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ASHFORD AND ST PETER’S/ROYAL SURREY COUNTY MERGER 
INQUIRY 

Summary of hearing with NHS England South on 7 May 2015 

Background 

1. The NHS Commissioning Board was established on 1 October 2012 as an 

executive non-departmental public body. Since 1 April 2013, the NHS 

Commissioning Board has used the name NHS England for operational 

purposes. NHS England is responsible for directly commissioning some 

healthcare services including primary care, specialised services, secondary 

care dental services, some public health services, offender health and armed 

forces health.  

2. NHS England is split into four regional teams, including North of England, 

Midlands and East of England, London, and South of England. NHS England, 

currently through the a specialised commissioning team in the South Region, 

holds contracts for prescribed specialised services with both Ashford and St 

Peter’s Hospitals NHS Foundation Trust (ASP) and Royal Surrey County 

Hospital NHS Foundation Trust (RSC). The hearing was conducted with NHS 

England South. 

Service specifications 

3. NHS England said that commissioning arrangements were largely a 

continuation from when NHS England came into existence in 2013 and the 

configuration of services it commissioned at the moment was not necessarily 

what it would choose to commission in the future. It would, in due course, try 

to move to more optimal arrangements with providers. 

4. NHS England said that prior to 2013 the national clinical reference groups had 

produced a number of national service specifications. These were 

commissioning products to assured quality and consistency. Clinical reference 

groups identified key requirements from each of the service specifications that 

providers must deliver if they were to be seen as a valid provider of that 

specialised service. Providers were then asked to self-report against these 

requirements. 
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5. NHS England said that through the self-reporting process, there was a 

process by which a provider could say that they were not meeting all of the 

key requirements but that they would be able to in the near future. In that 

case, they were allowed to request a derogation for a year to put in place 

arrangements to meet those key requirements. It requested action plans from 

those providers and monitored these through performance management 

meetings.  

6. NHS England said that there were also commissioner-led derogations that 

might involve a number of providers achieving service change in order to 

comply with the full service specification. In these cases it was recognised 

that some leadership from NHS England was needed to either bring a network 

together or solve a particular issue in terms of patient flow. 

7. NHS England said that if a provider was not going to meet one of these key 

requirements NHS England would then potentially look to decommission 

those services and change patient pathways but that would be if there was an 

urgent need, such as issues of patient safety. Otherwise providers had been 

given time to put their plans in place. 

Specialised commissioning  

8. NHS England said that currently specialised commissioning was purchasing 

specialist services from more providers than it was likely to aim to do. There 

were some district general hospitals across the country with which NHS 

England had contracts where there might not be sufficient throughput of cases 

for these arrangements to continue in the longer term. The economy of scale 

was, however, not an entirely linear curve and there was evidence that there 

was a tipping point that varied from service to service.  

9. NHS England said that within NHS South there was activity in some specialist 

areas taking place in organisations that had insufficient throughput to maintain 

and develop the necessary skills to continue to provide and move those 

services forwards. Across the South, and probably nationally, it had seen an 

unexpected number of providers saying that they were providing specialised 

services. It might have been that the definitions of specialised services were 

not clear enough, so it allowed providers to confirm that they were providing 

the services and could comply with those key requirements.  

10. NHS England said that it was difficult to make an informed judgement on 

these providers as it had been difficult to see sufficient data to be sure of 

activity in a particular provider. However, it was unlikely to make significant 

changes until 2016/17 and that there would be public engagement before any 

changes were made, and formal public consultation where required. The 
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views of Monitor, the NHS Trust Development Authority, and the Care Quality 

Commission would also be taken into account 

11. NHS England said that there might be fewer specialist emergency centres in 

the future. The same clinical services that were required for emergency 

treatment overlapped considerably with those clinical services required for the 

delivery of many specialised services. 

12. NHS England’s role was to commission effective, high quality services and to 

ensure that a provider’s service was compliant with the national service 

specifications. It needed to have the right number of clinicians carrying out the 

right number of procedures/treatments for the right population. Reducing the 

number of providers might be more cost effective but the driving factor was 

ensuring quality. However, workforce issues meant that the cost of duplicating 

services across multiple organisations was high (just in terms of staff costs, 

60 to 70% of overall budget), and it was incumbent on it to commission 

services that were operating at optimum capacity and quality, which it said to 

be around 80%. 

13. NHS England said that for some services it was possible to increase the 

throughput of a particular condition in a service without substantial increases 

in staff costs and, therefore, safely decommission from other providers. 

Access was absolutely critical, but did need to be balanced against quality. 

Funding and tariffs 

14. [] 

15. NHS England said that it was in final negotiations for its 2015/2016 NHS 

England South contracts. [] 

16. [] 

Referrals into specialised services  

17. NHS England said that referrals into specialised services would often come 

from other acute providers rather than general practices (GPs). Only a 

proportion of patients would start their specialised pathway through referral at 

GP level. The overwhelming majority of patients would go through some sort 

of diagnostic exercise before the pathway was engaged and that choice 

element applied at that point. Choice would vary from specialised service to 

specialised service and from patient to patient. With specialised services the 

referral pathways could be quite difficult to control, because you had certain 

organisations that had a very good reputation.  
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Specific services – HIV  

18. NHS England said that the responsibility for the commissioning of sexual 

health services was with local authorities. There was some concern that, as 

the NHS commissioned HIV services and local authorities had responsibility 

for commissioning sexual health services, there might be a disconnect for 

patients. Where there was any tendering NHS England would look to work 

with its local authorities to make sure that services were integrated. [] 

19. NHS England said that in Surrey there were three incumbent providers for 

HIV – Frimley Health NHS Foundation Trust, Virgincare and ASP. [] 

20. NHS England said that the HIV landscape had changed fundamentally over 

the last decade along with public perceptions of HIV. While local access to 

outpatient services was critical, specialist inpatient services were very low in 

volume. [] 

Specific services – colorectal faecal incontinence in adults 

21. [] 

22. [] 

23. NHS England said that for colorectal and potentially other services there could 

be benefits in concentrating the specialist element or particular elements of a 

specialist pathway into a small number of providers. [] 

Specific services – respiratory, severe asthma in adults 

24. NHS England said that bronchial thermal ablation was a relatively recent 

innovation. The majority of patients in the country who were eligible for this 

would travel to a centre that had expertise in delivering the service, and would 

then go back to their base clinic at their nearest hospital. The key to this 

particular service specification was good networking in order to make sure 

that you had as close to 100% case ascertainment of eligible patients who 

were referred for the intervention.  

25. [] 

Specific services – cancer chemotherapy for children, teenagers 

and young adults 

26. NHS England said that e-prescribing was an existing cancer standard that 

had been difficult to implement for children, teenagers and young adults. [] 
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27. [] 

Cancer services in general 

28. NHS England said that there had been clear national guidance and standards 

for many years around care that included agreed protocols between all the 

providers that linked around a cancer centre. A patient might present at their 

GP, have some local diagnostics, and would then be on an agreed protocol to 

a tertiary centre. Clinicians might recommend staying on that locally agreed 

cancer network protocol.  

29. NHS England said that RSC was a tertiary provider and would be linked to 

hospitals around it through protocols and pathways that pulled those patients 

with cancer in for treatment at RSC. The patient remained joined up with the 

local multidisciplinary team and the local GP, as well as the specialist team 

and everyone was aware that the patient was on that pathway. Choice tended 

to be at the beginning of the pathway and less along the way of the pathway, 

though there was a different sort of choice such as between surgery or 

radiotherapy along the route.   

Repatriation 

30. []. NHS England had started discussions with the London region about 

opportunities that there might be for repatriation. There were certain 

specialised services that were delivered in London that should remain so, due 

to the expertise, the volume of patients and the location of the research. 

Repatriation had to be considered on a service-by-service and case-by-case 

basis.  

31. []. NHS England said that there were some opportunities for repatriation, 

but it would have to work closely with providers and colleagues in the NHS 

England London region to make it happen.  

32. [] 

33. NHS England said the specific repatriation opportunities considered as part of 

the merger would need to be looked at in more detail. [] 

Views on the merger 

34. NHS England said that in general when considering a merger of two 

organisations it was a question of balancing access and volume and, where 

evidence existed, looking at what the optimal service size was. There was 

evidence from a piece of work that was commissioned by the National 
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Institute for Healthcare Research and performed by the King's Fund last year, 

that, in some specialised services, there could be both financial benefits and 

other positive outcomes of merging services. However, in more rural parts of 

the country, that needed to be balanced against access. 

35. NHS England said that there was a dense population in Surrey. The road links 

between ASP and RSC were relatively good on a map, but highlighted that 

the practical experience was not always the same. The merging parties could 

not be looked at in isolation but instead considered in terms of their links to 

London as well.  

36. NHS England said that when considering the effect of the ASP/RSC merger it 

would look at where there was overlap. It would want to work with both trusts 

through the merger to try and understand what their strategy would be and 

how they saw their specialised services developing in the future. Its priority 

was for safe and sustainable services that met the service specification. 

Where there were services across both sites, it would want to know how the 

parties would manage those and whether they would, for example, rota 

across sites. 

37. NHS England would not want to change RSC’s focus on cancer as RSC’s 

service was very good. It thought that the merger would be beneficial for ASP. 

However, it thought that there were opportunities for all of its providers in 

Kent, Surrey and Sussex to network themselves better into their landscape, or 

with London providers. Good specialised services could be achieved 

regardless of whether there was a merger or not.  

38. NHS England said that trusts working together in closer cooperation in the 

current financial climate could only be better for the majority of patients who 

accessed their services. [] 

39. NHS England said that there were ways of strengthening both ASP and RSC 

without merging. There were growing links between providers generally. 

However, it could see advantages for both of ASP and RSC in joining 

together, for themselves, in terms of their stability, their workforce and their 

minimum population. Services could continue to be provided on both sites but 

with efficiencies at a staffing level, so that rather than running 24-hour, 7-day 

rotas, they might be able to run 12-hour, 7-day rotas and a single overnight 

rota.  

40. NHS England said that networking could be more easily achieved by the two 

organisations being under the same administrative roof. [] 

41. [] 
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42. NHS England said that with or without the merger, if the trusts were better 

networked they would deliver better care for patients []. 

Future landscape 

43. NHS England said that specialised commissioners should, to an extent, be 

agnostic of the name on the letterhead of a provider and instead be 

commissioning to ensure that patients had as good an access as was 

possible to services that were of requisite quality. In the future, there should 

be fewer providers of specialised services across the country. Services should 

be specialised and centralised where necessary, but local where possible. 

44. NHS England hoped, increasingly in the future, that clinicians would take the 

view that they were appointed to serve a population and that that population 

may access services on different sites to ensure flexibility of service delivery. 

It hoped that clinicians would become a little bit more mobile in order to 

address some of the access issues, particularly for those patients who found it 

more difficult to move around. 


