 

38. The economic and social prosperity of the sub-region depends upon the retention 
and expansion of these employers and upon their ability to recruit and retain staff. 
Both businesses and staff are influenced by the nature and quality of the social 
infrastructure, and life decisions are made on the basis of health, social care and 
education facilities and their availability.  

39. The campaign is concerned that downgrading of acute health delivery at the PRH 
could have a much wider impact on the local community than the PCT (and 
health bodies in general) may have considered. Loss of aspects of healthcare 
can be a deterrent to both employers seeking to relocate to the sub-region and to 
potential employees from elsewhere who are considering whether or not to 
uproot their families. 

40. It has also to be said that the PRH itself is a significant employer and consumer 
of services within Mid Sussex. Downgrading of services will mean a reduction in 
staff and a consequent reduction of staff-spending capacity within the locality. 
That will impact on a range of small to medium size businesses (and their 
profitability). Likewise, reduction in hospital needs will mean a reduction in 
reliance on business supplies for use within the hospital. That too has an 
economic domino effect.  
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PART 4 

The clinical case 

41. Although Acute Hospital services can be categorized, the services themselves 
operate in an inter-dependent manner. The services that are delivered are much 
more than a sum of their parts. Patients who are seen at the PRH by clinicians for 
one reason (such as pregnancy) are able to receive care across other disciplines 
(such as endocrinology for diabetes detection and care).  This sense of joined-up 
medicine needs to be felt throughout the reading of this submission and the 
concerns which it seeks to highlight. 

42. That said, however, it is convenient to address individually the key services which 
are earmarked for downgrade in the FFF proposals. Today, the PRH delivers all 
of the following (and more): 

·  Acute medicine (which covers all medical emergencies, such as heart,  
strokes, lungs and airway issues, where surgical intervention is not required)6 

·  Intensive care 
·  Accident and emergency 
·  Obstetrics. 
 
Under the FFF proposals a local general hospital (which is only one of three 
options for the PRH) would lose A&E, intensive care, complex surgery and 
consultant-led obstetrics. Community hospital status (the two remaining options) 
would see the disappearance of all elective surgery, many outpatient and 
diagnostic facilities, and all maternity services 

 
Because acute medicine and intensive care are linked operationally (intensivists 
are ordinarily acute physicians with respiratory and anaesthesia training), it is 
sensible to consider these functions together. 
 

Acute medicine and ITU 
43. The functioning of acute medicine requires adequate size - in terms of patient 

throughput and staffing capacity - and critical support. At the PRH there are 
presently nine full-time consultant physicians on site delivering acute medicine. 
Their concern, as experienced and skilled practitioners, is that if elements of 
medicine were removed from the PRH, the less sustainable would become the 
remainder of the service.  

44. Acute medicine is heavily reliant upon intensive care support. At the PRH that 
ITU support is delivered at Level 3. Presently there is provision for four Level 3 
patients (with ventilation, on 1:1 nursing care) and eight Level 2 patients (high 
dependency, on 1:2 nursing care), with a measure of flexibility in the 4 to 8 split. 
This service is delivered by one consultant on-site providing daytime cover, with 

������������������������������������������������ �
6 The principal areas of acute medicine are: cardiology (1 consultant), care of the elderly (2  
consultants), dermatology, endochrinology (2 consultants), gastroenterology (2 consultants - linked 
closely to general surgery), neurology, rheumatology, respiratory (2 consultants), most of which can 
involve emergency intervention.   
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off-site out-of-hours back-up arrangements. This model is seen by physician 
clinicians at the PRH as being safe and sustainable. 

45. The distinction between Levels 3 and 2 ITU is not artificial and, although there is 
a measure of overlap, the determining clinical factors for assignment are well 
defined. The assigning of a critical patient to the appropriate level will depend 
upon whether or not that patient has clinical needs which require broader (L3) 
care. That care will be delivered by various means, including a more intense level  
of nursing. The need for ventilation is not the sole determining factor. Thus, a 
patient requiring haemofilter, or close systems monitoring, will be assigned to L3, 
whereas a patient requiring non-invasive ventilation (as opposed to intubation) 
will be safely cared for in an L2 (HDU) environment.7  

46. It is the professional view of acute medical physicians at the PRH that an 
unselected medical intake of patients (via any form of urgent care admissions 
vehicle) would be unsafe unless Level 3 care were available on-site. There are 
significant dangers in taking in unselected admissions unless adequate facilities 
are on-site. The Royal College of Physicians has recommended that there must 
be facilities for critical care patients in hospitals that receive patients as 
emergencies or who are critically ill.8 In the ordinary course of events this means 
Level 3.  

47. Similarly, there is a direct tie-in between elective surgery and intensive care. 
Selective admission does not guarantee the absence of critical care needs. 
Patients on an operating table can develop breathing or organ failure problems 
without warning (notwithstanding pre-operative screening), and they require 
urgent transfer to a co-located ITU at an appropriate level. Transfer off-site has 
in-built dangers, particularly if that transfer is over many miles and is not handled 
by a specialist transfer team. Transfer, even by specialists, still carries significant 
risk of mortality.9 In terms of national data there is a dearth of evidence as to 
patient outcomes. There is no evidence to suggest that these patients would 
deteriorate, but equally there is no evidence that their outcomes would in any way 
be advantaged by the transfer. The presumption in such a situation is that 
change should not be made unless positive outcomes can be demonstrated.  

48. The PRH carries out a range of elective surgery, from orthopaedics to urology. 
There are, for example, 8 urology operating lists each week processing some 40 
patients. Not all of this surgery is routine; some is complex and resource intense - 
and these cases require the back-up of on-site ITU. Likewise, the ISTC for 
orthopaedics which is co-located has occasional need for close proximity ITU 
support. Day surgery is equally reliant upon ITU and high dependency facilities. If 
ITU/HDU support were to be withdrawn the local clinician opinion is that the day 
surgery menu would have to be reduced.  

������������������������������������������������ �
7 The classifications of illness severity (and the requisite level of ITU care) is set out in the report of 
the Royal College of Physicians The interface between Acute General Medicine and Critical Care 
(RCP, May 2002), para 2.14 and table 1. Increased levels of dependency in a patient requires 
intervention at a higher level. Thus, single organ failure may be dealt with adequately in a Level 2 
environment, but multiple organ failure giving rise to complexity of treatment demands Level 3 care. 
Moreover, there have to be in place adequate ‘step down’ facilities for when patients are in recovery.    
8 See Interface of Accident & Emergency and Acute Medicine (RCP, 2002) cited in The interface 
between Acute General Medicine and Critical Care (above) at para 4.2.   
9 Presently there are very few such teams in the UK, and their effectiveness has yet to be 
demonstrated. There is evidence to suggest that in 30% of transfer cases technical risks occur en 
route, and that transfer gives rise to patients spending a longer time (in the order of 24 hours) in the 
receiving hospital than would otherwise have been the case.   
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49. At the PRH in 2006 a total of 139 patients were ventilated at Level 3. If L3 
facilities ceased to be available on-site, those 139 patients would have to be 
transferred and their well-being would be compromised. Royal College guidance 
accepts that inter-hospital transfers of critically ill patients has the potential - if the 
incidence rises – for “increasing the risks to patient safety.”10  

50.  In the BSUHT ‘local acute hospital’ model - considered below - there would be a 
reduction in Level 3 capability at the PRH, and the ITU service would be 
dependant upon critical care transfer arrangements. This has major 
repercussions in terms of patient safety and service sustainability (both in terms 
of cost and of the domino impact on other clinical services within the PRH). The 
Academy of Medical Royal Colleges has recently indicated that the provision of 
what it describes as “local hospital” acute and emergency services should include 
(on a 24 hour basis) A&E, acute medicine, imaging (including CT) and “level 3 
critical care (intensive care)”. Intensive care and on-site operative surgery are 
seen as interlinked.11 There is also a need for ITU to be available on-site on a 24-
hours basis. A 2005 descriptive study by clinicians in Hampshire found that 
“[u]nsurprisingly, admissions to ICU from EDs were more likely to happen at night 
(2200 hours to 0659 hours) and at weekends (Saturday 0000 hours - Sunday 
2359 hours) compared with non-ED ICU admissions [eg. from wards], reflecting 
their unscheduled nature”.12 In other words, ITU facilities need to be capable of 
swift reaction to the need for ITU care, and more aggressive condition 
management, identified by the A&E clinician. 

 
Accident and emergency 
51. The PRH has a reduced accident and emergency facility, principally through the 

loss, in early 2006, of emergency surgery. Nonetheless, the A&E department 
functions as considerably more than an urgent care centre. It is able to triage and 
stabilize patients with acute medical conditions, and to effect on-site admission 
for those requiring in-patient care (including direct and speedy access, via the 
MAU, to appropriate intensive care). 

52. The proposed downgrading of the A&E facility at the PRH would have two main 
consequences: the hurdle of accessibility and the strain on capacity. 

 
Accessibility 

53. Under all three option proposals a considerable number of patients requiring a full 
A&E service would have to travel - either by ambulance or privately - to another 
acute hospital. That transfer of workload will have serious capacity (and 
resource) consequences for both the RSCH and the Ambulance service. At 
present, of the 28,430 A&E attendances at the PRH,��  some 15,011 patients 
require full A&E treatment.��  Under the proposals over 10,000 are going to 

������������������������������������������������ �
10 See Academy of Medical Royal Colleges working party report Acute Health Care Services (AMRC, 
September 2007), at para 1.1.2.  
11 See Academy of Medical Royal Colleges working party report Acute Health Care Services (AMRC, 
September 2007), at paras 1.9 (and Table 1) and 2.1.4.   
�� �See Simpson et al. Admissions to intensive care units from emergency departments: a descriptive 
study” Emergency Medical Journal (2005) vol.22, pp423-428 at pp425, 427. 
13 Figures are for 2005/06 and are derived from the table annexed to the Clinical Reference Group 
Report to the West Sussex PCT Board meeting on 25 June 2007. 
14 Of those 15,011, only 4,776 are transported by ambulance, leaving a further 10,235 to make 
alternative provision. Inevitably, a proportion of the 10,235 are going to require ambulance transfer.  
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require onward transportation. On arrival at the RSCH or (for patients in the north 
of the catchment area) Redhill the A&E departments will require additional 
physical and human capacity to provide expeditious treatment.  

54. The public are greatly concerned that ambulance response times will be 
significantly increased through the pressure on the service,15 that ambulance 
’blue light’ travel times will be greatly increased because of the additional 
distances over which patients must be transported,16 and that only 20% of 
ambulances in West Sussex are today crewed by qualified paramedics rather 
than technicians.17 These service weaknesses (and the delays in accessing 
appropriate and speedy treatment) will inevitably give rise to the risk of increased 
patient deterioration or fatality. The same concerns apply to mothers in labour 
who require urgent transfer. The financial provision set aside for enhancement of 
the ambulance service (presently at £5M) is inadequate. 

55.  Patients who have to make their own way to the RSCH will experience delays 
and frustration which will not assist their physical condition. Road traffic 
congestion (especially at peak times) and inadequacy of carparking facilities in 
central Brighton greatly exacerbate the situation. In winter time the need to cross 
the South Downs via the A23 or lesser roads can be time-consuming and 
hazardous in bad weather conditions. Traffic accidents on the A23 in particular 
can give rise to significant tailbacks and traffic delays. 

56. In the context of the PCT’s present proposals (one MGH and one or two LGHs for 
West Sussex), the PCT’s clinical reference group on accident and emergency 
acknowledged two key issues in this context. First, that with the single MGH 
model one A&E would increase ambulance transfer times, whereas provision of 
more than one A&E would “be better for the ambulance [service] because there 
would be shorter travel times, easier for staff to follow protocol to ensure that the 
patient delivered to the right site and quicker turnaround times.”18 Secondly, the 
group was clear that further work was required both to verify a limited ambulance 
study on casemix (relating only to Chichester and Worthing), which emphasized 
that paramedic judgment became a crucial factor, and to refine likely patient 
flows. Without that data the CRAG’s conclusions were no more than 

������������������������������������������������ �
15 The Campaign has evidence to the effect that a return trip to the RSCH from the PRH will regularly 
tie-up an ambulance crew for 2 hours and, in peak times, for up to 3 hours. In practice, ambulances 
will, in the main, be in either Brighton or Crawley when they are required to respond to a Mid Sussex 
call. 
16 No definitive travel times for ‘blue light’ ambulances have been provided by the Ambulance Trust. 
According to the health minister (Dawn Primarolo) “Data is not available on time before admission to 
hospital as timing stops when an emergency vehicle arrives at the scene of the incident”: Hansard 17 
October 2007, col 1163W.[This is surprising given that, in the context of the changes made by Best 
Care, Best Place, it became necessary for health bodies – including the Ambulance trust – to monitor 
closely the additional transfer times for surgical and trauma emergencies and the outcomes for those 
patients.] However, the travel time data prepared for the PCT by West Sussex County Council fails to 
take into account congestion issues in urban areas, and is not supplemented by verifiable data from 
Brighton & Hove City Council. The PCT concedes that if urban data were included, up to 30 minutes 
more may have to be added to the rural-based travel times made available earlier to the public: see 
West Sussex PCT press release 5.11.07.  
17 In Mid Sussex (from Haywards Heath and Burgess Hill ambulance stations), of the three 
ambulances out on the road on any one shift, only one will have a paramedic on board. Only 
paramedics are qualified to administer intravenous drugs and to undertake other invasive procedures. 
18 See CRAG report (appended to PCT Board meeting agenda for 25 June 2007), App C. 
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provisional.19 What is clear is that a significant onus will now be placed on the 
competence and capability of the ambulance service to deliver what the Royal 
Colleges call “medical leadership” in this field.20 

57. National guidance on A&E services indicates that “the time and resources 
required to achieve [improvement in services for critically ill patient transfers] 
should not be underestimated.”21 The issue of outcomes for patients must give 
pause for thought. “Some prospective and clinical outcomes’ studies of 
ambulance transportation have been carried out in the UK, and abroad. However, 
the evidence base is weak.”22 A host of issues have to be addressed, both for 
inter-hospital transfer and for ambulances “bypassing the nearest hospital.”23 
Amongst these, the Royal Colleges identify “the effect of ambulance diversions 
on patient safety and on the capacity of the receiving hospitals to absorb the 
demand.”24 

58. The South East Coast Ambulance Trust has thus far produced insufficient data to 
demonstrate either the current travel times to hospital (post-response), or its 
future capacity to improve on those times or to deliver enhanced care which will 
prevent the deterioration of critically ill patients whilst in transit.25  

59. The data which is in the public domain relating to Category A response times is 
less than encouraging. Performance by the service has been variable and 
inconsistent, especially across Mid Sussex. Although the monthly rate leapt from 
70.67% to 78.03% in June this year, the overall average is around 71%. That is 
still significantly below the 75.5% national target.26  

60. The very real concern is that, without a major enhancement of capacity (both in 
terms of paramedic training and ambulance unit availability), the ambulance 
service will not be able to deliver the service expected of it. More particularly, 
there is a very real public fear that major incidents giving rise to traumatic injury 
or organ collapse will not be turned round within the ‘golden hour’ posited by 
North American clinicians. That concern turns on the inability of ambulances to 
reach incidents within the scheduled times (partly because of their location whilst 
on duty), the inability of technician (non-paramedic) personnel to undertake 
invasive procedures or to administer critical drugs, and the inability of 
ambulances to reach hospital destinations within the balance of the hour. 

61. Since the PCT’s FFF document was produced, the University of Sheffield’s 

������������������������������������������������ �
19 The issue of increased reliance on decision-making by ambulance personnel, especially in the 
context of deciding to bypass a more convenient hospital in order to access a more specialist facility, 
is underscored by the Royal Colleges in Acute Health Care Services (AMRC, above) at para 2.1.5 in 
their guidance which post-dates the CRAG’s deliberations. 
20 Ibid.  
21 See Acute Health Care Services (AMRC, above) at para 1.11. 
22 Elsewhere in the same report the Royal Colleges say: “Although there is evidence to suggest that 
the centralisation of services to deal with complex or specialised work provides better outcomes for 
patients, evidence for centralisation of non-complex and high volume case does not exist”: ibid., para 
1.1.2.  
23 Ibid.  
24 Ibid.  
25 See WSPCT Technical Document on Accessibility, Travel Times and Transport (July 2007). 
26 The current figure shows an improvement on the 61.48% rate achieved for Mid Sussex in 
November 2006: see SECAmb Press Statement 21 November 2006 for data relating to the period 
April-November 2006. Nonetheless, the rate of achievement has been sub-optimal in the period 
November 2006 to May 2007, and that level of performance gives continuing cause for concern, 
particularly when the ambulance service becomes a central provider in any acute hospital 
reconfiguration.  
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medical care research unit has published a definitive study on the association 
between distance to hospital travel for emergencies and patient mortality.27 The 
study concluded (on a sample of 10,315 patients who met the study criteria) that  

 
“any changes [to service configuration] that increase journey distances to 
hospital for all emergency patients may lead to an increase in mortality for a 
small number of patients with life-threatening medical emergencies, unless 
care is improved as a result of the reorganisation. However, even then it is not 
certain that it would be acceptable to trade an increased risk for some groups 
of patients, such as those with severe respiratory compromise, for a reduced 
risk in other groups such as those with myocardial infarction”.28 
 

In particular, the study findings were consistent with earlier work which had 
suggested that, for asthma patients, there is “a 10% increase in the relative risk 
of death for each 10km increase in distance [travelled], and a 7% increase for 
each 10 minute increase in journey time.”29 Put into the PRH-RSCH context, a 
patient suffering an acute asthma episode, who has to spend an additional 30 
minutes (which is probably the minimum duration) in an ambulance, has more 
than a 20% likelihood of dying. That, in the view of the public and the campaign, 
is both avoidable and unacceptable.  

 
Capacity 

62. The catchment population for the A&E service (and for other acute services) at 
the PRH is in the order of 300,000.30 From that pool of potential patients over 
28,000 today attend the A&E at the PRH on an annual basis. As indicated earlier 
in this response, based on the PCT’s own figures, it is clear that over 10,000 
patients requiring full A&E attention will have to bypass the PRH (if A&E is 
reduced to urgent care status) and attend at either the RSCH or at Redhill. This 
will place considerable additional strain on the capacity of the ambulance service 
to deliver, but it will also place considerable strain on the already overstretched 
A&E departments at the two major hospitals.  

63. The national target waiting time target for patients to be admitted or discharged 
from A&E within 4 hours is presently 98%. The BSUHT at the RSCH has 
consistently been unable to deliver on that target. Across the Trust in 2006/07 
performance was at a level of 96.5%. By the Trust’s own admission “[t]his 
performance is unsatisfactory.”31 That shortfall in achievement is due principally 
to capacity issues within the RSCH. The comparative performances at the PRH 

������������������������������������������������ �
�� �See The relationship between distance to hospital and patient mortality in emergencies: an 
observational study Emergency Medicine Journal (2007) vol. 24 pp665-668. 
�	 �Ibid., at p667. 
�
 �Ibid., at p667. 
�� �See data produced by Mid Sussex District Council in the Appendix to this response. The maximum 
figure of 250,000 used by the PCT in its calculations fails to take sufficient account of patient flows 
from East Sussex (Wealden and Lewes districts), from the Horsham area and from the northern 
segment of Brighton and Hove. The suggestion in the WSPCT paper Catchment Populations of Acute 
Trusts (June 2007, Liz Tatlow) at p7 that the Royal Colleges minimum guideline figure is 300,000 is a 
misleading one. The 300,000 figure relates only to the catchment for the sustaining of elective surgery 
(not for acute medicine or obstetrics).  
�� �Annual Report of the BSUHT for 2006/07 (published October 2007), at p14. 
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and the RSCH are shown in this table:32 
Proportion of patients spending less than 4 hours in A&E 

 

  
The PRH performances in recent years (when the figures are rounded off) have 
either achieved or marginally exceeded the national target. By contrast, the 
figures for the RSCH show that performance at that hospital is erratic, and that 
the RSCH has been unable to meet the target for the current flow of patients. 
This is not a criticism of the dedication of the staff at that hospital; it is simply a 
reflection of the sustained pressure placed on a city centre A&E department.33   

64. Against this backcloth, the campaign is concerned that if patients are diverted 
from, or are required to bypass, the PRH and to travel to the RSCH, the 
difficulties presently experienced by the department will be exacerbated, and 
patients will experience unacceptable delays which will not contribute to their 
recovery and well-being. This aspect of the capacity problem will only compound 
the challenges which will be faced by the ambulance service. All the indications 
are that attendances at the A&E departments at the PRH and the RSCH will  
continue to rise. Across the South East Coast SHA region attendances have 
been the subject of steady increase over the years 2002/03 to 2006/07 (rising in 
that period from 1.15M to 1.48M).34 The pressure felt by the A&E department at 
the RSCH will not lessen, even without extra patients from the PRH catchment 
area. It will be unrelenting, and that has significant both patient safety and 
building, staff and financial capacity implications.     

Maternity services 
65. The PRH presently operates a quality consultant-led obstetric service to support 

pregnant women through their various birthing stages. That service is reliant 
upon ITU support, and it cross-links with acute medicine, especially 
endocrinology. The PRH is at the leading edge in treating pregnant women with 
diabetes on a ‘one-stop’ basis.35 

������������������������������������������������ �
�� �Information obtained by campaign from BSUHT under Freedom of Information legislation: replies 
dated 24 & 31 August 2007.��
�� �The throughput of A&E patients at the RSCH in 2005/06 was 88,257, of whom over half required full 
A&E treatment (46,600): see Activity Flows September 2007 produced by the WSPCT (updating the 
July 2007 version).   
�� �See Written Answer (Mr Bradshaw) to parliamentary question reported in Hansard HC 18 July 
2007, col. 446W (table 3).  
�� �Diabetes places babies at severe risk, and steps need to be taken at the earliest opportunity to 
mitigate that risk. 

Year PRH RSCH 
2004/05 94.88% 93.25% 
2005/06 97.63% 90.73% 
2006/07 98.56% 94.86% 
2007/08 Q1only 97.63% 94.14% 
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66. Obstetric cover at the PRH is maintained by four consultants operating on a rota 
system which gives 40 hours cover per week (with an on-call night-time 
arrangement). The clinician opinion is that this level of cover provides a safe and 
sustainable service for the 2,400 deliveries now handled each year by the unit.36 
The unit provides a full range of antepartum and intrapartum services beyond 34 
weeks gestation and, in accordance with an agreed protocol, transfers non-
urgent premature cases principally to the RSCH. In practice, only 1.7% of women 
were transferred out of the PRH for reasons of prematurity. In cases of extreme 
urgency, however, patients with less than 34 weeks gestation are delivered at the 
PRH, and the outcomes in all cases have been good for both mother and baby.37 

67. The Royal College of Obstetricians and Gynaecologists approach to safe  
childbirth is that for units delivering up to 2,500 births per annum (being, in the 
main, low risk units) the consultant presence level is a matter for local  
determination “based on local needs”.38 However, when births reach the category 
B level (2,500-4,000) by 2009 it is recommended that the consultant presence 
increases to 60 hour per week.39 

68. The obstetric consultants at the PRH can deliver the enhanced 60 hours per 
week within current staffing levels via job planning review and by each daily on-
call consultant staffing the unit up until 9pm on weekdays.40 

69. The PRH unit has many strengths. It is enthusiastically supported by patients, the 
public and referring GPs.41 It has a significant catchment, extending across 

������������������������������������������������ �
�� �As at September 2007 the predicted number of deliveries for 2007 was 2,434, which is 
approximately a 200 increase on the previous year’s figure. The figure in 2004 was in the order of 
2,300 births: see NCT report (August 2004) discussed below. 
�� �During 2006, 14 patients outside the protocol were delivered at the PRH for reasons of extreme 
urgency which precluded transfer to any other unit.  
�	 �See Safer Childbirth: Minimum Standards for Service Provision and Care in Labour (RCOG, RCM, 
RCA, RCPCH: November 2006 draft version) at para 5.2.6 and Figure 6. See also table in Acute 
Health Care Services (AMRC, September 2007, above) at para 2.2.4 and Table 3. This later 
document projects (and increases) the requirements for consultant presence beyond the 2010 cut-off 
in the draft Safer Childbirth publication. The final version of Safer Childbirth: Minimum Standards for 
the Organisation and Delivery of care in labour (RCOG, et al., October 2007) recommends 40 hours 
p.wk. as mandatory “if the unit accepts high-risk pregnancies” (para 4.2.6 under heading “Obstetrician 
staffing levels”), and for units of 2,500-4,000 reinforces the earlier guidance that by 2009 the level 
should rise to a 60-hour presence (para 4.2.9 and Table 8). Interestingly, there is no suggestion in this 
document that the 60 hours should be increased further beyond the year 2010.      
�
 �What this document does not do, contrary to assertions made by PCT personnel during the public 
consultation process, is lay down that the minimum throughput for an obstetric-led unit should be 
4,000 births to make it sustainable. 
�� �See the formal submission prepared for the BSUHT by the consultant obstetricians at the PRH 
(October 2007). That submission makes the point that a fifth consultant obstetrician post has already 
been agreed in principle with the Hospitals Trust, and this post would help spread the load. 
�� �In recent weeks 178 GPs have given their unanimous support to the continuing operation of the 
district general hospital services at the PRH, including the A&E department and the consultant-led 
obstetric unit.[Letters to this effect were delivered to 10 Downing Street on 30 October 2007]. In 
August 2004 the National Childbirth Trust reported to the then Mid Sussex PCT and the Sussex 
Downs and Weald PCT that women were “strongly opposed” to the removal of specialist maternity 
services from the PRH and, in particular, “were strongly against converting the consultant-led unit at 
Princess Royal Hospital to a midwife-led unit”. These views were based on, amongst other things, the 
risks associated with transfer and travel, and the impact on capacity at other hospitals: see Birth 
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central Sussex, beyond Mid Sussex, into the former PCT areas of Horsham and 
Chanctonbury, Crawley and Sussex Downs and Weald (in East Sussex). One 
third of pregnant women from Horsham and Chanctonbury give birth at the 
PRH.42 The unit is supported by a SCBU staffed by Advanced Neonatal Nurse 
Practitioners (ANNPs). The arrangement has proved demonstrably to be safe 
and sustainable, and is cited by the Department of Health as an example of 
excellent practice.43 

70. The PRH obstetric unit has been in the forefront of developments in safe practice 
for many years. In 1991 the consultants instituted a robust antenatal screening 
programme to detect Down’s Syndrome (which was conducted in conjunction 
with King’s College London). From that early pilot services have now been rolled-
out across the UK. Additionally the unit has led in the delivery of – 

 
·  a weekly multidisciplinary medical/obstetric antenatal service in 

collaboration with a consultant endocrinologist, specialist diabetic nurse 
and dietician 

·  a maternal well-being clinic which focuses on the provision of enhanced 
psychiatric support for mothers with pregnancy-related depression and 
other psychiatric conditions 

·  a specialist midwife service to provide support and counselling to 
bereaved parents 

·  an early pregnancy advisory service (with rapid diagnostics) for women 
with early pregnancy complications 

·  quality training within the unit (which has been commended by the RCOG 
and the KSS Deanery). 

 
All of these services would be at risk if the consultant-led obstetric unit ceased to 
operate at the PRH. 

71. As with A&E, the key issues which flow from the present reconfiguration 
proposals relate to accessibility of service and service capacity. 

 
Accessibility 

72. In geographic terms, the PRH is placed within relatively easy reach of the bulk of 
its catchment population. 

73. Under all three options expectant mothers would have to travel considerable 
additional distance in order to access birthing services. A high proportion would 
go to the RSCH in Brighton. As indicated earlier, that involves travel by road 
(over rural and urban roads) or by public transport.  

������������������������������������������������������������������������������������������������������������������������������������������������������� �
Services in Mid Sussex: What is most important to women? (The NCT, August 2004, led by Dr Debbie 
Singh), Executive Summary at piii and main text p18, para 3.2.   
�� �See NCT report (above) at para 1.4.  
�� �See DoH website dealing with Modernising Maternity Care 2006. This ANNP arrangement is one of 
only two such neonatal support functions in Great Britain.  
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74. A stand-alone midwife-led unit would handle no more than 350 non-complex 
births a year. Two consequences flow. First, the balance of 2,100 women would 
have to make their own way to the RSCH (or to Redhill). Secondly, of the women 
who start birthing at the PRH as non-complex cases, a proportion will become 
complex without warning.44 These mothers would then need rapid transfer by 
ambulance to consultant care, and may need access to ITU for themselves and 
for their babies.  

75. Delays in reaching a maternity unit in the first place,45 and transfers whilst in 
labour, both carry risks for mother and unborn child. The issues of handling 
obstetric and neonatal emergencies, the management of transfer, and the need 
for careful risk assessment are interlinked, and inherently acknowledge the risks 
which can occur.46 

 
Capacity 

76. As with A&E there are significant - and unresolved - concerns as to the capacity 
of alternative hospitals to cope with births displaced under the FFF proposals. 

77. At present, the birthing throughput at the RSCH is in the order of 3,000 per 
annum (based on 2006 whole-year figures). If 2,000 patients were diverted from 
the PRH under the reconfiguration,47 some 900 cases were to be diverted to the 
BSUHT from Eastbourne, 48 and a further 1,400 cases were to be diverted from 
Worthing,49 the RSCH would have to cope with a total of 7,300 cases each year  
(an increase of 4,300 cases) . This would have very significant consequences for 
the RSCH in terms of its capacity (both building and personnel) to cope with such 
a workload level. 

78. The obvious consequence for capacity overload would be the more frequent 
need to close the maternity unit with minimal warning (the ‘red alert’ situation), 
leading to longer and more complicated journeys for mothers in, or about to go 
into, labour. For those patients admitted, there would inevitably be more diluted 

������������������������������������������������ �
�� �Some 40% of all labours are known to be unpredictable, and ‘normal’ labour remains a 
retrospective diagnosis. The PCT has estimated that in a midwife-led unit some 30% of mothers will 
require transfer, including 12% in labour [see PCT Board papers 25 June 2007, Maternity CRAG 
report and footnote appended to table].  
�� �Presently, diversions from the PRH to the RSCH are minimal. In the inclusive period April 2006 to 
June 2007 enforced transfers through closure accounted for 228 hours, of which only 55 hours (on 
two occasions) came about through lack of bed space [source: response by BSUHT to FoI request by 
campaign 24.10.07]. 
�� �See, for example, Safer Childbirth (October 2007) at para 2.2.19 on the issue of identifying and 
communicating the risk of different birth settings. Clearly, legal liability issues also come into play.  
�� �Assuming some 350-400 non-complex case remained at the PRH in a midwife-led unit (an 
assumption which could prove false if a midwife-led unit were not to be  located at the PRH under 
FFF).   
�	 �In the event that the consultant-led unit at Eastbourne DGH were to be closed and transferred to 
Hastings pursuant to the proposals contained in the Creating an NHS fit for the future public 
consultation for East Sussex (PCTs, March 2007). The throughput of births at Eastbourne is presently 
(2006 figures) in the order of 1,950.   
�
 �The 2006 throughput at Worthing was 2,800 births. Worthing could be downgraded from a DGH to 
a local general hospital under the West Sussex FFF plans in two of the three options, and thus lose 
its consultant-led obstetric unit.  
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attention to their needs, and they would be cared for by clinical staff operating 
under pressure in less-than-perfect circumstances. Both these scenarios have 
obvious risks attached.  

79. Over and above the bare diversion statistics there has to be a realisation that two 
things are happening demographically in central Sussex. First, the fertility rate for 
Mid Sussex is increasing year-on-year; and, secondly, the base population is 
increasing (and will increase further) with the house-building programmed for the 
region. These two factors will place more strain on a system which already has 
difficulty coping, and whose problems will be greatly exacerbated if the FFF 
proposals are implemented.  

 
Summary 
80. For the clinical reasons set out above, the campaign rejects the three 

reconfiguration options which seek to downgrade the delivery of A&E, ITU and 
obstetric services at the PRH. Reduction in the level or availability of locally-
delivered services is unacceptable because such reduction will impact on the 
safety of the healthcare which is delivered to the population of central Sussex. 
The campaign also believes that increasing pressures on the RSCH will 
detrimentally affect the well-being of patients living in Brighton and Hove. 
Displacement of services will inevitably cause those patients inconvenience or 
worse through longer waiting times, particularly in accessing A&E and maternity. 
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PART 5 
An alternative option: the ‘local acute hospital’ m odel 
 
81. The BSUHT has recognised that the three FFF option models are not fit for 

purpose. The Trust is committed to operating what in effect will be a single Major 
Acute Hospital over two sites. Those sites will be networked, and there will be a 
significant interchange of clinical knowledge and skills across the whole 
configuration. The BSUHT also acknowledges that with Best Care, Best Place 
significant reconfiguration of acute services within the trust’s envelope have 
already occurred and are still in the process of bedding-in.  

82. Against this backcloth the Hospitals Trust has formed the view that it can remain 
a major provider, and enhance that status for the wider public benefit, by 
consolidating and embedding the Best Care, Best Place changes, and by 
examining ways in which the two hospital sites can deliver more than the sum of 
their parts. The BSUHT is in a period of significant transition as it reconstructs its 
operational estate in Brighton with a view to achieving readiness for critical care 
status. 

83. The BSUHT will be suggesting to the WSPCT that the most feasible solution for 
the PRH is the delivery of services through a ‘local acute hospital’ model.50 That 
model is premised on the basis that the PRH has already been the subject of 
substantial change over the past eight years, that services have been the subject 
of rationalisation for reasons of clinical and financial efficacy, and that now is the 
moment to consolidate the service base. In essence, ‘no gain without pain’ must 
now be seen to pay dividends for the hospital and for its catchment community. 
The chief executive of BSUHT’s vision is for the PRH and the RSCH to work in 
tandem, building on their relative strengths. The two acute hospital units will 
complement one another in their functioning. 

84. The BSUHT envisages the PRH remaining as a full acute hospital with an 
unselective intake of patients (with the exception of major bleeds). The A&E 
department would continue functioning as today, but strengthened in various 
ways. For example, the night-time cover arrangements would be improved by 
reviewing the level of junior doctor and on-call consultant cover. The out-of-hours 
cover might be improved by working with the local GP service to achieve a form 
of co-located working based on the PRH site. 

85. The services of acute medicine, outpatient and ambulatory care, and elective 
surgery would all be delivered from the PRH at the same level as today. The 
PRH plays a critical part in the delivery of planned elective surgery for the Trust. 
It undertakes all the elective surgery for both the RSCH and the PRH 
catchments, and the hospitals trust sees that as an essential part of the on-going 
offering at the PRH. The campaign welcomes this commitment, particularly as it 
is seen as financially viable by the Trust.       

������������������������������������������������ �
�� �See public statement issued by the BSUHT on 6 November 2007.  
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86. The BSUHT, as part of its modelling, is striving to find solutions for two other 
major components – ITU and maternity services 

 
Intensive care 

87. The indications are that ITU will be maintained on site, but there has been  
clinician discussion - which continues - as to the appropriate level for delivery of 
that service. The campaign understands that the trust is seeking a robust 
solution. The difficulty lies in definition. The suggestion is that an on-site 
consultant intensivist presence will be maintained during daytime hours with, out-
of-hours, an anaesthetic registrar supported by an on-call intensivist. The unit 
would retain HDU (L2) beds, and L3 treatment would be available off-site (at the 
RSCH) via a special intensive care mobile unit staffed by specialist personnel. 
There are, however, disadvantages to this model.  

88. First, it does not command the confidence of acute physicians at the PRH. 
Clinicians are concerned that the model leaves unresolved issues of safety and 
sustainability. Physicians believe that an unselected medical take would be 
unsafe if Level 3 were not immediately available on-site. In the 2002 study by the 
Royal College of Physicians the “lack of provision for critical care appeared to be 
the most important single concern of physicians working in isolated medical 
services”.51 That concern is mirrored by experienced physicians at the PRH. 
Without adequate on-site back-up patient care is compromised. 

89. Secondly, there is genuine concern around sustainability. There are several 
facets to this: 

(a) although HDU at L2 may be sufficient for post-operative care, ITU at L3 
is needed for a broader care spectrum. Under the model that would 
only be achieved by transfer to the RSCH. Maintaining the transfer 
service would be expensive in terms of money and person-time;52 

(b) loss of L3 facilities could give rise to a loss of skilled personnel in the 
A&E setting; 

(c) viability of the respiratory ward could be endangered, and it would be 
increasingly difficult to sustain the remainder of the acute medical 
provision; and 

(d) there would be a general de-skilling of core medical staff, especially 
nurses.  

90. The BSUHT indicate that removal of L3 from the PRH is not driven simply by the 
relocation of neurological science services from Hurstwood Park to the RSCH by 
2012. It believes the model indicated above is both necessary and sustainable, 
subject to a significant caveat: that the revised level of service will itself be 

������������������������������������������������ �
�� �See Isolated Acute Medical Services (RCP, June 2002), para 4.2. 54% of clinician respondents 
described “clinical risk issues due to lack of critical care facilities or anaesthetic cover”: ibid., Summary 
at p.v. 
�� �Initial capital outlay on a single mobile unit would be in the order of £100,000, and that would have 
to be supplemented by the various revenue running costs (on-going provision of trained paramedic 
crew, vehicle maintenance costs, etc). 
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reviewed in 3 years time. Again, that is a cause of major concern to the public 
because it presages a short-term solution followed by further downgrading.  
 
Maternity services 

91. The BSUHT believes that maternity services at the PRH in their present form are 
not sustainable. Put simply, the Trust feels that the number of births at the PRH 
should be increased from the present level of 2,400 to somewhere in the order of 
3,000. However, delivering that level of service requires two things to happen. 
First, the number of GP referrals to the PRH needs to increase. Secondly, the 
increase would overstretch the present consultant capacity. The campaign 
believes that both of these issues can be addressed. 

92. The number of referrals will be, at least in part, a self-correcting solution. Given 
the consequences of possible relocation of consultant-led maternity services in 
Eastbourne (discussed above) there would inevitably be a partial westerly flow of 
births into the BSUHT. A proportion of those, from the northern part of the 
Eastbourne catchment area (Uckfield, Heathfield and parts of Lewes district), 
would naturally gravitate towards the PRH maternity unit. Likewise, in the event 
that Worthing were downgraded to LGH status (which the campaign does not 
advocate) a proportion of its birthing catchment would also move towards the 
RSCH and the PRH. Over and above this, the consultant obstetricians and the 
midwives at the PRH are presently engaged in an exercise to bring to the 
attention of GPs in the locality the benefits which are to be obtained for expectant 
mothers by referring them direct to the PRH for a range of pregnancy-related 
services. Against this backcloth, the GPs should be able to work towards a 
commissioning plan which will commit to generating sufficient referrals. 

93. The second element is an issue of capacity. As explained earlier in this response, 
the consultant obstetricians at the PRH are confident that they can continue to 
deliver a safe and sustainable service at present or similar manning levels, and 
that they will be able to absorb up to 3,000 births on-site. The task would be 
made easier if a fifth consultant post was unlocked, but the obstetricians espouse 
a variant on this model. 

94.  A stand-alone midwife-led unit at the PRH could only safely carry about 350 
births per year. If that were implemented the displacement to the RSCH and 
beyond would be significant. However, a safe and sustainable service (for the 
long term) could be achieved by adopting a co-location model. This would involve 
the creation of two units on the PRH site, in close proximity to each other. One 
unit would be consultant-led, carrying in the order of 2,500 births. With present 
staffing levels it would be safe and would comply with Royal College guidelines. 
The second unit would be midwife-led. Given the proximity of the unit, it could 
safely carry more than the 350 births for a stand-alone unit. The probability is that 
it could carry safely up to 500 births. With a consultant-led unit immediately 
adjacent births which become complex unexpectedly could receive consultant 
expertise and care. The effect of these two units working in close proximity and 
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partnership would mean that the PRH could safely carry up to 3,000 births within 
its existing resources. The campaign supports this model.  

 
Summary 
95. The local acute hospital model delivers a range of services which is more rich 

than the LGH model, but which lacks valuable aspects of the DGH model. Its 
range of delivery can be summarised in matrix form (see table below). 

 
 

 

 
96. To this table should be added reference to outpatient and ambulatory care 

patients (including pre-surgical) who account for some 70,000 patients at the 
PRH. This element of the service is not prejudiced by the local acute hospital 
model. 

97. The campaign welcomes the positive aspects of the proposed model, but has 
considerable concerns about the solutions postulated for ITU and maternity. 
Unless these aspects are rectified in line with the suggestions outlined above, the 
campaign does not believe that this model will serve the public interest. 

 
 
 
 
 
 

 

 
SERVICE 

District general 
hospital (in PRH 
form) 

Local acute 
hospital 

Local general 
hospital 

 
A&E 
 

Partial A&E (excl. 
surgical) 
 

Partial A&E (excl. 
surgical) 

UCC only 

 
ITU 
 

Level 3 (full ITU) 
 
 

Level 2 (HDU) None 

 
Acute medicine 
 

Significant (incl. 
emergencies) 
 

Significant (incl. 
emergencies) 

Reduced (excl. 
emergencies) 

 
Maternity 
 

Obstetrician 
consultant-led 
 

Possibly midwife-
led 

Midwife-led 

 
Elective surgery 
 

Complex Complex Non-complex 
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PART 6 
Option D: the missed opportunity 
 
98. The PCT has indicated that it would welcome proposals from the public for a 

fourth viable option. It should be said from the outset that that offer lacks 
substance. The responsibility in a reconfiguration exercise of this nature lies with 
the promoting body to explore all the options and to evaluate them properly. It is 
naive (at best) to suggest that the PCT is only really seeking to engage in a 
debate with the public. The public does not have at its disposal the resources 
available to a professional publicly-funded organisation. It can only form a 
judgment on the facts and figures presented to it voluntarily or under the 
Freedom of Information legislation. 

99. The onus of proof that a reconfiguration is necessary, or that the selected final 
option is safe and sustainable, lies firmly with the PCT (and the SHA). That onus 
cannot be shifted, either in fact or tactically, by seeking to suggest that it is for the 
public to come forward with alternative proposals from a non-professional base. 

100. Having said that, there are two other matters that do have to be said. First, 
that the present reconfiguration is misconceived (and arbitrary). Secondly, that 
there is a viable fourth alternative for the PRH which should be explored and 
which opens a new window of opportunity for both the Hospitals Trust and the 
PCT. 

 
Misconceived exercise 
101. The West Sussex FFF programme works within artificial and arbitrary 

boundaries. It embraces three district general hospitals (Chichester, Worthing 
and Haywards Heath) but it omits the foundation hospital at East Grinstead (the 
QVH). It seeks to include the PRH which is only part of a larger Acute Hospitals 
Trust (the BSUHT). It fails to have regard, adequately or at all, as to its impact on 
the residents of East Sussex, and it fails to take account , adequately or at all, of 
the acute hospital developments within that county. It is a misconceived exercise. 

102. Best Care, Best Place concluded the review of hospital services at the PRH, 
and led to a Ministerial assurance that the services (especially A&E) would not be 
tampered with again.53 Although Best Care, Best Place had it faults, the 
campaign understands that repatriation of services to the PRH at this juncture is 
not a viable option. But in the option D outlined below the campaign will seek to 
demonstrate that there is a significant opportunity for the PRH to take on a new 
and enhanced role making it very much fit for the future.  

103. Best Care, Best Place impacted principally on surgical emergency services. It 
allowed the PRH to consolidate its remaining acute services, which it has done. 
The vision for the PRH is that it is an integral DGH player in the delivery of acute 

������������������������������������������������ �
�� �See per Mr John Hutton MP, Minister of State at the DoH: “There is no question of A and E services 
[at the Princess Royal Hospital] being downgraded or becoming a minor injuries unit. That is not going 
to happen”: Adjournment debate (HC), reported in Hansard vol 432 part 55 col 383 (16 March 2005).  
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hospital services for the people of Brighton & Hove and central Sussex, working 
with its partner RSCH. The PRH and the RSCH are able to deliver this service 
because they are run and managed by a single hospitals trust. 

104. Similarly, in East Sussex the Eastbourne and Hastings DGHs are working in 
tandem. The present reconfiguration for maternity services in that county are 
focussed on the relative strengths of those two acute hospitals. They are 
encompassed within a single hospitals trust which provides flexibility in the use 
and disposition of its services.  

105. In West Sussex the FFF exercise should have concentrated only on the 
services delivered at Worthing and Chichester DGHs. Those hospitals mirror the 
Eastbourne-Hastings service providers in East Sussex. The campaign believes 
that both those hospitals (as well as the PRH) should retain their full DGH status. 
But there may be models in which enhanced partnership working could be 
achieved, benefitting the western county catchment, and in which economies of 
operation (sharing managerial and administrative, diagnostic and laboratory, and 
general support services) might be achieved in order to provide financial savings 
and a more holistic pattern of service delivery. But more important, a model which 
promotes the sharing of best clinical practice is worthy of serious exploration.  

106. There are natural geographic and transportation links between those two 
urban centres which are missing from the PRH. The PRH’s natural community 
links are north-south via the A23 and the railway, and east-west via the A272.  

107. The campaign believes that inadequate thought has been given by health 
service planners to the opportunities for linkages between acute hospitals, and 
has focussed too greatly on models which seek to change the size and status of 
the hospitals. In the past, concentrating services through service reconfigurations 
has been seen as the way to produce management and operational costs, and to 
make efficiency savings. But in fact researchers have cast doubt on this 
approach, and have recommended that the creation of managed clinical networks 
(with staff working collaboratively across hospital sites to design and deliver 
pathways of care) is a surer solution.54 

108. In essence, the PRH should be removed entirely from the present FFF review. 
The BSUHT should be allowed as an internal exercise to find solutions which will 
strengthen the purpose and functioning of the PRH so as to enable the trust as a 
whole to provide high quality services to the Brighton & Hove and West Sussex 
PCTs as service commissioners. The Hospitals Trusts across the board should 
be empowered to manage this process and to negotiate with commissioners the 
right manner of delivery and tariff prices for individual patient episodes. 

109. For Sussex as a whole the service delivery configuration might be termed the 
fleur de lys model: the RSCH-PRH partnership at the centre on a north-south 
axis, flanked by the Eastbourne-Hastings partnership to the east and the 
Worthing-Chichester partnership to the west.  
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The fourth option model 
110. The campaign (and the public which it serves) strongly believes that the PRH 

should remain as a fully functioning DGH. We believe that there is a major 
window of opportunity now to consolidate and to build upon the PRH’s many 
strengths, not least of all its strategic geographic position which allows it to 
provide services to the communities of central Sussex and of Brighton & Hove. 
The campaign sees the fourth option model as district general hospital-plus (or  
DGH-plus). 

111. DGH-plus will offer the same range of services as are delivered on site today, 
but will do things in a slightly different way which will acknowledge its partnership 
with the RSCH and with other bodies (such as the QVH in East Grinstead). Put 
simply, the DGH-plus model would deliver these services: 
·  A&E at its present level, excepting surgical emergencies (which would 

continue to go to the RSCH as the critical care hospital-designate) 
·  Full acute medical services, including ITU at Level 3 
·  Full elective surgery for complex as well as routine cases 
·  Full outpatient and ambulatory services 
·  Full diagnostic services 
·  Comprehensive maternity services delivered through co-located consultant 

led and midwife-led units. 
112. For the reasons explained earlier in this response, only this menu of services 

will ensure the delivery of safe and sustainable acute hospital services for central 
Sussex.  

113. However, the DGH-plus model can be much more than sum of its parts. First, 
a secure future for the hospital and its staff will engender far greater job 
satisfaction, professionalism and staff retention. The hospital will need to become 
a fully integrated part of the acute Hospitals Trust, ensuring that best practice is 
shared across both sites through staff rotation and enhanced staff networking. 
This may involve some cultural shift within the organisation, but each hospital 
(the PRH and the RSCH) should be seen as providing mutual support for the 
long-term benefit of patients. 

114. Secondly, there is an opportunity for clinicians to seek out best clinical 
practice from elsewhere in the UK (in acute medicine and maternity) and to work 
with the Trust Board to invest in the piloting and exploitation of that practice. This 
has been done previously (for example, in obstetric practice) and it provides an 
opening for clinicians and managers to work with one another to share such 
practice across the hospital sites. Moreover, by virtue of being an integral part of 
an Acute Teaching Hospitals Trust, the PRH is already linked with the 
universities’ medical faculties. This provides a further source of learning and 
expertise. 

������������������������������������������������������������������������������������������������������������������������������������������������������� �
�� �See Ferguson, et al. Eighth report: Concentration and Choice in the Provision of Hospital Services 
[an international literature review] (NHS Centre for Reviews and Dissemination, University of York, 
1997), and Acute Services Review Report (Scottish Office, 1998).  
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115. Thirdly, the PRH has the potential to widen its offering of specialist services 
for which there may not be physical capacity on the RSCH site. This can be 
achieved by two routes: 

(a) The Queen Victoria Hospital in East Grinstead is located in Mid Sussex. It 
is an acute hospital which delivers world-class services in a range of 
specialisms, especially in burns and plastic surgery. That hospital already 
has links with, and provides services within, a range of settings outside its 
own site. For example, breast reconstructive surgery is delivered in 
Brighton as a full service.55 The Foundation Trust is interested in 
expanding this off-site provision in order to make its expertise more widely 
available to patients. There is an opportunity for it to provide plastic 
surgery (in conjunction, for example, with orthopaedics in instances of 
lower leg trauma), skin cancer and dermatology services at the PRH. The 
two Trusts are presently exploring whether such partnership arrangements 
can be put in place in a relatively short timeframe.  

 
In the same way, clinicians from the PRH are able to visit the QVH in order 
to work alongside the Trust’s clinicians. For example, a consultant 
physician from the PRH presently works with colleagues in the QVH’s 
sleep disorder centre. There are a range of opportunities which can be 
reviewed. The QVH has 10 operating theatres with spare capacity for 
elective day-case surgery. The hospital could provide additional outpatient 
clinics using visiting consultants.56 The campaign commends this 
innovative thinking. 

(b) The PRH has led in specialist innovation, particularly in the treatment of 
chronic illness. The hospital is a Sussex centre for a chronic fatigue 
syndrome clinic which facilitates the management and treatment of the 
condition. This clinic has the potential for expansion as a regional 
resource. The hospital has the physical capacity to host other specialist 
clinics – for example, to become a regional centre of excellence for 
dermatology, which could be consolidated on the PRH site (using existing 
trust-based and external clinical resources) and expanded. 

116. Cumulatively, these two routes open up a valuable opportunity to expand the 
PRH into areas of niche clinical practice for which the hospital (in terms both of its 
physical estate and its pleasant environment, and its wider facilities) is superbly 
placed. These clinics could run alongside the existing menu of acute services 
and, in themselves, would provide the opportunity to develop new one-stop 
facilities for patients with interlinked conditions (building, for example, on the 

������������������������������������������������ �
�� �See Building on our Foundations: Annual Report 2006/07 (Queen Victoria Hospital NHS Foundation 
Trust, 2007) table of services at p6. 
�� �The various possibilities have already been canvassed with the chief executive of WSPCT in 
correspondence from the QVH Chief Executive. That correspondence emphasised the Trust’s belief 
that what was missing from the present FFF consultation was “the impact of the proposals on the 
quality of care and ease of access for the patient”. 
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successful endocrinology and maternity model).57 The campaign believes that, in 
this regard at least, FFF has provided a window of opportunity which should not 
be wasted, and which should contribute to the future well-being of the PRH as a 
DGH-plus. 

 

������������������������������������������������ �
�� �Described earlier in this response. 
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PART 7 
The financial hurdle 
 
117. The campaign accepts that the delivery of acute health services must be 

configured in such a way that best value for money is achieved. It does not 
accept, however, that finance should be either an overriding factor or a principal 
determinant. At the end of the day, clinical safety and accessibility of services are 
the only criteria which count.58 

118. With the exception of the Brighton & Hove City PCT, all the health bodies (the 
three Hospital Trusts and the West Sussex PCT) are in a poor state of financial 
standing.59 That clearly has to be rectified but, again, that cannot be at the 
expense of proper patient care. 

 
Overview of options A to C 
119. Having identified its original long list of options, the PCT applied three 'hurdle 

criteria', including financial sustainability, in order to evaluate those options  and 
to reduce the list to a short list.  By financially sustainable the PCT meant that 
"the cost of each option was worked out and assessed as to whether it would 
deliver a financial 'break even' situation in the long-term, for local NHS 
organisations".60 'Long term' appears to mean over the next five years until 2012. 
'Break even' seems to be evaluated in terms of on-going revenue costs. 

120. Applying the financial 'break even' test to the nine options identified in the 
consultation document, three passed both the financial and the clinical hurdles 
(and thus became shortlisted viable options), two appeared to pass the financial 
hurdle but failed the clinical,61 two appeared to fail the financial hurdle but may 
have surmounted the clinical,62 and two appeared to fail both the financial and 
the clinical hurdles.63  

121. The Consultation document says very little about financial sustainability as a 
key determining criterion. At page 45 (under public concern "There is too much 
emphasis on affordability") there is a bland response encompassing the need for 
the local NHS to live within its allocated means and to use resources "as 

������������������������������������������������ �
�	 �If a service is not easily accessed by patients, or access involves delay in securing urgent 
treatment, the service is neither safe nor effective.  
�
 �See Audit Commission national report on health Review of the NHS financial year 2006/07 (Audit 
Commission, October 2007 at App 2 setting out the auditors’ local evaluation scores for the financial 
year. Under “Financial standing” the Brighton & Hove PCT scored 3, but all the other bodies scored 1 
(the lowest possible). The West Sussex PCT reported an overspend exceeding £10 million against 
their revenue resource limit: ibid., Table 4 on p9.   
�� �Consultation document, p4. 
�� �PRH becoming an MGH, Worthing and Chichester both LGH: see Consultation document, App 3, 
option (2); and Worthing and Chichester becoming MGHs, PRH becoming an LGH: ibid., App 3, 
option (4). However, according to the paper Longlist to shortlist of options before the PCT Board on 
25.6.07, neither of these options appears to have been financially evaluated simply because they 
failed the first (clinical sustainability) hurdle.  
�� �Ibid., App 3, options (1), (3). According to the PCT Board paper, both options (1) and (3) passed the 
clinical test but were borderline on failing the financial test. 
�� �Ibid., App 3, options (5), (6). Option (5) is the DGH status quo model.  
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efficiently as possible", and in Appendix 4 (supporting documents, pages 71, 72) 
there is reference to the West Sussex PCT investment plan and financial 
modelling for options. These documents are available by drilling-down on the 
www.southeastcoastfff.nhs.uk website to the various sub-levels under the heading 
West Sussex, although ease of access is not high. 

122. The key papers containing financial data are three reports to the PCT Board 
(and the South East Coast SHA) meeting on 25 June 2007.64 The first report 
contains a section on 'Underlying commissioning strategies and financial 
modelling' [section 5.1, 5.2] which contains a summary of the projected financial 
position of the two affected PCTs (West Sussex and Brighton & Hove) prior to 
any changes being made. The second report (equally brief) is the 'West Sussex 
Investment Plan' and the third report (as an annex to the substantive report on 
'Options for change') sets out in some detail the 'Financial implications [of the] 
reconfiguration options'. 

123. The third report contains data relating to four options, ie the three finally 
shortlisted options in the consultation document, plus the discarded option 
relating to Worthing as an MGH, with both Chichester and the PRH as LGHs. 
Options 1, 2 and 4 in this paper equate to Options A, B and C in the final 
shortlist. Neither this report nor any other publicly available document appears to 
contain data supporting the rejection of the other five options. All the public 
seems to have is the extremely brief analysis contained in the Longlist to shortlist 
of options paper (see above). That paper suggests that there were only two 
components in the financial sustainability test, viz. 
·  Projected surplus in 2012/13 across Acute Trusts is positive and higher 

than baseline 
·  Revenue consequences of capital requirement is affordable. 

      There is, however, no obvious indication of how these components operate and 
how the raising and allocation of capital investment would be handled. The 
emphasis appears to be on revenue issues. 

124. The reconfiguration options do have significant capital consequences. 
Enormous capital investment will be required at the RSCH in order to bring it up 
to Critical Care Hospital standard by, or before, 2012. In order to bring the A&E 
department up to a level - both in terms of capacity and supporting services - 
whereby it can take on the whole of the PRH's A&E, some £80 million has to be 
found and to achieve overall critical care status, involving the moving of 
neurosciences away from Hurstwood Park in Haywards Heath, the estimated 
cost is in the order of £215 million. To date, apart from rationalisation of its estate, 
the Trust has no obvious source for this capital investment. 

125. The campaign (and the public it serves across central Sussex) has long 
believed that the BSUH Trust views the PRH and its site as an asset which has 
potential to be stripped and its proceeds reinvested in Brighton. On top of that, 

������������������������������������������������ �
�� �The same substantive report seems to have gone to both meetings, each held on the same day. 
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the BSUH has since its inception carried a significant revenue deficit. As at the 
end of 2006/07 that deficit stood at £5.3 million (down from £11.29M at the end 
of 2005/06). Likewise, the West Sussex PCT, running in deficit (2006/07 £12M), 
is significantly cash-challenged. 

126. The PCT asserts that the present reconfiguration exercise (and the options it 
espouses) is not driven by financial factors. However, as indicated above, 
financial sustainability for individual options is a primary hurdle. Failure to 
surmount that hurdle means that the option vanishes. A review of the third paper 
(on financial implications) shows that finance will play a major role as a 
determinant. The indications are that if all other factors for a particular option 
were equal - or nearly equal, given that there must be a degree of subjectivity in 
assessing issues of clinical sustainability and accessibility - finance would tip the 
scales. Thus, in terms of projected revenue  consequences, the summary table 
appears to show option 4 (the new option C) as producing the best revenue 
surplus at £48 (reduced to £34 when the scaling factor had been applied) for the 
four acute hospitals in the reconfiguration frame. That option far outstrips even 
options 1 and 2. It is clear from the analysis in this table why option 3 dropped 
away at the last moment.  

127. For the BSUH Trust alone, the financial evaluation (in terms of revenue) 
points in a similar direction. It is clear from the 'Summary financial implications' 
tables for the original options 1 to 4 that, for the Trust as a whole (aggregating 
the figures for the RSCH and the PRH), option 1 produces a zero figure, option 2 
produces a minus figure (-£10M), option 3 (now discarded) produces -£19M, and 
option 4 produces a plus figure (£10M). In other words, the new option C comes 
out on top, and replicates the benefits which would flow to the PCT as a whole if 
that option were adopted.65 

128. It should be said at this juncture that in the footnote to the four option tables 
the PCT has extrapolated data relating to the "anticipated" contribution to the 
surpluses of "NHS Trust[s] outside of West Sussex, Brighton and Hove". For 
option 1 (now A) the contribution could be up to £24M; for option 2 (now B) it 
could be up to £4M; and for option 4 (now C) it could be up to £7M. The table 
fails to make clear which trusts are likely to benefit from this largesse, but the 
probability is that it means the Surrey and Sussex Trust (the Redhill MGH) and 
the Portsmouth Trust (the Portsmouth MGH). Inevitably, these trusts will need 
additional revenue and capital support from the West Sussex reconfiguration if 
they are to handle a proportion of the displaced patients. Whether the South 
East Coast Ambulance Service NHS Trust also obtains a share (which they will 
almost certainly need in order to deliver a greatly enhanced service) is equally 
unclear. The Ambulance Service presently receives £22M from West Sussex 
PCT, and it is envisaged that that figure will increase to £25M in 2007/08 and 

������������������������������������������������ �
�� �The BSUH figures are shown in the table as 'BSUH excluding PRH' and 'PRH'. The figures cited 
above are those used which assume only a 60% delivery of the FIMs plans in 2007/08 (in other  
words, they are probably the more realistic) 
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finally to £30M by 2012/13. That increase is thought to be inadequate to sustain 
the additional pressures put upon it.  

129. Option C, of course, downgrades the PRH to the lowest level of community 
hospital. If that were to come about, it would afford the BSUH Trust the best 
opportunity to rationalise the PRH site by selling off surplus land and buildings 
for commercial redevelopment. That in turn would realise at least a measure of 
the capital  needed for reinvestment on the RSCH site. But there almost certainly 
would still be a shortfall.66  

130. The capital position for the BSUH Trust is foreshadowed by the final table in 
this sequence of tables (see page 34). The table sets out the 'Estimated capital 
expenditure implication of options'. Under the entry for the BSUH Trust, two 
aspects are evident. First, options 1 (ie A) and 4 (ie C), the highest sale 
proceeds of £24 million are realised by sale of the PRH. So, at face value the 
options are at level-pegging. But, secondly, when looking at the capital costs 
involved in achieving critical care status, option 1 (at £63.6M) is considerably 
cheaper than the option 4 provision (at £117.1M). Those figures flow through to 
the total estimated capital cost, putting option 1 at £151.3M, as opposed to 
option 4 at £204M. On that basis alone, option A - as it is now - comes out as the 
clear front-runner in terms of capital so far as the BSUH Trust is concerned.67 

131. The Campaign believes that the BSUH Trust has privately indicated to the 
PCT68 that it does not wish to close the PRH at this stage, simply because it 
does not have anywhere near the capacity at the RSCH site to subsume the 
PRH's activities. However, on past performance there is reason to believe that 
the salami slice approach will continue to work and that gradually the Trust will 
wish to downgrade the hospital to an absolute minimum.  

 

Wider context  

132. The financial implications need also to be seen in their wider context. Not only 
would implementation of any of the options now on the deck impact on the four 
acute hospitals (three in West Sussex) but there would be significant 

������������������������������������������������ �
�� �The probability is that the cost of further building at the RSCH in Brighton would have - either in 
whole or in part - to be met from PFI funding. That form of funding (which is in essence a mortgage) 
would have significant ramifications for the Trust's year-on-year revenue budget. On top of that, the 
Trust has expended £ 36 million on financing the relocation of the Royal Alexandra children's hospital 
(The Ark) which has been funded from PFI and which will continue to be a heavy drain on revenue 
resources for at least 20 years. An issue arises as to whether that existing cost commitment has been 
properly factored into the various financial scenarios. The 2006/07 Annual Report for BSUHT (p21) 
makes clear that the new children’s hospital “is the cause of the Trust’s forecast £4.5M deficit for the 
coming year”. The Trust is (it says) striving “to achieve a sustainable solution” for this key facility. 
�� �� oth options A and C involve downgrading the PRH to mere community hospital status which, for 
both the Campaign and the public, is the absolute worst option. The least worst option here, of 
achieving LGH status, is option 2 (B), and for the BSUH Trust that comes out at an estimated £64.2M 
more expensive than option 1. Its viability therefore looks less than encouraging.  
68 Now publicly affirmed by the BSUH Trust at a West Sussex PCT meeting in Haywards Heath on 
26.9.07. 
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ramifications for West Sussex County Council’s Social Care Services and for the 
primary care outlets across the county (principally GP surgeries). It is far from 
clear how these implications have been worked into the evaluation process. For 
example, there is a real risk of cost-shunting as services are moved out of the 
acute sector into primary care and then towards social care (where nursing care 
by registered nurses is not required).69 In West Sussex the county council's 
actual budget for Adult Services in 2006/07 is £4.5 million below its commitment 
level.70 

133. Much of the reconfiguration - especially accident and emergency, and 
maternity - relies heavily upon the capacity and responsiveness of the 
ambulance service (which is delivered by the South East Coast Ambulance 
Trust). As presently resourced the ambulance service for Mid Sussex performs 
well below acceptable levels. Much of the emphasis in the consultation 
document is on paramedics reaching the scene quickly and administering first 
line care which will achieve patient-stabilisation. In practice, the ambulance 
service fails to achieve an adequate response (8 minutes attendance at the 
scene) for Category A patients who are faced with life-threatening conditions. In 
the period April to December 2006 the response rate dropped from 64.5% to 
61.5% as against a national requirement of 75.5%. Linked to that, only 1 in 5 of 
ambulances across West Sussex carry trained paramedic personnel (as 
opposed to technicians) who are capable of administering drugs (eg for heart 
attacks or strokes) and intravenous fluids.71 In other words, the ability of 
ambulance crews to stabilise patients before what will become an increased 
journey (with increased journey time) to an appropriate A&E facility will be 
seriously compromised without major injection of training and resources.  

134. The Ambulance Trust itself has said in its letter to the PCT (dated 23 April 
2007 - see letter appended to report to PCT Board, 25 June 2007, item 6) that 
the Ambulance Trust's engagement in the Fit for the Future process "is 
dependent upon the provision of appropriate resources to enable the Service to 
plan and implement the required outcomes". There is, however, no detailed 
indication either in that letter or in the body of the consultation document as to 
how the requirements are to be resourced in terms of either capital or revenue. 
Little of the capital and revenue liberation (as canvassed in the background 
papers) suggests a measure of reinvestment in the ambulance service 
infrastructure. Instead, it appears to focus on the remaining larger hospital 
units.72 The sum total for investment in the Ambulance service appears to be 
£5M.73 

������������������������������������������������ �
�
 �See Health and Social Care Act 2001, s49 excluding such care from local authority responsibility.  
�� �Source: WSCC Social Care Services (June 2007). The shortfall impacts upon services for persons 
with physical and sensory impairment, elderly persons, and persons with learning difficulty.  
�� �In Mid Sussex on any one shift (approximately 12 hours) there are three ambulances (two stationed 
at Haywards Heath and one at Burgess Hill) and, of an operational crew of 6, only one individual will 
be a paramedic. Of the 21 staff based in HH & BH, only two at present are qualified paramedics.  
�� �It does not appear to include the additional investment which may be required in the smaller 
hospital units, such as Crawley Hospital (already downgraded from its earlier DGH status, and later 
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135. On the PCT's own clinical figures,74 of the 28,430 A&E attendances in 
2005/06, only 7,960 arrive by ambulance. Of the 20,470 who walk into A&E, 
some 10,235 actually have a need for A&E facilities rather than something less 
(which could be delivered by an urgent treatment centre). If the reconfiguration 
removes A&E from the PRH, those 10,235 patients are going to require 
expedited transfer to the RSCH or another hospital with MGH/A&E status. 
Inevitably a small proportion may still be able to make their own way to another 
destination, but a significant number are going to have to be transported by the 
ambulance service. That has immediate and substantial resource implications for 
the Ambulance Trust.  

136. Without the investment required in social care, primary care and ambulance 
services, implementation of the reconfiguration options would produce (in the 
campaign's view) a health regime which is both unsafe and financially 
unsustainable right from the outset. 

 
The option D position 
137. Delivery of the DGH-plus model espoused by the campaign is feasible, for two 

key reasons. 
138. First, it involves the PRH as part of a much larger Acute Hospitals Trust. 

Although responsibility for commissioning (and therefore payment) of services 
lies at PCT level, operationally the Acute Hospitals Trust is responsible for 
service provision. It is for that Trust to decide upon the apportionment and 
disposition of  services across its two major sites. In this context it is an 
autonomous body and, ultimately, decision-making as to the appropriate manner 
of delivery is a matter for the trust alone. Of course, the trust must ensure that its 
operational delivery is both sustainable and economical, and there are checks 
and balances in place within the wider NHS community to monitor that situation. 

139. The BSUHT has ultimate management responsibility for the two acute 
hospitals within its remit. That Trust has already indicated strongly that several of 
the key ingredients found within a DGH should be retained at the PRH (A&E, 
intensive care, acute medicine, elective surgery, comprehensive outpatients). 
The BSUHT sees these services as complementing those on offer at the RSCH, 
and its vision is for the two acute hospitals to work in a relationship which is both 
symbiotic and synergistic.  

140. Secondly, the financial position within the BSUHT will have significantly 
improved by 2012/13. The PCT’s analysis shows that, for the BSUHT’s baseline 
financial projection, by 2012/13 the Trust will have a revenue surplus of £5.88  
million.75 Elsewhere in PCT papers that figure is rounded up to £6 million. Within 

������������������������������������������������������������������������������������������������������������������������������������������������������� �
transferred out of an Acute Hospitals Trust into the West Sussex PCT) which may have to pick up 
acute work if the A&E is lost at the PRH in Haywards Heath (less than 10 miles distant).  
�� �See, and compare, the Consultation document pie diagrams on pages 9 and 24. 
�� �See Report from the Clinical Reference Group for Accident and Emergency/Urgent Care, 
(appended Table 2 on estimated A&E need). 
�� �This figure is for the retained surplus, post-PDC. 
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that calculation it is assumed that the trust will still be in deficit to the tune of £4.5 
million in the current year (2007/08), but the Trust is presently forecasting that it 
will actually break even within that year. 

141. In other words, the indications are that - without any of the changes foreseen 
by the FFF programme - the BSUHT will be in a financially sound position well 
before 2012/13. From that, it follows, the Trust will be able to sustain its present 
menu of services at the PRH (and the RSCH) without the need for major 
reconfiguration. 

142. Likewise, on the baseline projection, for the West Sussex PCT the deficit 
position shown for 2006/07 (at £12.67 million) will turn round to a surplus of 
£36.65 million by 2012/13. The FIMs plan already includes within it £25 million 
worth of contingency for under-delivery of recurrent cost savings in 2007/08 
(calculated as at May 2007).  

143. Against this backcloth it is clear that the BSUHT cannot only deliver the local 
acute hospital model it is presently suggesting, but could continue to fund the 
DGH model as today. Over and above that, the BSUHT will need to investigate 
the potential for an enhanced revenue stream which could be generated by 
partnership working with the QVH at East Grinstead (discussed earlier in this 
response).      

 
Footnote 
144. The PCT will be well aware that during the consultation period financial and 

other work has been going on within the organisation to finesse the financial data 
which has been place in the public arena. It has been difficult for the public, and 
the organisations representing the public, to understand the direction of change 
which these deliberations presage. For example, the need for revenue and 
capital investment in the ambulance service is almost certainly understated, and  
yet that plays an important part in the overall robustness of the financial data (and 
the decisions which will be based upon it).  

145. There are also strange anomalies in the figures which the PCT made 
available. For example, there is a significant admitted error in the table 
summarising the baseline position for the West Sussex health economy (under 
‘cumulative positions’). The figure given for 2012/13 is £3 million, but only in 
recent days has that been corrected to £20 million. No public explanation has 
been provided as to the nature of the change or as to its overall impact. 

146. In these circumstances it is unreasonable to expect the public to be able to 
provide detailed comment on the financial implications of the present proposals. 

147. It should also be said that the expression of willingness by the PCT to 
consider and evaluate alternative options needs to be seen in its real context. 
The hospitals of Worthing and Chichester (and their catchment communities) are 
at least being offered the possibility of upgrade to MGH status. That offer does 
not extend in any way under the proposals to the PRH and its community. In 
other words, the onus to provide an alternative model lies entirely with the PRH 
community. That places a disproportionate and unreasonable burden on the PRH 
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community. It also places that community at a significant disadvantage in the 
evaluation process. 

148. The campaign for the PRH has engaged the support of professional academic 
researchers in the field of health policy and economics.76 The evaluation work is 
presently on-going, but has been hampered in part by the lack of reliable and 
easily accessed data in the public domain. The campaign, in making the present 
substantive response to the PCT’s FFF proposals within the formal consultation 
period, reserves the right to provide supplemental material (within a reasonable 
period following 14 November) to the PCT and its evaluation team for 
consideration.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

������������������������������������������������ �
�� �Professor Allyson Pollock and team at the University of Edinburgh’s Centre for International Public 
Health Policy. 
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PART 8 
The consultation process 
 
149. The consultation process for FFF has given rise to a number of concerns, 

some of which have arisen from the outset. The concerns fall into two main 
categories:  

those relating to procedure and presentation 

those relating to substance. 

150. The campaign does not wish to over-emphasise these concerns but, by the 
same token, the point has to be made that they do go to fairness and adequacy 
of the consultation process. In that sense they are an integral part of this 
submission. 

 
Procedure 
151. The PCT has produced a consultation document, and has made various 

supporting documents available via its website. Although the consultation 
document is not insubstantial, details of the proposals and their effects on 
communities are relatively slim. Much of the information provided is simplistic. 

152. Detailed documents have been made available on the website. However, the 
nature and range of those documents is not set out in the consultation document. 
For those individuals without access to the internet a support unit has been set 
up which will provide hard copy versions of the documents. 

153. The difficulty for members of the public without such access (particularly those 
who are elderly or live in constrained economic circumstances) is that they do not 
know the range or type of documentation available. In no sense, therefore, is the 
supporting documentation universally accessible. Individual callers have to try to 
describe the type of information they are seeking. That has produced mixed 
results. The support unit itself has been significantly challenged by the range and 
numbers of enquiries, and that has led to a substantial backlog. Again, access to 
information delayed (within the context of a time-limited consultation) is 
tantamount to information denied, particularly if the information is required in 
order to refine a further line of enquiry.  

154. The data on the website has been adjusted and supplemented by the PCT 
from time to time, but no clear indication has been provided as to the nature of 
the adjustment and the consequences which flow. Moreover, the data generally 
has lacked any narrative or commentary explaining in lay terms the data’s 
meaning and implications.  

155. The consultation document itself was not available to the public in final hard 
copy form for some time after the commencement of the consultation. Likewise, 
although the PCT undertook to produce and distribute an explanatory summary 
leaflet to all affected households, in practice the rate of distribution has been 
poor, and many households still have not received or even seen the document.  
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156.    The summary leaflet reproduces the three option descriptions. It failed, 
however, to provide the supplemental detail contained in the main document. In 
particular it was silent on the impact of the reconfiguration on the delivery of 
maternity services. Given that this aspect is one of the key issues within the 
consultation (together with the issue of location of a midwife-led unit), the 
absence of this information from the summary document is a significant flaw. 

157. The PCT held a number of public meetings across West Sussex and the 
western parts of East Sussex. At least one of these meetings was oversubscribed 
(for example in Haywards Heath) which meant that members of the public who 
were interested in the issues and had taken the trouble to attend were denied 
admission (and a voice). Meetings were structured in such a way that panel 
presentation and discussion took a disproportionate amount of the time available 
for public questioning. This caused public frustration and engendered a sense 
that the more difficult issues were being sidestepped.  

 
Substance 
158. Notwithstanding the questions asked of the PCT through public meetings and 

via, for example, the patients’ representative panel, a number of key issues 
remain unresolved. It is the essence of a consultation process which is to lead to 
a major decision on the disposition of public resources that it is more than a 
conversation or a debate. In order that the public can engage fully in the process 
in a meaningful way they must have in their hands the key data upon which the 
decision-making process is to be based.  

159. Even at the end of the consultation a number of key matters have not been 
addressed. These include: 

(a) The manner in which capacity is to be created at the RSCH (and at 
Redhill) to manage a significantly enhanced throughput of emergency and 
maternity patients; 

(b) The manner in which capacity is to be created within the ambulance 
service to ensure that it can deliver a safe and sustainable service for a 
significantly increased number of patient journeys (and how that capacity 
is to be financed); 

(c) The manner in which additional journey times (for example, from central 
Sussex to the RSCH) are to be calculated with certainty given the absence 
of reliable data relating to intra-urban travel; 

(d) The manner in which acute medical services are to be delivered (and, in 
particular, ITU) when the clinical reference advisory group’s deliberation 
on the subject are incomplete; 

(e) The manner in which a community hospital model will operate (given that it 
features in two of the three options for the PRH) when the PCT itself 
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concedes77 that the location and range of services to be delivered from 
such hospitals is still an issue which has not been addressed “in detail”.   

160. For matters of such significance to remain outstanding at the end of a  
consultation process signals an inability on the part of the PCT to have identified 
and addressed properly the live issues at the outset of the consultation, and to 
have clarified in its mind the right intellectual steps which must be undertaken in 
the determination process. That is concerning.   

161. This concern is compounded by three further factors which weigh in the  
public’s perception: 

·  that the initial hurdle criteria were arrived at in an arbitrary manner and 
failed to take adequate – or any – account of key issues such as 
accessibility and capacity  

·  that it was not appropriate to adopt an initial criterion (deliverability) 
which was insufficiently defined and ambiguous in its application 

·  and that – by the PCT’s own admission – in proposing three specific 
options for change it had failed to conduct a full risk assessment. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

������������������������������������������������ �
�� �Consultation document, at p 34. 
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PART 9 
Conclusion 
 
162. The purpose of this response document has been twofold. First, to analyse 

the three consultation options from the perspective of the campaign. In other 
words, although the reconfiguration exercise deals with three district general 
hospitals, the impact of the proposals on the PRH (and the ripple-out effect) are 
central to the robustness of the proposals as a package. 

163. Secondly, the response seeks to show that the FFF exercise could have been 
used to better effect. It misses an opportunity to build on the strengths of the PRH 
and to see how those strengths could be used to benefit the wider health 
community (and, in turn, the public that community serves). It also fails to focus 
on the real issues which confront the county of West Sussex. It should have 
acknowledged that the PRH (as an integral part of the BSUHT) has already been 
through an extended process of rationalisation to make it fit for purpose. In the 
main, that process is complete, although it does require some fine-tuning, but the 
hospital also requires the opportunity now to reconcile itself to the changes made 
and to consolidate its position. But more importantly, the consultation fails to 
recognise that the positioning of the PRH is central to the catchment area it is 
designed to serve. The people of Brighton & Hove and, northwards through 
central Sussex, up to Crawley and Gatwick need its acute services and need the 
Hospitals Trust to find imaginative ways in which its menu of services can be 
extended and made complementary to services provided elsewhere. 

164. What this response is really saying is that the PCT (and the SHA) need to go 
back to the drawing board. It should be examining the operational links which can 
be made between hospitals. Just as Eastbourne and Hastings are now working in 
partnership, mirrored by the PRH and the RSCH within the Brighton Trust, so the 
working relationships between Worthing and Chichester hospitals need 
examination with a view to consolidating their roles as DGHs and to delivering 
across the two sites more than a sum of their parts. In this way, the artificial (and 
historically  arbitrary) PCT and local government boundaries which give us East 
and West Sussex can be put aside, and the focus for service delivery should be 
on East, Central and West Sussex as interlinked but separately functioning units.  

165. The fourth option which is proposed in this paper seeks to build on this vision. 
It consolidates the meaning and function of the BSUHT as a key provider of acute 
hospital services through central Sussex. It delivers a single hospital (with world 
class potential) working from two sites, situated either side of a natural 
geographic divide (the South Downs). It is able as a Trust to look eastwards and 
westwards along the coastal strip, and to look northwards up to the Surrey 
border. It can - if properly resourced (and that is what is missing today) - have the 
capacity to provide a strategic as well as a local service. That potential needs to 
be recognised and built upon. 
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166. Put bluntly, any form of downgrade of the PRH will hugely undermine that 
potential and will do a disservice to the public. The PCTs (in both Brighton & 
Hove and in West Sussex) should now be saying to the SHA and to the Secretary 
of State that the time is right to build on the vision for the delivery of hospital 
services right across Sussex. Inevitably this issue goes beyond the capability of 
the WSPCT to deliver on its own. But that should not prevent the Strategic Health 
Authority from acting strategically and making changes - on its own or with the 
help of the Secretary of State - which give life to a new way of working. The 
campaign commends this approach to the PCT, and to Sir Graeme Catto in his 
role as independent assessor.78  

 
Contact 
167. In the event that any query arises from this response, or that more information 

is required on any particular point, the PCT is asked to make contact (in the first 
instance) with Mrs Ginny Heard in the campaign’s support office – 

by telephone on 01444-452590, or 
by e-mail at ginny.heard@msca.org.uk  
 
 

  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
������������������������������������������������ �
�	 �For the avoidance of doubt, this response document (and more particularly the proposal in it 
relating to option D) is to be taken as if it were an entry made at section 4 of the WSPCT Response 
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Appendices 
 
 
 
App A – PRH Catchment area computation by Mid Sussex DC (table) 
 
 
App B – Various maps of Mid Sussex district, utilising Indices of Multiple 
Deprivation (ONS) 
 
 
App C – Table of PRH attendances in A&E by postcode 2004/05 to      
2006/07 (prepared by the BSUHT) 
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Form appended to the FFF consultation document.�
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